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1.4

Overview of the State

Geographic Characteristics Kansas has aland area of 82,282 square miles that includes lakes,

major river basins, and aland of geologic diversity producing oil and gas, helium, large salt
deposits, and areas previously mined for coal and lead. The land isrelatively dry, but has large
underground aquifers that have allowed irrigation and abundant agricultural productivity. Itis
bordered on the East by Missouri, on the North by Nebraska, on the South by Oklahoma, and West
by Colorado. There are two time zones in Kansas with the western most counties in the mountain
zone. Visitors to Kansas are impressed with the wide openness of the Kansas plains and apparent
flatness. In fact the topography is quite varied with elevations starting at 700 feet in Eastern
Kansas and rising to nearly 5,000 feet in the West towards the Rockies.

Population Kansas' population of about 2.5 million is about 1% of the U.S. population. Although
the population of Kansas grew 2.9 percent from 1994 to 1998 (2,554,047 to 2,629,067), the
growth across the state is not even, ranging from a high of +11% in Butler County to alow of -
18.4% in Geary County. The rate of natural increase has decreased over this period of time.

There are approximately 32 people per square mile in Kansas compared with about 72.4 in the
U.S. Thirty-one of the state’s 105 counties have population density less than six persons per
square mile. The four counties with major population centers make up 28% of the state’'s
population. The ethnic/racial distribution for the State is 86.7% White Non-Hispanic, 5.9%
African American, 4.8% White Hispanic, 1.8% Asian/Pacific Idander, and 0.9% American
Indian/Alaska Native. (1998 Census estimates)

Per Capitalncome and Poverty About 13% of Kansas familieslive a or below the federal poverty

level. Poverty is more common in families headed by single females. Thisis particularly true if
there are children under the age of five in the household, regardless of race or ethnicity. The
percentage of school age children below the poverty level is 13% for Kansas. Most childrenin
poverty live in three population centers: Sedgwick Co. (Wichita), Wyandotte Co. (Kansas City,
KS) and Shawnee Co. (Topeka). Educational attainment for Kansans is favorable compared to the
U.S. at 87.7% and 81.7% respectively.

Hedlth Care Delivery Environment The goals for health care delivery in Kansas are: to engage

communities in prevention and improvement of health, to expand hedlth care insurance coverage
for al of the citizens who are uninsured or underinsured, and to make health services available

through a medical home to people in even the more remote areas of the state while maintaining
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services of high quality. Kansas strives for a seamless system, coordinated locally, but with the
potential of applying the most sophisticated and highly technical skills. Since 1995, the health care
delivery environment has been altered through capitation programs, the privatization of certain
services, and a managed care environment. It isin the context of this backdrop that the Title V
programs function.

Historically public health clinical servicesin Kansas have been delivered in large part by
local county or multi county health departments (97 county health departments in 105 counties).
Services are moving away from the health departments as aresult of funds shifting to MCO’s
through the State’s Medicaid and State Child Health Insurance Program (SCHIP).

Role of the Kansas Maternal and Child Health Program The Kansas Department of Health and

Environment (KDHE) as the state Title V agency is continuing to play an essential role in assuring
that services to mothers and children are both accessible and of high quality. Asthe State TitleV
Agency, KDHE has the responsibility for monitoring the changes in health care ddlivery, reviewing
the impact of Medicaid and CHIP asthey are modified and implemented, and making
recommendations to assure that infants, youth and mothers receive comprehensive, needed, and
appropriate servicesin atimely and effective manner.

The KDHE directs its programs to local communities focusing on causes of poor health
rather than the specific problems themselves and to the extent possible, with broad community
involvement. Some examples follow:

1. Kansas Children’s Cabinet

State Child Death Review Board

Advisory Commission on Children with Special Health Care Needs
Kansas Commission on Disability Concerns (ADA)

Kansas Council on Developmenta Disabilities

Public Health Improvement Plan

Kansas Association of Local Health Departments

SAFE Kids

Coordinating Council on Early Childhood Developmental Services

© © N o g~ wWw N

=
o

Kansas Chapter, American Academy of Pediatrics

[EnN
=

Perinatal Association of Kansas

[EnY
N

American College of Obstetrics and Gynecology, Kansas Chapter
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Current Priorities or Initiatives
Tobacco Litigation Settlement The 1999 L egidlature passed HB 2558 which established the
Kansas Endowment for Y outh (KEY) Fund, atrust fund administered by the Board of Trustees of

the Kansas Public Employees Retirement System. One hundred percent (100%) of the funding
received from the tobacco litigation settlement will be deposited into the KEY Fund.

It established the Children’s Initiatives Fund, which will receive fund transfers from the
KEY Fund. Expendituresfrom the Children’s Initiatives Fund will be used for additional funding
for programs, projects, improvements, services, and other purposes directly or indirectly beneficial
to the physical and mental health, welfare, safety, and overall well-being of Kansas children.

Allocations from the Children’s Initiatives Fund will emphasize programs and services that
are data-driven and outcomes-based and may target programs and services that combat
community-identified risk factors associated with children and youth becoming involved in
tobacco, alcohal, drugs or juvenile delinquency.

Programs funded must have a clearly articulated objective and must demonstrate that the
program’s design is supported by credible research, that the program will constitute best practices
in the field, that data is available to benchmark the programs desired outcomes, and that an
evaluation and assessment component is part of the program design. Evaluations must be capable
of determining program performance, needed program modifications to enhance performance, ways
in which the program could be modified for transfer to other venues, and when performance no
longer justifies funding.

Community programs must demonstrate the availability of sufficient community leadership
and capacity to appropriately implement and administer the program that is funded. If community
mohilization is necessary to achieve program objectives, a specific strategy must be demonstrated.

Moneys alocated or appropriated from the Children’s Initiatives Fund cannot be used to
replace or substitute for moneys appropriated from the State General Fund in the immediately
preceding fiscal year.

The bill established the Kansas Children’s Cabinet to review, assess, and evaluate all uses
of the moneys in the Children’s Initiatives Fund. The Cabinet will initiate studies, assessments,
and evaluations, by contract or otherwise, through institutions of higher education and other
appropriate research entities to identify best practices and to measure and otherwise determine the

efficiency and efficacy of programs.
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The existing Advisory Committee on Children and Families was abolished and those
members comprise six of the 15 members of the Kansas Children’s Cabinet.
Child Hedlth Insurance Program (HealthWave) The 1998 Kansas legislature passed a law
requiring the Secretary of the Department of Social and Rehabilitation Services (SRS) to develop

and submit a plan for insurance coverage for Kansas children under the federal Title XXI program,
otherwise known as CHIP or SCHIP. The statute specified that the Kansas plan contain the
following: capitated managed care; coverage for children from zero to 19 years; benefit levels at
least equd to those for the EPSDT program; continuous eligibility for 12 months; performance-
based contracting with measurable outcomes indicating age-appropriate utilization of services
(immunizations, vision, hearing and dental exams, emergency room utilization, annual physical
exams and asthma).

The Kansas HeathWave program began providing services January 1, 1999, utilizing two
health plans--Family Health Partners and Horizon Health (became First Guard Health Plan
4/1/99). Each plan subcontracts for dental services. Mental health services are provided statewide
by the Mental Health Consortium. CSHCN staff work closely with both SCHIP health plans. The
SHS hedlth care plans are shared with the SCHIP plans when they are completed and SHS staff
work to assure that families use the appropriate network providers.

KDHE staff have worked closely with SRS in providing outreach to digible families
through MCH/CSHCN programs, including Healthy Start Home Visitors program. KDHE staff
have been involved in task forces such as “The integration of Medicaid and HealthWave.” Both
health plans dlow clients to receive the following services from local health departments without
referral: family planning, STD, TB, and immunizations.

Kansas Department of Social and Rehabilitation Services was awarded a grant from the
Robert Wood Johnson Foundation. The “Kansas Covering Kids Project” provides comprehensive
outreach strategies in order to maximize access to health care resources available to eligible
children (Medicaid, HealthWave and private insurance).

Medicaid Managed Care The Kansas Department of Social and Rehabilitation Services (SRS) the
state agency with responsibility for the Medicaid program was mandated by the Kansas Legidature

to implement managed care programs statewide by July 1, 1997. To meet this goal, the Secretary
of SRS established a statewide implementation Committee in January 1994 as well as local

community workgroups, to solicit input and recommendations from the community, medical
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providers and Medicaid beneficiaries and advocates. Responding to community input, SRS
developed and is implementing two different programs: Health Connect Kansas and PrimeCare
Kansas waivers. |mplementation for the two approved programs which began in July 1995 is now
complete. Goals of the managed care program are: improve service quality; increase access to
care; contain cost increases, communicate with interested parties; ensure and protect beneficiaries
dignity and rights.

Medicaid managed care contracts have language requiring the HMO to contact KDHE and
follow CSHCN program advice on referral and coordination of care for those children enrolled in
both Title X1X and Title V. Referras are obtained from the HMO primary care physician to direct
the care and the child’ s health care plan is shared with both the HMO and primary care physician.

Health Connect Kansas PrimeCare Kansas

12/99 Enrollment - 78,506 (76%) 12/99 Enrollment - 24,738 (24%)
Primary Care Case Management Model Capitated Payment Model
Fee-for-Service, plus Case Management Fee | Contracts with Licensed HMOs
Eligibility Groups *  First Guard Health Plan

* TANF Eligibility Groups

*  Poverty Level PG Women/Children * TANF

*  SSI (Aged and Disabled) *  Poverty Level PG Women/Children
*  General Assistance/MediKan Beneficiaries Excluded
Beneficiaries * Long-Term Care

* Long-Term Care * Foster Care Children

* Foster Care Children *  General Assistance/MediKan
* 3" Party Insurance with Case *  SSI (Aged and Disabled)
Management * HIPPS

* Spenddown * Spenddown

*  Medicare Eligible

Medicaid Managed Care for Pregnant Women With the implementation of HMO managed care

for Medicaid beneficiaries, there was a need to assure the availability of collaboration between the

TitleV, MCH Block Grant 8 Kansas, 2001



HMO’s and local health departments and education of local public health prenatal care providers
of the changes in managed care systems.

Collaboration has been between and among KDHE (Maternal & Infant and Healthy Start)
Health Care Policy of SRS, and three HMOs until December 31, 1998. As of January 1, 1999,
First Guard Health Plan is the only HM O contracting with the State of Kansas to provide services
to Title X1X (Medicaid) beneficiaries. Information has stressed an orientation of HMO staff
assuming the responsibility to develop methods to provide selected non-medical care components of
comprehensive prenatal care services and post discharge mother/baby unit follow-up. HMO
quality studies focus on prenatal care and prevention of first year of life problems.
Welfare Reform The Kansas social services agency (SRS) is responsible for implementation and
monitoring of the federal Temporary Assistance for Needy Families (TANF) Welfare Reform
Program. Kansasinitiated its program in October of 1996. The program restricts familiesto a
lifetime benefit limit of five years. Families who have been on the program continuoudy since
1996 have already used more than half of their 5-year lifetime benefit limit. A second group of
families has received assistance sporadically. They find employment but for various reasons do
not retain their jobs. These are also approaching their lifetime benefit limit as they cycle on and off
assistance. Significant barriers to employment for both groups of families include disability,
domestic violence, financial emergencies, poor work skills, housing instability, lack of health
insurance, mental illness, substance abuse, inadequate transportation and lack of specialized child
care. Beginning in October of 2001, families will begin losing welfare benefits having exceeded
their 5-year lifetime benefit packages. They may seek resources el sawhere potentialy posing a
significant challenge to State service systems. To assess system capacity and to assure a
coordinated system of service delivery for the challenges ahead, SRS is convening a diverse group
of individuals representative of state and local government, business, educational organizations,
emergency service providers, advocacy groups and community agencies. SRS has resurrected the
KanWork Interagency Coordinating Committee (KWICC), established by legidation severa years
ago, adding ex-officio members and utilizing this meeting forum to promote necessary
coordination. .

New Appropriations-2000 Session During the 2000 legislative session, the legislature

appropriated funds from the tobacco settlement money for Teen Pregnancy Prevention with an

emphasis on program evaluation, and Health Start Home visitor program to compl ete the statewide
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expansion. TeleKid Health Care, at Kansas University Medical Center was also funded by the
tobacco settlement money. The legidlature expressed a need to continue the Pregnancy
Maintenance Services (provides enhanced supportive services for pregnant woman), but provided

no funding.

1.5 The State Title V Agency
1.5.1 State Agency Capacity
1.5.1.1 Organizational Structure
There was no organizational structure changesin FFY 99.

L egislation/Statutes relevant to Title V. Program Authority

Federal Legislation BCYF administers the following federal programs:

® Title V of the Social Security Act, the Maternal and Child Health Services Block Grant as
amended through January 1, 1991. Section 510 creating a“ Separate Program for
Abstinence Education.”

L Title X of the Public Health Service Act -- Population Research and Voluntary Family
Planning Programs, 1970.

L Section 17 of the Child Nutrition Act of 1966 as amended by P.L. 94-105 enacted October
7,1975. USDA, Specia Supplemental Nutrition Program for Women, Infants, and
Children (WIC) as amended 1985, 1989, 1993, 1994.

L Part 247, Commodity Supplemental Food Program, Food and Nutrition Service Act,
USDA, as amended August 1988.

® Title X1X, Part A of the Public Health Service Act — Preventive Health Block Grant
(funding allocated to teen pregnancy prevention, child health, and home visiting).

o P.L. 99-457 Titlel, Education of the Handicapped Act amendments of 1986: Part H -
Handicapped Infants and Toddlers; P.L. 102-119 Individuas with Disabilities Education
Act amendments of 1991: Part H - Early Intervention Program for Infants and Toddlers
with Disabilities; P.L. 105-17 Individua s with Disabilities Education Act amendments of
1997: Part C - Early Intervention Program for Infants and Toddlers with Disabilities.
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State Statutes relevant to BCYF program authority. For each of the following state statutes

the BCY F directly administers and/or plays akey role in coordination and implementation.

KSA 65-101 and 75-5601 - General supervision of the health of the citizens of the state
by the Secretary of the Kansas Department of Health and Environment, BCYF is assigned
responsibility for the genera health and well-being of mothers and children.

KSA 65-153 - The duties of the Division of Child Hygiene established by statute in 1915
were placed under the Division of Hedlth in 1974 when the KDHE was reorgani zed.
Functions include: issuance of educational literature on the health and care of infants and
children, application of preventative measures for the prevention and suppression of the
diseases of infancy and early childhood, and infant mortality studies. These genera
provisions of the law are the responsibility of the BCYF.

KSA 65-5a01 et. seg. as amended - The original Crippled Children’s Commission
established in 1931 was transferred to the KDHE in 1977. In 1988 the law was changed
replacing the term “ crippled children” with “children with special health care needs.” The
definition of a special needs child according to KSA 65-5801 is an individual under
twenty-one (21) years of age, who has an organic disease, defect, or condition which may
hinder the achievement of normal physical growth and development. BCY F administers
this program.

KSA 23-501 thru 23-502 - Kansas Family Planning Law (1965) requires the KDHE to
conduct a program of family planning information and servicesin cooperation with local
county health departments and the Department of Social and Rehabilitation Services
(SRS). BCYF administers the Title X program and coordinates with Medicaid to ensure
statewide availability of affordable services.

KSA 65-501 thru 65-520 (1919) - Inspection, licensure, and supervision of all maternity
homes and child care facilities. 65-503 was amended by the 1980 legidature to permit
registration of day care homes caring for six or fewer children. BCYF coordinates with
Child Care Facilities Inspections & Licensing to develop guidance, consultations and
inspections.

KSA 65-176 - Inspection of sanitary conditions and health supervision at state child
institutions and reporting to the Governor and Legidature. BCYF coordinates with Child

Care Facilities Inspections & Licensing in devel oping guidance, consultations and
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inspections.

L KSA 65-153f thru 65-153h - Prenatal serological test for syphilis. BCYF provides
consultation to hospitals.

L KSA 65-153b thru 65-153d - Prophylaxis for eyes of newborns against infection from
gonorrhea. BCYF provides consultation to hospitals.

L KSA 65-177 thru 65-179 - Confidentiality of research studies relating to morbidity and
mortality for maternal, perinatal, and anesthetic causes. BCY F conducts and assists
Epidemiology in research.

L KSA 65-180 thru 65-183 - The newborn screening for PKU was enacted in 1965 and
provides for newborn testing, educational programs, provision of diet, and required
reporting of the disease to the KDHE. It was amended by the 1977 Legidature to include
hypothyroidism and in 1984 galactosemia was added. The 1985 L egidature centralized
testing in the State Laboratory. BCY F coordinates with the State L aboratory to administer
the screening and followup of this program and provides diagnostic followup and provides
treatment product for digible individuals.

o KSA 65-1,105 thru 65-1,106 - Sickle Cell Program. The KDHE isrequired to establish a
statewide sickle cell screening program and assure that diagnosis, counseling, follow-up
research are provided (1973). In 1978 the law was expanded to include treatment for
persons in financial need and to provide information through schools for the population at
risk. BCYF administers this program.

L KSA 65-1,131 thru 65-1,134 - Hemophilia Program. This provides the factor for a home
treatment program; no age limitations; consumers participate in the regional hemophilia
program supported through MCHB. BCY F administers this program.

o KSA 74-7801 - Coordinating Council on Early Childhood Developmenta Services
established in 1986. This Council serves as the advisory body to both KDHE's 0-3
program under P.L. 99-457, initiated in 1987, and Part B of IDEA 3-5 administered by the
Department of Education. .

o KSA 65-202 - Annual school inspections are required to be performed by local health
officers. The Department coordinates the program and issues standards and reporting
forms.

L KSA 72-5208 thru 72-5211 - Certification of immunization for school entrance. BCYF
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coordinates with the state immunization program to assure availability at the local level
(locd Title V projects participate), and assist with training, development of guidance
materials, and immunization promotion activities.

o KSA 72-5204 thru 72-5206 - Vision screening of school children. BCYF coordinates
annual training and update of school nurse skills, development of guidance in cooperation
with universities.

L KSA 72-5213 - Certification of health for school personnel. BCY F provides consultation
to school districts and citizens, health assessment guidance and forms.

o KSA 72-5201 thru 72-5203 - Annual dental inspection of school children. BCYF
coordinates with the State Dental Association to obtain data, with Epidemiology to assist
providersin organizing local programs, provider education and health promotion
strategies.

L KSA 72-1204 thru 72-1207 - Hearing screening tests of school children. BCYF provides
annual school nurse training, consultations to providers and guidance materials.

L KSA 65-425 thru 65-433 - The hospital licensing act (relating to maternity, newborn
nursery, and pediatric units). BCY F coordinates with Bureau of Health Care Regulations
on perinatal issues and provides direct consultation to hospitals and other providers.

L KSA 65-2701 thru 65-2704 - Food and Drug Laws and Hazardous Article Law as they
affect children. MCH coordinates with the Bureau of Consumer Health on lead poisoning
prevention activities and other environmental concerns.

o KSA 65-2401 thru 65-2437 - The Uniform Vital Statistics Act asit relates to births, feta
deaths, maternal, infant and child deaths, adoptions and termination of pregnancy. MCH
coordinates with the Office of Vital Statistics on MCH-related data, legidation and other
information needs.

o Kansas Statutes and Regulations Regarding Communicable Disease and Control, (a

compilation of laws and regulations published by KDHE). MCH assists Epidemiology in
updates of this guide.

L KSA 21-3407 and 65-443 thru 65-445 - Abortion laws which include required reporting
by hospitals on forms designated by KDHE. Reporting was expanded in 1998. MCH
provides consultation to Vital Statistics as needed.

L KSA 38-1521 thru 38-1522 - Child Abuse Laws administered by Department of Social
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and Rehabilitation Services. MCH coordinates with SRS in strategies to address child
abuse including the planning committee for the annual Governor’s Conference on Child
Abuse and Neglect.

L KSA 8-1344 through 8-1347 - Child Passenger Safety Act restraining systems for children
under the age of four; use of seat belts, by children between the ages of five and fourteen.
MCH coordinates with the Office of Injury/Disability Program in Bureau of Health
Promotion on this program.

L KSA 65-1,157a - Newborn Hearing Screening program, enacts the newborn infant
hearing screening act, and repeals K.S.A. 65-1,149 thru 1,157. The genera provisions of
the newborn hearing screening act are the responsibility of the BCYF.

L KSA 65-1,158 (1991) Community-based teenage pregnancy reduction program. MCH
provides grants, guidance and oversight to local agenciesto conduct community programs.

L KSA 72-5125 (1992) School Breakfast Program for the establishment and maintenance of
a school breakfast program under which breakfasts are made available to pupilsin
attendance at school. MCH through the WIC program provides coordination with this
Education program.

L KSA 65-1,160 (1992) Preconception and Perinatal Programs establishing a public
awareness program on effects of tobacco, alcohol, drugs, Educational materials and
guidance for health care providers. In collaboration with local providers and the state
Alcohol & Substance Abuse Program, MCH provides educational materials and programs
for perinatal providers, assists with standards for treatment facilities that care for pregnant
women.

L KSA 75-5648 - 49 (1993 Supp.) Infant Toddlers with Disabilities defining early
intervention services; rules and regulations; duties of secretary of health and environment.
MCH provides oversight and coordination with this program.

L KSA 72-5214 (1994) Child Health Assessment at School Entry. Every pupil who has not
previoudy enrolled in any school in this state prior to admission to and attendance in
school, shall present the appropriate school board results of a health assessment. MCH
consults with providers, trains certified nurses, and provides sample health assessment
forms.

L KSA 22a-233 thru 22a-238 (1994) - Autopsies by coroner required for any child (under
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age 18) who dies of an unexplained death with reimbursement for expenses by BCYF,
originally enacted in 1988 with focus on autopsies for SIDS determination. Established a
state Child Death Review Board in Judicial Branch. MCH provides reimbursement to
coroners and consultation to the Board.

o KSA 65-6701, Sect. 25-28 - Women’s Right to Know Act. KDHE shall cause to be
published and distributed widely easily comprehensible printed materialsin English and
Spanish informing awoman about her options prior to an abortion with an annual update.
Originally passed in 1997 with revisions in the 1998 |egidlative sesson. MCH develops
and distributes materials.

L KSA 65-508b - Smoke Detector Act (1998). Mandating smoke detectors in single family
dwellings on every floor. MCH programs provide education and distribution of devices
during home visits.

o KSA 65-1,201 through 1,214 - Residential Childhood Lead Poisoning Prevention Act
(1999) Establishes a program and authorizes KDHE to establish rules and regul ations.
BCY F coordinates with this program in training of local health department personnel in
risk assessments and screens.

L KSA 38-1808 and KSA 38-1808a addresses the disposition of the tobacco litigation
settlement. See pp. 5-7 for the details of that legidation.

1.5.1.2 Program Capacity
The Division of Health, is one of four divisons within KDHE. The Bureau for Children, Y outh
and Families (BCY F) which administers Title VV, Maternal and Child Health Block Grant is located
in this Division. The Bureau is comprised of four Sections: Children & Families Section
(Women's Hedlth Services, Services for Pregnant Women & Infants, and Services for Children &
Adolescents); Services for Children with Special Health Care Needs (CSHCN) called the Special
Health Services (SHS) Section; Children’s Developmental Services (Newborn Screening, Infant
Toddler Services, and Newborn Infant Hearing Screening); and The Nutrition and WIC Services
Section.
The Children & Families Section includes the following programs:
L Maternal and Infant/Perinatal Program - Improves pregnancy outcomes for mothers and

infants, promotes early entry into and compliance with prenatal, postpartum and newborn
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care, and decreases pregnancy recidivism, especially for adolescents.

o Child and Adolescent Health Program - Optimizes the health of Kansas children through
access to primary and preventive services of high quality.

L Healthy Start Home Visitors - Enables families to become healthier and more self
sufficient by improving their access to early intervention services through outreach and at-
home interventions to reduce the incidence of abuse and neglect.

L School Health Program - Enhances the educational process by the modification or removal
of health-related barriers to learning and by promotion of an optimum level of wellness
among school age children, youth and school personnel.

o Teen Pregnancy Prevention Program - Reduces the negative economic, health, educational,
vocational and socia consequences of adolescent pregnancy and parenting for youth and
their communities by reducing the incidence of first and subsequent pregnancies among
Kansas adolescents.

L State Systems Development Initiative - Enhances the data capabilities of the State Title V
MCH and CSHCN programs through assistance with needs assessment, surveillance
systems, development of systems measurements and performance indicators, and through
coordination of activities to inform the public and professionals about materna and child
health issues.

o Abstinence Education Program - Reduces out-of-wedlock live births, teen pregnancies and
provides education regarding statutory rape through educational or motivational programs
teaching abstinence from sexual activity.

o Women's Health Care and Family Planning Program - Provides individuals with the
information and means to determine the number and spacing of their children through
comprehensive women's health services with priority to those unable to afford them.

o Pregnancy Maintenance Initiative - Provides case management services for pregnant

women for the purpose of assisting these women to carry their pregnancies to term.

The Special Health Services Section includes the following programs:
L Services for Children with Specia Health Care Needs - Promotes the functional skills of
young persons in Kansas who have a disability or chronic disease by providing or

supporting a system of specialty care for children and families including specialized
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services and service coordination, quality assurance, and community field offices.
o Make a Difference Information Network - Assists children and adults including those with
disabilities, their families and service providers to access information and obtain

appropriate resources. Serves as the MCH toll-free line.

The Children’s Developmental Services Section includes the following programs:

o Infant-Toddler Services (Part C of IDEA) - Promotes the early identification of
developmental delay and disorders through child find, services coordination (case
management), resource referral and development, and direct service provision for eligible
infants and toddlers and their families.

o Newborn Screening - Assures early identification and intervention for infants with PKU,
galactosemia, hypothyroidism and sickle cell.

o Newborn Infant Hearing Screening - Assures early identification of significant hearing loss

in newborn infants.

The Nutrition and WIC Services Section includes the following programs:

o Nutrition Services - Improves the health and nutritional well being of Kansans through
access to quality nutrition intervention services including educational materias,
consultation services, program coordination and referrals.

L The Special Supplemental Nutrition Program for Women, Infants, and Children (WIC) -
This program, now in its 26™ year, provides nutrition education, breastfeeding promotion
and support, substance abuse education, nutritious supplemental foods, and integration
with and referral to other health and social services.

L The Commodity Supplemental Food Program (CSFP) - This program improves the
nutritional health status of digible women, infants, children, and the elderly over age 60

through supplemental foods and nutrition education.

1.5.1.3 Other Capacity
See Section V, Supporting Documentation for organizational charts and listing of FTEs within the
state agency that are funded by MCH Block Grant funds.

Brief biographies of senior level management employees in lead positions.
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Clyde D. Graeber Secretary of the Department of Health and Environment. Mr. Graeber had
formerly served as Acting Secretary of the Department of Health and Environment, State
Treasurer, Legidative Liaison on the Governor’s staff, adozen yearsin the Kansas House of
Representatives, six years on the Leavenworth City Commission including two years as Mayor.
During histenure in the Legislature, Mr. Graeber served as Chair of the Federal & State Affairs
and Commercial & Financia Ingtitutions Committees. He served as adternating chair of the Joint
Committee on Indian Gaming Compacts and was a member of the special KPERS Investigative
Committee. Mr. Graeber aso chaired the House Republican Caucus. Mr. Graeber isretired as
President & Chief Executive Officer of the Leavenworth National Bank & Trust Company. He
earned an undergraduate degree and a law degree from the University of Tulsa, Oklahoma.

Dr. Michael Moser is the Director of Health, a position he has held since 1999. Previoudly, he
served as the State Epidemiologist in both Kentucky and North Carolina. Dr. Moser has held
faculty appointments as an Associate Professor at the University of Kansas and at the University
of North Carolina School of Public Hedth, an Assistant Professor of Internal and Preventive
Medicine at Ohio State University, and a Clinical Instructor at the University of Kentucky College
of Medicine. He received his medical degree from the University of Kentucky, holds an MPH
degree from the University of North Carolina, and a Bachelor of Science degree from the
University of Dayton. Dr. Moser has been eected to Fellowship with the American College of
Preventive Medicine.

Cassie Lauver, isthe Kansas Title V Director. She has served as the Director for the Bureau for
Children, Y outh and Families at the KDHE since 1994. Before becoming Bureau Director in
1994, she directed the State CSHCN Program from 1984 to 1994. Prior to 1984, her work
included Director of Missouri Division of Family Services for Omni Care Health Services, Inc.,
Child Protective Service Worker, Missouri Division of Family Services, and Communications
Instructor, Taipel, Taiwan, Republic of China. Cassie has served on avariety of committees,
boards and workgroups: Department of Defense/MCHB Task Force on CSHCN; Systems
Development Workgroup; national CSHCN/SSI Workgroup; ACCESS-MCH Advisory Board;
Kansas Commission for the Deaf and Hearing Impaired; Management Team for the LEND
Program; and the Prevention of Disabilities Advisory Commission. She was elected as president-
elect of AMCHPin 1999. In addition, she has served on both the planning committee and as
faculty at the Public Health Social Work Institute, University of California, Berkeley.
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Jamey Kendall is the State CSHCN Director. She has a Bachelor of Science degree in Nursing
from Wichita State University. Since 1997 she has served as Director of CSHCN. Prior to 1997,
she worked as a CSHCN nurse consultant (1989-1997), pediatric staff nurse at Stormont Vail
Regional Medical Center in Topeka, case manager for a Visiting Nurse Service in Fort Wayne,
Indiana, and home visitor for high risk infants and families with the Wichita health department.
Jamey isinvolved with the Kansas Commission on Disability Concerns, the Kansas Chapter of
American Academy of Pediatrics Subcommittee for Children with Special Health Care Needs,
Kansas Executive Board for Emergency Medical Services for Children, Task Force for Local
Education Agencies, EPSDT Advisory Board, Assistive Technology for Kansas Advisory Board,
Kansas Asthma Coalition, Professional Development Institute, Head Start Collaboration
stakeholder, Steering committee for office of Special Education Programs and Healthy Child Care
Kansas.

Lori Michel has been the Director of Children’s Developmental Services Section since 1994.
From 1988 to 1994, she coordinated speech-language-hearing-vision services for the Infant-
Toddler Program at KDHE. Prior to 1988 she worked as Assistant Director of the Student
Assistance Center at the University of Kansas, and as Assistant Professor and Director of the
Speech-Language-Hearing Clinic at the University of Kansas. She has served on a number of
national and state committees through the American Speech-Language-Hearing Association, the
Joint Committee on Infant Hearing, and through her work with Kansas' Infant-Toddler Services.
Lori holds a Ph.D. degree in Speech-Language Pathology from the University of Florida. She
represents KDHE on the Kansas Commission for the Hard of Hearing and the Governor’'s
Commission on Autism.

David Thomason is the State WIC Director. He has served in that capacity since 1998. From
1989 to 1998, he managed fiscal services and reimbursement in the Kansas Medicaid Program.
David holds a Master’ s degree in Public Administration from the University of Kansasand a
Bachelor of Science degreein Human Service Agency Management from Missouri Valley College.
David has been involved in the development of several federal/state human service programs
including the Medicaid drug rebate program, Vaccines for Children, and Federally Qualified
Hedlth Center reimbursement. David' s involvement in budgeting and fiscal management includes
making severa presentations at national meetings of government officials and pharmaceutical

organizations. David is currently involved in designing and developing an automated WIC system
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for Kansas. The new WIC system will allow local agency staff to spend more time on mission
oriented educational activities and less time on adminigtrative duties.

Number and Role of Parents with the Bureau for Children, Youth & Families The Bureau

employs a parent of a child with specia health care needs as a Benefits Coordinator. The job
responsibilities of this parent include identification of services and programs for families. In order
to do this effectively and be aware of what services are available, he works closely with a variety
of advocacy groups and support systems.  To maximize family involvement, he participates with
the Interhab task force, is aliaison with Families Together (parent to parent organization), serves
as a board member for the Assistive Technology for Kansans project, and attends various meetings
and conferences.

Another parent is a member of the Advisory Commission for Services for Children with
Specia Health Care Needs and works to provide parental input on program issues related to
CSHCN'’s.

“Veteran” parents are also identified and recruited to work with “new” parents of a child
with disabilities. This happens often in the newborn period. Extended family members are also
invited to be members of specialty clinic teams.

In addition to families working in the CSHCN program, parents and families provide
critical input to the Bureau in a variety of other ways including but not limited to: participating as
paid team members of the Infant-Toddler (Part C of IDEA) local site monitoring teams; being
customarily invited to be presenters at Bureau Sponsored events; providing peer counseling for
breastfeeding; providing comment on their satisfaction with program providers; and serving
alongside Title V staff on the Statewide Education Advisory Council.

CSHCN staff developed a contract with Families Together, Inc effective July 1, 1999.

The contract helped ensure that families were involved with policy development and training of
MCH staff. Families Together Inc staff regularly attend SHS staff meetings and are available to
provide consultation as needed. SHS staff and Families Together, Inc staff have begun the process
of developing a parent advisory group for SHS.

Infant-Toddler Services (Part C of IDEA) contracts with Families Together, Inc. To
implement the child advocate system (identification of child advocates and training to assist themin
understanding their partnership role in their child’s early intervention program), to provide training

about individual family service plans (IFSPs) for parents of infants and toddlers with disabilities,
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and to coordinate a Parent to Parent program.

Families of children who are deaf or hard of hearing have participated on the task forces to
develop newborn hearing screening guidelines and brochures, and to develop a resource guide for
early intervention for families whose infants have been newly identified with hearing loss.

Contracts between Infant-Toddler Services and the 37 community based early intervention
networks include the assurance that their Local Interagency Coordinating Councils have families of
infants and toddlers with disabilities included in local training, the provision of technical assistance

and as presenters at workshops and conferences.

1.5.2 State Agency Coordination
MCH collaborates with other programs in the State Health agency on a number of public health
issues.

Office of Loca and Rural Health

Primary Care Cooperative Agreement

District Nursing Consultants

Farmworker Health

°
°
o Community Health Assessment Coordination
°
o Refugee Hedlth

Bureau of Consumer Health

o Child Care Facilities Inspections & Licensing
o Childhood Lead Poisoning and Prevention.
Bureau of Health Promotion

L Breast & Cervical Cancer Screening Program
L Office of Injury/Disability Program
o Taobacco Use Prevention Program

Bureau of Hedth Facility Regulation

o Long Term Care Home Program Licensure and Certification Program
o Health Occupations Credentialing

Division of Health and Environmental Laboratories

o Inorganic Chemistry (Lead Screening)
L Neonatal Screening
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Center for Health and Environmental Statistics, Vital Statistics
o Perinatal Outcome Data and Accuracy of Perinatal Utilization Index (APNU)

MCH coordinates with other State Agencies

o Kansas Department of Social & Rehabilitation Services (SRS)

- Medica Services (Medicaid, HedthWave)

- Employment Preparation Services

- Substance Abuse, Mental Health and Developmental Disabilities
- Children and Family Services (Foster Care)

- Rehabilitation Services (Vocational Rehabilitation)

- Disabilities Determination and Referral Services (SSI)

Kansas State Department of Education (KSDE)

Kansas Department of Insurance
Kansas Department of Transportation

Kansas Department of Human Resources

Kansas Department of Corrections

University and other collaborations are as follows:

o University of Kansas

Bureau of Child Research/Center for Independent Living
Life Span Ingtitute

University Affiliated Programs, Lawrence and Parson
Children’s Development Unit/LEND Program

School of Medicine

School of Social Welfare

Preventive Medicine

Wichita State University

Kansas State University

University of Kansas School of Medicine - Wichita, MPH Program

Kansas Health Foundation (KHF) - sole mission to enhance public health in Kansas
Kansas Health Institute - public health policy advisory body, KHF funded

Kansas Public Health Association

MCH works with professiona groups, private non-profit organizations and others.
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March of Dimes

American Academy of Pediatrics - Kansas Chapter
Kansas Children’s Service League
Children’s Coalition

Kansas Adolescent Health Alliance
Dietetic Association of Kansas

Kansas Action for Children

Families Togther, Inc

Kansas Hospital Association

Assigtive Technology Project of Kansas
Kansas Medical Society

Kansas Lung Association

SAFE Kids Coalition

Immunization Codition

Description of Key Coordination Activities.

Federal Healthy Start Projects MCH participates in meetings at each of the two Kansas projects:

Kansas City (Kansas & Missouri) and Wichita. The federal projects, which will be evaluated
based on health outcomes such as reduction in infant mortality, include program components of
community planning, coalition building, case management and outreach services, education and
training activities, and consumer friendly services.

Federal CISS Project Healthy Child Care Kansas received a grant from MCHB and has devel oped

atraining manual for child care providers and an implementation plan to address the issue of
children with special health care needsin child care. The manua includes the American with
Disability Act, medication administration guidelines, childhood illnesses and resources for
childcare providers related to CSHCN. Pilot training has been completed in Wyandotte County and
a“train the trainer” sessions were completed with training offered to Kansas providers. A test has
been devel oped and given to participants to measure effectiveness of the training.. A regiona
Healthy Child Care Summit brought together child care providers, pediatricians and government

employeesin May, 1998. The Summit was very successful in raising awareness about the need for
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safe and healthy child carein Kansas. A technical assistance meeting was provided in June, 1999
which discussed the sustainahility of the project.

Healthy Tomorrows The KU School of Medicine, Department of Family Practice, Wedey Medical
Center, Wichitainitiated the Healthy Tomorrows CISS grant project in Wichita. During its third

year, the project continues through the United Methodist Health Clinic. This grant is co-funded by
the American Academy of Pediatricians and provides health care services to approximately 2,000
school age children annually. Healthy Tomorrows, which began in 1996 is located at the Lincoln
Elementary School, Wichita and is one of four school-linked clinics in the State funded by MCH
Block funds.

Title V/Medicaid Interagency Agreement The Kansas Department of Health and Environment
(KDHE) and the Kansas Department of Socia and Rehabilitation Services (SRS) have along

history of working together to improve health services for mothers and children. An interagency
agreement (on file with DHHS) provides a framework for interaction between MCH/CSHCN and
Medicaid. The MCH/CSHCN staff and the Medicaid agency staff meet several times each year to
discuss mutual concerns and to plan for identified service needs. The magjor focus of collaborative
efforts during the past year continued to be reimbursement for Infant-Toddler services.

Other Medicaid Collaborative Efforts MCH/CSHCN staff have assisted Medicaid in: 1) inclusion
of public health providers as partners at the table in discussion about managed care systems; 2)

facilitation of medical information access to the SRS/Disability Determination and Referral
Services as needed for determination of Supplemental Security Income digibility through
computerization and hard copy reports; and 3) developing plans for comprehensive school health
services.

Infant Toddler Services and Medicaid MCH/Infant Toddler Services staff, in collaboration with

Medicaid staff, have developed Medicaid reimbursement fee for service system for early

intervention services (such as occupational therapy, physical therapy and speech-language therapy)
through a specially designed Infant-Toddler early intervention Medicaid providership. Multiple
training opportunities demonstrated to the Infant-Toddler Networks how to use their providership
numbers to bill for these services. In February, 1999, the Infant-Toddler Services Medicaid
providership was enhanced to include targeted case management (service coordination) as a
reimbursable service for eligible infants and toddlers. Work began for the addition of

developmental intervention services as a Medicaid reimbursable service.
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Early and Periodic Screening, Screening, and Treatment (EPSDT) The Kansas EPSDT program,
administered by the State social service agency is called Kan-Be-Healthy. MCH/CSHCN staff are
members of the Advisory Committee of Kan-Be-Healthy which meets quarterly to provide input

into policy and procedures. The interagency agreement provides a framework for collaboration to
assure statewide availability of qualified nurse providers throughout the state. Medicaid provides
funds to the Washburn University in Topeka School of Nursing to support this project. TitleV
initiated this project and developed aformal standard for nursing education. TitleV aso
coordinated with Kansas schools of nursing to provide an outreach program of pediatric physical
assessment coursework. More than 425 nurse providers have obtained appropriate coursework/
certification. Ongoing partnerships with the Kansas Medical Society and the Kansas Department
of Education continue to enhance the effort of assuring provider availability. There has been a
steady increase in EPSDT participation rates and child health assessments for all Kansas children
including Medicaid eligible children. Title V continues to collaborate with departments of
education and socia services to implement and update a three-year state plan to increase
participation by eligible childrenin EPSDT. Title V and Medicaid staff provide technical
assistance to local Medicaid eligibility determination personnel and to local health department staff.
Title V consults at least quarterly with Medicaid staff and Blue Cross/Blue Shield (BC/BS)
regarding local health department questions. Title V and Medicaid staff talk regularly about
strategies to maximize resources and to increase participation in this and related services. Health
Start Home Visitors make active referrals for EPSDT services.

CSHCN/Medicaid /HealthWave In developing a system of care for children with special needs,

CSHCN has built strong ties with Medicaid and others serving this population. The interagency
agreement directs mutual referrals, cross program education, fiscal responsibilities and case
management services for children participating in both programs. In addition, CSHCN has
ongoing dialogue with Medicaid to develop the mechanism for CSHCN to access case management
funds for the current and expanded activities of CSHCN staff. CSHCN has established a
communication and referral process with the medicaid HMO'sin the state. This established
procedure helped to expand the referral process to the HealthWWave HMO's.

Assigtive Technology Project for Kansans This project helps persons with disabilities find ways to

live and work as independently as possible through the use of assistive devices and services. The

following components are included in the project: “Try before you buy” Interagency Equipment

TitleV, MCH Block Grant 25 Kansas, 2001



Loan System; a policy and funding analysis with an effective grassroots coalition of consumersto
respond to legidative and policy barriers; an annua statewide assistive technology conference; a
contract to address barriers to acquisition and use of assistive technology; and five regional access
sites. Coordination and collaboration is present between multiple state agencies for funding of the
project and guidance through the Executive Advisory Board. The project is coordinated through
the University Affiliated Program in Parsons, Kansas.

Medicaid Automated Information System (AIS) TitleV implemented linkages with the Medicaid
and Blue Cross/Blue Shield Automated Information System (AlS) so that CSHCN would have
direct access to Medicaid information on children eligible for both Title VV and Title XI1X. This

maximizes care coordination including EPSDT participation for persons eligible for CSHCN and
Title XI1X. By monitoring Medicaid and EPSDT participation, CSHCN helpsin the effort to
decrease duplication and promote quality service delivery to mutual program participants.

CSHCN staff verify monthly the HMO status and primary care physician assigned to each child in
order to request appropriate speciaty referrals. CSHCN staff have the ability to prior approve and
receive immediate approval or denial through AIS. The Wichita SHS office utilizes this system at
“Seating Clinics.”

Prenatal Health Promotion/Risk Reduction These services available for Medicaid eligible moms

include, nursing case management, nutrition, social work and postpartum newborn home visits.
Available maternal and child health related funds within the KDHE budget have been identified to
utilize as match for federal Medicaid funds to support the implementation of this high risk nutrition
and enhances socia work services program for Medicaid eligible women. These services include
enhanced nutrition, home visit and social work services for Medicaid eligible women enrolled in the
Materna & Infant program (M&1) and identified at nutritional and/or psycho/social risk. A
collaborative effort between Title V and Medicaid assures reimbursement for non-public health
agencies providing PNHP/RR Services for pregnant women and their infants enrolled in the M&l
Program. M& | loca projects (hospitals and other agencies in addition to local health departments)
have expanded Medicaid reimbursement for enhanced prenatal care servicesincluding care
coordination.

Nutrition & WIC Services The MCH Block Grant provides a portion of salaries for dieticiansin

the Nutrition and WIC Services section in order to obtain consultation, technical assistance, and

development of Nutrition components of MCH/CSHCN programs. Nutrition consultation for
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CSHCN includes identification and referral of children with nutrition disorders and development of
community-based resources for nutrition services. Nutrition and WIC Services (NWS) staff
collaborate with Maternal and Infant (M&1) staff on monitoring of local agencies, Kansas
breastfeeding promotion activities, and the Kansas lead screening initiative. NWS staff collaborate
with other MCH staff on school health and child care activities. Thisincludes developing materials
for local agencies that encourage EPSDT and immunization outreach during WIC clinics. NWS
staff were participants in the Title V Strategic Planning session and the retreat to set MCH Y ear
2000 priority objectives. They reviewed and/or assisted in the review of key data areas and
formulation of recommendations. NWS staff participates as a member of ajoint USDA and HHS
Work Group for Oral Hesalth targeting Head Start and WIC program participants. This group has
developed scientific white papers and are working on guidance materials for the Head Start and
WIC programs. A mini-grant was awarded to McPherson Co. WIC program to evaluate the use
of appropriate “tippy” cup use from age 6 months to weaning by 12 months.

Head Start Collaboration between Title V and Head Start occurs primarily at the local level.
Under the leadership of Head Start, teams have been organized. At thelocal level, TitleV agencies
refer children to the comprehensive Head Start programs which encompass early childhood
education, health, nutrition and social services. At the state level, Title V works closdly with the
Head Start representatives to promote school readiness of poor young children and a nurturing
home environment to their families. The current focus of Head Start isto initiate Early Head Start
programs to serve the O through 2 preschool population. Fourteen Early Head Starts are
established the state. Early Head Start emphasizes pre-birth counseling and services, and focuses
on educational programs for children and families These programs work closely with community-
based Infant-Toddler Services (Part C of IDEA) to provide a natural environment for services for
infants and toddlers with disabilities and their families.. Head Start for the 4 to 5 year-old age
group emphasizes assistance to the entire family and works closely with the local communities.
Family Planning Title X funds (Public Health Service Act) are used to support family planning
clinical servicesin 81 Kansas counties. Seventeen additional counties have formal referral
arrangements with the clinic counties. The Title X program certifies match to the State Medicaid
agency in order to enhance reimbursement to local providers, primarily local health departments.
The interagency agreement with Medicaid specifies: outreach and referral systems, in-service
education; joint bidding and contracting for Pap tests; state contract for contraceptive and other
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medical supplies; and annual negotiation of annual provider fees. In addition, there is an annual
update of women's health care standards, on-site administrative and clinical monitoring of local
agencies. Many of the standards, forms and data systems used in Title V are an outgrowth of those
which originated in Title X.

Migrant and Seasonal Farmworker Health The interagency agreement with Medicaid supports

availability of medical and dental care to migrant and seasonal farmworkers and their families who
would otherwise not have access to care because of their low income and transient lifestyle.
Through seventy-five clinic sites, primary, preventive, acute and chronic care services are provided
to children and families of migrant and seasonal farm workersin Kansas. Title V staff coordinate
with Loca and Rural Health staff to identify methods to maximize use of individual program funds
to provide prenata care, speciaty care for CSHCN and follow-up. Title V provides orientation
regarding the availability of M&I and medical specialty servicesin Kansas where there are
significant problemsin serving this population. In addition, Title V provides Farmworker Health
with amedical services payment schedule for physician reimbursement to obtain comparability in
reimbursement.

Refugee Health The Kansas Refugee Health Program, a component of the Kansas Refugee
Resettlement Program under a cooperative agreement with the State social services agency (SRS),
providesinitial health screenings to new arrivalsin all counties through the local county health
departments. The components of the health screenings are: health history, laboratory tests,
immunizations, physical examination, referrals for medical services related to health conditions,
health education and follow-up. Children and women are referred for EPSDT (called in Kansas,
Kan-Be-Hedlthy), immunizations, family planning and prenatal services. Appropriate trandator
services are provided or arranged by the local sponsoring resettlement agency.

School Health Ongoing efforts focus on expanding the role of the school nurse to include the
provision of preventive and primary health care at school for children and youth who are at risk
including underinsured and the uninsured school population. The federal legidation on inclusion
has necessitated the reeducation of school nurses and training allied school personnel in the
provision of care to medically complex children. Delegation of nursing tasks to unlicensed school
personnel isan ongoing issue. TitleV staff assist the State Education agency and Kansas Board of
Nursing with thisissue. TitleV staff serves on the Statewide Education Advisory Council and
attends the special education administration staff meetings. This collaboration has served to
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strengthen the health services components for specia health care needs studentsin loca school
districts.

“Guidelines for Serving Students with Special Needs Part II: Specialized Nursing
Procedures,” guidelines on local education agency responsibilities for services to CSHCN
students, was a collaborative project between Title V and the State Department of Education.
Standards for CSHCN are also underway for early childhood education programs and child care
providers.

Title V representatives participate in the Head Start Collaboration Project which is housed
in the socia services State agency. This has resulted in Headstart students receiving free Hepatitis
B series vaccines during the 1996-97 school year. MCH staff participate on the Regional
Headstart Training Advisory Council organized to get appropriate health services training to
Headstart providers.

Children’s Advacacy Groups A number of groups routinely or periodicaly request Title V
information, consultation or participation in some activity. These include: the Kansas Action for
Children (KAC); Children's Coalition; and the Kansas Children's Service League.

Supplemental Security Income An interagency agreement delinestes mutual responsibilities

between Title V and SRS focusing on referral of SSI children and youth between the two agencies.
A third party, the Children’s Developmental Unit assistsin design of materialsto improve
reporting of reliable information to make an accurate determination of eligibility for SSI benefits,
and recruitment and expansion of the SSI provider pool for SSI consultative examinations. Another
development is UAP training for providers who give consultative evaluations.

Child Care Facilities Inspections and Licensing Section This KDHE Section is responsible for

licensing or registering child care facilitiesincluding day care, residentia care, preschools, and
child placement agencies. MCH funds infrastructure activities such as standards devel opment,
health and safety efforts.

Juvenile Justice A 1998 reorganization transferred responsibility for incarcerated youth from SRS
to the Kansas Juvenile Justice Authority. Thisincludes nursing servicesin the four State Y outh
Centers and two Screening Units. The consultation meetings resulted in the following:
implementation of health and safety standards; efforts for follow-up by health department staff of
youth who transition to the community; certification of nurse providers for child health services,

coordination of education curriculafor youth and staff. The Junction City school-linked project
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provides educationa programming to the Juvenile Justice Detention Center in Junction City.
The Department of Corrections Family Planning has established three specia initiative projectsin

Barton, Crawford and Wyandotte Counties. These projects are the result of a successful joint
application for funds made by Family Planning; SRS, Alcohol and Drug Abuse Services; and the
Department of Corrections. The goa of these projects are to enhance family planning servicesin
hard-to-reach populations (i.e., substance abuse treatment centers and/or correctional facilities, and
Hispanic women). Some of the activities are weekly in-services on women’s health issues at
alcohol treatment centers and county jails; purchase of appropriate videos and written materialsin
Spanish; provision of trandator services a clinics, and presentations to community organizations
that provide services for women in hard-to-reach populations. Five counties were offered the
opportunity to have these initiative projects based on the existent of homeless shelter serving
women of reproductive age, women’s correctional facilities and residential treatment centers

serving woman and children in the county. Three counties made application and were funded.

Homeless Women and Children The Kansas Department of Commerce and Housing requested
MCH participation in developing their state plan for continuity of servicesto homelessindividuals.
MCH provided an overview of services available through the public health system. In addition,
MCH obtained WIC data. The data were sorted and organized by month, by population group
(pregnant women, infants, children) and by county (for predicted high months only). Datatables
and displays were provided to Kansas Department of Commerce and Housing for inclusion in their
grant applications. Staff participated in the Kansas Department of Commerce and Housing's
Statewide Continuum of Care Task Force. The Task force discussed regional planning meetings
and strategies for linking the regional group structure with the state planning group, analyzed gaps
in existing/available data, and suggested funding/application priorities. A data collection
instrument was reviewed and planned for use in January/February 2000 point-in-time analysis
together an accurate estimate of homeless persons and their needs.

SRS Resource Developmental Council This Council was established January, 2000, to bring

together staff from the state agencies to look at available resources, budgeting issues and
programmatic issues of the agencies. The agencies involved in this endeavor are SRS, KDHE,
Department of Aging, Department of Human Resources, Department of Corrections, and the
Juvenile Justice Authority. The mission is Maximize Resource Efficiency for the Benefit of

Kansans. The TitleV Director is amember of this Council which meets regularly to problem
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solve, identify duplication , and identify coordination opportunities.

State Legislature Title V staff are responsive to legidlative requests for information on Title V

programs and/or issues affecting the maternal and child population. In addition, Title V' provides
both verba and written testimonies to House and Senate Committees (standing, sub-, specid, joint,
and ad hoc) as delegated by the Division of Health and the KDHE Secretary. Upon request, Title
V facilitates presentations by local service providers to legislative committees. Principal Senate
(S) and House (H) Standing Committees include, but are not limited to: Appropriations (H),
Education (H) (S), Federal and State Affairs (H) (S), Financial Institutions and Insurance (H) (S),
Organization, Calendar and Rules (S), Public Health and Welfare (H) (S), Rules and Journa (H),
and Ways and Means (S).

Governor’s Office The Kansas Department of Health and Environment (KDHE) is a Cabinet level

agency. The KDHE Secretary meets regularly with the Governor with the opportunity to apprise
him of BCYF activities. The Governor reviews BCY F proposed initiatives for the Governor's
budget. The KDHE Secretary acts as the KDHE liaison with the Governmental Affairs liaison
relative to maternal and child health issues. The Director of BCY F has access to the Governmental
Affairsliaison as appropriate to the situation.

In 1997, by Executive Order No. 97-1, the Governor established the Governor’s Advisory
Committee on Children, Youth and Families. The Advisory Committee servesin an advisory
capacity to the Governor and shall:
ée Assst the Governor in developing and implementing a coordinated, comprehensive service

delivery system to serve the children and families of Kansas,
ée Identify barriers to service and gaps in service due to strict definitions of boundaries

between departments and agencies,

ée Facilitate interagency and interdepartmental cooperation toward the common goal of
serving children and families;

ée Investigate and identify methodologies for combining of funds across departmental
boundaries to better serve children and families;

ée Propose actions needed to achieve coordination of funding and services across
departmental lines; and

ée Encourage and facilitate joint planning and coordination between the public and private

sectors to better serve the needs of children and families.
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The KDHE Secretary serves as a member of the Committee by official appointment from the
Governor. The BCYF Director has staffed Committee meetings on behalf of the KDHE
Secretary.

ée HB 2558 was passed by the 1999 |egislature (KSA 38-1808). This bill deals with the
disposition of the tobacco litigation settlement. As part of this legidation the Committee
on Children and Families was abolished and a Kansas Children’s Cabinet was created.
See pp. 5-7 for the details of this legidation.
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Section II REQUIREMENTS FOR THE ANNUAL REPORT

2.1 Annual Expenditures
Annual expenditures information is provided for fiscal years FY 97 - FY 99 on Forms 3, 4 and 5.
These are located in Section V, Supporting Documents. Kansas has had no carryover funds for the

yearsreported. Total federal alocations for each of these yearsis expended.

2.2 Annual Number of Individuals Served
Kansas MCH spent two years developing a data system for collection of maternal and child health
services provided by about 100 local agencies, automated and nonautomated. The federa
requirements for reporting data changed during this process. Given continuing changing needs at
both the federa and state levels, data system development will continue to be an evolutionary
process. In addition, various commercia integrated public health data systems are being reviewed
for implementation throughout the state.

During 1999, the most current year for our data, 9,661 pregnant women received M&|
prenatal care and coordination services through local agencies. Thisis about onein four of al
women delivering live births. During the same time period 32,239 infants and children received
well child and sick child care, immunizations, developmental screens and related care. CSHCN
provided case management or medical specialty services for 13,159 children. Parent education,
support and referral services were provided to 15,832 families through Healthy Start home visitor
program. See Forms6, 7, 8, 9 in Section V, Supporting Documents

2.3 State Summary Profile
Form 10 in Section V, the Supporting Documents section provides an overview of state initiatives
and partnerships. These are listed by levels of the pyramid: direct medical care and enabling
services; population-based services; and infrastructure building services. The reader is also
referred to Section 1.5.2 - State Agency Coordination and Section 4.1 - Program Activities related

to Performance Measures.
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Progress on Annual Performance Measures

Refer to Forms 11 in Section V, Supporting Documents. Refer aso to commentary in Section 3.1,
Needs Assessment of the Maternal and Child Health Population.  The annual plan for FY 1999
emerged from the five-year state MCH needs assessment, goal setting by the state MCH Coalition
and subsequent annual objectives and action steps. With a well-defined appraisal from the state
MCH advisory coalition, Health Advisory Coalition for Children, Y outh and Families (HACCYF),
Kansas recognized that the improvement of the health and well being of all women and children in
an ambivalent socia environment was a formidable and perpetual mission. The state Title V
program gave main consideration to intra- and interagency/operational linkages and coordination
efforts, taking into account available Kansas resources, managed care initiatives and delivery
system capabilities. Emphasis was placed on determining how best to distribute limited funds
while supporting community-based solutions tailored to the specific needs of the three population
groups. mothers, pregnant women and infants; children and adolescents; and children with specia
health care needs.

This narrative examines Kansas progress toward the eighteen required National
Performance Measures (NPM) and the seven state negotiated Performance Measures (SPM).
Kansas selected the seven state negotiated Performance Measures (SPM) to address eight of the ten
Kansas Priority Needs predetermined by nomina group process by Kansas BCY F staff (refer to
Form 14). Notationsin italics are provided to indicate the relevant Priority Need number(s) for the
corresponding state negotiated Performance Measure. Of the elghteen National Performance
Measures detailed in the Title V Block Grant Performance Measurement System, twelve measures
correspond to eleven objectives reported in the “ Kansas Maternal and Child Health Y ear 2000
Objectives: Midcourse Review & 1996 revisions.” Notations in brackets are provided to indicate

the Kansas Objective for the corresponding Performance Measure.

Note that referenced priority needs and state-negotiated performance measures are those
from the previous cycle. Priority needs identified in 1998 are listed on the following page and
referenced by number in this section.
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Improve access to health care for mothers and children

Promote community health assessment to address priority needs
Ensure healthy births through pre- and postnatal interventions
Improve nutritional status of mothers and children

Initiate strategies to reduce substance abuse

Reduce unintentional injuries to children

Reduce intentional injury through family supports and interventions

Address the reproductive health needs of men and women

© © N o g &~ w NP

Promote quality standards of health care

=
o

Assure quality care through provider education

Direct Medical Care Services / Capacity

NPM 1 The percent of State SSI beneficiaries less than 16 years old receiving rehabilitative
services from the State Children with Special Health Care Needs (CSHCN) Program.
MCH population group: CSHCN

[no corresponding 1997 Kansas objective]

Kansas provides case management services to SSI beneficiaries up to the age 21. All children
receiving SSI are automatically eligible for Medicaid and SHS staff work with families to ensure they make
the formal application for Medicaid. SHS staff also help ensure that SSI beneficiaries obtain maximum
benefits from Medicaid through such services as Kan-Be-Healthy (i.e., EPSDT). In FY1996, 1,329 out of
8,430 SSI beneficiaries up to the age 21 (15.8%; baseline data) received rehabilitative services from the
Kansas CSHCN Program. In FY 1999, 1,697 out of 6,030 SSI beneficiaries received rehabilitative
services. Special Health Services (SHS) Section, KDHE and Disability Determination Services (DDYS)
Section, SRS are the data sources for this measure. The application process has been revised to make it

less difficult for families to apply for case management services..
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NPM 2 The degree to which the State Children with Special Health Care Needs (CSHCN)
Program provides or pays for specialty and subspeciaty services, including care
coordination, not otherwise accessible or affordable to its clients.

MCH population group: CSHCN

[no corresponding 1997 Kansas objective]

Kansas continues to provide al nine speciality services and is able to attain the full degree of this
performance measure. All nine are applicable under the policies and procedures of the Kansas CSHCN
Program [FY 1996 baseline data]. Diagnostic services are available, without regard to family income, to
Kansas youth under the age of 21 years who are suspected to have a severe disability, or chronic disease.
Each application isindividually reviewed, and a decision is made according to guidelines for financial and
medical digibility. Treatment servicesinclude medical specialists, outpatient care, hospitalization, surgery,
durable medical equipment, and reimbursement for medical speciaty care. Specia servicesinclude
counseling and planning for health care needs, developing an individua plan of health care, and follow-
along for each person accepted for services. OT and PT are provided on alimited basis for rehabilitative
therapy only. Home health care is provided as nursing services related to intravenous (1V) therapy.
Respiratory, nutrition and home health care services are provided for alimited number of medical
conditions. Early intervention services include screening, diagnostic and treatment services and are

provided in collaboration with the Part C, Infant-Toddler Program.

Direct Medical Care Services / Risk Factor
SPM 1 Percent of deliveries (live births and fetal deaths) with reported history of acohol use.
MCH population group: pregnant women, mothers, infants
[no corresponding 1997 Kansas objective] Kansas Priority Needs: 3 & 5 (previous)
Poor pregnancy outcomes due to materna acohol use are well documented. Alcohol consumption
is associated with fetal alcohol syndrome which is characterized by growth retardation, facia
malformations, and central nervous system dysfunctions including mental retardation. Ideally, abstention
from acohol use by pregnant women will become the established behavior. Preventive interventions to
reduce maternal use of alcohol include health education to increase awareness of the hazards of alcohol use
and identification of alcohol abuse or addiction prior to conception or in early pregnancy. Kansas FY 1996
baseline data for this new measure is 0.84%, data source: KDHE Vital Statistics, Perinatal Casualty
Report. FY 1998 data shows deliveries with reported alcohol use at 0.68%. The provisiona FY 99 data
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shows the percent of deliveries with a mother’s history of acohol use is 0.6%.

Title V and Medicaid staff participate on committees related to perinatal substance abuse
initiatives/services. Agency initiatives and plans regarding substance abuse initiatives are shared.
Additionally, the interagency agreement specifies methods for program information and services sharing,
consultation and continuing education, treatment services, and fees and reimbursement. Both TitleV and
Medicaid work with Alcohol and Substance Abuse Services (ADAS) to address: perinatal provider
education regarding substance abuse prevention and risk identification; availability of substance abuse
counseling; referral procedures and follow-up; and, utilization of atoll-free line for information and
referral.

Title V isrepresented on the Kansas Substance Abuse Prevention Team along with SRS, local
health departments, public and private perinatal providers. The team meets semi-annually to share

information.

Enabling Services / Capacity

NPM 3 The percent of Children with Special Health Care Needs (CSHCN) in the State who have a
“medical/heath home.”
MCH population group: CSHCN

[no corresponding 1997 Kansas objective]

Special Health Services (SHS), KDHE does not currently have the capacity to collect data for all
children with special hedlth care needsin the state. Information regarding a “ medical home” was obtained
during the case management process for only those receiving assistance through SHS. In FY 1997, 1,006
children out of 1,145 children on the SHS caseload (87.8%; baseline data) had identified in their individual
plan of health care a physician “known to the child and family and . . . able to develop arelationship of
mutual responsibility and trust with them.”! Data Source: Kansas SHS case management files. In FY
1999, 1,183 children out of 1,217 children on the SHS caseload (97.2%) identified a primary care
physician. Kansas will continue to obtain information for this measure on those children when case
management is performed. A plan will be developed to expand the process to cover all CSHCN in Kansas.
SHS staff will begin this process following completion of the National Survey.

L The Medical Home Concept, p. 5, The Medical Home and Early Intervention: Linking Services for
Children With Special Health Care Needs, American Academy of Pediatrics, 1995.
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SPM 2 The percent of children served in Title V local agencies who are insured through private or
public (Medicaid, CHIP, other) insurance.
MCH population group: children and adolescents

[no corresponding 1997 Kansas objective] Kansas Priority Need: 1 (previous)

A primary and often cited barrier to the utilization of clinical preventive servicesis financial.
Financial barriers can be reduced for the uninsured children in Kansas through their participation in the
Kansas CHIP program entitled, Health Wave (refer to NPM 12). There was no significant change from the
FY 1996 baseline for this measure to the FY 1997 indicator. In FY 1997, the percent of children in Title V
local agencies who are insured through private or public (Medicaid, CHIP, other) insurance is 56.1%. The
FY 99 data indicates 64.6 % of those served have public or private insurance coverage. Data source:

MCH Data Planning System, Children & Families Section, KDHE.

MCH addresses this state performance measure through assessment, policy development and
assurance activities. Kansas MCH conducts periodic surveys of providers relating to accessibility of
services. Both MCH and CSHCN collect information on insurance status of clients. Uninsured clients
who are eligible for public insurance (Medicaid or CHIP) are referred and/or assisted in enroliment. Local
MCH agencies conduct outreach activities through schools, child care centers, health departments, private
non profits, and hospitals. Outreach and enrollment by local agencies are priority activities through
contracts, in-service education, and technical assistance. Since 1997, MCH and Family Planning have
collected information on the insurance status of clients. The state and county-level datais examined to
determine trends. MCH/CSHCN participate in a number of state-level interagency policy making groups
relating to insurance coverage for mothers and children in Kansas. SRS routinely invites MCH/CSHCN
participation in Medicaid and CHIP workgroups around specific issues. In turn, MCH/CSHCN invites
SRS participation in various policy making activities.

Enabling Services / Risk Factor
SPM 3 Rate of spina bifida and other neural tube defects
MCH population group: pregnant women, mothers
[no corresponding 1997 Kansas objective] Kansas Priority Needs: 3, 4 & 10 (previous)
Spina bifida and anencephaly are common and serious birth defects. In 1996 the rate was 8.2 with
dropsin 1997 to 5.1 and in 1998 to 4.4. The 1999 rate of 8.3 is comparable to the rate of 1996. Available
evidence indicates that 0.4 mg (400: g) per day of folic acid, one of the B vitamins, will reduce the number
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of cases of neural tube defects (NTDs). All women of childbearing age who are capable of being pregnant
should consume the recommended dose of folic acid daily to reduce risk of having a pregnancy affected
with spina bifida or other NTDs. TitleV, Family Planning and NWS staff met with the March of Dimesto
develop strategies to increase awareness of the benefits of folic acid consumption for women in
childbearing years. Materialsin English and Spanish are available. Data sources: Congenital
Malformation Reporting System and Center for Health and Environmenta Statistics, Vital Statistics

Population-Based Services / Risk Factor
NPM 4 Percent of newbornsin the State with at least one screening for each PKU,
hypothyroidism, galactosemia, hemoglobinopathies [(e.g., the sickle cell disease)
(combined)]
MCH population group: pregnant women, mothers, infants
[Kansas Objective:  Screen al newborns! for phenylketonuria (PKU), congenital hypothyroidism (CH),
galactosemia (GAL), and hemoglobinopathies (HGB). Track number of newborns screened annually. All
newborns who have been screened presumptive positive for PKU, CH, GAL or sickle cell disease will
receive appropriate treatment. ]

In Kansas, newborn screening is mandated, collection is required prior to hospital discharge,
program criteriafor avalid screen have been established and abnormal screens are retested. Kansas hasa
protocol for tracking infants, high-risk infants are identified within 30 days after birth and placed on
supportive therapy to prevent mental retardation and other adverse health effects. Early diagnosis and
treatment has been found to reduce morbidity and mortality associated with PKU, CH, GAL or sickle cell
disease and other hemoglobinopathies (HGB). Since 1993, this objective has moved in the right direction.
The process for matching birth certificate data with newborn screening information to identify a percentage
of infants screened was implemented in February 1997. In FY 1997, there were 36,138 first time
screenings, 99.8% of the infants were screened. In FY 1998, there were 37,434 first time screening;
99.96% of the infants were screened. In 1999 there 38,124 first time screening; 99.7% of the infants were
screened. Data source: KDHE Vital Statistics and Neonatal Screening Lab.

1 All newborns except those whose parents refuse the testing as a violation of areligious tenet or practice.
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NPM 5 Percent of children through age two who have completed immunizations for Meadles,
Mumps, Rubella, Polio, Diphtheria, Tetanus, Pertussis, Haemophilus Influenza, Hepatitis
B.
MCH population group: children and adolescents
[Kansas Objective:  Increase to at least 90 percent the proportion of children < 24 months who complete
the basic 4:3:1 immunization series (diphtheria, tetanus, pertussis; oral polio; meades, mumps, rubella
inoculation.)]

Kansas has three data sources for this measure: Kansas Certificate of Immunization, a 2-year
retrospective, population-based survey; CDC National |mmunization Survey, arandom household
telephone survey matched to health care provider records; and Kansas WIC Program records. The KDHE
Immunization Director recommends use of the Kansas Certificate of Immunization data.

Progress on this measure has been favorable. Responses from Kansas schools to the retrospective
immunization coverage survey show a significant increase in completion of the basic immunizations. Over
the last three years, the percent of Kansas children immunized has gone from 70.2% to 75.1%. If thistrend
continues, coverage rates of Kansas two year olds can be expected to reach the 90% abjective within five
years.

Operation Immunize is a statewide campaign, implemented by KDHE, that offers free
vaccinations against measles, mumps, rubella, pertussis, diphtheria, polio, tetanus, varicella (chicken pox),
haemaophilus influenza B, and hepatitis B to children ages 35 months and under. This campaign attains
tremendous support from businesses, volunteer organizations, schools, hospitals, health professionals and
the media throughout Kansas. Operation Immunize strategies involve promotional, educational,
community awareness and outreach efforts. MCH/CSHCN staff participate in the Kansas Immunization
Coalition. This group has decided to expand the target population from children under age two to
immunizations across the lifespan. A special emphasisis planned for immunizing school children for

Hepatitis B.

NPM 6 The rate of births (per 1,000) for teenagers aged 15 through 17 years.
MCH population group: children and adolescents
[Kansas Objective:  Reduce rate of births to females aged 15 through 17 years to no more than 27 per
1,000 adolescents.]
From 1990 to 1997 despite a dight increase in the number of births to female adolescents (age 15-
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17), due to a steady increase in the number of femalesin the 15-17 population group, there has been a
steady decrease in the rate of births to Kansas adolescents. 1n 1998 there was a significant decrease in the
number of births to this population, athough there was population growth, although the rate was reduced
to 24.7 and in 1999 (provisiona data) to 24.1.

Year Number Population Rate*
1990 1,440 47,831 30.1
1991 1,425 48,814 29.2
1992 1,528 50,741 30.1
1993 1,594 52,102 30.6
1994 1,641 54,120 30.3
1995 1,692 56,196 30.1
1996 1,615 58,237 27.7
1997 1,651 60,173 27.4
1998 1,524 62,717 24.7
1999 1,405% * 61.829 24.1**

*Rate per 1,000 female 15-17 population. Population estimates were compiled by the U.S. Census Bureau as of July 1, 1990-1998 and released on
July 21, 1998 estimates released on March 9, 2000.

** Provisiona data

Comparing today’ s rate of adolescent live births with those of the 1950's, the decline has been
dramatic —a 31.7 percent reduction. The rate of live births to Kansas females ages 15-19 has declined
from 76.3 live births per 1,000 age-group population in 1950 to 52.1 in 1995. The percent of out-of-
wedlock adolescent (15-19) live births, on the other hand, has increased dramatically from 7.4 percent in
1950 to 72.4 percent in 1995. Federal welfare reform legidation attempts to address the rising number of
out-of-wedlock births.

Kansas MCH has identified counties with consistently high adolescent pregnancy rates and funded
community organizations within those counties to implement specific interventions. It is challenging to
develop outcome and performance measures for these projects and to evaluate relative effectiveness of
various strategies (e.g., curricula adopted, peer education/professional education, abstinence-
based/abstinence-only, and so forth). There has been considerable legidative and other pressure to
continue to refine and improve on program evaluation efforts. Assessment capacity is the magjor ongoing

concern. In the 1999 L egidative session, TANF funds were alocated to expand program evaluation of teen
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pregnancy prevention programs in Kansas and to enhance existing projects.

NPM 7 Percent of third grade children who have received protective sealants on at least one
permanent molar tooth.
MCH population group: children and adolescents
[Kansas Objective:  Obtain baseline data or a scientifically-based estimate on the proportion of children
who have received protective sealants on the occlusal surfaces of permanent molar teeth]

Dental caries, aunique microbial infection, remain among the most prevalent and preventable
diseases of adults and children. Once established, it is progressive, does not heal without treatment, and
leaves visible evidence of past infection. Because early diagnosis and prompt treatment of caries can halt
tooth destruction and prevent tooth destruction and prevent tooth loss, low prevalence of untreated caries
should be attainable. National studies have shown application of dental sealants reduce by two-thirds the
incidence of dental caries. For FY 1996-1997 provisional baseline date on this measure was provided by
the KDHE Bureau for Disease Prevention and Health Promotion (BDPHP), with the Behaviora Risk
Factor Survey (BRFS) as the data source. About forty percent of parents sampled reported that a youth (7
to 17 years of age) in the household had received sealants on at |east one permanent molar tooth. The
1998 BRFS data identifies 697 respondents had children aged 7-17 years, 298 (42.15%) of these children
had received dental sealants. Generalized to the population of Kansas children 7-17 years of ageitis
estimated that 188,442 children had dental sealants.

NPM 8 The rate of deaths to children aged 1-14 caused by motor vehicle crashes per 100,000

children.

MCH population group: children and adolescents
[Kansas Objective:  Reduce by 15% unintentional (including motor vehicle crashes, motorcyclists,
bicyclists, and pedestrians: drowning desths; and residentid fire deaths) and intentional (homicide and
suicide) deaths among children, adolescents and young adults ages 0 to 24. Track number annually.]

In 1996, motor vehicle accidents (MV As) were the leading cause of the unintentional injury death

to all Kansas youth 0-24 (22.8%) and in each of the following age groups: 1-4 years (31.8%, n=7), 5-14
years(65.1%, n=28) and 15-24 years (80.9%). The number of MV A deaths among Kansas youth has not
maintained a steady direction from 1990 through 1996. This disparate trend applies to the rate of deathsto
children aged 1-14 per 100,000 caused by MV crashes during the same time span as well: 1990 (rate=5.9),
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1991 (rate=5.1), 1992 (rate=5.2), 1993 (rate=4.5), 1994 (rate=5.7), 1995 (rate=5.2) 1996 (rate=6.6), 1997
(rate 4.3), 1998 (rate 7.4) and 1999 (rate 6.2). The goa Kansas has adopted for this new measure isthe
Healthy People 2000 Objective to reduce deaths to children (aged 1 -14) caused by motor vehicle crashes to
no more than 3.5 per 100,000 age group population. The data shows erratic movement in the rate.

“Please Be Seated” is an educational, voluntary program of the Kansas SAFE KIDS Coalition
which is currently “on hold” as funding mechanisms and support have not been devel oped for the
continuation of the program. The Kansas highway patrol has increased their efforts at enforcement of the

seat belt law by issuing tickets to noncompliant motorists stopped for other reasons.

NPM 9 Percentage of mothers who breastfeed their infants at hospital discharge.

MCH population group: pregnant women, mothers, infants
[Kansas Objective:  Increaseto at least 75% the proportion of women who exclusively or partialy
breastfeed their babies in the early postpartum period and to at least 50% the proportion who continue
breastfeeding until their babies are 5 to 6 months old.]

In 1996, Kansas WIC received a grant to develop a breastfeeding Peer Counselor Program. A
breastfeeding Peer Counselor is a mother who has breastfed one or more infants, successfully completed a
training program and is competent to provide breastfeeding advice and information. From 1990 through
1996, the initiation and duration of breastfeeding rates among WIC participating mothers, have
demonstrated a remarkable progress toward reaching the Y ear 2000 Goal (Data Source: Pediatric Nutrition
Surveillance System, CDC). The 1990 baseline data, according to PedNSS-WIC/CDC, for breastfeeding
mothers in the early postpartum period was 49.8%. This percentage has raised to 66.1% in 1998.

This positive trend is comparable to the Mothers' Survey, Ross Products Division, Abbott
Laboratories during the same years. Using data from the Ross Laboratories Mothers' Survey, for both
WIC infants and All Infants, Kansas has surpassed the national percentages for each year from 1988
through 1998. For WIC Infantsin 1998, the comparison for Breastfeeding Rates In-Hospital were 59.9%
at hospital discharge and 19.9% at six months. Nationaly it is52.6% and 18.9% According to the
Mothers Survey for All Infantsin Kansas, 69.8% mothers had initiated breastfeeding prior to hospital
discharge in 1998 and 26.4 at six months. Nationally it is 64..3% and 28.6% respectively. PedNSS data

was used to track performance measures on Form 11.

NPM 10 Percentage of newborns who have been screened for hearing impairment before hospital
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discharge.

MCH population group: pregnant women, mothers, infants
[Kansas Objective:  Assure hearing screening for 90% of infants and toddlers birth through age 2 by State-
sponsored early identification programs|

Basdline data for newborn hearing screening was 5% in FY98. On April 14, 1999, the Governor

signed the newborn infant hearing screening act, requiring the screening of hearing of all newborn infants,
effective July 1, 1999. Task forces were convened to develop guidelines for newborn hearing screening,
audiologic assessment, medical assessment and amplification, as well as, aresource guide for families of
infants with confirmed hearing loss. Regulations, yet to be approved, will provide specific information for
program implementation by birthing hospitals. Because of computer issues revolving around Y 2K,
developing a data transmission system using the el ectronic birth certificate (EBC) system, available in 97%
of the Kansas birthing facilities, was postponed to SFY 01. In 1999, 58% of the infants born in Kansas

were screened with a hearing test for hearing impairment.

SPM 4 Rate of residential fire deaths among children (ages 0-4)

MCH population group: children and adolescents
[Kansas Objective: Reduce by 15% unintentional (including motor vehicle crashes, motorcyclists,
bicyclists, and pedestrians: drowning desths; and residentid fire deaths) and intentional (homicide and
suicide) deaths among children, adolescents and young adults ages 0 to 24. Track number annually.]
Kansas Priority Need: 6 (previous)

The number of fire deaths among Kansas youth between 0 to 24 years of age have shown an
overal decline yet has not maintained a steady direction from 1990 through 1996. Fire and burns are the
leading cause of fatal injury in the home.

The FY 1996 baseline data for this measure is 4.1/100,000 children 0-4 years; the data source is
the KDHE Injury Prevention Program. Fire is the second leading cause of unintentional injury death for
Kansas children 1-4 years old. The 1999 rate of .5 indicates a sharp reduction from the 2.8 in 1996, 5.0 in
1997 and 3.9in 1998. Kansas implemented a smoke detector law effective July 1998 which mandates
smoke detectors in all Kansas homes, but there is no enforcement provision. Healthy Start home visitors
distribute and arrange for installation in homes of low-income families with young children with assistance
of local fire departments, boy scout troups, etc. Other home safety information is provided during the visit.
To implement activities at the state and community levels, there is close collaboration with SAFE Kids,
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Kansas Fire Prevention Program, State Fire Marshall’s Office, local fire officials and hospitals.

Infrastructure Building Services / Capacity

NPM 11 Percent of Children with Specia Health Care Needs (CSHCN) in the State CSHCN
program with a source of insurance for primary and speciaty care.
MCH population group: CSHCN

[no corresponding 1997 Kansas objective]

As part of the application process, SHS has been able to gather information regarding insurance
coverage on those families receiving case management. For this measure, the FY 1997 denominator data
included children attending clinics sponsored by SHS and in which there was no data collected regarding
their insurance coverage. Consequently, there was a drop in the percentage of children showing insurance
coverage from FY 1996. Using FY 1997 as the baseline year, 34.9% CSHCN had a source of insurance;
the Data Source is SHS Case Management files. A new form has been used to capture more client
information for those children attending SHS sponsored clinics. The new reporting form includes such
information as patient name, insurance information and SS| status. The percent of CSHCN children with
health insurance remains between 43.8% and 34.9% with FY 99 being 41%. All of these are well below the

target percent.

NPM 12 Percent of children without health insurance.
MCH population group: children and adolescents
[no corresponding 1997 Kansas objective]

Barriersto health care service utilization can be reduced for the uninsured children in Kansas
through their participation in the Kansas CHIP program entitled, Health Wave. This program covers
children through age 18 with income up to 200 percent of poverty. Benefits are at least equal to Early,
Periodic Screening, Diagnosis and Treatment (EPSDT) services. Enrollment is smplified and Kansas
offers presumptive eigibility where applicable (in unspecified circumstances). Baseline data obtained was
the three-year average for uninsured low income children under 19 years of age in Kansas for years 1993
through 1995. In FY 1996, the three year average was 8.1% (n=60,000) according to the U.S. Census
Bureau: Health Insurance Statistics: Low Income Uninsured Children by State. This decreased to 6.9% in
FY 1997 for years 1994-1996. U.S. Census data for 1998 showed a slight increase to 7.0% while the 1999

data shows a decrease to 5.5.
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SPM 5 Percent of school nurses trained in use of quality standards including CSHCN students.
MCH population group: CSHCN
[no corresponding 1997 Kansas objective] KS Priority Needs: 9 & 10 (previous)
More children with complex health problems are entering Kansas schools. This requires high
levels of skilled interventions. Standards and training of school nurses will lead to improved health status
and prevention of further complications. Kansas MCH/CSHCN developed guidelines for school children
with complex health needs. Statewide training commenced in FY 1999. This school nursetraining is
expected to benefit children with and without special health care needs. Baseline datais available for the
denominator only. The number of school nurses on the KDHE state school nurse roster is approximately

680. No unduplicated count exists on the number of school nurses nor the number trained in the current

data systems.

SPM 6 Percent of child care centers that have staff trained through Healthy Child Care Kansas.
MCH population group: CSHCN

[no corresponding 1997 Kansas objective] KS Priority Needs: 9 & 10 (previous)

Families of CSHCN have difficulty finding safe, appropriate, affordable child care for their
children. Moretraining and technical assistance must be available to ensure that children with special
health care needs are being cared for properly. Training and support affirm that quality child care settings
will meet their potentially complex medical needs. Heart of America Family Servicesisthe training
contractor for this objective. Baseline data has been obtained from both Heart of America Family Services
(numerator) and the KDHE Child Care Facilities & Licensing Section (denominator). At thistime, the
Healthy Child Care Kansas task force islooking at sustaining the project, some issues include the method
to track the training and certification of child care providers. Using FY 1997 as the Baseline year, 9% of
Kansas child care providers had received the training. In FY 1998, 12% of Kansas child care providers had

received training and in 1999 14%.

Infrastructure Building Services / Process
NPM 13 Percent of potentially Medicaid eligible children who received a service paid by the
Medicaid Program
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MCH population group: children and adolescents
[Kansas Objective: Increase to at least 95% the proportion of EPSDT €ligible children who participate in
the full complement of EPSDT services, including physical health, mental health, ora health, vision and
hearing, al periodic screening as recommended by the American Academy of Pediatrics, any interperiodic
screening, and all needed diagnosis and treatment.]

The protections Medicaid provides eligible children and the services covered, including EPSDT,
are essential to the nation’s health.  States should ensure that all eligible children are enrolled in Medicaid
and benefit from the optimal amount of services available. KAN-Be-Hesdlthy (i.e., EPSDT), isapreventive
program for children from low-income families covered under the federal/state health insurance program,
Medicaid. Under the program, children receive regular scheduled health screenings. Screenings are done
on a periodic schedule by the American Association of Pediatrics and are done by a physician or a KAN-
Be-Healthy certified nurse. Screenings include a health and developmental history, a physical exam,
immunizations, laboratory tests including blood tests for lead poisoning, and health education. In addition,
achild is entitled to vision, hearing and dental screening services. The KAN-Be-Healthy program,
administered by the Kansas Department of Rehabilitation Services, is availableto al children under age 21
in the Medicaid program. Over the last several years, the number of low children whose families qualify
for Medicaid because of low income who have received Kan-Be-Healthy screenings increased substantially,
up from 14% of eligible children in 1990 (baseline year) to 68% (n=55,249) in 1997. Data Source: Kansas
Socia and Rehabilitation Services (http//www.state.ks.us/public/srs). In FY 97 there was 83.4% of
children who received EPSDT screenings, 83.9% in.FY 98, 84.6% in FY 99.

NPM 14 The degree to which the State assures family participation in program and policy activities
in the State CSHCN program.
MCH population group: CSHCN
[no corresponding 1997 Kansas objective]
In FY 97, the baseline score of 3/18 was derived from subjective self-evaluation for this measure. The
Kansas CSHCN program currently utilizes parents on the Special Bequest Advisory Commission and also
works in cooperation with Families Together (parent-to-parent network) regarding policy issues. SHS
created atask force which developed qualitative measures for each of the six characteristics. The SHS
program has aformal agreement in place with Families Together, Inc, the state parent-to-parent

organization. The contract provides more formal involvement form families.
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SPM 7 The percent of Kansas counties that assess maternal and child health needs.

MCH population group: pregnant women, mothers, infants; children and adolescents;

CSHCN
[no corresponding 1997 Kansas objective] Kansas Priority Need: 2 (previous)

Completion of acommunity health assessment is a requirement for local agencies in Kansas that

receive MCH grants. The needs assessment hel ps communities to: analyze the hedlth status of the MCH
population; identify problems; educate the community; evaluate health resources, services and existing
systems of care; and, establish health priorities. TitleV staff are available to help plan appropriate
interventions for the maternal and child health population in participating communities. As mentioned
above, 101 of the 105 Kansas counties currently provide at least one of the listed Title V services. The
four counties that are not among the others are in western Kansas, comprising Cheyenne, Greeley, Haskell
and Wichita counties. In 1996, 18% (baseline data) or 19 of 105 Kansas counties were participating
CHAP communities. 1n 1999, 47 (45%) of Kansas communities have completed the community health
assessment process. Data sources for this measure are CHAP Communities Status File; Aid to Local
Grants Process. To date, MCH-related problems that have been identified include teen pregnancy; alcohol,

tobacco and drug use; abuse and neglect; crime and violence; child care; and access to primary care.

Infrastructure Building Services / Risk Factor
NPM 15 Percent of very low birth weight live births.
MCH population group: pregnant women, mothers, infants
[Kansas Objective:  Reduce low birth weight to an incidence of no more than 5 percent of live births and
very low birth weight to no more than 1 percent of live births/]

In 1989, the Kansas very low birth weight baselinewas 1.1%. Of the 434 VLBW live births, 78.1%
were Whiteinfants and 19.6% were Black infants. In 1996, the Kansas very low birth weight baseline was
1.4%. Of the 509 VLBW live births that year, 78.4% (n=399) were White infants and 18.9% (n=96) were
Black infants. There hasbeen little noticeable changein LBW and VLBW incidence during the past 16 years.
Alsoin 1996, the disparity (ratio) for Black VLBW (3.5%) was nearly three times that of White VLBW
(1.2%). KansasVLBW isnotably higher among women lessthan 18 years (2.8% n=47) and in the 15-19 age
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group (2.0% n=93). All other age groups between 20 and 34 yearshaveasimilar percentageat 1.3%. Women
35 yearsand over aredightly higher at 1.5%. The 1997, 1998 and 1999 dataarenot ~ significantly different
from the 1996 basdline of 1.4% at 1.2%, 1.4%, and 1.3% respectively.

In 1974, Maternal and Infant (M&1) services, were established in Kansas through the support of
Maternal and Child Health (MCH) funding. 1n 1982, M&| services were expanded to include women with
identified risks of poor pregnancy outcomes (e.g., premature labor/delivery, low birth weight and infant
death). Servicesinclude, but are not limited to: outreach to identify high-risk pregnant women; pregnancy
testing; and case management for enrolled clients. Integration with other public health services such as
family planning, nutrition counseling (WIC), genetic and substance abuse counsedling, Healthy Start home
visits and prenatal education servicesis emphasized. By 1997, women in 77 Kansas counties had access to
M&I services. Significant decreases in the incidence of low birth weight have been documented in the M&|
population when compared to similar at-risk populations not receiving these comprehensive services. Four
projects were funded in the Pregnancy Maintenance Program, projected to serve 4,550 pregnant woman.
No datais available as the reports are not due until July 15, 2000.

NPM 16 The rate (per 100,000) of suicide deaths among youths aged 15-19.

MCH population group: children and adolescents
[Kansas Objective:  Reduce suicides and the incidence of injurious suicide attempts among youth aged 15
through 19 to no more than 8.2 per 100,000 youth.]

Suicide is the second highest cause of desth for Kansans 15-24 years of age. While the suicide rate
for all groups has remained stable both nationally and in Kansas for the last fifteen years, there appears to
be an epidemic increase in suicides among youth. Kansas still lacks a statistically representative
measurement for adolescent suicide attempts. The “1997 Kids Count Data Book™” published by the Annie
E. Casey Foundation notes that K ansas ranks 36™ out of 50 states in the rate of teen deaths by accident,
homicide and suicide (deaths per 100,000 teens ages 15-19). In 1990, baseline data for Kansas showed a
suicide rate of 11 per 100,000 youth 15-19. Since 1991, adolescent suicides in Kansas have sustained an
overall increase with dight fluctuations since the baseline year. 1n 1996, the suicide rate for youths 15-19
was 16.3 per 100,000 youth. This declined dlightly to arate of 11.9 in 1997 and then returned to 16.3
1998. The 1999 data shows a sharp declineto arate of 8.

To date, Crawford County, one of the thirty-seven Kansas Community Health Assessment Process

(CHAP) counties, has identified adolescent suicide as an MCH-related priority problem to be addressed.
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All three Kansas school-linked clinics: Junction City, Sedgwick County, and Wyandotte County, provide
mental health referral.  Kansas is developing a state plan to address suicide and are planning a conference
in the fall of 2000.

NPM 17 Percent of very low birth weight infants delivered at facilities for high-risk deliveries and
neonates.
MCH population group: pregnant women, mothers, infants

[no corresponding 1997 Kansas objective]

Levd I11, or subspecialty, facilities, as classified by the American College of Obstetricians and
Gynecologists (ACOG) and American Academy of Pediatrics (AAP), provide al the staff with appropriate
competencies and the medical technology/ equipment required to deliver high-risk deliveries and neonates.
Kansas has five hospitals located in the northeastern (Wyandotte, Johnson, and Shawnee counties) and
south-central (Sedgwick county) parts of the state (KUMC, Overland Park Medical Center, Stormont Vail,
ViaChristi - St Francis Campus, and Wesley). In FY 1996, 73% (baseline data) very low birth weight
infants (N=325) were delivered in Kansas Level 111 facilities. Thisincreased to 75.7% in 1997 and 77.2%
in 1998. There was adrop to 76.8% in 1999. Data sources. Kansas Vital Statistics and hospital discharge

records.

NPM 18 Percent of infants born to pregnant women receiving prenatal care beginning in the first
trimester.
MCH population group: pregnant women, mothers, infants
[Kansas Objective: Increase to at least 90 percent the proportion of al pregnant women who receive
prenatal carein thefirst trimester.]

With a 1996 percentage of 85.4% there has been moderate progress in the percentage of Kansas
women delivering liveborn infants who entered prenatal care in the first trimester since the 1990 basdline of
80.5%.

In 1997, 1998, and 1999 the percent of infants born to pregnant women receiving prenatal care
beginning in the first trimester remained relatively unchanged at 85.6% , 85.7% and 85.8%respectively.
There are differences between age groups and race/ethnicity related to the beginning of prenatal care.

2.5 Progress on Outcome Measures
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This narrative examines Kansas' progress toward the six required National Outcome Measures and
explores the association between the National and State performance measures with the Outcome
Measures. By using the core public health functions as a framework for this narrative, KDHE recognizes
the vital purpose these services provide in maintaining the general health and well-being of the
MCH/CSHCN population in Kansas.

Of the six National Performance Measures detailed in the Title V Block Grant Performance
Measurement System, three measures correspond to one objective, two subobjectives and one related
subobjective reported in the Kansas Maternal and Child Health Year 2000 Objectives: Midcourse
Review & 1996 revisions. Notationsin parentheses are provided to indicate the Kansas Objective for the
corresponding Performance Measure. The data source for al six National Performance Measuresisthe
KDHE Office of Vital Statistics; data trend analysis by KDHE Office of Health Care Information and
State Systems Development Initiative.

OUTCOME The infant mortality rate per 1,000 live births
MEASURE 1 [Kansas Objective: Reduce the infant mortality rate to no more than 7 per 1,000
live births.]

In Kansas, the infant mortality rate (IMR) was improving continually during the five-year span
from 1991 through 1995. With a 1990 basdline of 8.9 per 1,000, Kansas gradually reduced the IMR to a
record low of 6.9in 1995. However, the IMR took a sudden upswing in 1996 with atotal of 299 infant
deaths or 8.2 per 1,000 live births. The 1997 IMR improved over that for 1996 at 7.9 and 8.2. The 1998
IMR showed further improvement to 6.9 per 1,000 live births. The 1999 IMR increased to 7.3 which isan

increase over 1998.

OUTCOME Theratio of the black mortality rate to the white mortality rate
MEASURE 2 [related Kansas Subobjective: Reduce the infant mortality rate among Blacks to
no more than 11 per 1,000 live births.]

In Kansas, the white infant mortality rate declined continually during the five-year span from 1991
(IMR=8.1) through 1995 (IMR=6.1). The white infant death rate was 7.1 deaths per 1,000 live birthsin
1996, a decrease of 64.9 percent from the IMR of 20.2 in 1966. The white IMR in 1976 was 12.8, in 1986
itwas8.1.

The black infant mortality rate increased annually during the four-year span from 1990 (IMR=
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17.1) through 1993 (IMR=23.5). The black IMR dropped to arecord low 15.6 in 1994 and began
climbing againin 1995 (IMR=17.8). The black infant death rate was 22.9 deaths per 1,000 live birthsin
1996, a decrease of 40.5 percent from the IMR of 38.5 in 1966.

The goa Kansas has adopted for this measure isto reduce disparity (ratio) between the Black and
White infant mortality rates to no more than 1.6/1,000 black IMR to 1.0/1,000 white IMR. To determine
the goal for this measure, the following method was followed. Using the Kansas Objective for the infant
mortality rate (total population) with agoal of 7.0/1,000 as a proxy for awhite infant mortality rate and
the Kansas Objective for the black infant mortality rate with agoal of 11.0/1,000, the contrived Kansas
Objective for the black IMR to the white IMR ratio equaled 1.6 (rounded: 11:7 ratio). The Kansas black
IMR to the white IMR ratio trend follows a similar inconsistency as the black infant mortality rate,
increasing annually from 1990 (ratio = 2.3; baseline data) through 1993 (IMR=23.5). The ratio dropped to
arecord 2.2 in 1994 and began climbing again in 1995 (ratio=2.9).

The black infant mortality ratio for Kansas has shown steady improvement from 1996 and 1998
from 3.2 to 2.5, and then to 1.4 for the three year tracking period. 1n 1999, there was an increase to 2.2
IMR for black infants.

OUTCOME The neonatal mortality rate per 1,000 live births
MEASURE 3 [Kansas Subobjective: Reduce the neonatal mortality rate to no more than 4.5 per
1,000 live births.]

In Kansas, the neonatal mortality rate (NMR) was improving continually during the five-year span
from 1991 through 1995. With a 1990 baseline of 5.0 per 1,000, Kansas' NMR increased dightly to 5.1
in 1991, then began a steady reduction to alow of 4.5in 1995. However, the NMR took asharp risein
1996 with atotal of 199 neonatal deaths or 5.4 per 1,000 live births. Thiswas an increase of 20% percent
from the 1995 NMR.

From the 1996 baseline of 5.4, NMR declined to 4.7 in 1997 and to 4.5in 1998. In 1999 the
NMR increased to 4.9 which isadight elevation..

OUTCOME The postneonatal mortality rate per 1,000 live births
MEASURE 4 [Kansas Subobjective: Reduce the postneonatal mortality rate to no more than
2.5 per 1,000 live births.]
In Kansas, the postneonatal mortality rate (PNMR) was improving continually during the five-year
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span from 1991 through 1995. With a 1990 baseline of 3.3 per 1,000, Kansas' PNMR increased
considerably to 3.9 in 1991, then began a steady reduction to 2.4 in 1995. However, the NMR took a
moderate risein 1996 with atotal of 100 postneonatal deaths or 2.7 per 1,000 live births. Thiswas an
increase of 12.5 percent from the 1995 NMR.

Kansas PNMR has remained relatively unchanged over the four year reporting period, 1996
through 1999. The basdline for 1996 of 2.7 held for 1997 with a dlight decline to 2.4 postneonatal desths
per 1,000 live births in both 1998 and 1999.

OUTCOME The perinatal mortality rate per 1,000 live births
MEASURE 5 [no corresponding 1997 Kansas objective]

Kansas reports the perinatal mortality rate using a Perinatal Period 111 breakdown: the aggregate
total of fetal deaths (fetus weighs over 350 grams) and hebdomadal deaths (deaths that occur prior to the
7" day of life).

The goal Kansas has adopted for this measure is to reduce the Perinatal Period I11 rate to 9.5 per
1,000. In order to determine this goal, the following method was followed. Starting with the Kansas
Subobjective for the neonatal mortality rate with agoal of 4.5/1,000 and adding the Healthy People 2000
Kansas Objective for the fetal death rate with agoal of 5.0/1,000, the contrived Kansas Objective for the
Perinatal Period 111 death rate (i.e., perinatal mortality rate) equaled 9.5 per 1,000 live births. The
Perinatal Period |11 death rate baseline in Kansas was 9.7/1,000 live births in 1990. Overdl, the Perinata
Period 111 death rate remained consistent during the five-year span from 1991 through 1994. 1995 was an
exceptional year when the rate dropped to 8.5. For comparison, the 1996 rate represents a 52.6 percent
decrease from the 1966 death rate of 26.7 (n=977). 1n 1976, the rate was 18.9 (n=674) and in 1986, the
rate was 10.0 (n=395). Of the 336 total Perinatal Period |11 deaths in 1996, 179 were fetal desths and 157
hebdomadal deaths. 1n 1996, 46.6 of the reported fetal deaths occurred to mothersin the 20-29 age group,
with afetal death rate of 49.1 deaths per 1,000 totd live births. Also, in 1996, 73.6 percent of all fetal
deaths weighed less than 2,500 grams. The fetal death rates by race were comparable: white = 4.9, black
=51

The 1996 perinatal mortality rate baseline of 9.2/1,000 live births increased slightly to 9.6 in 1997
and then dropped to 8.6 in both1998 and 1999.

OUTCOME The child death rate per 100,000 children aged 1-14
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MEASURE 6 [no corresponding 1997 Kansas objective]

Kansas annually tracks the child death rate in two age breakdowns: children under 5 and children
aged 5-14. Kansas, the child desth rate for children under 5 and children aged 5-14. The 1986 baseline for
children under 5 was 2.2 per 1,000 age-group population. The mid-course (1991) rate wasalso 2.2. In
1996, the rate decreased to 2.0. The 1986 baseline for children aged 5-14 was 0.3 per 1,000 age-group
population. The mid-course (1991) rate was also 0.3. In 1996, the rate remained at 0.3.

The goal Kansas has adopted for this measure is the Healthy People 2000 age-related goal to
reduce the death rate for children by 15% to no more than 28 per 100,000 children aged 1-14. 1n 1996, the
rate remained at 0.3. Using 1990 for determining the baseline data for this measure, the child death rate for
children aged 1-14 years was 29.7 per 100,000. Like the two rates shown above, this rate also showslittle
movement. 1n 1991 the rate increased to 32.9 but remained stable from 1992 through 1995 with a four-
year rate of 27.7. 1n 1996, there were 164 child deaths with the rate increasing to 30.86.

The 1996 baseline for child deaths (age 1-14) per 100,000 age group population of 30.9 declined
t0 24.6in 1997. Thisroseto 28.4in 1998, till below the basdline year. In 1999 the rate of 26.2 isa

decrease.

Overview

In addressing the eighteen required National Performance Measures (NPM) and the seven state
negotiated Performance Measures (SPM), Kansas Title V has identified the direction of change between the
baseline and the most recent data point.

In FY 99, only one performance measures went in the wrong direction: SPM 3 Rate of Spina Bifida
and other Neural Tube Defects increased to 8.3 relative to a FY 98 rate of 4.4. The cause of theincreaseis
unknown, although the rates are based on relatively small numbers and are erratic from year to year. Thus,
we need to monitor thistrend to seeif it isatrue increase or smply a random fluctuation. Nine measures
had little or no change. NPM 4 (percent newborns screened) and NPM 15 (percent of LBW live births)
have remained stable for 3 years and may have reached their maximum.

Six of these measures (SPM 1, NPM 6, NPM 17 and NPM 18) contribute to a favorable infant
mortality rate, neonatal rate, post-neonatal rate and perinatal rate (outcome measures 1, 3, 4 and 5). In
addition, six measures (SPM 1, NPM 6, SPM 7, NPM 15, NPM 17 and NPM 18) contribute favorably to
the ratio of black infant mortality to white infant mortality (Outcome Measure 2). SPM 3 contributes
unfavorably to Outcome Measures 1, 2, 3, 4. NPM 2, NPM3, NPM 5, NPM 8, SPM 4, SPM 6 and SPM
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7 contribute favorably to Outcome Measure 6.

FY 99 PERFORMANCE MEASURE STATUS
Baseline Data | Comparison Data | Movement Little or Movement
(Availabler, (Availabler, in Right No in Wrong
Performance . . N N

Not Available) Not Available) Direction Change Direction
Measure
NPM 1 available available U - -
NPM 2 available available - U -
SPM 1 available available U - -
NPM 3 available available U - -
SPM 2 available available U - -
SPM 3 available available - - U
NPM 4 available available U U -
NPM 5 available available U - -
NPM 6 available available U - -
NPM 7 available available - U -
NPM 8 available available U - -
NPM 9 available available U -
NPM 10 available available U - -
SPM 4 available available U - -
NPM 11 available available - U -
NPM 12 available available U - -
SPM 5 available not available U -
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FY 99 PERFORMANCE MEASURE STATUS

Baseline Data | Comparison Data | Movement Little or Movement
(Availabler, (Availabler, in Right No in Wrong
Performance . . N N

Not Available) Not Available) Direction Change Direction
Measure
SPM 6 available available U - -
NPM 13 available available - U -
NPM 14 available available U - -
SPM 7 available available U - -
NPM 15 available available - U -
NPM 16 available available U - -
NPM 17 available available - U -
NPM 18 available available - U -

* Estimates for all are available but quality data which matches the required definition is not available in all

instances.
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Section III. REQUIREMENTS FOR APPLICATION [Section 505]
3.1. Needs Assessment of the Maternal and Child Health Population
During FY 2000, a statewide MCH needs assessment was conducted as part of the Joint State
Needs Assessment to determine the need for
T primary and preventive services for pregnant women, mothers and infants;
T preventive and primary care services for children; and,
T servicesfor CSHCN.
Context. The Kansas Joint State Needs Assessment (JSNA) JointState Needs Assessment
has been ajoint effort between three HRSA-funded programs:
Primary Care, HIV/AIDS, and Maternal and Child Health.
(Details of the joint nature of this needs assessment are discussed

insection 3.1.1.) The JSNA Mission statement is given below.

JSNA Mission: “Improve the health of Kansans
through an assessment of needs and the system of
services for Primary Care, HIV/AIDS, and Maternal

and Child Health”. Based on “Three Intersecting
Adopted by JSNA Steering Committee, October 1999 Planes’ by Sasha Ledinsky © 1998

Overview of Needs Assessment in Grant Document. A detailed overview of the JSNA is
presented in this document, with afocus on the Maternal and Child Health population. Although
final conclusions have been reached (e.g., selection of priority needs), assessment is an ongoing
process. We are continuing to assess the health of Kansans and to draw conclusions and implement
program activities as aresult of our recent data analysis. Theinformation presented hereisa
snapshot of our progress as of July 1, 2000. More detailed results and complete information on our
progress to date will be presented in afinal Joint State Needs Assessment report to be released later
thisyear.

A listing of acronyms used throughout the JSNA discussion is given on the following page.
Also in this document:
T Section 3.1.1 explains the JSNA process.
T Section 3.1.2 presents an overview of the resulting analyses and results.
T Section 3.1.2.1 provides detail for selected JSNA indicators as well as the JSNA Indexes, tools

for program planning and identifying disparities across the state.
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T Sections 3.1.2.2 through 3.1.2.5 summarize results by level of service.

Joint State Needs Assessment Acronyms

AIDS: acquired immune deficiency syndrome

ADAP: AIDS Drug Assistance Program

APNCU: Adequacy of Prenatal Care Utilization

BCYF: Bureau for Children, Y outh, and Families
BEDP: Bureau of Epidemiology and Disease Prevention
BRFSS: Behavioral Risk Factor Surveillance System
CDC: Centers for Disease Control and Prevention
CHAP: Community Health Assessment Process

CHIP: Child Health Insurance Program

CHSI: Core Health Status Indicator

CSHCN: Children with Special Health Care Needs
DHSI: Developmental Health Status Indicator

DRG: Diagnostic Related Group

D.S.-Rural: Densely-Settled Rural

EPSDT: Early and Periodic Screening, Diagnostic and Treatment
ERP: Electronic Reporting Package

FQHC: Federally Qualified Health Centers

FP: Family Planning

FTE: full-time equivalent

HCFA: Health Care Financing Administration

HEDIS: Health Plan Employer Data and Information Set
HP: Healthy People

HPSA: Health Professional Shortage Area

HRSA: Health Resources and Services Administration
HSI: Health Status Indicator

IDS: Indicator Detail Sheet

JSNA: Joint State Needs A ssessment

KAMU: Kansas Association for the Medically Underserved
KBH: Kan Be Healthy

KDHE: Kansas Department of Health and Environment
KHA: Kansas Hospital Association

LHD: local health department

MCH: Maternal Child Health

NPM: National Performance Measure

OB/Gyn: Obstetrics/Gynecology

OHCI: Office of Health Care Information

OLRH: Office of Local and Rural Health

OM: Outcome Measure

PC: Primary Care

PDG: Population Density (Peer) Group

PRE: Population density group by Race/Ethnicity

SIDS: Sudden Infant Death Syndrome

SPM: State Performance Measure

SSDI: State Systems Development Initiative

SSI: Supplemental Security Income

Reader Hint: Needs
assessment sections will
reference first the Title V
section, then the JSNA
section in parentheses. For
example, JSNA Background
is described in Section
3.1.1(A.1).
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WIC: Women, Infants, and Children
YPLL: Years Productive Life Lost (or Y ears Potential Life Lost)
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3.1.1 Needs Assessment Process

3.1.1 (A) Process Overview. This section givesthe background of the JISNA aswell as an overview of
the JISNA needs assessment cycle and atimeline of JSNA events.

3.1.1 (A.1) JSNA Background. The conclusion of this cycle of the Joint State Needs Assessment
culminates efforts started in 1995 when the Kansas MCH program began planning the next cycle
of their five-year needs assessment. 1n 1995, the HRSA-funded Primary Care program (Primary
Care Office Grant) accepted an invitation by the Director of the Bureau for Children, Y outh and
Families (BCYF) to partner on needs assessment efforts. A series of collaborative sessions
during 1995 and 1996 involving staff
within and outside of KDHE resulted

The JSNA is a partnership of three HRSA-
funded programs.

in acomprehensive list of indicators, a Program Location in KDHE Grant

JSNA process structure, and a detailed HIV/AIDS  Bureau of Epidemiology ~ Ryan White

indicator and analysis framework. The and Disease Prevention Title Il
BEDP

SSDI Coordinator served as JSNA ( )

Project Coordinator and staffed these

Primary Care Office of Local and Rural ~ Primary Care
(PC) Health (OLRH) Office Grant

efforts, extensively researchin
S y 9 Maternal and Bureau for Children, MCH Title V

indicator, project structure, and Child Health Youth, and Families Block Grant
(MCH) (BCYF)

analysis options. Working

collaboratively with the Primary Care

program in the Office of Local and Rural Health, JSNA indicators and portions of the project
structure were influenced by the previous statewide Primary Care assessment. 1n 1998,
HIV/AIDS officially joined asa JSNA partner at the invitation of the BCY F Bureau Director.
KDHE' s Office of Health Care Information (OHCI) has served as a key resource related to data
and analysis efforts.

Although the original JISNA framework has evolved to accommodate the TitleV MCH
Block Grant requirements and state program needs, the project design provided the foundation
for the intensive analysis performed thisyear. Furthermore, the original JSNA indicators have
been incorporated in the process along with required Title VV Block Grant indicators.

During the past year, there has been an intensive collaborative assessment. A contractor was
utilized to assist with the MCH, Primary Care, and joint data collection and analysis portions of

the assessment. A separate contractor was secured by the AIDS program to fulfill assessment
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needs specific to the HIV/AIDS program.
3.1.1 (A.2) Needs Assessment Cycle. The needs assessment cycle model used for the JSNA (see diagram
on following page) is based on the CDC surveillance cycle and incorporates the Title V Block
Grant Performance M Bei’sssjé%m%rt‘é dS}Eeln" Se;] E;igsrity \
resuls of Determine state

analysis
performance
. measures
Assess need, including
assessment of services
and analysis of cutcome
& performance measures, Set target
health status indicators objectives for
‘ state and national
measures
Qutcomes are aet
. gy
improved WA “
Plan Programs
Evaluate: Are and Allocate
we meeting " Resources

targets?

JSNA Needs Assessment Cycle

During this past year, we have assessed need, disseminated results, determined priorities,
and set performance measures and targets. Currently, we are at the “ Plan Programs and Allocate
Resources’ stage of the JSNA Needs Assessment Cycle. Although an initial evaluation of MCH
programs and resource allocation has been performed for this grant application, in-depth
program planning related to the identified priorities will be performed as part of the JISNA
follow-up activities.
3.1.1 (A.3) JSNA Timeline. A timelineis presented to give an overview of JSNA efforts with afocus on

assessment activities during the past year.

Date JSNA Event
1995 Joint State Needs Assessment partnership is formed between MCH and
Primary Care.

1995-1996 | JSNA indicator set, project design, analysis plan, and final report outline are

drafted as aresult of collaborative mestings.
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Date

JSNA Event

1996-1998

SSDI Project Coordinator continues to research and update JSNA indicators
and project design, seeking collaborative input as needed.

1998

HIV/AIDS program acceptsinvitation to officially join JSNA partnership.

Plans are made for intensive assessment effortsin 1999-2000.

Feb. 1999

JSNA contractor is secured.

May 1999

Kick-off steering committee meeting: Program perspectives, roles,
responsihilities, timeline.

June 1999

Steering committee meeting: Technical review of assessment process.

Oct. 1999

Steering committee meeting:
Mission statement adopted.
HIV/AIDS progress report.
Review of demographic, socioeconomic, and perinatal analysis

results, related program activities, and emerging priorities.

Jan. 2000

Steering committee meeting:
HIV/AIDS assessment results.
Review of morbidity and mortality results and emerging priorities.
Review of CSHCN prdiminary results, data challenges, and related

program activities, and services.

Jan. 2000

Meeting of MCH, PC, and HIV/AIDS program staff:
Discussion of combined MCH, PC, and HIV/AIDS annual Medicaid
data request to meet program needs.
Discussion of JSNA summary analysis options. Consensus:

Population and program-based county indexes for PC and MCH.

Mar. 2000

JSNA Family Planning Index submitted with Title X Grant.

April 2000

Steering committee meeting:

Review of draft PC and MCH indexes and emerging priorities.

May 2000

Prioritization Retreat
JSNA results presented to Resource Committee.
Priority needs drafted.

May 2000

Video Conference

Public input received on draft priority needs.
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Date JSNA Event
June 2000 | Steering committee mesting:
Priority needs approved.
Diaog on performance measures, program activities, and ongoing
assessment efforts.
June 2000 | State-negotiated performance measures determined based on input from
steering committee, program managers, and data resources.
June2000 | Target objectives set based on input from program managers.
July 2000 Abridged JSNA results presented with MCH Title V Block Grant.
July - Sept | Final JSNA report released.
2000 JSNA follow-up assessment activities
2001-2005 | Ongoing assessment, monitoring, and eval uation.

3.1.1 (B) Methodology

3.1.1 (B.1) Foundational Efforts
3.1.1 (B.1.a)  Original Project Design. The project design drafted in 1995-1996, although not fully

incorporated into the Title V Block Grant needs assessment description, has been used

throughout this process to help identify the types of information to analyze. Three types of

information have been reviewed in this assessment: access, risk, and health status. This

original JSNA indicator structure is based on the assumption that low access and/or high risk

factors contribute to poar health outcomes.

Service / Resource Availability

Access

Service / Resource Utilization J

Health

Status &

Health

Health Behaviors

Protective

Outcomes

Risk

Community Vulnerabilities J

JSNA Original Indicator Structure

TitleV, MCH Block Grant

61 Kansas 2001: Needs Assessment



3.1.1 (B.Lb)

Although the previous structure has been used extensively in JSNA planning, in this

document, JSNA indicators are presented in the following smplified categories:

T Demographic
T Socioeconomic
T Hedth Risk/ Health Status

T Access/ Resources

Technical Review. During the spring of 1999, there was an extensive technical review of
JSNA indicators, project design, and analysis proceduresin light of current literature,
program activities, and data availability. Thisbuilt on earlier extensive research for the
JSNA during 1995-1999 by the SSDI Project Coordinator. Some of the tasks performed
were asfollows:

T Reviewed goal and mission statements of Healthy People 2000, Healthy People 2010,

HRSA, HRSA Maternal and Child Health Bureau, HRSA Bureau of Primary Health
Care, HRSA HIV/AIDS Bureau, and other related efforts.

Reviewed current literature related to health assessment. Selected assessment tools,
including some from the Office of Local and Rural Health’ s Kansas Community Health
Assessment Process (CHAP), were incorporated into the JSNA process.

Extensively reviewed and compared standard sets of objectives and indicators
including Healthy People 2000, Healthy Kansans 2000, draft Healthy People 2010,
HEDIS, Title V Block Grant, previous Primary Care assessments, required HIV/AIDS
indicators, and others.

Reviewed regularly available information from standard data resources including
vital records, Census, WIC, KDHE Children and Families Data System, Medicaid,
Department of Education, BRFSS, hospital discharge data set, provider licensure
surveys, Kansas Cancer Registry, and many others.

Reviewed literature related to quantitative analysis tools including various indexes,
matrices, use of charts and maps, statistical analysis procedures, and other

methodol ogies such a systems dynamics.

Reviewed target-setting methodologies including those used by Healthy People 2000
and 2010.
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3.1.1 (B.2) Collaboration Process. Therewere severa opportunitiesfor collaboration built into the JSNA

process:

1.

2
3
4.,
5

3.1.1 (B.2.2)

Joint Nature of Assessment
Steering Committee
Prioritization Retreat
Video Conference

Other Collaborative Efforts

Joint Nature of Assessment. Thejoint nature of the needs assessment (MCH, PC, and
HIV/AIDS) has resulted in diverse input from awide range of programs, data resources, and
congtituencies. Some of the benefits and logistical challengesidentified in the joint

assessment are identified bel ow.

Benefits of Joint Assessment:

T TheJSNA has allowed MCH, PC, and HIVV/AIDS to share needs assessment data,
tasks, and resources.

T All three programs have benefitted from a greater depth and breadth of
assessment than would have been possible had the assessments been performed
separatdly.

T The JSNA increased awareness of the overlap in target population groups.

T TheJSNA increased awareness of the efforts of other programs, resultingin
ideas for future support and collaboration between programs to reach target
congtituencies more effectively.

T TheJSNA hasresulted in greater standardization of indicators, terminology,
definitions, priorities, and program planning efforts.

T Cross-cutting and infrastructure priorities were identified and can be

simultaneously addressed by all three programs.
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Logistical Challenges of Joint Assessment:

T TheJSNA has attempted to resolve the differences in program and grant
requirements to allow the assessment to proceed jointly whenever possible. For
example, there were differences in required indicators, regions, target population
groups, quantitative versus qualitative assessment methods, and indicator and service
classification systems (e.g., pyramid).

T Atthesametime, each program within the JSNA has individualized their
assessment process, as needed, to insure the assessment results would meet their
unique needs. The flexihility of the Primary Care Office Grant and the natural
similarities between the MCH and PC target populations and overall program goals
have allowed MCH and PC to assess their needs and set priorities amost entirely in
tandem. On the other hand, the HIVV/AIDS data collection and analysis portion of the
JSNA has been performed mostly separate from MCH and PC to meet the unique

needs and requirements of the AIDS program.

3.1.1 (B.2.b)  JSNA Steering Committee. The current JSNA Steering Committee was formed in 1998
and consisted of some of the original members of the advisory group that met during 1995
and 1996 and provided consultation as needed to the SSDI Project Coordinator as needed
during 1997. The Steering Committee consisted of approximately 15 key decision makers
including Bureau directors representing each program, Director of KDHE' s Office of Health
Care Information, a parent of a special needs child, alocal health department representative,
and members representing private and not-for-profit organizations and the academic
community. The Steering Committee met quarterly beginning in May of 1999. Seethe
JSNA timelinein Section 3.1.1 (A.3) for Steering Committee meeting topics. The MCH,
PC, and HIV/AIDS program staff regularly participated in the Steering Committee meetings
as presenters.

As the needs assessment progressed, an attempt was made to broaden input
opportunities as priorities emerged. For example, later meetings involved a mental health
professional (related to the behavioral health priority need) and representatives from Kansas
Social and Rehabilitation Services Medicaid program (related to the coordinated systems of
care priority need).
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3.1.1 (B.2.c)

Prioritization Retreat. In May 2000, approximately 35 representatives of a diverse group

of programs, organizations, and interests met to draft priority needs. HIV/AIDS had already

selected program-specific priorities
and presented the results of their
assessment and draft priorities.
Program staff from MCH and PC
had extensively reviewed JSNA
assessment results along with
current literature and suggested
several draft priority needs related
to each program / population
group: Primary Care; Pregnant
Women, Mothers, and Infants;
Children and Adolescents; and
CSHCN. Participants were given
an opportunity to modify the
suggested priorities and to propose
additions to or deletions from the
priority list. Participants then
sdlected the top nine overall
priority needs relating to PC, MCH,
cross-cutting, and infrastructure
iSsues.

3.1.1 (B.2.d) Video Conference. Oneweek

after the prioritization retreat,

Representatives from the following
programs, groups, and organizations

provided direct feedback in the JSNA.
Adolescent Health Program (KDHE)

Adult & Medical Services (Medicaid, HealthWave) (SRS)
AIDS Program (KDHE)

BRFSS Program (KDHE)

Breast and Cervical Cancer Program (KDHE)
Bureau for Children, Youth, and Families (KDHE)
Bureau of Epidemiology & Disease Prevention (KDHE)
Bureau of Health Promotion (KDHE)

Child Health Program (KDHE)

Children and Family Services (SRS)

CSHCN parent

CSHCN Program (KDHE)

Family Planning Program (Title X) (KDHE)

Family Services and Guidance Center

Farmworker Program (Migrant program) (KDHE)
Immunization Program (KDHE)

Infant/Toddler Program (KDHE)

Kan Be Healthy (EPSDT) Program (BC/BS)

Kansas Association for the Medically Underserved
Kansas Health Institute

Kansas Hospital Association

Kansas Public Health Association

Kansas State Department of Education

Lead Poisoning Prevention Program (KDHE)

Local Health Departments

March of Dimes

Maternal and Infant Program (KDHE)

Newborn Screening Program (KDHE)

Office of Injury/Disability Program (KDHE)

Office of Local and Rural Health (KDHE)

Perinatal Association of Kansas

Primary Care Program (KDHE)

School Health Program (KDHE)

SSDI Project (KDHE)

Teen Pregnancy Prevention Program (KDHE)
University of Kansas School of Medicine

University of Kansas School of Medicine - MPH Program
WIC Program (KDHE)

feedback on JSNA results and drafted priority needs was solicited from the public at six

video conferencing sites around the state. The event was well-publicized through the

Kansas Register, press releases, and the monthly local health department mailing. Twenty

local health departments were represented. One priority need related to coordinated systems

of carewas added to the list as a direct result of feedback from thelocal levd.
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3.1.1 (B.2.¢)

Other Collaborative Efforts. Key resultswere distributed by e-mail to known
stakeholders, soliciting feedback. Input from many other individuals, programs and

resources was solicited as needed throughout the process.

3.1.1 (B.3) HIV/AIDS Methodology. The HIV/AIDS program conducted an extensive analysis of the

need for servicesin the HIV/AIDS population. There were three primary analysis tools:

T Epidemiological Profile: Analysis of quantitative HIV/AIDS data.

T Focus Groups: Four focus groups were conducted,

. . . Of the JSNA partners,
including a focus group of HIV-positive women. HIV/AIDS utilized primary

T Written Survey: The written survey was mailed data from focus groups
and a written survey to

meet many of their unique

HIV-positive persons; 182 responded by the deadline. assessment needs while
PC and MCH relied more

through case managers and physicians offices to 519

A separate researcher was contracted by KDHE to
conduct the HIV/AIDS portion of the JSNA to fulfill

specific program needs and Ryan White/Title |1 needs assessment grant requirements. There
were opportunities for informal collaboration between HIV/AIDS and PC and MCH relating to
sdlected demographic, socioeconomic, risk, and health status indicators. Also, there was
opportunity for collaboration when assessing the needs of and services provided to overlapping

target population groups.

3.1.1 (B.4) Primary Care Methodology. The Primary Care (PC) program has now been involved with

3.1.1 (B.5)

MCH inthe JSNA for five years. Portions of the original JSNA project design were based on
previous PC assessment efforts. This, coupled with the flexibility and needs of the Primary Care
program, have allowed the PC and MCH portions of the assessment to be conducted almost
entirely in tandem, including shared indicators and priority needs. PC has simply had a broader
approach to assessing the need for servicesin their target populations.

Indicator and Data Resources Used. In addition to the Title VV Block Grant required
indicators, other indicator and data sets were utilized in the JSNA. The needs assessment portion
of the Title V Block grant does not contain all analysis results; only selected indicator results

have been included.

3.1.1 (B.5.a) JSNA Indicator Set. The JSNA indicator set drafted in 1996 has been, for the most part,

incorporated into current assessment efforts. Many of the original JSNA indicators were

already required by the Title V Block grant as performance or health status indicators.

TitleV, MCH Block Grant 66 Kansas 2001: Needs Assessment



3.1.1 (B.5.b)

3.1.1 (B.5.c)

3.1.1 (B.5.d)

Primary Care / County Health Profiles. During the JSNA analysis, Primary Care
coordinated the devel opment of an updated version of the Kansas County Health Profiles
(CHP), community-based assessment tools. The CHPsincluded indicators from previous
PC assessment efforts as well as others expected to meet local assessment needs. A large
portion of this analyzed data was utilized by the JSNA aswell asthe CHPs.

MCH Title V Block Grant. The TitleV Block Grant indicators provided a cornerstone for
the MCH data analysis portion of the JSNA:
T Outcome Measures

Core Performance Measures

State Negotiated Performance Measures
Core Hedlth Status Indicators
Developmental Health Status Indicators

—4 4 4

o Where quantitative data did not
Other Data Resources. Other indicators have accurately describe the need for

been incorporated into the JSNA as needed. services, interviews and input
) from JSNA participants were
For example, asindexes were developed to helpful.

summarize need (see Section 3.1.1. [B.7]),
certain new indicators were developed. Where quantitative data did not accurately describe

the need for services, interviews and input from JSNA participants was hel pful.

3.1.1 (B.6) Indicator Stratifications. In an effort to compensate for small numbers, assess recent trends,

and assess geographic and demographic disparities, indicators have been collected and analyzed

inavariety of ways.

3.1.1 (B.6.a)

3.1.1 (B.6.b)

3.1.1 (B.6.b.1)

Five Years, 1994-1998: When possible, five years of data (preferably 1994 through 1998)
has been analyzed annually on the state level and combined on the county level to account
for small numbers.

Geographic. Geographic disparities have been analyzed by county and by Population
Density Peer Group, arural/urban grouping used by the Primary Care program in the Office
of Local and Rura Health.

Population Density (Peer) Groups (PDG). To enhance rura/urban comparisons, most
indicators have been summarized by Population Density Peer Group. The peer groups are

comprised of counties with similar population densities in persons per square mile.
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Population Density 1998 Pop. Density Number of Percent of Kansas

Peer Group (persons per sq. mi.) Counties Population
Frontier Lessthan 6.0 31 4%
Rural 6.0-19.9 38 11%
Densely-Settled 20.0-39.9 20 17%
Rural
Semi-Urban 40.0 - 149.9 10 16%
Urban 150.0 6 51%

Population Density Peer Groups

[ ]| Frontier

Rural

Densely-Settled Rural
[ Semi-Urban

B Urban

The Population Density Peer Groups have been developed to meet the needs of Kansas.
Other than “frontier”, the groups do not conform to a national standard or the Census
definitions of “rural” and “urban”.
3.1.1 (B.6.b.2) County. Dataavailability by county was an original JSNA indicator requirement to promote
improved planning and resource allocation, as well as to insure that needs assessment results

could be directly applied at thelocal level. Thus, most indicators have been collected and
analyzed on the county level.
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3.1.1 (B.6.c) Demographic. To highlight demographic disparities, indicators have been stratified by the
following demographic characteristics whenever possible:
T Age Group
T Race/Ethnicity
T Gender
T Other: Characteristics such as educational attainment income, Medicaid status, and

marital status were used when possible. Unfortunately, Kansas has

relatively few data sets which allow for comparison by income, Indicator or Index?

poverty level or Medicaid status. Throughout the Kansas JSNA
discussion, the terms
indicator and index are

3.1.1 (B.7) JSNA Indexes. Throughout the five-year history of frequently used.

the JSNA, a number of quantitative analysis tools have « Indicator is used generically
to describe any data or
measure used in the

was determined that county-based indexes evaluating assessment, including required
Title V Block Grant
performance measures, health
useful. Thus, four MCH and one PC index have been status indicators, and other
data specific to the JSNA.

been explored. Based on the input of program staff, it

the needs of target population groups would be most

developed as a central part of the assessment analysis.

3.1.1 (B.7.a)  General Description of Indexes * Index is used to describe the
composite summary of
selected key indicators. There

(1) Improve ease of data interpretation. Many are five JSNA indexes, each

o i made up of nine to nineteen
indicators were used in the JSNA. The indicators.

3.1.1 (B.7.a.1) Purpose. Theindexes serve three purposes.

indexes allow program planners to assimilate
data analysis results by summarizing selected “key” indicators.

(2) Highlight disparities. The indexes highlight disparities geographically (by county and
population density group) and by race and ethnicity, where datais available.

(3) Intervention planning. Once an area has been designated high need, the indexes can
assist with planning appropriate interventions.

3.1.1 (B.7.a.2) Index Structures. The JSNA indexes may be structured and reported three ways:
(1) By County: Each of the 105 counties has an index score to highlight counties most in

need of services.
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(2) By Population Density peer The abbreviations PDG and PRE are used
throughout the JSNA discussion. Both refer
Group (PDG Index): Eachof  to JSNA ways of grouping data to highlight

the five population density disparities.
. Acronym | Description Highlights
peer groupsis scored to disparttes...
highlight need for services PDG | Population Geographically,
across the rural/urban Density (Peer) | across rural/urban
. Group continuum
continuum.

(3) By Population density group
by Race/Ethnicity (PRE
Index): The purpose of PRE

Indexesisto highlight disparities both across the rural/urban continuum and across race
and ethnicity. Four race/ethnicity groups are reported:

*  White

+ Black

e Other Non-White (includes Native American, Asian, and Pacific Ilander)

» Hispanic Ethnicity (any race)

Twenty groups are scored (4 race/ethnicity groups x 5 population density groups).

To date, only two PRE indexes have been developed (Family Planning PRE and
Perinatal PRE).

3.1.1 (B.7.a.3) Indicators Selected for Indexes. Many indicators have been analyzed and reviewed during
the ISNA, including all of the Title V MCH Performance Measurement System indicator and
measurement sets.  The indexes include selected “key” indicators to assess
the needs of a particular population group. Criteria used to select JSNA indicatorsincluded

e  Standardization with Title V indicators (and other standard sets) whenever possible

e Dataavailability and data quality

*  Small number concerns

e Ability of the MCH or PC program to meet the need for services represented by the
indicator

»  Magnitude of need represented by indicator
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For each index, indicators are listed by the following categories
e Demographic
*  Socioeconomic
* Heath Status/ Health Risk
* Access/ Resources

3.1.1 (B.7.a.4) General Index Calculations.

(1) Rank. All index tables rank the indicators from highest value to lowest value. Counties
areranked from “1" to “105"; population density groups are ranked from “1” to “5”;
and PRE groups are ranked from “1" to “20". Notethat arank of “1" does not
consistently indicate a high need for services; it only indicates a high indicator value.

For example, a county ranked “3" for 18-19 pregnancy rate and “102” for adequacy of
prenatal care would have one of the highest 18-19 pregnancy rates in the state (greater
need) and one of the lowest proportions of mothers receiving adequate prenatal care
(also greater need).

(2) Z-Score (Standardized Score). To caculate Z-scores provide for easy
identification of relative need

by allowing data to be directly
the indicator values; z-scoreswereused. Using ~ compared across geographic
areas and across indicators.

the index score, it is necessary to standardize

Z-scores to standardize each indicator allows

for direct comparison across geographic areas The terms z-score and
and across indicators. For an individual group §tandardlzed score are used
interchangeably.

(e.g., county), the general calculation for a z-

. High ndardiz r
scoreis as follows: gh standardized scores

County Mean - Indicator Value

Z - score = —
County Standard Deviation

Z-scores are aways calculated such that high standardized scores represent high
need and low standardized scores represent low need.

(3) Index Score. For the index score, the z-scores are multiplied by aweight. All
indicators began with aweight of “1” and were adjusted based on data quality concerns,
ability to measure need for services, magnitude of need represented, and preventability
of need represented. The z-scores for each indicator were then multiplied by the
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appropriate weight and summed for the final index. See Index tablesin Section
3.1.2.1(B) for relative weights used for each indicator.

A high final index score represents high comparative need for services; alow fina
index score represents a low need for services compared to the other groups.

3.1.1 (B.7.b)  Primary Care Index. The JSNA Primary Care (PC) Index isthe third iteration of the PC
Index. Thefirst PC Index wasreleased in 1994 as part of a statewide primary care
assessment (Primary Care Access Plan). An updated PC Index wasreleased in 1996. The
PC Index reports index scores by county and by PDG with plans to eventually report a PRE

PC index. Primary Care Index results are

summarized in Section 3.1.2.(A.2.b). Refer

to Section 3.1.2.1 (B.2) for complete results.
The following key indicators were

selected for inclusion in the PC Index.

Demographic Indicators

(1) Percent Minority Population

(2) Percent of Population Aged 65 and
Older

Socio-Economic Indicator

(3) Percent of Population in Poverty

Health Status/ Health Risk Indicators

(4) Percent Low Birth Weight Births

(5) CrudeBirth Rate: Total Live Births
per 1,000 Population

(6) Crude Death Rate: Total Deaths per
1,000 Population

(7) Violent Crime Rate

(8 Unintentional Injury Death Rate

(9) Unintentional Injury Y ears Productive
Life Lost (Before Age 65) Rate

(10) “Preventable’ Inpatient
Hospitalizations per 1,000 Population

Summary of JSNA Indexes
1. Primary Care Index
County Index
PDG Index

Pregnant Women, Mothers, & Infants

2. Family Planning Index
County Index
PDG Index
PRE Index

3. Perinatal Index
County Index
PDG Index
PRE Index

Children and Adolescents

4. Child Health Index
County Index
PDG Index

5. Adolescent Health Index
County Index
PDG Index

CSHCN

6. CSHCN Index (under
development)
PDG Index

PDG: Population Density peer Group
PRE: Population density group, Race and Ethnicity
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3.1.1 (B.7.¢)

3.1.1 (B.7.d)

(11) Percent Preventable Cancers Detected Early

Access / Resource Indicators

(12) Percent Immunized by Age Two

(13) Percent Adequate Prenatal Care

(14) Population per Primary Care Physician FTE
(15) Percent Linguistically Isolated

Family Planning Index . The Family Planning (FP) Index was reported in March with the
Title X Family Planning Grant. Index scores are reported by county, PDG, and PRE
groups. Family Planning Index results are summarized in Section 3.1.2. (A.3.b.[1]). Refer
to Section 3.1.2.1(B.3) for complete resuilts.

The following key indicators were selected for inclusion in the FP Index; they are based
on Missouri’s Family Planning Index:
Socioeconomic Indicators

(1) LiveBirthsto Motherswith Lessthan 12 Y ears Education

(2) Per Capitalncome

(3) Unemployment Rate PDG: Population Density
. _ (Peer) Group
Health Risk / Health Outcome Indicators PRE: Population density
(4) Pregnancy Rate, Ages 15-17 peer group, Race and
Ethnicity

(5) Pregnancy Rate, Ages 18-19
(6) Pregnancy Rate, Ages 20-34
(7) Pregnancy Rate, Ages 35-44
(8) Percent Teen Mothers (< Age 20) with Repeat Birth
(9) Percent with Short Interbirth Spacing (< 18 months)

Perinatal Index. The Perinatal Index reports scores by county, PDG, and PRE groups.
Perinatal Index results are summarized in Section 3.1.2. (A.3.b[2]). Refer to Section
3.1.2(B.4) for complete resuilts.

The following key indicators have been selected for inclusion in the Perinatal |ndex:
Demographic Indicator
(1) Percent Female Population Age 15-44

Socioeconomic Indicators
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3.1.1 (B.7.¢)

(2) Percent of Children Aged 0to 17 in Poverty

(3) Percent Motherswith Live Birth with Low Education (< 12 years)

(4) Medicaid Deliveries per 100 Live Births

Health Risk/Health Status Indicators

(5) Percent Low Birth Weight Singleton Births

(6) Infant Mortality Rate

(7) Percent of WIC Mothers Breastfeeding at Postpartum Visit

(8) Total Births (Live Births and Fetal Deaths) per 1,000 Females Aged 15-17

Access/ Resources

(9) Percent Adequate Prenatal Care

Child Health Index (Developmental). The Child Health Index reports scores by county
and PDG. The TitleV Block Grant defines a child as a person “from 1% birthday through
the 21% year”. However, the JSNA has divided children into two groups: children and
adolescents. Children aged 1 through 9 are the target population of the Child Health Index.
Age groups used for indicators may vary, however, due to data availability and other
considerations. The Child Health Index is still considered devel opmental; data describing
certain key child health issuesis not yet available. Child Health Index results are
summarized in Section 3.1.2. (A.4.b[1]). Refer to Section 3.1.2 (B.5) for complete resullts.
Demographic Indicator

(1) Percent of Population Aged0to 9

Socioeconomic Indicators

(2) Percent Children (Age 0-17) in Poverty

Health Status / Health Risk Indicators

(3) Percent Overweight WIC Children (i.e., High Weight for Height)

(4) Percent Motor Vehicle Crash Victims (Age 0-15) Not Using Proper Safety Equipment
(5) Reported Child Abuse Cases per 1,000 Children Age 0-17

(6) Child Death Rate: Deaths per 100,000 Age 1-14

(7) Respiratory Inpatient Hospitalizations per 10,000 Children Aged 0-17

(8) Inpatient Hospitalizations for Mental Health Problems per 100,000 Children Aged 0-14

(=) Nonfatal Injuries (to be included as county-level hospital discharge data becomes

available)
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3.1.1 (B.7.f)

Access/ Resource Indicators

(9) Percent KBH Medical Participation: Percent Age 0 to 9 with at least one Medical

Screen
(10) Percent KBH Dental Participation: Percent Age 0to 9 with at least one Dental Screen
(11) Percent Immunized by Age 2 with 4:3:1 Combo
(12) Child Care Availability per 100 Children Aged Oto 12
(13) Head Start Slots Available per 100 Preschoolers Aged 3to 5 in Poverty
Adolescent Health Index (Developmental). The Adolescent Health Index reports scores
by county and PDG. Adolescents aged 10 through 24 are the target population group. Age
groups used for indicators may vary, however, due to data availability and other
considerations. The Adolescent Health Index is till considered developmental; quality data
describing certain key adolescent health issuesis not yet available. Adolescent Health Index
results are summarized in Section 3.1.2. (A.4.b[2]). Refer to Section 3.1.2 (B.6) for
complete results.
Demographic Indicator
(1) Percent Population Aged 10 to 24

Socioeconomic Indicators

(2) Percent Aged 5to 17 in Poverty

(3) Percent Enrolled in Medicaid (Age 10-24)

(4) Juvenile Court Filings per 1,000 (Age 0-17)

(5) Graduation Rate: Percent Enrolled Receiving High School Diploma
(6) Percent High School Graduates Pursuing Post-Secondary Education
Health Status / Health Risk Indicators

(7) Suicide Deaths per 100,000 (Age 15-24)

(8) Homicide Deaths per 100,000 (Age 15-24)

(9) Mator Vehicle Deaths per 100,000 (Age 15-24)

(10) Alcohol-Related Motor Vehicle Accident Victims per 10,000 (Age 15-24)
(11) Chlamydia and Gonorrhea cases per 10,000 (1995-98) (Ages 15-19)
(12) Percent Smoked Cigarettes within past 30 days

(13) Percent Consumed Alcohol within past 30 days

(14) Percent Used Marijuana within past 30 days
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(15) Percent Used Inhalants within past 30 days
(16) Hospitalizations for Mental Health Problems per 10,000 Aged 15-24
(17) Hospitalizations for Drugs & Alcohol per 100,000 Aged 15-24
Access/ Resource Indicators
(18) Percent Eligible (Age 10-21) with at least one KBH Medical Screen
(19) Percent Eligible (Age 10-21) with at least one KBH Dental Screen
3.1.1 (B.7.g) CSHCN Index (Under Development). A CHSCN Index is under development.
Population-based data for the CSHCN population islimited. A preliminary CSHCN Index

was developed by PDG for the following indicators. However, the results are not reported in
this needs assessment due to questionable data quality and small numbers for some
indicators.

Demographic Indicators

(1) Percent of Students aged 3 to 22 in Specia Education Programs

Health Status / Health Risk Indicators

(2) Number of Birth Defects

(3) Birth Defect Rate

(4) Respiratory Inpatient Hospitalizations per 10,000 Children Aged O to 17

(5) Percent Very Low Birth Weight Births

Access/ Resource Indicators
(6) Specia Education Student to Special Education Provider FTE Ratio
(7) Estimated Children with Cleft Lip/Palate or Hearing Impairment per Audiologist

(8) Estimated Children with Cleft Lip/Palate or Hearing Impairment per Speech
Pathologist

(9) Estimated Unmet Need: Estimated Percent of 4/ Kansas CSHCN Served by the
CSHCN Program

(10) Estimated Unmet Need, Neural Tube Defects

(11) Estimated Unmet Need, Cerebral Palsy

(12) Estimated Unmet Need, Cardiac Conditions

(13) Estimated Unmet Need, Cleft Lip / Cleft Palate

(14) Percent of Primary Care Physician FTEs Enrolled as CSHCN Providers

(15) Care Coordination, Primary Care: Percent of CSHCN Primary Care Physicians who
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regularly communicate with others on their patients' care teams.

(16) Care Coordination, Specialist: Percent of CSHCN Specialist Physicians who
regularly communicate with others on their patients' care teams.

(17) Percent of CSHCN Primary Care Physicians who have patients who travel over 100
miles

(18) Percent of CSHCN Dentists who have patients who travel over 100 miles

(19) Percent of CSCHN Specialists who have patients who travel over 100 miles

Other indicators under development related to dental care, medical home, and newborn

screening follow-up.

3.1.1 (B.8) Priority Needs.

3.1.1 (B.8.a)

3.1.1 (B.8.b)

Selection Process. Kansas' current priority needs and state negotiated performance were

chosen in 1998 without the benefit of a current, comprehensive needs assessment. Although

thislist of priorities was made available to all JSNA participants at several times throughout

the year, the new priorities were chosen from a“ clean date” asadirect result of the JSSNA.
Preliminary HIV/AIDS, PC, and MCH assessment results were presented throughout

the year at JISNA Steering Committee meetings. Certain needs began emerging through this

process. In April and May of 2000, program staff drafted possible priority needs for each

population group based on needs assessment results, current literature, and program efforts.

These possible needs with accompanying data and justifications were presented to the

Resource Committee at the Prioritization Retreat. Participants were given an opportunity to

modify or add to the list of suggested priorities, then select the top priority needs. The top

nine priority needs drafted as aresult of the Retreat were presented for public input at the

Video Conference. Based on the input received, ten priority needs were selected.

Selection Criteria. Suggested priority needs met these minimum criteria:

*  Meeting the need should have an ultimate positive impact on health outcomes.

e Theneed should be trackable and measurable.

*  Theneed should have arelatively few number of identifiable risk factors (if
applicable).

*  Weshould be able to address the need with a finite, manageable set of program
activities, services, or interventions.

Prioritization Retreat participants were encouraged to rate suggested priority needs using
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CDC'sbasic priority rating system.

3.1.1 (B.9) State-Negotiated Performance Measures

3.1.1 (B.9.a)

3.1.1 (B.9.b)

3.1.1 (B.10)

3.1.1 (B.11)

Selection Process. The JSNA Steering Committee met on June 8, 2000 and adopted the

draft priority needs. Possible performance measures for each priority need were presented to

the Steering Committee and discussed. MCH Program Staff chose the final list of state-

negotiated performance measures based on input from the Steering Committee and others.

Selection Criteria. The following questions were used to help select state-negotiated

performance measures:

*  Which priorities are aready adequately addressed by national performance measures?

»  DoesaCoreor Developmental Health Status Indicator address this priority?

e Do other indicators already developed for the JSNA address this priority?

*  What does Healthy People 2010 use to measure this priority?

» Isdataavailable which can be reported with the FY 2001 Title V Grant? Isthe data
available annually on a state and county level ?

»  Arethereclearly planned program activities which are directly related to the draft state-
negotiated performance measures?

Target Objectives. Various target-setting methodol ogies were researched and presented

early in the JSNA process. Past progress on national performance and outcome measures

has been reviewed by MCH program staff. Target objectives have been set consistent with

expected improvement based on recent trends and current program activities.

Program Activitie ion. in the process of reviewing
program plans and res&ﬁéé%l?dé&{ HN Mﬁﬁgﬁ'pric rities. Current program

activitiesrelated tq ﬁfmﬂt)aum_:ar@deiﬂbedm Section 4.1. Intensive JSNA follow-up
activitieswill continue throu@? ggzg}e er 2000 and will result in amore detailed plan for

program activities and coll afer dAKRVESNED Eorts aimed at meeting the priority needs.
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3.1.1 (B.12) Strengths and Weaknesses of the JSNA. Although the JSNA is an on-going effort,
strengths and weaknesses to-date are identified on the following page from the perspective

of TitleV requirements.
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Strengths of JSNA Process

Joint nature of the assessment yielded excellent opportunities for current and future

collaboration.

Assessment of health status was detailed and in-depth.
Use of indexes enhanced the focus on geographic and race/ethnicity disparities.

Many quantitative resources were developed to aid state- and community-based problem-

solving.

In-depth review of dataled to specific opportunities to improve data infrastructure and

coordination with data resources.

Weaknesses of JSNA Process

Limited datafor child and CSHCN
populations hindered our ability to assess and
guantify the needs of these populations as
much as we would have liked.

The vacancy in the full-time SSDI Project
Coordinator position resulted in diminished
manpower. Thisresulted in theinclusion of
less qualitative datain the needs assessment
(e.g., focus groups had been planned).
Fragmented data systems and various other
issues contributed to aless-than complete
analysis of the service system than was

originaly planned.

JSNA results should be used to more
comprehensively identify interventions and
services and plan program activities to meet

the newly identified priority needs.

Attempts to Resolve

T Building data, epidemiological, and
analysis capacity has been
identified as a priority need.

T The Prioritization Retreat and
Video Conference allowed for face-
to-face input from a group

representing diverse interests.

T Follow-up activities related to
“Coordinated Systems of Care” and
“CSHCN Acces’ priority needs will
enhance information on the system
of services.

T Intensive JSNA follow-up analysis
and planning will continue through
September.
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3.1.1 (B.13) On-Going JSNA Efforts. Assessment isan on-going process. The JSNA is continuing
intensive analysis, interpretation, dissemination, and planning efforts related to this cycle of data
collection and analysis. The JSNA Steering Committee is expected to continue to meset. Intensive
follow-up efforts are scheduled for July through September:

T Complete the development of “products’ presenting JSNA data and results for program staff,
public, and communities (e.g., community report cards, data CDs).

T Based on the results of the JISNA, develop a plan for continued coordination between the three
HRSA programs. MCH, Primary Care, and HIV/AIDS.

T Develop aplan for program staff to use outcome, performance, and health status measures to
monitor and evaluate their programs and the MCH population during the next five years.

T Research and identify proven state and community interventions to help meet priority needs.

Develop aplan for incorporating these interventionsinto MCH programs.

3.1.2. Needs Assessment Content
Note: Some of the information required for Sections 3.1.2.1., 3.1.2.2., 3.1.2.3, 3.1.2.4, and
3.1.2.5 is embedded within this section.
3.1.2. (A) Assessment
3.1.2. (A.1) HIV/AIDS. TheHIV/AIDS ProgramisaJSNA partner. An overview of the results of
their portion of the needs assessment is given here.
3.1.2. (A.1.a) Target Population Groups. The HIVV/AIDS target populationsinclude groups engaging in
risky behaviors (e.g., men who have sex with men, intravenous drug users) and HIV-positive

populations including men who have sex with

men, heterosexual men, and women. Perinatal Note the bolded HIV/AIDS

exposure from HIV-positive women is a target populations, conclusions
concern. The number of women with AIDS and and priorities.
rate of AIDS among women has remained low in These directly relate to the MCH
population and/or were identified
as a cross-cutting priority by all
gradual increase in the proportion of women three JSNA partners.

Kansas. However, “there has been an overall

who have developed AIDS relative to men.”

(HIV/AIDS Epi Profile 1999: Impact of HIV/AIDS on Kansas Residents, KDHE BEDP)
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3.1.2 (A.1.b)  Overview of Results Related to MCH. Of the four focus groupsin the HIV/AIDS

assessment, one was afocus group of nine HIV-positive women, resulting in the following

information:;

T

T

Needs

» MorePhysicians

» Continuation of Medical Insurance

e AIDS Drug Assistance Program (ADAP)
» Mental Health Support

» Family Resources and Support

» Help with Child Care

Enhancements Needed

e Transportation

* More Pediatricians

* Returnto Work Program

They felt discrimination for having afamily and not being gay. They wanted more

family-oriented events.

3.1.2 (A.1.c) Conclusions. Here are the conclusions of the HIV/AIDS portion of the JSNA:

T

T

The demographics of the Kansas HIV/AIDS community is changing, but many of
the needs remain the same.

The most important and needed care services are primary care, ADAP, case
management, and dental care.

More physicians are needed in the opinion of the patients.

More HIVV/AIDS knowledge is needed by the case managers, in the opinion of the
clients.

More non-gay oriented activities and services are needed for the women, families,
and non-gay men.

Case managers are not seeing over one-third of their clients often enough to meet the
new standards of care.

To alarge extent, the medical standard of care is being met.

Many of the trends and assumptions being made in the care system were validated.

Kansas testing sites are doing a good job at risk reduction counseling, but need

TitleV, MCH Block Grant 82 Kansas 2001: Needs Assessment



T
T

improvement on information of the care system to newly diagnosed clients.
More funding is needed to meet the growing needs of the HIVV/AIDS population.

More well-informed providers are needed in all aspects of care.

3.1.2 (A.1.d) Priorities. Haf of the HIVV/AIDS priorities specifically relate to the MCH population or
MCH priority needs:

4 o4 -4 4+

T

3.1.2 (A.2) Primary Care. Just asall aspects of the

Insure medication availahility.

Insure all clients have access to care.

Increase access to maternal child programs.
Assess access for prenatal testing.

Increase professional providers of al care services.

Continue assessment annually for the next 3-5 years.

assessment have closely paralleled for MCH Although each program has a unique

and PC, the results have a so been integrated.

focus and unique tasks, many
commonalities in the overall goals,

Many of the conclusions presented in the target populations, and emerging

MCH portion of the assessment also apply to

priorities of the MCH and PC
programs became evident throughout

PC, although the focus of the PC programmay ~ the JSNA process.

be abit broader. For example, one MCH

priority need isto “reduce reproductive health geographic and demographic disparities.” PC

sharesthis priority and isinterested in reducing disparities across all aspects of health statusin

all vulnerable populations related to all facets of primary care access.

Only an overview of the PC section of the JSNA isgiven here. Additional information will
be provided in the final JSNA report.

3.1.2 (A.2.a) Target Population Groups. Primary Care starget population groups are underserved and

vulnerable populations including those who experience financial, geographic, cultural,

linguistic, and physical barriersto care. Target populationsinclude, but are not limited to, the

following groups:

Low income, uninsured and under-insured, and others needing “ safety net” providers
Limited English proficiency

Geographically isolated, particularly those living in rural and frontier areas
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3.1.2 (A.2.b)

e Those with transportation problems
*  Migrant and farmworker populations

. Refugees, new immigrants, and

undocumented High-Need Counties for
»  Elderly poor and those dualy dligible for Multiple JSNA Indicators

Medicare and Medicaid Wyandotte: Inner-city Kansas
* Racia and ethnic minorities City, KS.

. “Specid” populations, includin
> pop S J Geary: Junction City, KS. Home

HIV/AIDS, CSHCN, and those with of Fort Riley Army Base.
complex ,

_ - Finney, Ford, and Seward are
chronic conditions Densely-Settled Rural (D.S. -
Rural) Counties in Southwest

Overview of Results. The geographic
Kansas. A primary industry is the

disparities highlighted by the Primary beef/meat-packing industry.
Care (PC) Index parallel those found by These counties have relatively
_ . _ high proportions of Hispanic and
the Family Planning and Perinatal limited English proficiency
Indexes. populations. Each has a central
city of 15,000 to 25,000 in

A recurring theme throughout the JSNA,
Densaly-Settled Rural Southwest counties,

population.

Geary and Wyandotte scored highest in need on the county Primary Care Index. Chase and
Elk, the only two frontier counties in the eastern portion of the state, also scored high. On
the PDG Index, Densely-Settled Rural counties scored highest in need while Urban counties
scored lowest in need.

Wyandotte and Geary each have unique issues and can not be classified with another
group of counties. Seward, Finney, and Ford are all Densaly-Settled Rural (D.S.-Rural)
counties in the Southwest portion of the state with relatively high proportions Spanish-
speaking immigrants.

Johnson County (Kansas City suburbs) is awealthy county and performs well on the
Primary Care Index and many other JSNA indicators. Interestingly, Johnson County is
attracting increasing numbers of Spanish-speaking immigrants, although they do not make
up alarge proportion of the county’ s total population.

The map on the following page displays the Primary Care Index county results.
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Complete index results for all counties and population density peer groups are givenin

Section3.1.2.1 (B.2).
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The following table shows a side-by-side comparison of index results for the five most

in-need counties. Kansas' performance on each of the Primary Care Indicators is thoroughly
presented in the Indicator Detail Sheets (IDS) in Section 3.1.2.1 (A). IDS numbers are listed
inthetable.
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Primary Care Index: Five Most-in-Need Counties

SW KS D.S.-Rural Counties
County | Wyandotte | Geary | Seward | Finney | Ford

PC Index Rank 1 4 2 3 5
Demographic Indicators
Percent Minority (1DS05) 38 34 31 3.6 2.0
Percent Age 65 and Over (1IDS04) -1.2 -1.6 -1.8 -2.0 -1.3
Socioeconomic Indicators
Percent Below Poverty (IDS07) 2.6 14 1.3 0.0 0.3
Health Status / Health Risk Indicators
% Low Birth Wt. Births (IDS 24) 1.6 1.6 -0.3 -0.1 0.5
Crude Birth Rate 15 41 3.2 3.6 25
Crude Death Rate(IDS 42) -0.5 -1.5 -1.7 -2.0 -1.1
Violent Crime Rate(IDS 31) 5.0 3.8 2.3 14 15
Unintentional Injury Death Rate (1DS43) -0.9 -0.6 0.2 -04 -0.6
Unintentional Injury YPLL Rate (1DS 44) -04 0.3 0.9 0.5 -0.2
"Preventable’ Hosp. Rate (IDS39) 0.1 -15 -0.7 -1.0 -0.6
Percent Early Cancer Detection (IDS 40) -04 -0.8 -0.6 -0.5 -04
Access / Resources Indicators
Percent Immunized by Age 2 (1DS 45) 3.3 1.2 2.1 0.9 0.2
Population per PC Phys. FTE (IDS 46) -0.6 -0.1 -0.1 0.0 -0.3
Percent Adequate Prenatal Care (1DS 49) 04 0.9 24 2.7 25
Percent Linguistically Isolated (1DS 50) 04 0.3 54 5.0 35
Primary Care Index Score 15.3 11.2 15.1 11.5 8.9

In general, high standardized scores represent counties with high need for Primary Care services. Low z-scores represent low need.
Counties with z-scores greater than 1.5 are notably worse than other areas of the state and may require specia interventions related
to that need. Z-scores do not necessarily add to totals due to weighting; all indicators are not weighted equally.

IDS: Indicator Detail Sheet. See Section 3.1.2.1 (A)

Note that each of the top five counties have very high proportions of minorities, relative
to other countiesin the state. All counties have relatively high birth rates, low crude death
rates and low proportions of elderly. Wyandotte and Geary perform poorly on percent low
weight births. The D.S.-Rural group of counties performs within an average range for low
birth weight, but poorly on adequate prenatal care.

Complete Primary Care analysis results and conclusions will be presented in the final
JSNA report.
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3.1.2 (A.2.¢) Priorities. Primary Care priorities overlap MCH priorities. Those priorities of particular

interest to PC are listed below:

MCH o
Priority # Priority Need
1 Access: Improve accessto all aspects of primary care for vulnerable
populations.

3 Disparities: Reduce demographic and geographic health disparities.

4 Data, Epidemiological, and Analysis Resources: Increase data
infrastructure, epidemiological capacity, and products of analyses for

improved state and community problem-solving.

8 Oral Health: Develop oral hedlth capacity.

9 Behavioral Health Capacity: Develop behaviora health infrastructure.

10 Coordinated Systems of Care: Improve systems coordination and remove

barriers caused by categorical programs and funding.

Access wasthe top priority related to PC. Identified PC access issues included:

»  Accessfor thelimited English proficiency population

e Culturally competent providers and service systems

»  Trandation services

*  Medicd homeissues

*  Need for expanded provider hours

e Geographic access disparities

*  Telemedicine needs

e Availability of Medicaid providersin al parts of the state

e Sdafety-net providersto insure access to uninsured and under-insured

*  Provider education and provider proficiency

*  Accessto all components of primary care, including dental, vision, hearing, and mental
health screening and services

e Transportation to services
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3.1.2 (A.3) MCH Population Group: Pregnant Women, Mothers, and Infants
3.1.2 (A.3.a) Target Populations. The target population for Family Planning is women of reproductive age.
Thetarget Perinatal population groups are

. Pregnant Women

e Mothersthrough Postpartum

e Infants (0-12 months; in particular, infants 0-28 days)

Theinfant population group may overlap with the Child Health target population group.
3.1.2 (A.3.b) Overview of Results. The results of key demographic, socioeconomic, and health status,

and access/resource indicators are presented here

through the results of the Family Planning and
For each JSNA Index, refer

Perinatal Indexes. to Section 3.1.2.1(B) for
3.1.2 (A.3.b.1) Family Planning Index. The Family Planning complete results.

Index is reported by al three groupings. County,
PDG, and PRE. See Section 3.1.2.1 (B.3) for complete results of all indexes.

The geographic disparities highlighted by the Family Planning Index closdly parallédl
Perinatal and Primary Care Index results. Again, Wyandotte, Geary and Southwest D.S.-
Rural, and Chase Counties are in the top ten high need. Johnson County, along with three
Frontier Counties, hasthe lowest need. (See map on the following page.) Over the
rural/urban continuum, the D.S-Rural PDG scored highest in need.

Population Density Peer Group Rank Index Score
Densdly-Settled Rural 1 2.84
Urban 2 0.79
Semi-Urban 3 0.39
Rural 4 0.12
Frontier 5 -1.57

On the PRE Index, of the twenty groups, the top three are Hispanic (D.S.-Rural
Hispanic, Rural Hispanic, and Frontier Hispanic). (See Section 3.1.2.1[B.3] for more
detail )

TitleV, MCH Block Grant 89 Kansas 2001: Needs Assessment



DONIPHAN
CHEYENNE RAWLINS DECATUR NORTON PHILLIPS SMITH JEWELL REPUBLIC V/ASHINGTON MARSHALL NEMAHA EROVE
3.36 0.29
408 497 202 -1.54 326 0.46 412 297 413 059" Q2e
cLoup ATCHSON
SHERMAN THOMAS SHERIDAN GRAHAM ROOKS 0SBORNE MITCHELL o oLy ||| [TRLEY [[E22p 0T T4 11 ATOMIE £= JACKSON 2.34
i 0.95
133 081 950 553 533 149 -1.76 2122 1.48 JEFFERSON | LEAVEN.
-1.67
OTTAV/A. -1.78 0.43 VIYANDOTTE
LINCOLN o SHAV/MEE B
1.34 13.40
V/ALLACE LOGAN GOVE TREGO ELLIS RUSSELL 515 DICKINSON WABAUNSEE "o r
,,,,,,,,, 12.04 s S A DOUGLAS JOHNSON
3% e 212 2.4 5.78 0.5 SALINE T GEARY i 2.99 7.06
AR 0SAGE
ELLSWORTH s MORRIS
-2.03 ML
creeLey | ||| wiicHTa scott LANE NESS RUSH BARTON 19 LYoN 0.25 R
3.58 HMCPHERSON | (|| MARION 4.04 0.33
273 217 1.13 3.94 352 2.19 RicE BT s
252 : COFFEY
ATINEE 3.52 -2.27 FER ANDERSON LINN
HamLTon  [KEARNY HODGEWAN 0.44 STAFFORD 0.28 2.13 6.88
= 636 RENO HARVEY
. 0.86 2.62 BUTLER GREENV/00D
0.83 2.97 S oY DN ARDS e W/OODSON ALLEN [BOURBON
FORD 2080 ISEDGWIGH 431 3.52 Ll 3.18
2.63 PRATT -1.72
STANTON (GRANT! HASKELL : 9.34 KIOV/A VAILSON NEOSHO
055 KINGMAN 3.09 CRAWEORD
-2.29 7.30 5.46 262 068 ELk 2.38 -1.78 =
,,,,,,,,,,,,, MEADE CLARK BARBER SUMNER COVILEY 0.4
MORTON STEVENS SEV/ARD COMANCHE HARPER T
rrrrrrrrr X ;i . . CHAUTAUQUA
0.65 1.05 2.94 3.92 -4.26 0.28 -3.66 168 -0.46 1.49 s 2.00 179 344
Family Planning Index
I:I Low (-8.50 to -2.97)
[ Lower Middle (-2.86 to -1.51)
I:IMiddle (-1.49 10 0.43)
(. Upper Middle (0.45 to 2.34)
\ ]
High (2.38 to 13.40)
Extremes
[ |Notably Low Need

IlNotably High Need

counties. Kansas performance on each of the Family Planning Indicators is thoroughly
presented in the Indicator Detail Sheets (IDS) in Section 3.1.2.1(A). IDS numbersarelisted in
the table.

have notably high pregnancy rates for women ages 20 to 34. Finney and Ford have high

pregnancy rates for ages 35 to 44; Hispanic women in these counties with extended child-

The table on the following page gives a side-by-side comparison of needs for the top scoring

Note that the top four counties have high adolescent pregnancy rates. All except Wyandotte

bearing years appear to contribute to this high rate. The Hispanic D.S.-Rural pregnancy rate for

women aged 35 to 44 iswell over twice the rate for White females in D.S.-Rural counties.
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Family Planning Index: Five Most-in-Need Counties

SW KS D.S.-Rural

County | Wyandotte | Finney | Ford | Geary | Chase
Family Planning Index Rank 1 2 4 3 5

Socioeconomic Indicators
Per Capita Income (1DS 14) 0.9 0.2 -0.1 1.0 0.1
Unemployment Rate (IDS15) 2.8 -0.5 -0.8 2.3 0.7
Percent Mothers with Low Ed. (1DS08) 14 3.2 2.9 -04 0.1
Health Status / Health Risk Indicators
Pregnancy Rate: Age 15-17 (IDS16) 3.2 2.7 2.3 34 23
Pregnancy Rate: Age 18-19 (1DS17) 19 15 1.0 18 -0.1
Pregnancy Rate: Age 20-34 (1DS 20) 0.8 2.3 2.3 2.6 31
Pregnancy Rate: Age 35-44 (1DS 21) 05 2.8 13 05 0.9
Percent Teen Mothers with Repeat Birth (1DS 19) 1.6 1.2 0.7 1.3 1.2
Percent with Short Interbirth Spacing (1Ds22) 2.1 1.2 1.0 14 1.3
Family Planning Index Score 13.4 13.1 9.3 12.0 9.1
In general, high standardized scores represent counties with high need for Family Planning services. Low z-scores represent low need.
Counties with z-scores greater than 1.5 are notably worse than other areas of the state and may require specia interventions related to
that need. Z-scores do not necessarily add to totals due to weighting; all indicators are not weighted equally.
IDS: Indicator Detail Sheet. See Section 3.1.2.1 (A)

All of the top five counties had comparatively higher percentage of teenswith arepeat

birth. Wyandotte County, in particular, had a high percentage of mothers with short

interbirth spacing. The D.S.-Rural Countieswere significantly higher than average for

percent of mothers with lessthan 12 years of education. Again, Hispanic populations appear

to contribute to the high percentage in these counties. The percentage of Hispanic women

giving birth in Densdly-Settled Rural Counties with less than twelve years of education is

nearly four times greater than the state average (65.1% versus 17.7%)!

and PRE. See Section 3.1.2.1 (B.4) for complete results of all indexes.

3.1.2 (A.3.b.2) Perinatal Index. The Perinatal Index isreported by all three groupings: County, PDG,

The geographic disparities highlighted by the Perinatal Index closdly parallel Family

Planning and Primary Care Index results. Again, Wyandotte, Geary, and Southwest D.S.-

Rural areinthetop ten. Three SW Kansas Rura Counties (Grant, Haskell, and Stevens)

also show up in the top ten.
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Over the rural/urban continuum, the D.S-Rural PDG scored highest in need.

Population Density Peer Group

Rank

Index Score

Densdly-Settled Rural

1

7.11

Semi-Urban

2

2.34

Urban

3

-1.00

Rural

4

-1.54

Frontier

5

-6.91

On the PRE Index, of the twenty groups, three of the top five are Black population

groups (D.S.-Rural Black, Urban Black, and Rural Black) and two are Hispanic (D.S.-Rural
Hispanic and Rural Hispanic). (See Section 3.1.2.1[B.4] for more detail.)
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Perinatal Index: Five Most-in-Need Counties

SW KS D.S.-Rural
County | Wyandotte | Seward Finney Ford Grant

Perinatal Index Rank 1 2 3 4 5
Demographic Indicators
Percent Females Age 15-44 (IDS 03) 12 1.4 17 | 11 | 12
Socioeconomic Indicators
% Age 0-17 Below Poverty (1DS06) 3.3 13 -0.2 0.3 -0.1
% Mothers with Low Education (1DS08) 1.4 3.2 3.2 2.9 3.1
Medicaid Delivery Rate (IDS09) 1.4 1.9 0.0 0.8 0.9
Health Status / Health Risk Indicators
% Low Birth Wt. Singleton Births (1DS 25) 1.9 -0.1 0.0 0.5 0.7
Infant Mortality Rate (IDS 28) 03 -0.5 -0.1 0.2 0.5
Percent Breastfeeding (WIC) (DS 26) 11 -0.6 -0.1 -0.3 04
Total Birth Rate Ages 15-17 29 34 33 2.1 34
Access / Resources
Percent Adequate Prenatal Care (1DS 49) 04 24 2.7 25 1.0
Perinatal Index Score 14.0 13.9 12.0 11.6 11.5

In general, high standardized scores represent counties with high need for Perinatal services. Low z-scores represent low need. Counties
with z-scores grester than 1.5 are notably worse than other areas of the state and may require specia interventions related to that need.
Z-scores do not necessarily add to totals due to weighting; all indicators are not weighted equally.

IDS: Indicator Detail Sheet. See Section 3.1.2.1 (A)

An overview of needsfor the top five high-need countiesis given here. Kansas
performance on each of the Perinatal Indicatorsisthoroughly presented in the Indicator Detail
Sheets (IDS) in Section 3.1.2.1(A). IDS numbers are listed in the above table.

Note that Grant, a SW Rural county performs similarly to the SW D.S.-Rural counties.
Wyandotte, while scoring the highest, clearly has different needs than the SW counties. For
example, Wyandotte performs poorly on percent low birth weight singleton births while the SW
counties perform within an average range. Adequate Prenatal Careis not asignificant problem
in Wyandotte County, but the SW D.S. Rural counties perform significantly worse than the rest
of the state. All of the top five have notably high adolescent total birth (live births plus fetal
deaths) rates.
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3.1.2 (A.3.b.3) Other Results. Selected results not covered by indicator detail sheets are discussed here.

Women in need of contraceptive services. In 1995, an estimated 588,130 women were in

need of contraceptive services (Alan Guttmacher Ingtitute). Thisis based on the estimated
numbers of women aged 13 to 19 and women aged 20 and older whose family incomes are
below 250% poverty.

Abortion. Of the 11,624 abortions performed in Kansas (1998), 44.6% were to out-of -
state residents. Five percent (586) were performed after 21 weeks gestation. The number of
abortions per 1,000 live births remains well below the national average (186 versus 314 in
1996) and has declined approximately 10% from 1996.

Alcohol and Tobacco Use During Pregnancy. Although alcohol and tobacco risk factors

are collected on the birth certificates, the datais presumed to be significantly underreported,
particularly for alcohol. Reported alcohol among women with live births has declined dightly
in the last five years, while reported tobacco use has varied little. 1n 1998, 0.4% of live births
identified alcohol use as arisk factor, and 12.5% identified tobacco use.

Due to more thorough data collection methods, WIC data is expected to be less
underreported than birth certificate data, especialy for tobacco use. During FY 1998, 1.3% of
pregnant women in WIC reported acohol use at their first visit. Regarding tobacco, 22%
reported cigarette use during the last three months of their pregnancy.

Neonatal Deaths. Infant mortality is described in IDS 28. Furthermore, neonatal deaths
are described in Section 2.5. Progress on Outcome Measures 01 through 05.

Child Death Review Board: In its 1997 annual report, the Child Review Board found that

just over haf of childhood deaths in 1997 were due to natural causes. Premature births
contributed to 134 of the 263 natura causes deaths. Of deaths among children less than one
year old, 12 mothers used alcohol, 11 used drugs, and 38 smoked tobacco products during their
pregnancies. The Board concluded that while little can be done to prevent natural deaths from
occurring, one of the best precautionsis for a pregnant women to take care of her body, for her
own sake and for the sake of her unborn child.

Outcomes for Medicaid Population. The matching of birth records and Medicaid claims

filesisin-process at the time of grant submission. A match of approximately 70% of the
estimated Medicaid deliveries has been completed to-date. Evaluation of Core HS| 06
indicated disparate outcomes by Medicaid and non-Medicaid populations. (See Section 5.4 for

exact results.)
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Other. For other results related to Pregnant Women, Mothers, and Infants, refer to
e Section 2.4. Progresson Annual Performance Measures. Specifically, see NPM 04,

09, and 10 aswell as SPM 02, 03, and O1.

e Section 5.4. Refer to Core HSI 06, 07A, 07C and Development HSI 06, 07, and 08.

3.1.2 (A.3.c) Key Conclusions. Family Planning identified needs related to the JISNA and submitted with
the Title X grant are asfollows:
T  Allocate resources targeting those counties with highest need based on the FP Index.
T  Educate program staff and young women regarding the health benefits of longer inter-
birth intervals.
T Renew efforts to reduce disparities with specia emphasis needed to reach women of
Hispanic ethnicity in Southwest Kansas and Black women in urban counties.
T  Increase linkages with the Statewide The Statewide Farmworker
Farmworker Health Program (Office of Health Program is located in the
. Primary Care Section of the Office
Local and Rurdl Health) to increase of Local and Rural Health. The
public and professional awareness of program administers a coordinated
. il able throuah both statewide system for migrant and
services avallable through both programs. seasonal farmworkers to obtain
T  Sharedataand information with counties primary health care services.
to encourage community-based problem- The majority of the program’s
solving. clients are Spanish-speaking
) immigrants, a high-need population
For the most part, these FP conclusions
have been incorporated into one or more MCH
priority needs.
Based on the Perinatal Index and other JSNA results, the following perinatal needs
were identified:
T Initiate new and/or expanded public and provider perinatal systems targeting those
counties with highest need to facilitate access to risk-appropriate perinatal services.
T Reduce perinatal outcomes and care utilization disparities with special emphasis on
childbearing women of Hispanic ethnicity and Black women in targeted population
density groups.
T Initiate outreach systems to promote entry into and utilization of prenatal and
infant/child health services.
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3.1.2 (A.3.)

Perinatal conclusions have also been incorporated into one or more priority needs.
Priority and Related Performance Measures. Several priorities relate to aspects of
family planning or perinatal health, but one priority in particular addresses the needs of
Pregnant Women, Mothers, and Infants: #3 Reduce reproductive health demographic
and geographic disparities.

Although “reproductive health” isthe targeted area for disparity reduction, the JSNA is
interested in reducing disparitiesin all aspects of health and health service systems.
Reproductive health has been targeted because (1) significant disparities have been
identified in JISNA reproductive health indicators and (2) reproductive health datais readily
available by age group, race/ethnicity, geographic area, and other stratifications through vital
statistics records. Efforts will be made to improve data capacity to allow for disparity
analysisin the child, adolescent and CSHCN populations.

#3 Reduce reproductive health demographic and geographic disparities.

Reproductive Health: Includes family planning and perinatal. Although the focusis on the
pregnant women, mothers and infants population group, we wish to reduce disparitiesin all
populations.

Demographic: Focusis on racial and ethnic groups, but also interested in disparities by age
group, gender, income, educational attainment, etc.

Geographic: Particularly by Population Density Peer Groups: Frontier, Rural, Densely-
settled Rural, Semi-urban, and Urban. JSNA analysis showed D.S.-Rural Counties with high
needs in reproductive health.

Disparities: We will seek to reduce disparities by improving the reproductive health

outcomes of the high-need demographic and geographic populations.
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Related Performance Measures . Although other indicators related to this need will be

regularly reviewed, the following key performance measures will be used to track progress.

OM 01 Ratio of black infant mortality rate to white infant mortality rate.

CHSI 06 Medicaid and Non-Medicaid comparison for (&) low birth weight, (b) infant
mortality, (c) first trimester prenatal care, and (d) APNCU prenata care.

SPM 08 Ratio of Kansas APNCU Index to Densely-Settled Rural Hispanic APNCU.
Rationale for State Performance Measure: The proportion of Hispanic
women in Densely-Settled Rural counties (particularly SW Kansas counties)
receiving care is strikingly below the state average and that for other
population groups. For 1999, 79.5% of Kansas women received adequate or
better prenatal care compared to only 51.9% of Hispanic women in Densely-

Settled Rural counties.

3.1.2 (A.4) MCH Population Group: Children and Adolescents. For the purposes of JSNA analysis,
the MCH Children population group has been broken into two groups: Children and
Adolescents.

3.1.2 (A.4.a) Target Populations. Thetarget population for children isage 0 through 9, with afocus on
ages 1 through 9. For some issues and indicators, it may be desirable to include children
through age 14 or older due to data availability, consistency of reporting, and target age groups
for interventions.

The target population for adolescentsis age 10 through 21. Again, the age group may vary
depending on data availability and other considerations. Several of the adolescent health
indicators report ages 15 to 24.
3.1.2 (A.4.b) Overview of Results. The results of key demographic, socioeconomic, hedlth status, and
access/resource indicators are presented through the results of the Child and Adolescent
Hesalth Indexes.
3.1.2 (A.4.b.1) Child Health Index. The Child Health Index is reported on two levels: by County and
by PDG. See Section 3.1.2.1(B.5) for complete results. Population-based data for children
islimited. Preliminary Index results are reported even though the Child Health Index is
considered developmental.
Across the rural/urban continuum, Frontier counties scored highest in-need due to poor

performance on access and resource-related indicators. Urban counties fared the best.
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Wyandotte, a group of Southeast Kansas Counties, and a group of Southwest Kansas Counties
perform poorly on the Child Health Index.

An overview of needsfor the top five high-need countiesis given on the following page.
Kansas performance on most of the Child Health indicators is thoroughly presented in the Indicator
Detail Sheets (IDS) in Section 3.1.2.1(A). IDS numbers are listed in the following table.

Child Health Index: Five Most-in-Need Counties
Southeast KS Counties

County | Elk | Bourbon | Crawford | Wyandotte | Seward

Child Health Index Rank 1 2 5 3 4
Demographic Indicators
Percent Age 0-9 (1DS 01) |11 01 | 08 | o090 | 27
Socioeconomic Indicators
Percent Age 0-17 Below Poverty (1DS 06) 24| 20 | 17 | 33 | 13
Health Status / Health Risk Indicators
Percent Overweight WIC Children (1Ds27) 0.2 1.8 0.7 -0.4 1.9
Safety Equipment Non-Use Age 1-15(IDS 33) -0.2 0.2 -0.4 -0.8 0.4
Reported Child Abuse Cases (1DS 30) 2.9 1.6 1.3 0.6 0.2
Child Death Rate Age 1-14 (1DS 29) 0.1 0.5 -0.2 0.2 -0.6
Respiratory Inpatient Hospitalizations (1DS 41) -1.0 0.1 4.2 11 0.1
Inpatient Hosp. for Mental Health Problems 4.8 3.6 25 17 -0.5
Access / Resources Indicators
KBH Medical Participation Age 0-9 (IDS52) 18 -0.7 0.0 0.3 0.8
KBH Dental Participation Age 5-9 (IDS52) 0.7 -0.5 -1.3 -0.3 -0.5
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Percent Immunized by Age 2 (DS 45) 0.1 0.7 0.9 3.3 21
Child Care Availability (IDS51) 2.4 0.7 0.0 0.1 1.0
Head Start Participation (IDS51) 1.9 0.8 0.7 0.3 1.1
Child Health Index Score 14.9 10.7 9.2 10.3 9.6

In general, high standardized scores represent counties with high need for Child Health services. Low z-scores represent low need. Counties with
z-scores greater than 1.5 are notably worse than other areas of the state and may require special interventions related to that need. Z-scores do
not necessarily add to totals due to weighting; al indicators are not weighted equally.

IDS: Indicator Detail Sheet. See Section 3.1.2.1 (A)

The five most-in-need counties identified by the Child Health Index are Elk, Bourbon, and
Crawford (Southeast Kansas counties), Wyandotte, and Seward (a SW D.S.-Rura county). The
three Southeast Kansas counties span three PDGs (Frontier, Densely-Settled Rural, and Semi-
Urban). All have ahigh rate of inpatient hospitalizations for mental health problems, although thisis
aquestionable indicator asit only includes community hospitals. They also show ahigh rate of
reported child abuse cases. All five counties have ardatively high rate of children in poverty, but
perform average or above average on reported child safety equipment usage in motor vehicles
crashes.

3.1.2 (A.4.b.2) Adolescent Health Index. The Adolescent Health Index is reported on two levels: by
County and by PDG. See Section 3.1.2.1(B.6) for complete results. Behavioral risk data
(apart from drug and alcohol use) for adolescentsis limited. Preliminary results are reported
even though the Adolescent Health Index is considered developmental.
Across the rural/urban continuum, the Adolescent Health Index results are nearly
opposite those of the Child Health Index. Urban counties have the highest need while

Frontier counties score lowest in-need.

Population Density Peer Group Rank Index Score
Urban 1 8.74
Densdly-Settled Rural 2 5.78
Semi-Urban 3 -0.29
Rural 4 -2.71
Frontier 5 -11.52
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Health Indicatorsis thoroughly presented in the
Indicator Detail Sheets (IDS) in Section 3.1.2.1(A).

Adolescent Index: Five Most-in-Need Counties

Urban Counties Southeast KS Semi-Urban
County | Wyandotte | Sedgwic | Crawford | Montgomery | Geary
k
Adolescent Index Rank 1 5 3 4 2
Demographic Indicators
Percent Age 10-24 (IDS02) 0.6 0.4 1.3 0.1 1.9
Socioeconomic Indicators
% Age 5-17 Below Poverty (1DS06) 3.3 0.4 16 15 14
% Medicaid Enroll. Age 10-21 (1DS 10) 1.9 0.1 0.6 1.2 0.4
Juvenile Court Filing Rate (IDS11) 15 -0.6 0.3 0.9 2.2
Graduation Rate (1IDS 12) 2.4 2.2 0.9 1.4 2.3
Percent Post-Secondary Ed (IDS 13) 0.6 0.5 0.5 1.0 1.0
Health Status / Health Risk Indicators
Suicide Rate Age 15-24 (DS 32) 0.1 0.1 -0.1 -0.4 0.1
Homicide Rate Age 15-24 (IDS 32) 6.7 1.4 -0.2 0.8 1.9
Motor Veh. Death Rate Age 15-24 (IDS 32) -0.7 -0.7 -0.8 -0.3 -0.3
Alcohol-Related Accident Rate (1IDS 34) 0.6 0.1 0.5 -0.5 -0.9
Reported STD Rate Age 15-19 (IDS 35) 55 18 0.3 0.7 6.2
Self-Reported Tobacco Use (IDS 36) 0.1 0.5 1.3 0.8 -1.3
Self-Reported Alcohol Use (1DS37) 0.0 0.0 0.9 0.0 -1.8
Self-Reported Marijuana Use (1DS 38) 24 1.0 19 1.0 -0.6
Self-Reported Inhalant Use (1DS 38) 0.4 0.7 0.1 0.3 1.4
Alcohol & Drug-Related Inpt. Hosp. 3.7 2.8 3.6 0.6 -0.8
Inpatient Hosp. for Mental Health Problems 12 17 2.0 2.3 -0.1
Age 15-24
Access / Resources Indicators
KBH Medical Part. Age 10-21 (IDS52) 0.5 0.4 -0.2 0.0 0.5
KBH Dental Part. Age 10-21 (IDS52) 0.0 -0.4 -1.2 0.8 0.8
Adolescent Index Score 29.8 114 12.7 11.8 13.5
In general, high standardized scores represent counties with high need for Adolescent Health services. Low z-scores represent low need.
Counties with z-scores greater than 1.5 are notably worse than other areas of the state and may require specia interventions related to that need.
Z-scores do not necessarily add to totals due to weighting; al indicators are not weighted equally.
IDS: Indicator Detail Sheet.  See Section 3.1.2.1 (A)
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The five most-in-need counties identified by the Adolescent Health Index are
Wyandotte and Sedgwick (Urban counties), Crawford and Montgomery (Semi-Urban
Southeast counties), and Geary.

Notable Index results include the adol escent homicide rate for Wyandotte County and
the reported STD rate for Wyandotte and Geary counties, which are significantly higher than
therest of the state. Geary displays the largest contrast in type of need to the other four
counties. Geary performs average to good on several indicators, but performs poorly on
juvenile court filing rate, graduation rate, homicide rate, and STD rate.

3.1.2 (A.4.b.3) Other Results.
Child Death Review Board Results. Kansas' Child Desth Review Board included the

following disturbing findings for 1997: 31 motor vehicle deaths to Kansas children without

safety equipment, 25 deaths due to unintentional suffocation or strangulation (including 12

drowning deaths), 21 deaths each due to homicide and suicide, 12 fire-related deaths, and 7

deaths due to child abuse. There were also 46 deaths attributed to SIDS. Based on these

findings, the Board outlined prevention points, most related to the prevention of intentional

and unintentional injuries:

T  Enforce child safety restraint laws.

T  Keep firearms from unsupervised children.

T  Perform autopsiesin childhood deaths which result from causes other than natural
disease processes.

T  Parents and other caretakers should be educated on proper sleeping arrangements for
infants and small children.

T  Public education efforts aimed at parents and other caretakers should focus on proper
supervision of infants, children, and adolescents.

T  Parents, teachers, and al persons who work with adolescents and children should be
educated about the risk factors for suicide.

T  There should be public education efforts aimed at parents and other caretakers about
fire safety.
Childhood Lead Poisoning. In 1998, 892 cases of pediatric lead poisoning were

reported in Kansas. After a 33% decrease from 1996 to 1997, the 15% increase from 1997

to 1998 may represent an increase in screening, screening a greater proportion of high risk
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children, or an actual increase in the incidence of pediatric lead poisoning.

WIC Nutritional Risk Factors. Of the four child nutritional risk factors regularly

tracked by the WIC Pediatric Nutrition Surveillance System, short stature, underweight,
overweight, and low hemoglobin/hematocrit, only overweight has shown a dightly
increasing trend over the past ten years. Therest have consistently decreased.

Youth Risk Behavior Survey (YRBS). Although the YRBS s conducted in Kansas, the

sample sizes are too small to produce results useful for decision making.

Communities that Care (CTC). The CTC survey is conducted in most counties and

samplesthe 6™, 8, 10" and 12" grades. It issimilar to the YRBS, but the questions are
limited to drug, alcohol, and tobacco use. See Indicator Detail Sheets 39 through 42 for
selected resullts.
Oral Health. Although children are atarget population for dental services, oral health
is considered a cross-cutting issue and is discussed in the following sections:
e Section 2.4. Progress on NPM 7.
e Section3.1.2 (A.6.c.): Oral health priorities
e Section 3.1.2.2 (B.1.c): Dental provider availahility
e Section 3.1.2.2 (C.3): Accessto Medicaid dental services
e Section5.4. Developmental HSI 04.
Other. For other results related to Children and Adolescents, refer to
e Section 2.4. Progresson Annual Performance Measures. Specifically, refer to NPM
05, 06, 08 12, 13, and 16 aswell as SPM 2 and 4.
. Section 2.5. Progress on Outcome Measure 05.
. Sections 5.4 and 5.6. Refer to Core HSI 01, 02, and 07B and Development HS| 01, 02,
03A, 05, 06, 07, 09, 10, and 12.

3.1.2 (Ad.c) Key Conclusions. Based on the Child Health Index, other JISNA results, and current
national trends, the following child health needs were identified:
(1) Reduce unintentional injuriesin children.
(2) Reduce mental and emational illnessin children.
(3) Reduce childhood morbidity and mortality due to asthma.

(4) Increase childhood immunization rates.

TitleV, MCH Block Grant 104 Kansas 2001: Needs Assessment



()
(6)
()
(8)

Reduce the incidence of child abuse and neglect.

Increase lead screening and reduce morbidity due to childhood lead poisoning.
Improve childhood nutrition.

Improve accessto oral health servicesfor children.

All identified child health needs except (3) asthma, (4) immunizations, and (6) lead

screening have been directly incorporated into JSNA priorities. These three needs are

addressed indirectly by the access (#1) and coordinated systems of care (#10) JSNA

priorities.

Based on the Adolescent Health Index, other JSNA results, and current national trends,

the following adolescent health needs were identified:

D)
2
3
(4)
()
(6)

Reduce adolescent injuries, homicide, and suicide.
Reduce mental and emotional illness in adolescents.
Reduce adol escent morbidity and mortality due to asthma.
Improve adolescent nutrition.

Reduce abuse and neglect among adolescents.

Reduce adolescent illegal use of substances.

Of theidentified adolescent health needs, (1), (2), (4), and (5) have been directly
incorporated into JSNA priorites. Asthma (3) is addressed indirectly by the access (#1) and

coordinated systems of care (#10) priorities. Illegal substance use (6) is addressed indirectly by
priority need #9 related to behavioral health.

3.1.2 (A4.d)

#5
#6
#7

Priorities and Related Performance Measures. Three JSNA priorities have been
selected directly relating to child and adolescent health. The cross-cutting priorities,
introduced in Section 3.1.2(A.6), aso relate to child and adolescent health.

Reduce unintentiona injuries.

Reduce intentional injuries.

Increase proper nutrition and physical activity, particularly among children and

adol escents.
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#5 Reduce unintentional injuries.

Unintentional Injuries: Motor vehicle accidents, drownings, residentia fires, and
firearms were singled out during JSNA discussions, but JSNA program activities will not
necessarily be limited to a particular cause(s) of unintentional injury. Children and

adolescents are the target population for MCH, but PC isinterested in all age groups.
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Related Performance Measures . Although other indicators related to this need will be

#5 Reduce unintentional injuries, continued

OM O06:
NPM 08:

SPM 10:

reviewed, the following key MCH performance measures will be used to track progress:

DHSI O1A:

DHSI 01B:

DHSI 01C:

DHSI 02A:

DHSI 02B:

DHSI 02C:

DHSI 03A:

Child death rate per 100,000 children aged 1-14.

Rate of deaths to children aged 1-14 caused by motor vehicle crashes per
100,000 children.

Death rate per 100,000 due to unintentional injuries among children aged 14
years and younger.

Death rate per 100,000 from unintentional injuries due to motor vehicle
crashes among children aged 14 years and younger.

Death rate per 100,000 from unintentional injuries due to motor vehicle
crashes among youth aged 15-24 years.

Therate per 100,000 of unintentional injuries among children aged 14 years
and younger.

Therate per 100,000 of all nonfatal injuries due to motor vehicle crashes
among children aged 14 years and younger.

Therate per 100,000 of nonfatal injuries due to motor vehicle crashes
among youth aged 15-24 years.

Therate per 1,000 women aged 15-19 years with a reported case of
chlamydia.

Percent of children under age 4 in motor vehicle crashes using proper child
safety equipment.

Rationale for State Performance Measure: Although there are several
Title V indicators already related to unintentional injuries among
children and adolescents, quality hospital discharge data has not been
fully developed to study nonfatal injuries. Furthermore, although Kansas
statute requires children under age 4 to be restrained in a child safety
seat, Kansas traffic accident data shows that only 69.7% (1995-1998) of
children aged 0 to 3 were using a child safety seat properly in motor

vehicle crashes. Wyandotte County as well as several Frontier, Rural,

and Western KS D.S.-Rural exhibit percentages well below 60%.
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#6 Reduce intentional injuries.

Intentional Injuries: Suicide, youth violence, school violence, domestic violence, and
child abuse were identified during JSNA discussions. Although children and adolescents
(including CSHCN) are the primary focus, thereis also adesire to reduce unintentional
injuries among women in general. Furthermore, PC isinterested in reducing violencein

all age groups.

Related Performance Measures . Although other indicators related to this need will be

reviewed, the following key MCH performance measures will be used to track progress:

NPM 16:  Rate per 100,000 of suicide deaths among youths aged 15-19.

DHSI 09:  Juvenile crime arrests.

SPM 11:  Violent acts per 100 enrolled students, 6 through 9™ grades.
Rationale for State Performance Measure: Among the possible
intentional injury state performance measures reviewed, the measure
representing school violence among younger adolescents was thought to

be most amenable to change by Title V involvement.

#7 Increase proper nutrition and physical activity,
particularly among children and adolescents.
Nutrition and physical activity: Child and adolescent obesity was specifically discussed
during JSNA. Although the focusis children and adolescents, this JISNA priority includes

pregnant women and, from a primary care perspective, all population groups.

Related Performance Measures . Although other indicators related to this need will be

reviewed, the following key MCH performance measures will be used to track progress:

NPM 09:  Percent of mothers who breastfeed their infants at hospital discharge.
Rationale for State Performance Measure: Kansas does not have
reliable population-based data for all children and adolescents related to

physical activity and nutrition. Thus, percent overweight 36-59 month

olds from the WIC data system is used.
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3.1.2 (A.5) MCH Population Group: CSHCN
3.1.2 (A.5.a) Target Populations. For planning and analysis the JSNA has adopted the Title V definition:

Children with special health care needs are those who have or are at increased risk for achronic
physical, developmental, behavioral, or emotional condition and who also require health and
related services of atype or amount beyond that required by children generally. Newacheck, et.
al., Pediatrics (1998)

3.1.2 (A.5.b) Overview of Results. Population-based datafor CSHCN is limited which hindered the
assessment of the CSHCN population group. As stated earlier, a CSHCN Index is under
development. Although the complete Index results have not been reported at thistime,
selected indicators are included. 4,378inKS?

Birth defects. During 1995-1998, there were 4,378 congenital anomalies. The number of

sdlected birth defectsis given in the below table: What could | check these # swith?

Congenital Anomaly 1995 1996 1997 1998  1995-1998
Other Muscul oskel etal/Integumental Anomalies 131 88 103 109 431
Heart Malformation, except PDA 99 81 97 87 364
PDA 75 51 50 52 228
Other Circulatory/Respiratory Anomalies 94 60 55 45 254
Cleft Lip/Palate 44 44 34 39 161
Spina Bifida/Meningocele 24 23 14 11 72
Total Congenital Anomalies 4,183 3913 3,899 4,105 8,113

Respiratory inpatient hospitalizations. |CD-9 level datawas not readily available during the

time of this assessment. Instead, DRG data for bronchitis and asthma inpatient hospitalizations
for 0-17 year olds had been used. See Indicator Detail Sheet 41 in Section 3.1.2.1(A).

Very low birth weight births. See Indicator Detail Sheet 23 in Section 3.1.2.1(A).

Estimated unmet needs. The number of

CSHCN children who could potentially receive Applying the 18% estimate, there are
an estimated 154,156 Kansas
children age 0 through 21 meeting
from the CSHCN program have been estimated ~ the definition of CSHCN.

care coordination, information, or other services

based on the proportion of children meeting the

national definition for CSHCN. Applying 18% (Newacheck, et. al. 1998) to the population of
Kansas children, there are an estimated 154,156 K ansas children meeting the definition of
CSHCN (1998). During 1998, 10,972 Kansas children were served by the CSHCN program.
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In 1999, this number increased to 13,139. We believethe increaseis primarily dueto our
increased ahility to capture children served by the program.

Through the JSNA, we attempted to determine the level of unmet need by comparing
the estimated number of CSHCN children in the state to the number currently served through
the TitleVV CSHCN program. However, the CSHCN data system does not capture everyone
touched by the program. Furthermore, the estimates are based on a percentage of the
population aged 0 to 21. Not all estimated CSHCN children have need of assistance or would
meet income requirements or diagnostic requirements for continued care coordination.
Additionally, some may contact the program once for educational or informationa materials
and would not require assistance every year. However, our attempt to quantify unmet needs
have given us a placeto start in

(1) Estimating the number of CSHCN children in Kansas.
(2) Recognizing that thereislikely unmet need based on the adopted Newacheck CSHCN
definition.
(3) Identifying the need to insure our data collection system can better capture any child to
whom we provide any type of assistance.
Medical Home. Kansas has struggled with the ability to measure medical home. Now, the
percentage of TitleVV CSHCN children with a“medical home” is applied to statewide estimates.
Kansas is anticipating the national survey will help obtain information on CSHCN statewide.
Meanwhile, the “Y our Voice Counts!” state-specific survey conducted by Brandeis
University in cooperation with Family Voices provided some information for Kansas. Of those
surveyed, 85% responded that the child had a primary care provider (PCP). Of the remaining
responses, 3% said the child did not have a PCP, 7% did not know; and 5% did not respond.
Provider Availahility: Primary Care. The CSHCN data system maintains alist of enrolled

providers. However, the program is not regularly notified when the providers move or retire. A
match was performed between CSHCN primary care physicians and the physician licensure
database. Although the nature of the data from both systems created complications and
potential problems, preliminary results are reported. An estimated 15% of primary care
physicians (1998) are enrolled as a CSHCN provider. Results by PDG are on the following

page.
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. _ Percent of Licensed PC Physicians
Population Density Peer Group .
Enrolled as CSHCN Provider
Frontier 28%
Rural 28%
Densdly-Settled Rural 25%
Semi-Urban 18%
Urban 8%

Although the urban areas have lower participation rates, a high primary care physician
participation rate is not necessarily needed to provide services to CSHCN children who make up
arelatively small proportion of the urban child population.

Provider Availahility: Specialty. Geographically, specialty providers are located in urban

areas, limiting access. According to the CSHCN provider database, there are eight Pediatric
Cardiologists enrolled in the CSHCN program: two in Wichita, five in the Kansas City area,

and onein Topeka. There are eleven Pediatric Neurologists, al in urban areas.

Provider Team Communication. Ina

_ According to a 1998 survey of Kansas

1998 survey, CSHCN providerswere  CSHCN providers, Specialists are more likely
to routinely communicate CSHCN patient
information to other members of the CSHCN
CSHCN patient information to other patient/family’s health team than Primary

members of the CSHCN Care physicians.
patient/family's health team?’ Of

asked “ Do you routingly communicate

responding specialists, 69% indicated they “aways’ or “usually” routinely communicate
compared to only 41% of responding primary care physicians.

Excessive Travel. The 1998 CSHCN provider survey asked providersto indicate the longest

distances CSHCN patients traveled to receive their services.

Type of Provider Have Some Patients Who Travel 100+ Miles
Primary Care Physician 17%
Specialist 50%
Dentist 32%
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Location of TitleV CSHCN Children. Maps with the location of children with selected

diagnoses and the location of selected clinics are provided in Section 3.1.2.2.

Other. For other resultsrelated to CSHCN, refer to

e Section 2.4. Progress on Annual Performance Measures. Specifically, refer to NPM 01, 02,
03, 04, 10, 11, 14, and 17 aswell as SPM 08, 10, 12, and 13.

e Section 2.5. Progress on Outcome Measures 01 through 05.

3.1.2 (A.5.¢) Key Conclusions. Based on the JSSNA results, the following conclusions were made regarding

CSHCN:

T Remove barriers to access for CSHCN. In particular, CSHCNs should have a medical home
and access to pediatric specialists.

T Further develop CSHCN datainfrastructure. In particular, assure indicators and expertise
are available to assist with needs assessment, performance monitoring, population-based
outcomes, and program eval uation.

These conclusions have been incorporated into priority needs.

3.1.2 (A.5.d) Priority and Related Performance Measures. Although several prioritiesrelate to
CSHCN, one priority in particular addresses CSHCN needs:. #2 Improve access to all
aspects of health care for CSHCN.

#2 Improve access to all aspects of health care for CSHCN.
Access: Potential and actua entry of the CSHCN population into the health care delivery
systems. There are financial, geographic, organizational, and sociological barriersto the

access of quality, culturally competent providers.
All aspects of health care: All aspects of care needed for CSHCN. Medical home, primary
care, pediatric specialists, case management, oral health, behavioral, speech, nutrition, etc.
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Related Performance Measures. The following key MCH performance measures will be

used to track progress.

NPM 01 Percent of State SSI beneficiaries less than 16 years old receiving rehabilitative
services from the State CSHCN Program.

NPM 02 Degreeto which the State CSHCN Program provides or pays for specialty and
subspecialty services, including care coordination, not otherwise accessible or
affordable to the clients.

NPM 03 Percent of CSHCN in the State who have a* medical/health home.”

NPM 11 Percent of CSHCN in the State CSHCN program with a source of insurance for
primary and specialty care.

Note that no particular state-negotiated performance measure has been chosen for the Access
priority at thistime because there are severa NPM which track thisissue.
3.1.2 (A.6) Cross-Cutting Issues. Throughout the JISNA, cross-cutting issues have been identified. Key
results are highlighted in this section.
3.1.2 (A.6.a) Overview of Results. Both cross-cutting population groups and cross-cutting needs have been
identified. Cross-cutting needs are identified in the “Key Conclusions” section.
Throughout the needs assessment, certain popul ations were consistently identified as high

need across JSNA programs (particularly MCH and

PC) and the three MCH | ati :
) and the three MCH population groups The JSNA identified cross-

Wyandotte County cutting high-need population
Geary County groups as well as cross-

tting i .
Southwest Kansas cutting Issues

Southeast Kansas
Spanish-speaking Immigrants
Densaly-Setting Rural, particularly D.S.-Rural Hispanic
Black, particularly Semi-Urban and Urban Black
3.1.2 (A.6.b) Key Conclusions. Several issues have been identified as cross-cutting priorities. They
include
T Access
T Mental or behavioral health
T Ord health
T Datainfrastructure and epidemiological capacity
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T Transportation
T Cultural and linguistic competency
T Coordinated, integrated systems of care
T Removal of categorical barriers of programs and funding
T Vision and hearing
All have been incorporated, in some way, into one or more priority needs.
3.1.2 (A.6.¢) Priorities and Related Performance Measures. The following priorities have been identified
as cross-cutting needs:
#1 Improve accessto all aspects of primary health care for vulnerable populations.
#4 Increase datainfrastructure, epidemiological capacity, and products of analyses for
improved community and state problem-solving.
#8 Develop ord health capacity.
#9 Develop behavioral health infrastructure.
#10 Improve systems coordination and remove barriers caused by categorical programs and

funding.

#1 Improve access to all aspects of primary health care for vulnerable populations.

Access: Potential and actual entry of the population into the health care delivery systemsfor
primary care. Barriersto accessinclude financial, geographic, organizational, and
sociological.

All aspects of health care: Not limited to physicians. Includes medical, case management,
vision, hearing, oral, and mental health care.

Vulnerable populations: From a JSNA perspective, includes underinsured, uninsured,
limited English proficiency, special populations, geographically isolated (rural and frontier),

urban inner city, migrant & farmworker, undocumented, elderly.
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#1 Improve access to all aspects of primary health care

for vulnerable populations, cont.

Related Performance Measures. Although other indicators related to this need will be

reviewed, the following key MCH performance measures will be used to track progress:

NPM 12 Percent of children without health insurance.

NPM 13 Percent of potentially Medicaid-digible children who have received a service paid
for by the Medicaid program.

NPM 17 Percent of very low birth weight infants delivered at facilities for high-risk
deliveries and neonates.

NPM 18 Percent of infants born to pregnant women receiving prenatal care beginning in
the first trimester.

CHSI 01 Rate per 100,000 hospitalizations for asthma among children less than five years
old.

CHSI 03 Percent of women with alive birth during the reporting year whose observed to
expected prenatal visits are greater than or equal to 80% on the K otelchuck
(APNCU) Index.

Note that no particular state-negotiated performance measure has been chosen for CSHCN

access at this time because there are several NPM which track thisissue.

#4 Increase data infrastructure, epidemiological capacity, and products of analyses
for improved state and community problem-solving.
This priority encompasses two identified needs: increasing (1) al levels of state capacity and

(2) tools and capacity for community-based problem-solving.

Related Performance Measures. Thefollowing MCH indicator directly relates to this
need:

CHSI 08 State MCH data capacity

SPM 09 MCH Data, Epidemiologic, and Analysis Score

Rationale for State Performance Measure: Core health status indicator 08 has been

tailored to measure the specific needs of Kansas’ MCH data infrastructure.

Examples of three community-based tools are given in Section 3.1.2(C). Weplanto
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develop additional community-based materials during JSNA follow-up activities.

#8 Develop oral health capacity.

Oral Health Capacity: Includes provider availability (general and Medicaid populations);
state dental director; data and epidemiological resources available to identify, analyze and
track oral health problems; the extent to which oral health isincorporated

into a system of primary care.

Related Performance Measures. Although other indicators related to this need will be

reviewed, the following key MCH performance measures will be used to track progress:

NPM 07 Percent of third grade children who have received protective sealants on at least
one permanent molar tooth.

DHSI 04 Percent of EPSDT dligible children aged 6 to 9 years who have received any
dental services during the year.

SPM 13  Percent of Kan Be Healthy (EPSDT)-€ligible children aged 6 to 9 years who have
received at |least one dental screen.

Rationale for State Performance Measure: SPM 13 has been based on DHSI 04.

Currently, DHSI 04 is reported using the definition for SPM 13 (EPSDT dental screen

rather than any dental service).

#9 Develop behavioral health infrastructure.

First, we are committed to better understanding and defining issues related to behavioral
health and behavioral health capacity.

Related Performance Measures. Thereisonly one national MCH performance measure
which may relate to behavioral health:

NPM 16 Rate per 100,000 of suicide deaths among youths aged 15-19.

SPM 14 Behaviord hedth infrastructure score.

Rationale for State Performance Measure: As a first step, SPM 14 has been developed to
measure Kansas’ ability to understand and respond to issues related to mental health

needs and the behavioral health system.
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#10 Improve systems coordination and remove barriers caused
by categorical programs and funding.
Systems coordination: Includes coordination between state agencies, within state agencies,
agencies and providers, agencies and not-for-profit organizations, state agencies and local

health departments and other providers, etc.

Related Performance Measures. Although other indicators related to this need will be

reviewed, the following key MCH performance measures will be used to track progress:

NPM 05 Percent of children through age 2 who have completed immunizations.

CHSI 02 Percent of Medicaid/CHIP enrollees whose age is less than one year during the
reporting year who received at least oneinitial or periodic screen.

SPM 15 Observed to expected Kan Be Healthy (EPSDT) screening ratio for infants less
than age one.

Rationale for State Performance Measure: Children not receiving EPSDT screenings

was clearly identified by local health departments and case managers as an unintended

consequence of Medicaid managed care and a breakdown in the system of care. SPM 15

is taken from a required HCFA report and is similar to CHSI 02 except it incorporates the

periodicity schedule and other factors.

3.1.2 (B) Summary of Results: JSNA Priority Needs. A summary table of JSNA priority needs and their
relationship to JSNA programs s provided below.

=
e

H

# | Priority Need

HIV / AIDS
PC
CC / Infra.

M&I
Children
CSHCN

JSNA HIV/AIDS Priorities Submitted for Ryan White Title II Grant

1 | Medication: Insure medication availability.

2 | Access: Insure al clients have access to care. *%* *

** * *

3 | Access: Insure al clients have access to maternal child programs.
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»n MCH .
= £
# | Priority Need el sl 2
= | |2|2|3|°¢
@) Q
4 | Access. Assess access for prenatal testing. *x *
5 | Providers: Increase professiona providers of all care services. *x *
6 | Assessment: Continue assessment for 3-5 years annually. *x *
Draft JSNA MCH, PC, and Cross-Cutting Priorities Submitted for Title V and Primary Care Office Grants
1 | Access: Improve accessto all aspects of primary health care for * o * * *x
vulnerable populations.

2 | CSHCN Access: Improve access to all aspects of health care for * *x
CSHCN.

3 | Disparities: Reduce reproductive health demographic and o B *x
geographic disparities.

4 | Data, Epi, and Analysis Resources: Increase data infrastructure, * * * * * *x
epidemiological capacity, and products of analyses for improved
state and community problem-solving.

5 | Unintentional Injuries: Reduce unintentional injuries. * **

6 | Intentional Injuries: Reduce intentional injuries. * * ** *

7 | Nutrition / Physical Activity: Increase proper nutrition and * oL Rx ¥
physical activity, particularly among children and adol escents.

8 | Oral health: Develop oral health capacity. o * * *x

9 | Behavioral health: Develop behavioral health infrastructure. o o *x

10 | Coordinated Systems of Care: Improve systems coordination and * * * * * *x
remove barriers caused by categorical programs and funding.

** = Very high priority for this particular program or MCH population group
* = High priority for this particular program or MCH population group
CC / Infra: Cross-cutting or infrastructure. Appliesto several programs and popul ation groups.
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section 3.1.2. Needs Assessment Gontent

C. Example JSNA Community-Based
Planning Tools

Kansas Priority Need #4, Data, Epi, and Anaysis Resources, identifies
the need for community-based planning tools. Here are three tools
developed as aresult of JISNA-related efforts. All tools feature Finney
County.

Feature Gounty: Finney

Finney County is a Densaly-Settled Rura county in Southwest Kansas with a
relatively high proportion of Spanish-speaking immigrants.

C1. County Health Profile Example Pages (Primary Care Tool)
Each County Health Profile contains 155 pages. Only 2 pages have been included
as an example.

C2. Family Planning County Summary
The Family Planning County Summary, developed as part of the JSNA, is being
used by the Title X Family Planning Program

C3. JSNA Index County Summary
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Section 3.1.2 (C.1). Example County Health Profile Page Population

Population Trends

FINNEY County
Under 18 65 and Over Median Age Total
Year Number  Percent  Rank Number Percent Rank Number Rank Number  Rank
1970 7,592 40.1% 4 1,470 7.8% 97 241 100 18947 28
1980 7,980 33.5% 3 1,951 8.2% 100 26.2 101 23,825 23
1990 11,334 34.2% 2 2,546 7.7% 103 27.2 102 33,137 15
1997 12,517 34.9% 1 2,607 7.3% 104 35,909 14
% Change 64.9% 1 77.3% 5 89.5% 2

Population by Age Group: 1970 to 1997
K \ %

County Population: 1900 to 1997

40K [ ‘ | 40
35K | 35K 4~ 65+
30K 30K
<
« 2
2 2K B o
8 =
2 3
& 2K o 20K
o 4 18-64
15K 15K
10K 10K
5K |- 5K o <18
0K &
0K
& o &
Percent Change in Population (1970 to 1997
From 1970 to 1997, Kansas experienced a 15.5% increase in population. [ Low (_935_,]% i 21 %) ( )
During the same time period, the U.S. experienced a 38.1% population Low er Middle (-20.2% to -14.2%)
growth rate. Middle (-13 3% to -4.9%0)

. . P . Upper Middle (-4 2% to 14.6%0)
Counties are grouped into quintiles. For example, counties labeled BRI High (16.0% 1o 91.79%)
as "High" are among the 20% of Kansas counties with the highest

rate of population growth from 1970 to 1997.

Data Source: U.S. Census Bureau (1900 - 1997)

User Notes:

1. Median Age is not available for 1997.

2. "% Change" represents percent change in population from 1970 to 1997.

3. Rank: Counties are ranked from 1 = largest percentage to 105 = smallest percentage.

4. Refer to the County Health Profile User's Guide for amore detailed explanation of this data.

County Health Profiles are produced by the Office of Local and Rural Health, Kansas Department of Health and EEnvironment (1999).



Population Section 3.1.2 (C.1). Example County Health Profile Page

Population Trends
Population Density Peer Group: DENSELY-SETTLED RURAL Counties

Under 18 65 and Over Total
Year Number Percent Number Percent
1970 132,367 30.9% 58,176 19.2% 409,796
1980 121,834 27.4% 64,954 18.2% 438,091
1990 122,917 27.3% 68,004 18.9% 442,185
1997 125,821 26.8% 69,325 19.0% 453,900
% Change -4.9% 19.2% 10.8%
Population: 1900 to 1997 Population by Age Group: 1970 to 1997
500K | T T T T T 500K T
t 1 ‘ |
450K ‘ j j ‘ i . 450K ‘ i « 65+
400K 400K
< 350K é 350K §
£ 300K 3 K|
=] Q.
g 250K £ 250k
o & 18-64
200K 200K |
150K 150K
100K 100K
50K 50K « <8
0K 0K
R G AT GRC S A ) & & e S &
Year
Kansas and Selected U.S. Statistics
Under 18 65 and Over Median Age Total
Year Kansas KS % US% Kansas KS % UsS % Kansas us Kansas us
1970 746,354 33.2% 34.3% 266,201 11.9% 9.9% 28.7 28 2,246,578 203,211,926
1980 649,032 27.5% 28.1% 306,263 13.0% 11.3% 301 300 2,363,679 226,545,805
1990 662,137 26.7% 25.7% 342,811 13.8% 12.5% 329 340 2,480,587 249,439,000
1997 687,931 26.5% 26.0% 351,595 13.5% 12.8% 34.9 2,594,840 267,744,000
% Change -7.8% US % Change: -0.1% 321% US % Change: 70.4% 15.5% 31.8%
Kansas Population: 1900 to 1997 Kansas Population by Age Group: 1970 to 1997
2800K - - T T \ : 2800K T T
2400K 400K « 65+
c 2000K .g 2000K
2 s
2 1600k § 1600K
3 ( Q
& 1200k 100K « 18-64
800K 800K
400K 400K & <18
0K 0K
S T S N SRS S I & & vear &

Year

Data Source: U.S. Census Bureau (1900-1997)
User Notes:
1. Median Age is not available for Population Density Peer Grou ps and Kansas (1997).
2. "% Change" represents percent change in population from 1970 to 1997.
3. Seethe County Health Profile User's Guide for a more detailed explanation of this data.
County Health Profiles are produced by the Office of Local and Rural Health, Kansas Department of Health and Environment (1999).



Section 3.1.2(C.2)

Family Planning County Summary

FINNEY County Family Planning Index: 13.14 Rank: 2
Rate or Standardized

Health Outcome/ Health Risk Indicators Number Percent Rank Score®®

Pregnancy Rate, Ages 15-17 (1994- 1998) 342 71.0 4 2.02

Pregnancy Rate, Ages 18-19 (1994- 1998) 568 187.5 8 0.77

Pregnancy Rate, Ages 20-34 (1994- 1998) 3,529 171.0 4 2.28

Pregnancy Rate, Ages 35-44 (1994- 1998) 405 323 1 2.82

Adolescent Mother, More than One Birth (1994-1998) ’ 197 24.8 13 1.16

Interbirth Spacing Less than 18 Months (1994—1998)3 366 13.5 12 1.22
Socio-Economic Indicators

Births to Mothers with Less than 12 Years Education (1994-1998)4 1,994 46.1 2 3.18

Per Capita Income (1997) $20,384 - 57 0.19

Unemployment Rate (1998) 578 3.0 65 -0.49
Familv Planning Index5 2 13.14
Population by Race and Hispanic Ethnicity

1990 Population 1998 Population
Race/Ethnicity Total Females F 15-44 % F 15-44 Total Females F 15-44 % F 15-44
White Non-Hisp. 22,982 11,773 5,527 46.9% 22,604 11,568 5,113 44.2%
White Hispanic 8,122 3,626 1,808 49.9% 11,403 5,271 2,595 49.2%
Black 483 191 97 50.8% 562 230 127 55.2%
Native American 296 148 87 58.8% 281 141 89 63.1%
Asian 1,262 582 303 52.1% 1,664 811 388 47.8%
Total 33,145 16,320 7,822 47.9% 36,514 18,021 8,312 46.1%
Hispanic (all races) 8,397 3,757 1,879 50.0% 11,816 5476 2,705 49.4%
Interbirth Spacing by Age Group of Mother (1994 - 1998 Live Births)
<18 Months 18 -24 Months 25-60 Months 61-120 Months >120 Months

Age Group Count Percent Count Percent Count Percent Count Percent Count Percent
15-19 66  34.0% 60 30.9% 68 35.1% 0 0.0% 0 0.0%
20-34 273 12.2% 329 14.8% 1,149  51.5% 437 19.6% 41 1.8%
35-44 27 9.5% 27  9.5% 83  29.3% 81 28.6% 65 23.0%
All Ages 366 13.5% 416 15.4% 1,302  48.0% 519  19.2% 107 3.9%

Educational Attainment by Age Group of Mother (1994 - 1998 Live Births)

<12 Years Ed. 12 Years Ed. 1-3 Years College 4+ Years College
Age Group Count Percent Count Percent Count Percent Count Percent
10-17 294 93.3% 19 6.0% 2 0.6% 0 0.0%
18-24 896 49.9% 530 29.5% 328 18.3% 40 2.2%
25-34 673 36.0% 455 24.3% 444 23.8% 297 15.9%
35-44 129 38.6% 78 23.4% 73 21.9% 54 16.2%
All Ages 1,994 46.1% 1,083 25.1% 851 19.7% 393 9.1%

Bureau for Children, Youth, and Families, KDHE. See documentation for original data source information.

Pregnancy rate: Live births, fetal deaths, and abortions per 1,000 female population of given age group.
. Indicator is percent of live births to adolescent mathers (less than age 20) with one or more living children.
. Indicator is percent of second or higher order live births to mothers with a previous live birth less than 18 months earlier.
. Indicator is percent live births to mothers with less than 12 years education (presumably, less than high school education).
. In general, the larger the family planning index or standardized score, the greater the need.
6. "Standardized” scoresareweighted z-scores. All z-scores have aweight of "1" except 15-17 and 18-19 teen pregnancy rates
which
areweighted 0.75 and 0.50, respectively. See documentation for further explanation.
7. For referencing companion reports, FINNEY Countyisinthe DENSELY-SETTLED RURAL Population Density Peer Group.
8. See"Using Y our Family Planning County Summary" for more infomation.
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Section 3.1.2(C.3). Example JSNA Index County Summary

Draft JSNA County Summary

Primary Care Primary Care Index: 11.54 Rank: 3
Rate or Comparative Need/Risk
Demographic Indicator Number Percent  Rank Z-score —low High )
Percent Minority Population 13,910 — 38.1% 2 3.59 |
Percent Aged 65 and Older Population 3,161 8.7% 103 -1.96 1
Socio-Economic Indicator
Percent Below Poverty 4274 12.0% 49 0.00
Health Status / Health Risk
Percent Low Weight Birth 266 6.1% 59 -0.12
Births per 1,000 Population 4,357 24.5 2 3.60
Deaths per 1,000 Population 993 5.6 103 -2.04
Violent Crime Rate 171 4.8 7 1.42
Unintentional Injury Death Rate 89 50.0 66 -0.42
Unintentional Injuries Years Potential Life Lost 2,714 16.5 25 0.50
Percent of Preventable Cancers 55 53.9% 78 -0.52
Preventable Hospitalization Rate per 1,000 Population 7,177 40.7 90 -1.04
Access / Resources
Percent Immunized by Age 2 with 4-3-1 Combination 69.2% 84 0.87
Adequacy of Prenatal Care Utilization Index 476 54.3% 105 2.73
Population to Primary Care Physician Ratio 36,046 2,017 47 0.00 | ‘
Percent Linguistically Isolated (Age 5+) 2,577 8.08% 2 4.97 T
— @ @ (1 o 1 2 3
Primary Care Index 3 11.54
Family Planning Family Planning Index: 13.14 Rank: 2
Rate or Comparative Need/Risk
Socio-Economic Indicators Number Percent Rank Z-score ¢— Low High —y
% Live Births to Mothers with Less than 12 Years Edu. 1,994 46.1% 2 3.18 ‘ 5 "
Per Capita Income $20,384 57 0.19 i
Unemployment Rate 578 3.0 65 -0.49
Health Risk / Health Qutcome Indicators
Pregnancy Rate, Ages 15-17 342 71.0 4 2.70
Pregnancy Rate, Ages 18-19 568 187.5 8 1.53
Pregnancy Rate, Ages 20-34 3,529 171.0 4 2.28
Pregnancy Rate, Ages 35-44 405 32.3 I 2.82
Mother Less than Age 20, More than One Live Birth 197 24.8% 13 1.16 3
Interbirth Spacing Less than 18 Months 366 13.5% 12 1.22 ‘ ‘
Family Planning Index 2 13.14 @@ meo 2 0
Perinatal Perinatal Planning Index: 12.00 Rank: 3
i Comparative Need/Risk
Rate or
Demographic Indicator Number Percent Rank Z-score — Low High —
Percent Female Population Age 15-44 8,312 46.1% 6 1.68 | ' ‘
Socio-Economic Indicators
Percent Children (Age 0-17) Below Poverty Level 1,811 14.4% 64 -0.24
% Live Births to Mothers with Less than 12 Years Edu. 1,994 46.1% 2 3.18 |
Medicaid Deliveries per 100 Live Births 585 32.0 50 0.04 1
Health Risk / Health Status
Percent Low Birth Weight Singleton Births 215 5.0% 58 0.00
Percent Adequate Prenatal Care Using APNCU Index 476 54.3% 105 2.73
Infant Birth Rate to Mothers Age 15-17 299 32.4 3 3.34 i
Percent WIC Mothers Breastfeeding at Postpartum 422 45.1% 46 -0.31 |

Perinatal Index 3 12.00



Section 3.1.2(C.3). Example JSNA Index County Summary

Draft JSNA County Summary

Child Health Index Child Health Index: 5.74 Rank: 16 Comparative Need/Risk
Rate or .
Demographic Indicator Number Percent Rank Z-score 14-"— ‘LC’W High—y

Percent Population Age 0-9 7,401 20.3% 1 3.68

Socio-Economic Indicators

Percent Children (Age 0-17) Below Poverty Level 1,811 14.4% 64 -0.24

Health Status / Health Risk

Percent WIC Children with High Weight for Height 302 9.8% 15 0.80

Percent MV Accident Victims Not Using Safety Equip. 630 31.2% 50 -0.09

Reported Child Abuse Cases per 1,000 Children 712 55.9 48 0.00

Deaths per 100,000 Age 1-14 16 33.0 47 0.01

Respiratory Hospitalizations per 10,000 Age 0-17 284 46.8 38 0.20

Hospitalizations: Mental Disorders per 10,000 Age 0-14 139 268.2 10 1.13

Access / Resources

Percent Participation Age 0-9 in KBH Medical Program 831 42.6% 33 -0.48

Percent Participation Age 5-9 in KBH Dental Program 221 32.0% 23 -0.77

Percent Immunized with 4-3-1 Combo 69% 84 0.87

Child Care Availability per 100 Age 0-12 1,657 17.7 87 0.89

Head Start Slots Available per 100 Age 3-5 Below Poverty 167 85.0 51 -0.26 o e N

Child Health Index 6 s74 @ M 0 1 2 3
Adolescent Health Index Adolescent Health Index: 9.78 Rank: 7 Comparative Need/Risk

Rate or = Low High )

Demographic Indicator Number Percent Rank Z-score ‘ ‘

Percent Population Age 10-24 9,373 25.7% 6 1.40

Socio-Economic Idnicators

Percent Age 5-17 Below Poverty Level 1,085 12.7 59 -0.18

Percent Age 10-21 Eligible for Medicaid 985 10.5% 66 -0.32

Juvenile Court Filings per 1,000 Age 0-17 273 21.5 54 -0.09

Graduation Rate 287 55.9% 105 3.92

Percent HS Grads Pursuing Post-Secondary Education 196 68.3% 95 .19

Health Status / Health Risk

Suicide Deaths per 100,000 Age 15-24 2 6.8 58 -0.44
Homicide Deaths per 100,000 Age 15-24 2 6.8 21 0.10
Motor Vehicle Deaths per 100,000 Age 15-24 12 41.0 68 -0.49
Alcohol-Related MV Crashes per 10,000 Age 15-24 289 100.4% 13 0.96
Chlamydia & Gonorrhea Cases per 100,000 Ages 15-19 149 119.7 12 0.56
Percent Teens Who Smoked Within Last 30 Days 18.7% 65 -0.27
Percent Teens Who Used Marijuana Within Last 30 Days 11.2% 30 0.70
Percent Teens Who Used Inhalants Within Last 30 Days 7.5% 13 1.29
Alcohol-Related Hospitalizations per 10,000 Age 15- 17 60.0 14 0.68
Mental Hospitalizations per 10,000 Age 15-24 247 87.2 3 2.49

Access / Resources

Percent Participation Age 10-21 in KBH Medical Program 235 23.9% 44 -0.08
Percent Participiation Age 10-21 in KBH Dental Program 240 24.4% 34 -0.34

Adolescent Health Index 7 9.78



Section 3.1.2.1. Overview of the Maternal and Child
Health Population’s Status

Indicator Detail Sheet Notes

Demographics
01 Percent Children (Age 0-9)

02 Percent Adolescents (Age 10-24)
03 Percent Females Age 15-44

04 Percent Age 65 and Over

05 Percent Minority

Socioeconomic Indicators

06 Percent Children (Age 0-17) Below Poverty
07 Percent Below Poverty

08 Percent Mothers with Low Education
09 Medicaid Déeliveries per 100 Live Births
10 Children Enrolled in Medicaid

11 Juvenile Court Filing Rate

12 Graduation Rate

13 Percent Post-Secondary Ed

14 Per Capitalncome

15 Unemployment Rate

Health Status/Health Risk Indicators

16 Pregnancy Rate: Age 15-17

17 Pregnancy Rate: Age 18-19

18 Teen Pregnancy Disparities

19 Percent Teen Mothers with Repeat Birth
20 Pregnancy Rate: Age 20-34

21 Pregnancy Rate: Age 35-44

22 Percent with Short Interbirth Spacing
23 Percent Very Low Birth Weight Births
24 Percent Low Birth Weight Births

25 Percent Low Birth Weight Singleton Births
26 Percent Breastfeeding (WIC)

27 Percent Overweight WIC Children

28 Infant Mortality Rate

29 Child Desth Rate (Age 1-14)

30 Reported Child Abuse

31 Violent Crime Rate

Health Status/Health Risk Indicators, cont.
32 Adolescent (Age 15-24) Intentional and
Unintentional Injury Rates

Safety Equipment Non-Use (Age 1-15)
Alcohol-Related Accident Rate (Age 15-24)
35 Reported STD Rate (Age 15-19)

36 Adolescent Tobacco Use

37 Adolescent Alcohol Use

38 Adolescent Drug Use

39 “Preventable” Hospitalization Rate

40 Percent Early Cancer Detection

41 Respiratory Inpatient Hospitalizations
42 Crude Desgth Rate

43 Unintentiona Injury Death Rate

44 Unintentiona Injury YPLL Rate

33
34

Access/Resources Indicators

45 Percent Immunized by Age 2

46 Population per Primary Care Physician FTE
47 Denta Providers

48 Percent First Trimester Prenatal Care

49 Percent Adequate Prenatal Care

50 Percent Linguistically Isolated

51 Child Care Availability

52 Child Participation in Medicaid
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Section 3.1.2.1.

Complete technical notes are not provided. However, they will be available in the JSNA final document. A
few explanations of the Indicator Detail Sheets are given below.

County Map: For most indicators, counties with small numbers (usually less than 10 incidents) are excluded.
In general, the county maps divide the countiesinto quintiles. Approximately one-fifth of Kansas counties
are assigned to each map grouping; this allows counties to observe how they perform on a particular indicator
relative to other counties.

Demographic Disparities: \Where applicable, demographic disparities are highlighted. Generally, disparities
by race and ethnicity are displayed.

Extremes Map: Shows the notable highs and lows in the state; counties mapped are plus or minus
1.5 standard deviations (i.e., z-score greater than 1.5 or lessthan -1.5).

Geographic Disparities: \Where applicable, geographic disparities are highlighted by County and by
Population Density peer Group (PDG).

Index: Most of the JISNA indicators included in this section are also in aJSNA Index. If applicable, an Index
isreferenced on the IDS.

Indicator: Some JSNA indicators are the same as Title V indicators. On the IDS, “Indicator” references any
National Outcome Measure (OM), National Performance Measure (NPM), Developmental Health Status
Indicator (DHSI), or Core Health Status Indicator (CHSI).

Related Priority Need: Referencesthe newly adopted priority needs.

TitleV, MCH Block Grant 120 Kansas, 2001. Needs Assessment



1DS 01. Percent Children Age 0-9

Detailed Data Report
Title V Indicator: DHSI #06 (related) Related Priority Need: No specific priority need

Index: Child Health
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e —_—_——— —_— White Non Hisp. — 81.4%
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Recent Trend. \While the adolescent population in Kansas has been increasing, the child population has been
decreasing dightly since 1990; this parallels the national trend. In 1990, 15.5% of the population in Kansas was
aged 0to 9, while in 1998 an estimated 14.1% of the population was in that age group.

Race/Ethnic Diversity. According to Census estimates, 18.6% of the child population is of aracial or ethnic
minority. Hispanic isthe largest minority group with 8.8% of the child population (7.9% White Hispanic; Hispanic

persons may be of any race);
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of children (14.7%) while
Rural and Frontier Counties

have only 13.2%.
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IDS 02. Percent Adolescents Age 10-24

Detailed Data Report
Title V Indicator: DHSI #06 (related) Related Priority Need: No specific priority need
Index: Adolescent Health
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Recent Trend. \While the child population in Kansas has decreased dlightly since 1990, the adolescent population

has increased; this parallels the national trend. In 1990, 21.5% of the population in Kansas was aged 10 to 24,

while in 1998 an estimated 22.4% of the population was in that age group.

Race/Ethnic Diversity. According to Census estimates, 16.7% of the youth population is of aracial or ethnic

minority. African Americans are the largest minority group with 7.2% of the 10-24 population; Hispanic is the

second largest with 6.8% (6.2% White Hispanic; Hispanic persons may be of any race).
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10-24 (24.9%).
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1DS 03. Percent Females Age 15-44

Detailed Data Report
Related Priority Need: No specific priority need

Indicator: DHSI 06 (related)
Index: Perinatal
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Recent Trend. The population of reproductive-age females (ages 15 Race/Ethnicity Proportion of

to 44) hasincreased 3% from 1990 to 1998. Overall, 42.9% of Females Aged 15-44
Kansas females are of reproductive age. White Non Hispanic 41.9%
Racial/Ethnic Diversity. Of all females aged 15to 44 yearsin Black 48.1%
Kansas, 15.0% are of aracial or ethnic minority group. The White Native American 50.5%

Non Hispanic population has the lowest proportion of females of Asian/Pecific Islander 51.9%
reproductive age (41.9%) while the Asian/Pacific Islander population Hispanic (Any Race) 48.5%

has the highest proportion (51.9%).

CHEYENNE RAVILINS DECATUR NORTON PHILLIPS STH JEWELL REPUBLIG WasHNGTON | manskaLL || Nemama] || orOMN [ER20UTHA ae“grannic nisnarilies
20.5% 31.1% 222% | 323% | 93109 28.7% 30.2% 204% 304% 314% | 33.3% | 00% F30.7%
cLOUD ATCHISON:
SHERMAN [THOMAS| SHERDAN GRAHANM ROOKS 0SEORNE MITCHELL. 34.59% ciay . e INFoTTAviATOME ;A;';S;" Cou nt}[ : AS expa:ted,
36.2% 41.9% N2% | 316% 3a% | 287 | 02% 34.6% B 4 1.8% 2% errercon]ieaven . . . .
oTTawa 554% 39.9% g0 00 BIAOTTE counties with universiti €S,
LINCOLN 35.0% [SHAVINEE| =2 43.49 .
WALLACE LOGAN GOVE TREGO ELLIS RUSSELL 30.9% : DICKINSON T WABAUNSEE ff 43 19 o Jom;son G%ry (ml I Ital’ y ba%), and
5%
32.2% 32.3% 31.3% 45.4% 30.9% 37.2% 0 0 .
g d G — o e e L2 Kansas City suburbs have
41.7% it
wemer | wonre Tl e o | RV AN W hi gher than average
27.9% MCPHERSON- | | MARION 40.3% = 40.8% . )
34.8% | 35.8% [M42.0% M 31.6% 31.0% ’ 36.9% mcel | case J146.4%, propor“ons of femaesin the
38.7%
35.5% 34.0%
PAVINEE 36.0% 1
T Ton | [EveARY ToGEAN 346y |STATFoR0 : I'epl'OdUCtlve age group.
= o 31.9% . = - Y
33.8% 40.1% Cb) OV ARDS 33.2% 38.9% BUILER WOODSON ALLEN BOURBON Pel’hapS even more
FIEY 31.7% 33.19, 31.3% | 36.9% ( 37.0% . .
Fom 1% 0%
i s R 1 2", interesting, many of the rural
STANTON [GRANT] HASKELL s 43.0% KIowa 36.5% KINGHAN 44.3% VHLSON IEOSHO | s . -
2l T 30.3% 34.3% a3 | 57.10 f and frontier counties have
5%
MEADE CLARK 29.5% 1 1
s e e | e T proportions of reproductive-
0% Bassnll 333% 33.0% THT 32.8% 318% 38.3% 38.6% °“;‘;‘:‘;“ 36.6% | 38.5% Ege ferna| es Wd | bel ow the

Data Source: 1998 Census Estimates

Percent Females Ages 15-44
[ ILow (27.9% - 31.6%)
[T Lower Middle (31.7% - 34.4%)
[ Imiddle (34.4% - 37.2%)
pper Middle (37.5% - 40.8%)
igh (41.2% - 58.6%)

Extremes
|:|Notably Low

liNotably High

State average.

PDG. Frontier counties
have only 32.3% of females
aged 15 to 44 years while
urban counties have the
highest proportion at 46.0%.

TitleV, MCH Block Grant

123

Kansas, 2001. Needs Assessment



1DS 04. Percent Age 65 & Over

Title V

Indicator: None

Index: Primary Care

Detailed Data Report

Related Priority Need: No specific priority need

Population Age 65 & Over (000s)

400 —

350

300 —

250 —

200 —

150 —

100 —

[$)
o
|

0 I I I I I I I \

1990 1991 1992 1993 1994 1995 1996 1997 1998

White Non Hisp. —|
93.8%
White Hispanic | 1.8%
=
(&)
= Black = | 3.4%
: B 2o
Ll
; Native American — ().5%4
@
14
Asian/P.l. —| 0.6%
Hisp. (Any Race) *j| 1.9%
1 1 1 1 1 1 |
0 50 100 150 200 250 300 350
1998 Age 65 & Over Population (000s)

Recent Trend. The population of persons age 65 and over has increased 3.3% from 1990 to 1998. However, the
proportion of older people has decreased dlightly. In 1990, 13.8% of the population was age 65 and over, while

in 1998 an estimated 13.5% was in that age group.

Race/Ethnic Diversity. According to 1998 census estimates, 6.2% of the 65 and over population is of aracial or
ethnic minority. Black is the largest minority group with 3.4% of the older population. Hispanic is the second

largest minority at 1.9% (1.8% White Hispanic; Hispanic persons may be of any race). The elderly population in
Kansas is much less diverse than the racial/ethnic population.
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PDG. Frontier counties have
the highest percentage of older
people (21.6%); Urban
counties have only 11%.
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IDS 05. Percent Minority Population

Title V Indicator: No specific indicator
Index: Primary Care

Detailed Data Report

Related Priority Need: No specific priority need

Total 1998 Minority Population

Group Number Percent

White Hispanic 126,503 4.6%
Black 154751 5.6%

Native American 23,333 0.8%
Asian/P.1. 46,367 1.7%
Hispanic (All Races) 139,724 5.0%

Recent Trend. The total minority population in Kansas
has been increasing. 1n 1990, 11.6% of the population
was of aracial or ethnic minority. By 1998, census
estimate showed that the proportion had increased to
13.3%. The Hispanic population has seen by far the
most dramatic rise, increasing 48% from 1990 to 1998.
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Geographic Disparities. County. The counties with the highest proportion of minorities are located in the

southwest part of
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the greatest proportion at 17%.
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1DS 06. Percent Children Age 0-17 Below Poverty

Detailed Data Report
Title V Indicator: DHSI 12 Related Priority Needs: #1 Access, #2 CSHCN Access
Index: Child Hedlth

Recent Trend. According to the 1995 Census estimate, 14.9% of Kansas children were living below the poverty
level. The 1996 estimate decreased dightly to 14.4%.

Demographic Disparities. Children are more likely to live in poverty than the general population. According to
the 1996 Census estimate, 14.4% of children were below poverty, compared to 9.6% of the genera population.
Y ounger children appear to be at greater risk for living in poverty as there are 14.4% of children aged O to 17
years below poverty versus 13.0% of the population aged 5to 17 years.

Geographic Disparities.

PDG. Densdy-settled Rural Counties have the highest proportion of children in poverty (16.2%) while Urban
Counties have the lowest (14.1%)

County. The highest rates of poverty in Kansas are found in the Southeast portion of the state as well as Geary
and Wyandotte Counties.
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Data Source: 1995 Census Estimate (map)
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10S 07. Percent Below Poverty

Detailed Data Report
Title V Indicator: DHSI 11 Related Priority Need: #1 Access

Index: Primary Care #2 CSHCN Access

Recent Trend. According to the 1998 Census estimate, 9.6% of the Kansas population is below poverty. This
shows a 13% decrease from the 11.0% 1995 poverty estimate.

Geographic Disparities

PDG. Densdy-settled Rural Counties have the highest poverty rate (12.6%) while Urban Counties have the
lowest rate (9.8%). Several of Southeast Kansas counties are D.S.-Rural Counties.

County. Wyandotte and the Southeast cluster show high rates of poverty. Interestingly, the group of Southwest

Kansas counties which performs poorly on many other indicators does not have a particularly high poverty rate.
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1DS 08. Percent Mothers with Low Education

Detailed Data Report
Title V Indicator: No specific indicator Related Priority Need: #3 Disparities

Index: Family Planning

Recent Trend. Leveling off.

The percent of live births to women with less

20
than twelve years of education increased from 1994 A S, o o °
to 1996, then has shown signs of leveling off from % 15—
=
1996 to 1998. g
Year Number Percent 8 10
1994 6,255 16.9% 3
1995 6,421 17.4% 2 .
1996 6,568 18.0% g
1997 6,729 18.1% *
1998 6,930 18.1% 0 ! \ I \
1994 1995 1996 1997 1998

Demographic Disparities. Adolescent and Hispanic women display highest percentages.
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Race / Ethnicity of Mother Age of Mother

The Kansas five-year average for percent of women with less than twelve years education giving birth is
17.7% (1994-1998). This comparesto arate of 26.8% for Black women and 52.8% - arate three times the state
average - for Hispanic women.

Understandably, adolescent mothers (age 10-17) have the lowest educational attainment. There are also a
relatively high percentage of young mothers 18-24 years with less than twelve years of education (25.4%).
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IDS 08. Percent Mothers with Low Education, continued
Geographic Disparities. The Densely-Settled Rural group has the highest percentage.

By Population Density Peer Groun. Geographic disparities are
100 — Kansas: 17.7%
— | lessextreme than the demographic disparities. Densely-Settled
__ 80+ Rural Counties have the highest proportion of mothers with less
% 60 — than twelve years education (25.8%) while Semi-Urban Counties
% (many have a university or college) have the lowest (15.3%).
£ 40—
g PRE groups show gresater disparity. The D.S.-Rural Hispanic
o —
20 population has the highest percentage (65.1%) while White
0 ‘ ‘ ’—‘ women in Urban counties have one of the lowest (13.9%).
‘ Rural ‘ Semi-Urban ‘
Frontier D.S. Rural Urban
Population Density Peer Group

By County. The Southwest Kansas counties form a striking cluster area with a high proportion of women with

live births having less than twelve years education. Wyandotte County is also high.
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1DS 09. Medicaid Deliveries per 100 Live Births

Detailed Data Report
Title V Indicator: No specific indicator Related Priority Need: #3 Disparities

Index: Perinatd

Data Note. Trend information has not yet been established for thisindicator. It was difficult to accurately pull

Medicaid deliveries from the complex claims- and encounter-based data system. Throughout the JSNA, we
worked with Kansas SRS to improve the quality of data from our adhoc Medicaid reguests.

Age Medicaid  Percent of All Live Percent Medicaid Deliveries
Group Deliveries Total Births of Total per 100 Live Births
10-19 6,161 27.8% 9,674 12.8% 64

20-34 15,141 68.3% 57,448 76.1% 26

35-44 863 3.9% 8,350 11.1% 10

Total 22,159 100.0% 75,472 100.0% 29

1997-1998 Medicaid Data

Age. 1n 1997-1998, there were approximately 29 Medicaid deliveries per 100 live births. The rate was highest
among teens: approximately 64 out of 100 births were Medicaid births. Also note the difference in distribution of
al live birthsto Medicaid deliveries. Of all Medicaid deliveries, 27.8% were to adolescents versus 12.8% of all

live births.
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Race/Ethnicity. By race, the Black and Hispanic Medicaid delivery rates were each over twice the White rate.
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Geographic Disparities

IDS 09. Medicaid Deliveries per 100 Live Births, continued
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By Population Density Peer Group
Although there are geographic disparities, they are not

as great as the disparities by age and race. Densely-Settled
Rural Counties had the highest rate of Medicaid deliveries
(37.3 per 100 live births) while Urban Counties had the
lowest (25.7).

The PRE groups showed greater differences. The
Densely-Settled Rural Black group had the highest rate:
approximately three-quarters of the births are Medicaid-
reimbursed. The lowest rate was for the Urban White group
(17.0).

By County. Looking at Medicaid deliveries by county, the highest rates are in Southeast Kansas.
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1DS 10. Children Enrolled in Medicaid

Title V Indicator: DHSI 09 (related)
Index: Adolescent Health

Detailed Data Report

Related Priority Need: #1 Access

1998 Medicaid Enrollment Percentage

Age Group Male Female Total
<1 36.3 36.9 36.7
1-2 31.2 315 314
34 24.4 245 245
5-9 20.1 19.9 20.0
10-14 14.0 14.0 14.0
15-17 11.7 125 121
18-19 6.8 15.9 11.2
20-21 2.7 16.6 9.3

The table below shows Medicaid enrollment

by age. The total enrollment percentage decreases
as age increases. The enrollment percentage for
females, however, begins to increase again in the
mid to late teens due to pregnant teens.

The map below shows the percentage of

children age 10-21 enrolled in Medicaid in 1998
(Adolescent Health Index indicator). The 1998
Kansas Medicaid enrollment for children 10-21 was

10.6%. By PDG, adolescent enrollment in Medicaid
decreases across the rural/urban continuum: Frontier Counties have the largest percentage enrolled (11.3%);
Urban Counties have the smallest proportion (9.7%).
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1DS 11. Juvenile Court Filing Rate

Detailed Data Report
Title V Indicator: SPM 11 Related Priority Need: No specific priority need

Index: Adolescent

Data Note: Juvenile crimedataislimited in Kansas. Thus, the juvenile court filing rate has been used in the
Adolescent Health Index.

Geographic Disparities. County. The map below shows the juvenile court filing rate per 1000 youths aged O to
17 (1998). The 1999 Kansas juvenile court filing rate is 25.2. The juvenile court filing rate varies across the
state with Ellsworth in central Kansas having the highest rate (65.5). Geary also has a high rate (52.9). Many of
the Frontier and Rural Counties may have very erratic rates because of small populations. The rates for counties
with less than 10 court filings are not shown.

PDG. Frontier Counties have the lowest rate of juvenile court filings (17.1), while Densely-Settled Rural
Counties have the highest rate (29.8). The Urban rate falls right in between (23.2).
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erratic rate rather than atruly high incidence.
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IDS 12 & 13. Graduation Rate and Percent Post-Secondary Ed

Detailed Data Report

Title V Indicator: None
Index: Adolescent Health

Related Priority Need: No specific priority need
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Geographic Disparities.
County. Inthe mapsto the left
are 1997 high school graduation
rates and 1997 rates of those
seeking higher education
(college or vocational training).
Rates for both tend to be lower
in eastern counties of Kansas.
However, Finney county in
Southwest Kansas has the
lowest graduation rate at
55.9%. The High School
graduation rate for Kansasis
81.1%. The post-secondary
Education percent is 75.8%.
PDG. Frontier counties
perform the best in both
indicators. Urban counties have
the lowest graduation rate while
Densely-Settled Rura Counties
have the lowest proportion
seeking post-secondary
education.
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1DS 14. Per Capita Income

Title V Indicator: None
Index: Family Planning

Detailed Data Report

Related Priority Need: No specific priority need
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Recent Trend and U.S. Comparison. Kansas per capitaincome
lags behind the U.S. trend by between $1000 and $2,000 per
year. In Kansas per capitaincome has increased 33.6% from
$17,940 per year in 1990 to $23,972 per year in 1997.
Geographic Disparities.
County. The map below shows the 1997 per capitaincome by
county. The Southeastern counties of the state have the lowest
per capitaincome with Chautaugua county the lowest at
$15,202 per year. Johnson County in the suburbs of Kansas
City hasthe highest per capitaincome ($36,845).

lowest ($20,143).

PDG. Urban Counties have the highest per capitaincomein the
state ($27,112), while Densely-settled Rural counties have the
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1DS 15. Unemployment Rate

Detailed Data Report
Title V Indicator: None Related Priority Need: No specific priority need

Index: Family Planning

8 Recent Trend and U.S. Comparison.

- 7N ~ The Kansas unemployment rate has been consistently lower

6 / N ~ than the U.S. rate. However, in 1998 the gap had closed with
4 N~ the U.S. rate at 4.5% and the Kansas rate at 3.8%.

Geographic Disparities.

County. The map below shows the 1998 unemployment rate by

county. The western two-thirds of the state enjoys very low

unemployment rates. Many jobs and industriesin this part of
the state are agricultural-related. The eastern part of the state

— Eznsas has higher rates of unemployment with Geary and Wyandotte

0 — having the highest rates of 6.9% and 7.7%, respectively.

1990 1991 1992 1993 1994 1995 1996 1997 1998| PDG. D.S.-Rura and Semi-Urban Counties have the highest

unemployment rate (4.1%) while Frontier Counties have the

w
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lowest (2.9%).
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IDS 16. Pregnancy Rate Ages 19-17
Detailed Data Report

Title V Indicator: NPM 06 (Related)
Index: Family Planning

Related Priority Need: #3 Disparities

In order to account for small numbers on the county level, 1994-1998 data has been combined.

The Kansas rate of 38.7 per 1,000 (1994-1998) is approximately half of the national baseline of 72
(1995) and below the Healthy People 2010 objective of 46 pregnancies per 1,000.

Although the pregnancy rate for ages 15-17 has not been reported annualy, it is expected to closely
parallel the pregnancy rate for ages 10-17. The pregnancy rate for ages 10-17 in Kansas varied little between
1993 and 1995, declined dightly in 1996 and 1997, then decreased 10% in 1998.

Although Kansasiis performing below the HP objective, several counties have pregnancy rates well above

the Healthy People 2010 objective. Most notably, high pregnancy rates for ages 15-17 are found in Southwest
Densely-Settled Rural Counties and as well as Geary and Wyandotte counties.
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1DS 11. Pregnancy Rate Ages 18-19

Title V Indicator: No specific indicator

Index: Family Planning

Detailed Data Report

Related Priority Need: #3 Disparities

In order to account for small numbers on the county level 1994-1998 data has been combined.

The Kansas rate of 111.9 for young women aged 18 to 19 is expectedly much higher than the rates for the
younger age groups, about three times that for 15 to 17 year olds.

Although trend data is not readily available for this age group, it is expected to parallel the pregnancy rate
for 15 to 19 year olds, which has decreased 14% from 1994 to 1998.

Counties performing well above the state average include Wyandotte, Geary, Southwest Kansas counties,

and Central Kansas counties. Note, however, that a particularly high or low rate in a Rural or Frontier County

may be due to relatively small numbers producing an erratic rate rather than atruly high pregnancy rate.
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IDS 18. Teen Pregnancy Disparities

Detailed Data Report
Title V Indicator: DHSI 07 (related) Related Priority Need: #3 Disparities
Index: Family Planning (related)

Data Note: All statistics are based on five years of data, 1994-1998.

Demographic Disparities. Older teens as well as Black and Hispanic have the highest rates of

adolescent pregnancy.
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Pregnancy rates are, as expected, highest for the 15-19 age group. Of 15 to 19 year olds, alarger
proportion of the 18 and 19 year-olds are married than the 15 to 17 year olds (25.8% versus 10.7%) (see below
graphs).

The Black and Hispanic adolescent (ages 15 to 19) pregnancy rates are over twice as high as the White
pregnancy rate.

Marital Status of Pregnant Teens Marital Status of Pregnant Teens

Ages 18-19

Ages 15-17

Married

25.8%
Married

10.7%

Unmarried
89.1%

Unmarried
741%

TitleV, MCH Block Grant 139 Kansas, 2001: Needs Assessment



IDS 18. Teen Pregnancy Disparities, continued
Geographic Disparities - Marital Status

100 —
For adolescents age 15 to 19 who are pregnant, 79.4%
. Kansas: 79.4% (1994-1998) N
w 80 E—— areunmarried. The highest percentage of unmarried teens
2 60 isin Urban Counties, while teensin Frontier Counties have
=]
o
E the lowest percentage.
E 40—
o
=
S 20—
[
o
T mm | seniuten |
Rural Semi-Urban
Frontier D.S. Rural Urban
Population Density Peer Group

Geographic Disparities - Pregnancy Rates

Population Density | Preg. Rate | Preg. Rate

Peer Group (15-17) (18-19) By PDG, D.S.-Rura Counties have the
Frontier 251 118.0 highest pregnancy rate across both age groups. Of
Rural 281 115.3 the remaining groups, more urban counties tend to
have comparatively higher rates for younger teens,
D.S.-Rura 40.6 119.3 _ , _
while more rural counties tend to have dightly
Semi-Urban 383 101.9 higher rates among ol der teens.
Urban 41.5 112.2

PRE. For complete results by PRE group, refer to the Family Planning PRE Index. The top five groups with the
highest and lowest pregnancy rate for 15-19 year oldsis given below.

Highest Rates Lowest Rates
PRE Group 15-19 Preg. Rate PRE Group 15-19 Preg. Rate
D.S. Rural Hispanic 172.2 Fr‘z;tri]jl?]tl:‘gbgoi;\?g“te 314
Urban Black 143.8 Frontier White 50.5
Rural Hispanic 1335 Rural White 54.7
Semi-Urban Black 126.3 Urban White 59.1
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Urban Hispanic 118.2 ‘ ‘ Semi-Urban Other Non-White 60.6
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IDS 19. Percent Teen Mothers with Repeat Birth

Detailed Data Report
Title V Indicator: No specific indicator Related Priority Need: #3 Disparities
Index: Family Planning
Recent Trend. Little/no change.
The percentage of teen mothers (less than 20 %
years) with arepeat birth has remained relatively 0, —e——
stable for several years. From 1994 to 1998, there é
has been less than a 1% statewide decrease in the g 157
2
percentage of teen repeat births 2
> 10—
Year Number Percent é
1994 983 20.7% 3 5
1995 963 19.9% a
1996 934 19.7% 0 ‘ ‘ ‘ ‘
1997 967 20.3% 1994 1095 1996 1997 1998
1998 991 20.6%

Demogyraphic Disparities. Black and Hispanic teens have the highest incidence of repeat births.
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White Black Other Non-White Hispanic —— White — — - Black
Race / Ethnicity of Mother | | e Hispanics

Black teens have the highest incidence of repeat births, athough the percentage has decreased from 1994
to 1998. Hispanics are also above the state average and have showed an erratic trend. The percentage of White
adolescent females with a repeat pregnancy has increased very dightly.

141
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IDS 19. Percent Teen Mothers with Repeat Birth, continued
Geographic Disparities

By Population Density Peer Group. Urban counties perform poorest.

25 Kansas: 20.2% Of teenswith live births, those living in Urban Counties
— were more likely for the birth to be their second or higher
20
) T order birth. Frontier Counties had the lowest percent of teen
»N
L — births which were repest births.
N
= 10
3]
& By County. Geary, some SW Kansas counties, and Urban
5 —
Counties had the highest percentages of repeat teen births.
0 . .
‘ ! Note that most of the Rural and Frontier Counties had less
Rural Semi-Urban
Frontier D.S. Rural Urban . . -
Population Density Peer Group than ten during 1994-1998; thus, their percentages are not
mapped.
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rate rather than a truly high incidence.
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1DS 20. Pregnancy Rate Ages 20-34

Detailed Data Report

Title V Indicator: No specific indicator

Index: Family Planning

Related Priority Need: #3 Disparities

200 —
— Kansas: 124.3
The Kansas pregnancy rate for women aged 20 to 34 2
yearsis 124.3. Black and White pregnancy rates are similar for | & 150
this age group, but the Hispanic rate is approximately 40% 3
O
N
. . . o 100
higher. Among population density groups, Densely-settled Rural | &
@O
Counties have the highest rate (131) while Semi-Urban Counties | &
> 50—
. . f
have the lowest (121). From the below map, note the highratein | £
fo)]
[
Geary County and the cluster in SW Kansas. & i i i i
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Race / Ethnicity of Mother
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1DS 21. Pregnancy Rate Ages 35-44

Title V Indicator: No specific indicator
Index: Family Planning

Detailed Data Report

Related Priority Need: #3 Disparities

The Kansas pregnancy rate for women aged 35 to 44
yearsis 22.3. Black females of this group have the lowest
pregnancy rate while Hispanics and Other Non-White (includes
American Indian, Asian, Pacific Iander and Other races) have
the highest.

Among population density groups, Urban Counties have
the highest rate (25.5) while Rural Counties have the lowest
(17.6). On the map below, notice that Johnson County, Western

Kansas Counties, and others scattered across the state have high

40 Kansas: 22.3

35

30—
25 —

20
15—
10 —

Pregnancy Rate Age 35-44 (1994-1998)

0 I I I I
White Black Other Non-White Hispanic
Race / Ethnicity of Mother

rates. SE Kansas tends to have lower rates for this age group.
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1DS 22. Percent with Short Interhirth Spacing

Detailed Data Report
Title V Indicator: No specific indicator Related Priority Need: #3 Disparities

Index: Family Planning

Recent Trend.
The percent of live births to mothers with a
12
live birth less than 18 months prior has fluctuated '\\ ~ -
dightly over the past five years, decreasing dightly 10— o
from 1994-1996, then increasing very dightly from 8
1996-1998. From 1994 to 1998, there has been a 6% E,
o 6
statewide decrease in short interbirth space births. o
4 —
Year Number Percent 2]
1994 2,551 11.7%
1995 2,323 10.9% 0 \ \ \ \
1996 2,259 10.6% 1994 1995 1996 1997 1998
1997 2,360 10.8%
1998 2,514 11.0%
De
40 — Kansas: 11.0% mn 40 — Kansas: 11.0%
35 35
= 30 gr = 30—
S 25— 8 -
3 an 3 25
= 207 %’, 20 —
g 15 hic g 15—
& 10 ) 10
N Dis .
0 T T T T na 0 : ; :
White Black .Ot-her Non-White Hispanic 1519 Yrs 20-34 Yrs 35.44 Yrs
Race / Ethnicity of Mother -iti Age of Mother
r

8S. Black and teen mothers show highest percentage for this indicator.
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Based on 1994-1998 vital information, the Black short interbirth spacing percentage is about 50% higher than
the White percentage. The percentage for adolescent mothers aged 15 to 19 is 3.5 times higher than that for
mothers aged 20 to 34. Thisisto be expected since thereis only 5 years spacing between mothers 15 and 19
yearsold. If amother has two children when she is between the ages of 15 and 19, the chances for a short

interbirth spacing are proportionally greater than if she were between the ages of 20 and 34.
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Geographic Disparities
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IDS 22. Percent with Short Interbirth Spacing, continued

By Population Density Peer Group
There isnot a great disparity between population density
groups. Frontier Counties have the lowest rate at 9.3% while

Densaly-settled Rural Counties, the highest, are only dightly above
that with 11.4%

Greater disparities are evident in the PRE groups. Urban Black
isthe highest at 17.5%.

Demographic, County, PDG, and PRE results can help us

and target those populations accordingly.

By County. Short interbirth spacing based on less than ten incidents from 1994-1998 are not mapped.

determine which groups are most at-risk for short interbirth spacing
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[JLow (4.6% -9.8%)
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| | E=JNot Shown (<10 births)
[ | (
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i . .
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short interbirth spacing.
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1DS 23. Percent Very Low Birth Weight Births

Title V Indicators: CHS| 05, NPM 15, NPM 17

Index: None

Detailed Data Report

Related Priority Need: #3 Disparities

Recent Trend. Slight increase.

1- SR
0.8
0.6
04—
02

Percent

1.4
12j\/\/\

0 T T T
1994 1995 1996 1997
Legend

—@—  Very Low Birth Weight %
_h -

Singleton Very Low Birth Weight %

T |
1998 1999

Very Low Birth Singleton Very Low
Weight Birth Weight
Year  Number Percent Number Percen
t
1994 443 1.19% 349 0.96%
1995 429 1.16% 324 0.90%
1996 509 1.39% 356 1.00%
1997 440 1.18% 328 0.91%
1998 536 1.40% 384 1.03%
1999 514 1.33% 373 0.99%
Recent Trend
100 —
80 — e
G
2 60—
S
[}
O 40
20—
0 I I I I \
1994 1995 1996 1997 1998 1999
Legend
—®— Kansas — — - HP 2010 Obj.

Percent very low birth weight births and
singleton VLW births have fluctuated in
parallel over the last six years. Both are
showing a dight increase over six years ago.

Kansas performed equal to the U.S. in 1998
(1.4). The Kansasrateis higher than the HP
2010 target of 0.9.

The proportion of VLW births which are
singleton births has decreased over the past six
years. In 1994, 79% of VLW births were
singleton. By 1999, this proportion has
decreased to 73%.

The below graphs show that the proportion
of VLW birthsin “Level 111" facilities have
increased over the past six years but are till
below the HP 2010 objective of 90%.
Geographicaly, those living in urban counties
aremost likely to deliver at alevel 111 facility
while those living in Frontier and Semi-Urban
counties are least likely.

Percent Very Low Birth Weight Delivered at a Level 11l Facility

100 —
Kansas: 74.53% (1994-1998)
80 — ——
o - — I
3 60—
<
=
= 40—
20 —
0 T 1
Rural Semi-Urban
Frontier D.S. Rural Urban
Population Density Peer Group
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Geographic Disparities

IDS 23. Percent Very Low Birth Weight Births, Continued

By Population Density Peer Group. Urban counties perform poorest.

2 —
1.75 — Kansas: 1.26% (1994-1998)
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Population Density Peer Group

Urban Counties also have the highest rate of VLW
births; their rate is 38% higher than the VLW birth rate
for Frontier Counties. D.S.-Rural and Rural aso tend to
have relatively low rates.

By County. Low birth weights based on less than ten
incidents from 1994-1998 are not mapped. Caution:
Many of the remaining rural and frontier counties are
based on less than 20 incidents, resulting in an unstable
\ rate. Wyandotte and Geary are notably above the state
average. Other “Extreme” counties may be due to small
numbers rather than atruly high or low rate.
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[ ]
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birth weight births.
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1DS 24. Percent Low Birth Weight Births

Detailed Data Report
Title V Indicator: CHS| 04A Related Priority Need: #3 Disparities

Index: Primary Care

RecentTrend. Gradual increase indicates move in the wrong direction.

87 Percent low weight births have fluctuated dightly
7 7_/—0———‘——“ over the last six years with a general upward trend.
2 6- From 1994 to 1999, there has been a 9% statewide
;,:f 5 increase in percent low birth weight births.
S 4
= N K ansas has paralleled the national trend,
g performing dlightly better than the national average
2% (6.9% for Kansas versus 7.5% for U.S. in 1997).
a1
0 w w w w w There was some speculation on the recent trend in
1994 1995 1996 19897 1998 1999

percent low weight births during our needs

assessment: Mothers may indeed be receiving better

Year Number Percent ) . .

1994 2.410 6.5% care and carrying their babies longer. Howeyer, there
is another group of mothers who, due to medical

1995 2,381 6.4% advancements, may be delivering babies they once

1996 2,538 7.0% would have miscarried. Kansas could benefit from

1997 2,573 6.9% the consultation and research of an MCH

1998 2,683 7.0% epidemiologist on thisissue (see Priority Need #4.

1999 2762 71% Data, Epidemiological, and Analysis Capacity).

Demographic Disparities. Black and teen mothers show highest incidence of low birth weight.

14— Kansas: 6.8% (1994-1998) 14 Kansas: 6.8% (1994-1998)

12+ 12

HP 2010 Objective: 5.0%

HP 2010 Objective: 5.0%

+ 10— : 10 -

Low Birth Weight Percent (1994-1998)
=2
|
Low Birth Weight Percent (1994-1998)
o
\

0 1 1 T T 0-— T T \
White Black Other Non-White Hispanic 15-19Yrs 20-34 Yrs 35-44 Yrs
Race / Ethnicity of Mother Age of Mother

In the above left graph, “ Other Non-White” includes Native American, Asian, and Pacific |dander Races.
“Hispanic” persons may be of any race.

Based on 1994-1998 vital information, the black low birth weight percentage is over twice as high as the whitelow
birth weight percentage. The low birth weight percentage for adolescent mothers aged 15 to 19 is nearly 50% higher
than that for mothers aged 20 to 34. All groups perform below the Healthy People 2010 target of 5.0%.
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Geographic Disparities

IDS 24. Percent Low Birth Weight, continued

By Population Density Peer Group. Urban counties perform poorest.

14 —
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There is not as much geographic variation by population
density peer group as by race/ethnicity and age group of mother.
However, urban counties perform dightly worse, and frontier
counties perform dightly better, than the state across all age
groups. For example, among mothers aged 15 to 19, the
incidence of low birth weight births is 6.4% in frontier counties
versus 9.7% in urban counties. (This may be afunction of the
age of the teens. Pregnancy rates for older teens [age 18-19] are
higher in frontier counties while pregnancy rates for younger
teens [age 15-17] are higher in urban counties.)

The urban/rural trend is not as clear by race/ethnicity. This
may be due to unstable rates from small numbers; even five-year
data yields small numbers for the frontier and rural peer groups
by race and ethnicity.

By County. Low birth weights based on less than ten incidents from 1994-1998 are not mapped. Caution: Many
of the remaining rural and frontier counties are based on less than 20 incidents, resulting in an unstable rate.
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|

Percent Low Weight Births
[ Low (4.3% to 5.9%)
[ Imiddle (6.1% to 7.0%)
Il High (7.1% to 10.7%)
E—=]Not Shown (<10 low weight births)

Extremes Frontier and Rural Caution: Even though
[ INotably Low rates for counties with less than 10 low
IlNotably High weight births are not mapped, notably high or
low rates may still be the result of small
numbers producing an erratic rate rather than
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atruly high incidence of low birth weight births.
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1DS 25. Percent Singleton Low Birth Weight Births

Detailed Data Report
Title V Indicator: CHSI 04B Related Priority Need: #3 Disparities

Index: Perinatal

Recent Trend. Little change. Very slight increase since 1994.

Singleton low births have increased 6% since

(o]
J

1

1994; thisis dightly less than the 9% increase in the

[%)]

rate for all low birth births.

£
847
2
Year Number Percent § 7
1994 1,944 5.3% S2-
1995 1,877 5.2% E’
1996 1,947 5.5% = 17
1997 2,036 5.6% 0 ‘ ‘ ‘ ‘ ‘
1998 2,079 5.6% 1994 1995 1996 1997 1998 1999
1999 2,105 5.6%

Demographic Disparities. Black and teen mothers have highest incidence of singleton LBW.

12 12—
Kansas: 5.4% (1994-1998) Kansas: 5.4% (1994-1998)

10 — 10

Singleton Low Birth Weight % (1994-1998)
Singlston Low Birth Weight % (1994-1998)

White Black Other Non-White Hispanic 15-19 Yrs 20-34 Yrs 35-44 Yrs
Race / Ethnicity of Mother Age of Mother

Based on 1994-1998 five-year data, the singleton LBW rate for Black mothers is more than twice that for
White mothers. Singleton LBW rates by age also show disparities; the rate for 15 to 19 year olds is 67% higher

than the rate for mothers 20 to 34 years.
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IDS 25. Percent Singleton Low Birth Weight Births, Continued

By Population Density Peer Group.

12 —

10 —

Kansas: 5.4% (1994-1996)

Singleton Low Birth Weight % (1994-1998)
o
|

There are not tremendous disparities by Population
Density Group. Urban Counties tend to have higher rates
while Frontier Counties have the lowest, which would be
contrary to what we might expect knowing that there are the

least OB/Gyn services in the sparsely-popul ated Frontier

4
Counties.
2 —
0 \ \ . .
Rural Semi-Urban By County. Based on 1994-1998 data, the consistently high-
Frontier D.S. Rural Urban .
Population Density Peer Group need counties of Geary and Wyandotte show above-average
rates.
[—CHEYENNE | RAWLINS— | DECATUR |  NORTON | PHLLPS mTH JEWELL———REPUBLIC—|  wASHINGTON MARSHALL | NEMaHA | BROVM i
— —— — o
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9%
6.4% 5.49% —ay—F—#— 47% 6.7% 3.8% 489, 4.7% 29%  Ferenenm
oTTAwA 4.7% 54% | 5,40, may i YANDOTTE
LINCOLN 700 SHAVNEE B F7
F—waLLACE—}——LOGAN GOVE TREGO ——| ELLIS RUSSELL [—— # .0% DICKINSON waaunsEee |l e 5% — {
7.6% 4.79 el voucLasL_—~JoHnson
s —1—=#% 6.6% #=—1 5.3% 4.7% e 5 20 B % 54% | 4.0%
ELLSV/ORTH A MORRIS 0SAGE
6.1%
o
GREELEY VIICHITA| SCOTT LANE NESS ——RUSH BARTON Ba% 4.2% Lich 5.4% WL e
— —# MCPHERSON MARION | 5.8% 5.2%
—# 7.5% I 6.5% #  55% | — 6.0% RICE sl 5.0%
T 6.1% 4.2% 3.6% 5.5% COFFEY [ NDERSON LINN
HamLTON [l  KEARNY F—robeeman—| 599, E1AFEORD L | 3% a3y 2.3
5.0% # RENO HARVEY
7.4% 5.5% P 7.8% 5.0% 43% BUTLER WOODSON |  ALLEN BOUREON
9%
LR Fom 5.4% ETIIT 5.1% 5.6% | 45% | g4y
3.79% PRATT 4.9%
STANTON GRANT HASKELL 5.8% KIOVFA 5.5% KINGMAN 6.0% WILSON NEOSHO RO
—# 6.1% BN 7.4% 5.0% 5.6% i 53% | 54% )
- 4.5%
MEADE [ _CLARK BARBER SUMNER COWLEY 38%
MORTON STEVENS| SEWARD HARPER L MONTGOM. LABETTE CHEROKEE
D s.0% Bl 4.9% 3.8% — 6.8% A 4.6% 5.1% ﬂi};ﬂﬂm 6.1% I 5.9% 0 450,
Percent Low Weight Singleton Births
[ |Low (2.9% - 4.8%)
1994-1998 Kansas Vital Statistics [_|Middle (4.9% - 5.6%)
Il High (5.8% - 8.8%)
E—]Not Shown (<10 low weight singleton births)
Frontier and Rural Caution: Even though rates for counties
Extremes with less than 10 singleton low weight births are not

[ |Notably Low i )
lNotably High | Mapped, notably high or low rates may still be the result of

small numbers producing an erratic rate rather than a truly
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high incidence of singleton low birth weight births.
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1DS 26. Percent Breastfeeding (WIC)

Detailed Data Report
Related Priority Need: #7 Nutrition/Physical Activity

Title V Indicator: NPM #9 (related)

Index: Perinatd

The data to the right is from the Ross Labs Survey 70
and is not directly comparable to the data in the county map 60 — -
. - - \ -
below, which was based on the Kansas WIC Pregnancy 50 - - -~
... . = -
Nutrition Surveillance System. 340 —
The Ross Labs survey indicates an increase in §3°7 RETEREEE
, : B0 . uuuaerrr et ==
breastfeeding over the last decade. WIC clients are less £1o i o ,.~._,/'
Fo Y P L -
likely to breastfeed than the general population. s 0
£ \ \ \ \ \ \ \ \
By PDG (according to WIC data), women in S 1990 1991 1992 1993 1994 1995 1996 1997 1998
. . . . a
Frontier Counties are 42% more likely to be breastfeeding at —e— in Hospital (All Infants)
their postpartum visit than women in Urban Counties | " at 6 Months (All Infants)
—— — in Hospital (WIC Infants)
(51.0% versus 35.9%). - = = = at&Months (WIC Infants)
[-——CHEVENNE ——|——RAWLINS ———DECATIR—|  NORITON PHILLIPS MITH——}——JEWELL ——|—REPUBLIC —|— N=| MARSHALL [—NEmaHa—] BROWN DOMPHAN
—# # #=— 42.3% 63.0% # # i B 4% —a— Ok
cLOUD ATCHISON
SHERMAN THOMAS SHERDAN —|—GRAHAM—]  Rooks OSEORNE [TISTTES [ iy BRReY BBroT avietome Icksonll  29-0%
45.8% 55.0%, d—F—#n—1 37.0% 63.6% #— 61.8% 63.6% LRV ) FE
OTTAVIA 56.7% 38.5% | 32.0% X\ wyanpotte
F—waLLACE—}——LOGAN GOVE——}——TREGO ELLIS RusssLL::uN:m; 40.7% DICKINSON VIABAUNSEE SH;V;N:; 28.7%]
— — 44.4% #— DOUGLAS JOHNSON
—# # # # 48.7% # SANE 8 4 0. | GERRY — 50.3% Ml 42.8%
ELLSWORTH 37.8% MORRIS | “——— OSAGE
GREELEY WICHITA SCOTT LANE NE RUSH oM 56.5% 41.7% LYON 20.0% FRANKLIN MIARI
# MCPHERSON MARION 27.3% 37.5%
—# 78.9% Il 74.1% # # 52.6% RICE cHase—| 38.8% |
PAWNEE 42.3% 72 58.2% #—1 :COFF“; e
HAMILTON KEARNY F—wooaewan—]  35.0% STAFFORD — —=# E! 34.2% | 35.2%
45.1% —y 73\ . RENO HARVEY
43.5%  M48.6% — = 58.5% TR 67.9% BUTLER CREENWOOD =T ALLEN | Bouraon
FINNEY = # : prmse 35.00% [—H#— 321% | 2979
50.0% - PRATT 36.6%
STANTON GRANT HASKELL 48.8% KIOWA 51.1% KINGMAN 35.3% WILSON NEOSHO eomprpes
62.1% Il 38.2% | 41.9% # 43.2% e 38.3% | 325% | 55,
- _ MEADE  |—cLaRK F—Eareer SUMNER comey E—#—
—MORTON —|——STEVENS SEV/ARD — HARPER . LABETTE CHERONEE
—u——#—fssull % =* # # 39.5% b Bl c";:':;m 28.6% | 21.0% | 26.5%

Percent WIC Clients Breastfeeding Postpartum
[ Low (20.0% - 36.6%)
[_IMiddle (36.8% - 45.8%)
Il High (46.4% - 78.9%)
E—JNot Shown (<10 mothers who breastfed)

Data Source: 1998 WIC Pregnancy Nutrition
Surveillance System

1?‘ i

Frontier and Rural Caution: Even though percentages based on less
than 10 mothers breastfeeding are not mapped, some “ extremes”
may still be the result of small numbers producing an erratic rate
rather than atruly high or low incidence of breastfeeding mothers.

Extremes
[ |Notably Low

I\ otably High
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1DS 27. Percent Overweight WIC Children

Title V Indicator: SPM 12 (related)
Index: Child Health

Detailed Data Report

Related Priority Need: #7 Nutrition/Physical Activity

Data Note: Although the target age group for SPM 05 is 36-59 months, this age stratification is not readily
available by county and for past years. Note age groups reported for each graph and on the Child Health Index.

WIC Children Age 2 and Older

Kansas: 7.9%

1998 Percent High Weight for Height

0 I I

Rural Semi-Urban
D.S. Rural Urban

Population Density Peer Group

Frontier

Geographic Disparities. The Child Health Index aswell
asthe PDG graph onthe aboveleft reportsthe proportion
of WIC children aged 2 years and older with high weight
for height (overweight). D.S.-Rural Counties have the

highest percentage of overweight WIC children while
Semi-Urban Counties have the lowest.

Percent High Weight for Height

N
|

87

AT O N
L

w
|

WIC Children, All Ages

N
|

0 I I I I I I I I I \
1988 1089 1990 1991 1992 1993 1994 1995 1996 1997 1998

Recent Trend. The trend graph above reports percent
overweight for WIC children of al ages. Accordingto
the WIC Pediatric Nutrition Surveillance System, the
proportion of children at risk for low weight-for-height
(underweight) has decreased while the high weight-for-
height (overweight) trend has been increasing for the
past several years, and in 1998 was the highest

White Non Hisp. |

Black |

Kansas: 7.5%

(8.0%) that it has been in the last decade.

Racial/Ethnic Disparities.

Native American

| The bar graph to the | eft shows the 1998

Race / Ethnicity

Asian/P.1.

Hispanic

percent overweight for ages 36-59 months by
race and ethnicity. Note that the Native
American (11.1%) and Hispanic (9.7%)
populations have higher than the Kansas

1 | average of 7.5% for the state.

I I
2.0 4.0 6.0 8.0 10.0
1998 Percent High Weight for Height

WIC Children 00 12.0

Aged 36-59 Months

Source for al data: 1998 WIC Pediatric Nutrition Surveillance System
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1DS 28. Infant Mortality Rate

Detailed Data Report

Title V Indicator: OM 01, OM 02
Index: Perinatal

Related Priority Need: #3 Disparities

Recent Trend. Little change. Very slight decrease in past ten years.

Infant Mortality Rate
Year White Black Total
1990 7.5 17.7 8.4
1991 8.1 20.0 9.0
1992 7.5 21.8 8.8
1993 7.4 235 8.7
1994 7.0 15.6 7.6
1995 6.1 17.8 6.9
1996 7.1 22.9 8.2
1997 6.6 16.5 7.4
1998 6.8 9.7 6.9
1999 6.7 14.8 7.3

25
—~
~~ N\ /\
20+ -~ \ / \
~ /
\~ \
%15* \ ’
[\ \ /
Z 40— /
(4]
=
o
= 5
=
&
=0 I I I I I I I I \
1990 1991 1992 1993 1994 1995 1996 1997 1998 1999
—  White — — = Black
......... Total

Infant mortality rate has fluctuated dlightly over the last six years. From 1990 to 1999, there has been a 13%

statewide decrease in the infant mortality rate. Kansas has paralleled the national trend, performing slightly better

than the national average (6.9 for Kansas versus 7.2 for U.S. in 1998).

Demographic Disparities. During 1994-1998, black infant mortality rate is twice as high as other
infant mortality for other racial groups.

Infant Mortality (1994-1998)

20

N
n
|

N
=]
|

[&)]
|

Kansas: 7.4

HP 2010 Objective: 4.5

T T T T
White Black Other Non-White Hispanic

Race / Ethnicity of Mother

Rate

Medicaid* 9.8
Non-Medicaid* 5.7

*Based on in-process partial match of
Medicaid claims data and birth
records (1999).

Based on 1994-1998 vital information, the black infant
mortality rate is over twice as high as the white infant mortality
rate. All groups, with the exception of “ Other Non-White’
perform poorer than the Healthy People 2010 target of 4.5. On
the PRE Perinatal Index, the black infant mortality rateis high
across all population density groups.

In the above left graph, “Other Non-White” includes Native
American, Asian, and Pacific ISander Races. “Hispanic” persons
may be of any race.

Preliminary matching of Medicaid and birth records (1999
data) indicates that the infant mortality rate for non-Medicaid
births is 42% lower than the infant mortality rate for Medicaid
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births.

IDS 28. Infant Mortality Rate, continued

By Population Density Peer Group. Frontier counties have the lowest rate.

Population Density Peer | Infant Deaths Infant Mortality
Group Rate (1994-1998)
Frontier 32 59
Rural 126 7.5
Densely-Settled Rural 221 6.7
Semi-Urban 244 8.1
Urban 754 7.4

1998).

Thereis not tremendous variation in
infant mortality by PDG. Frontier
counties have the lowest rate, while
semi-urban counties have arate 10%

higher than the state average (1994-

By County. Infant mortality rates based on less than five deaths from 1994-1998 are not mapped. Caution: Rates

for many of the remaining counties are based on less than 20 incidents, resulting in an unstable rate. In general, our
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# # # * # # 10.9 #
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— TR L SALINE
—# # # #—] 8.1 ——# ——ELLsworTHT 6.4 OSAGE 7.0 5.3
8.0
GREELEY —J—WICHITA ——SCOTT—F— | aNe NE RUSH BARTON 8 — — s — LYoN o1 FRANKLIN AR
MCPHERSON [——MARION ) 2.6 6.6
RICE —_— —
— # # # # # 12.2 1 — 7.3 FEcorrey—
PAVINEE 0.8 7.2 —% ] — LINN
[—HaMILTON ——KEARNY —| F—Hopeeman STAFFORD = — ——
16.0 e HARVEY #E'E#::#:
6.7 —
s —— —ocray # i #— 8.1 BUTLER SREENIOODE o o psont—ALLEN—] EOUREON
: ] FINNEY FORD, SEDGVIICK 14.9 #——#— 52
STANTON HASKELL —|— # —| 8.3 VIILSON NEOSHO —
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—# 0.4 ] # =1 11.9 = e
BARBER SUMNER comer  —g )
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F=y—fF—#— 48 # # #= 6.0 6.7 T 9.5 4.2 6.1
Infant Death Rate
|:| Low (3.5-6.7)
|:|N|idd|e (7.0-8.9)
-High (8.9 - 30.5)
E=]JNot Shown (<5 infant deaths)
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1DS 29. Child Death Rate

Title V Indicator: OM 06
Index: Child Hedlth

Detailed Data Report

Related Priority Need: #5 Unintentional Injuries

#6 Intentional Injuries

The Kansas death rate per 100,000 children age 0-14 was 27.9 for data combined from 1994-1998.
By PDG, Frontier Counties have the highest child death rate of 39.4. Urban Counties have the lowest

death rate of 24.9.

The map below shows the child death rate by county. Even though data from 1994-1998 was combined,

most counties still had less than 10 deaths for the period and their rates are not shown.

An extremes map is not provided since most of the counties in Kansas have a very small number of child

deaths making rates erratic.

[ CHEYENNE ] RAWLINS | DECATUR —__——_NORTON —{——PHILLIPS MITH
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— _— — # | ——MEADE CLARK | BARBER SUMNER COWLEY [——H — — A= 355 27.0
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— # # # # # #— F—#— 190 51.4 35.2
Death Rate for Children Ages 1-14
. o [ JLow(9.7-28.2)
Data Source: 1994-1998 Kansas Vital Statistics [_IMiddle (28.5 - 37.1)
- High (38.1 - 160.0)
E=]Not Shown (<5 child deaths)
TitleV, MCH Block Grant 157 Kansas, 2001. Needs Assessment



1DS 30. Reported Child Abuse

Detailed Data Report

Title V Indicator: No specific indicator

Index: Child Hedlth

Related Priority Need: #6 Intentional Injuries

The Kansas reported child abuse rate for 1998 was 57 cases per 1,000 children age 0-17 according to SRS.

Thisis an increase of 13% from 1997 (49.7) and an increase of 31% from 1996 (39.2). The increases, however,

may be partialy due to changesin data collection and reporting as the child abuse reporting system has

undergone changes in the past three years.
By PDG, Densaly-settled Rural counties have the highest rate of child abuse (68.7). Frontier counties report
the lowest rate of 41.8. By county, the rates vary widely across the state. The Southwest portion of Kansas

seems to have the lowest rates of child abuse; however, small numbers in the Frontier and Rura counties produce

erratic rates. There could also be variances in the data reporting and collection across the state which cause these

differences rather than atrue difference in the incidence of child abuse.

CHEYENNE RAVILINS

39.2

DECATUR

32.7

77.9

PHILLIPS

56.7

THOMAS'
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SMITH JEWFELL REPUBLIC
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29.2
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39.1
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15.7 35.0
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28.0
271 26.0 2.8
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FINNEY
15.6
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18.1 35.6 31.0
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27.9 232 | 506 28

53.8 20.7

LINCOLN
49.7

95.6
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Data Source: 1998 Social and Rehabilitation Services
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Child Abuse Report Rate

[_JLow(15.6-32.9)
[[[]] Lower Middle (35.0 - 48.0)
[_[Middle (48.6 - 59.6)

Upper Middle (59.9 - 76.3)
IllHigh (76.8 - 124.2)

[ ] Extremes
| _ |Notably Low
4_»» I lNotably High
[ [ |
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1DS 31. Violent Crime Rate

Detailed Data Report
Title V Indicator: DHSI 09 (related) Related Priority Need: #6 Intentiona injuries
Index: Primary Care

The 1997 violent crime rate per 1000 persons in Kansas was 4.3, which is below the U.S. rate of 6.1.
By PDG, Urban Counties have the highest rate by far (6.01), while Frontier Counties have the lowest rate (.80).

Type of Crime Number The table shows the total number of salected violent
Murder 150 crimesin Kansasin 1997.
Attempted Murder 60 The map below shows the violent crime rate by county.
Rape 1179 Wyandotte and Geary Counties have the highest rates.
Robbery 2,535 y y g

Aggravated Assault/Battery 7,232
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Data Sof gaton

Violent Crime Rate
[ JLow (0.70 to 1.52)
[ IMedium (1.53 to 2.44)
Il High (2.45 to 11.85)

[E=]Not Shown (<5 Violent Crimes)

‘ ‘ Frontier and Rural Caution: Even
‘ ‘ L o though rates for counties with less
‘ ‘ e than five violent crimes are not
Extremes shown, some “extremes’ may still be

= IlNotably High the result of small numbers producing
L - an
f— erratic rate rather than atruly high
’_ incidence of violent crime.
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1DS 32. Adolescent (Age 15-24)
Intentional and Unintentional Injury Rates

Detailed Data Report
Title V Indicator: NPM 16, DHS| 1C & 2C (related) Related Priority Need: #5 Unintentional Injuries
Index: Adolescent Health #6 Intentiona Injuries
Number of Deaths (Age 15-24) The table to the right displays the
Year Unintentional Suicide Homicide number of unintentional injury deaths as
Iniuri
fyuries well as suicides and homicides by year for
1994 166 46 63
1995 135 68 56 persons aged 15 to 24 years. The below
1996 188 60 43 graph shows the resulting rate. All three
1997 157 50 62 have been rather erratic over the last five
1998 167 62 59 years, showing no clear recent trend.

Source:1994-1998 Vital Statistics

The mgjority of unintentional injury

60
deathsto 15 to 24 year olds are due to motor
N~ - - ~_ vehicle accidents. The bottom table shows
40 —
o -~ rates by population density peer group for
a 30
§ motor vehicle crashes, suicides, and
5 20~ homicides. All three are Adolescent Health
5 10 Index indicators, although the small
0 ! ! ! ! numbers make county rates difficult to
1994 1995 1996 1997 1998
interpret, even for combined five-year data.
— — Unintentional Injuries Note the death rate due to motor vehicle
Suicide
........ Homicide crashesin Frontier Counties is nearly four
times the rate for Urban Counties. Suicide
Rate Per 100,000 (Age 15-24) dsotendsto  be higher in
Population Density Motor Vehicle Suicide Homicide  Frontier Counties,
Peer Group Deaths while homicide is much higher
Frontier 100.7 24.2 2.0 in Urban Counties.
Rurd 67.5 15.8 3.0
D.S.-Rura 42.9 18.0 5.6
Semi-Urban 32.6 125 6.4
Urban 24.2 15.2 24.5

Source:1994-1998 Vital Statistics
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1DS 33. Safety Equipment Non-Use Age 0-15

Title V Indicator: SPM 10
Index: Child Hedlth

Detailed Data Report

Related Priority Need: #5 Unintentional Injuries

Age Group | % Not Wearing Safety Eq.
<4 30.0%
4-15 12.4%
16-18 15.8%
19-25 13.7%

(university) were most likely to be using proper safety equipment.

CHEYENNE

According to the Kansas Department of

Transportation accident data (1995-1998), the age group least
likely to be using proper safety equipment was children under
age 4 (see table to left for usage by younger age groups). For
children under 4, proper safety equipment is a child safety seat
and is required by Kansaslaw. (Children wearing lap or
shoulder belts only were counted as “Not wearing safety
equipment”.) Children not using proper safety equipment are

more likely to beinjured. For ages 4-15 involved in motor
vehicle crashes, 37.3% of those not wearing safety equipment were injured versus 11.5% of those using a seatbelt
or child safety seat.
For ages 0-15, statewide 21.8% involved in MV crashes were not using safety equipment. Childrenin
Urban Counties were more than twice as likely to be using safety equipment as children in Frontier Counties
(35.5% versus 16.7%). Children involved in accidents in Shawnee (Topeka), Johnson (KC suburbs), and Riley

Children in Western KS were least likely.

DOMIPHAN

RAWLINS DECATUR NORTON PHILLIPS SMITH JEV/ELL REPUBLIC YFASHINGTON
45.5% 33.9% 30.2% | 362% | 23.2% 25.5% 27.8% arubio 20.5%
cLOUD ATCHISON
SHERMAN THOMAS SHERIDAN GRAHAN ROOKS (0SBORNE 1L e LAY PoTTAviATOME || Jackson | 23.3%
o 32.3%
26.9% 31.6% 31.6% 40.4% 38.9% 55.9% 39.6% 30.0% U 24.9% JEFFERSON | LEAVEN.
OTTAWA 16.0 A] WYANDOTTE
LINCOLN 38.1% SHAVINEE
VALLACE LoGAN GOVE TREGO ELLIS RUSSELL 27.8% T hickmson VIABAUNSEE | 15 50/ [
L] l " |ooveLasl_—uonnson
60.0% 43.9% 20.6% 19.7% 20.2% 23.2% SALNE . 26.3% 174% | 12.8%
ELLSWORTH 19.1% 23.1% m 0SAGE
0
GREELEY WICHITA SCOTT LANE HESS H BARTON 216% ithp 28.0% || AN g
33.3% MCPHERSON | ||| MARION 23.6% || 30.7%
62.5% [l 43.6% Il 52.0% N 56.7% 38.5% : 24.1% RICE CHASE
Z 23.2%
PAVINEE: J0:Ch ’ ek 25.9%
HAMILTON: KEARNY 4 35.1% STAFFORD
4.7, RENO HARVEY
,,,,,,,,,,,,,,, 31.2% : 30.8% 21.1% GREENVIOOI
38.9% 43.7% Lo i s — o BUTLER {CREENVI0ODF= e
FORD 44.9% —J SEDGWICK 44.0Y%, 21.7%
n PRATT 24.6%
STANTON GRANT) HASKELL 26.2% 31.1% KIOWA 3319 KINGMAN 17.6% NEOSHO
56.5% N 49.3% Wl 41.4% 36.2%, 23.0% 201N 314% 1 og oo,
0%
MEADE CLARK BARBER SUMNER COVILEY
MORTON STEVENS IS SEVIARD [COMANCHE HARPER L ABE R WEr
61.5% W a2.7% 35002 287% - 34.3%C W, oo Zr2h 24.0% 32.6% 28.3% 24.9% || 32.8% || 2509,
Percent Safety Equipt. Non-Use Ages 0-15
Data Source: 1995-1998 K ansas Department of Transportation [ JLow (12.8% - 23.3%)
[T Lower Middle (23.6% - 27.8%)
] | [_IMiddle (28.0% - 32.8%)
| B Upper Middle (33.1% - 39.6%)
I High (40.1% - 62.5%)
Extremes
[ |Notably Low
Il \otably High
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Title V Indicator: No specific indicator
Index: Adolescent Health

1DS 34. Aicohol-Related Accident Rate Age 15-24
Detailed Data Report

Related Priority Need: #5 Unintentional Injuries

The table to the right shows that the trend in the percentage of alcohol-related accidents for all ages has

been decreasing since 1994. The 15-24 age group is more likely

54
to have an alcohol-related accident than other age groups, and
[2)
. . - .. £ 4
the involvement of acohol increases the likelihood of injury or g
Q
Q
- . P
death. Datafrom 1994-1998 shows that alcohol isinvolvedin | g , |
=
4.5% of all accidents, 8.3% of al injury accidents, and 18.6% of ¢
[]
<
- [a) —
all fatal accidents. £2
<
The map below shows the alcohol-related accident rate | £ 1
59
per 10,000 people age 15-24 by county for the years 1994-
1998. The Kansasrateis 63.1. 0 \ \ \ \
1994 1995 1996 1997 1998
DECATUR NORTON PHILLIPS SMITH JEWELL REPUBLIC WASHINGTON MARSHALL NEMAHA EROWN <
724 47.8 92.1 2.1 66.8 di1d.1 186 68.5 415 200N 302
cLouD ATCHISON
THOMAS ——SHERIDAN —]——GRAHAM ROOKS OSBORNE MITCHELL 68.6 CLAY RILEY POTTAWATOME JACKSON 63.5
68.4 —H——1—# 117.9 63.7 80.4 56.8 721 50.0 JEFFERSON | LEAVEN.
OTTAWA 430 50.9 55.5 W/ YANDOTTE
[F—waLLACE GOVE TREGO ELLIS RUSSELL 7LIN;OM; 454 DICKINSON WABAUNSEESHAV;:f; A
39.5 DOUGLAS |~ JOHNSON
—# # # 103.5 58.8 173.1 p— S 754 614 15.6
ELLSWORTH 856 925 MORRIS 0SAGE
GREELEY WICHITA scott LANE NESS RUSH BARTON 322 57.5 Lot 82.7 FRANKLIN A
 — — 81.6 MCPHERSON MARION 49.7 51.9
—# 96.8 59.2 90.5 H— 91.2 RICE GHASE 63.7
Ty 24.1 40.9 55.3 1766 COFFEY I NDERSON LINN
—HAMILTON ] KEARNY HODGEMAN 84.4 STAFFORD 81.3 41.8 68.9
100.4 219.5 =3 HAREY
—#— &0.2 prye EoiiAnDs 97.8 849 E BUTLER, CREENWOOD ™ oonson [IILELLEN BOUREON
PR FORD SEDGWICK 61.4 828 024 425
53.4 PRATT 515
STANTON GRANT HASHELL ) 85.1 KIOWA 95.8 KINGMAN 73.4 VILSON MEOSHO oD
75.9 524 | 430 582 56.7 ELk 115.00 52.2 84.9
——MEADE_——]——CLARK BARBER SUMNER COVILEY 4.9
MORTON STEVENS SEV/ARD| — HARPER MONTGOM. | LABETTE s
103.0 [ 149.6 [ 95.0 # # g— 93 105.9 223 2l %’;”% 531 | 383 | 533
Alcohol-Related Accident Rate Ages 15-24
[ JLow (24.1-55.5)
_ _ [_|Middle (56.7 - 81.6)
Data Source: 1994-1998 K ansas Department of Transportation lHigh (82.1 - 219.5)
i Not Shown (<10 alcohol-related accidents
[ I = ( )
Extremes

[ |Notably Low
IlNotably High

Frontier and Rural Caution: Even though the percentages
based on less than 10 accidents have not been mapped,
some “extremes’ may be the result of small numbers

producing an erratic rate rather than atruly high or low
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alcohol-related accident rate.
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1DS 39. Reported STD Rate Age 19-19

Detailed Data Report

Title V Indicator: DHS| 03A (Related) Related Priority Need: No specific priority need
Index: Adolescent Health
DataNotes. The Reported STD rateinthe Adolescent Health I ndex 25
is reported cases of chlamydia and gonorrhea per 10,000 persons
aged 15to 19 years. Thisisnot directly comparableto DHSI 03A, 20
which reports chlamydia cases per 7,000 females aged 15t0 19. | 5 .5

g W=~

= ~
Recent Trend. Rates per 10,000 for Chlamydiaand Gonorrhea | T 19— > -
are shown in the table to the right. The rates have begun to start ; S —
creeping back up after reaching alow in 1996. ® 5

s i _— 0 I I I I \

lieogranmp Disparities. Rates based on fewer than 10 cases are 1903 1984 1995 1996 1997 1998
not shown in the map below. Geary and Wyandotte counties
have the largest rates by far in the state with 608 and 546, four —@— Chlamydia
timesthe state rate of 147 (1995-1998). By PDG, frontier — 44— - Gonorrhea

counties have arate one-fifth that of urban counties
(40 versus 200)

DONIPHAN
F——CHEYENNE————RAWILINS DECATUR ————NORTON PHILLIPS MITH JEWELL ——|——REPUBLIC —|— MARSHALL —F—nemapa—]  BROVIN
—# # # # # # # # # # #=| %M | w2
D) ATCHISON
SHERMAN THOMAS GRAHAM ROOKS OSBORNE MITCHELL 75.89 CLAY RLEY W POTTAWATOMIE | JACKSON 61.49
A 4274
16.56 75.12 —# # # # 312.36 54.60 57.93 JEFFERSON | LEAVEN.
’ 123.52
OTTAWA —] 4243 [ gg gq & WYANDOTTE
LINCOLN # SHAWNEE ~ [546.07
—WALLACE —] LOGAN GOVE —|—TREGO ELLIS RUSSELL [—— # ——— " — niokinson WABAUNSEE lo 2 e
4 # — 607.85 DOUGLAS|__—— JOHNSON
—# # 96.56 79.37 SALINE —_— GEARY # 9.15 60.49
i : OSAGE
ELLSWORTH 14540 1 IORRIS
GREELEY —|—wiicHITA ——SCOTT ——LaNE NE RUSH BARTON # —#— Lo q2zr  [RERANCHY  Mnaul
— 83.23 50.52
— # H MCPHERSON | —MARION
— # # # — gos6d RICE = CHASE——] 93.84
T 105.80 : —# #=— COFFEY " snpeRson LINN
—nanmLron —JMKEARNY HODGEMAN 113.29 STAFFORD 1 377 66.83 37.45
RENO HARVEY I {
—# 138.08 112,65 # # 35.73 BUTLER — = 4 Aen BOUREON
GRAY —1 ] L 130.15
FINNEY | - —— —— ,— 7114
FORD #— SEDGVIICK ——HF——#— 76.76
# — 57.67
STANTON (GRANT HASKELL —] 156.82 Kiovia—| — VILSON [ —NEOSHO
§5.69 KINGMAN 222.97 GRAEORD
— 114.43 S— — — —
# # — ——# me—| 42% —g 95.24
[——MEADE CLARK — BARBER SUMNER COVILEY #—
—MORTON —|—STEVENS SEWARD HARPER moNTGOM. [l LABETTE
— o —— s — —# # # 67.46 105.64 crauTauous I ot CHEROEE
F—#—F—#—] 7314 — # 73.76 4 . 93.19 46.21

Reported STD Rate (Age 15-19)
[ |Low (37.17 to 66.83)
[[__|Medium (67.35 to 95.15)
‘ ‘ ‘ IllHigh (95.24 to 607.85)
‘ ‘ C E—JNot Shown (<10 $TDs)

Data Source: 1995-1998 Bureau of Epidemiology and Disease Prevention

‘ = & i Extreme_s Frontier and Rural Caution: Even though counties
[ [ ﬂ; = 1 | [lllNotably High

with less than 10 cases are excluded, some
“extremes’ may still be the result of relatively small
numbers producing an erratic rate rather than atruly

|
L[]
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high incidence of sexually transmitted diseases.
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IDS 36. Adolescent Tohacco Use

Title V Indicator: DHSI 05 (Related)
Index: Adolescent Health

Detailed Data Report

Related Priority Need: No specific priority need

Recent Trends. Youthin 6", 8", 10" and 12" grades were 25—
. . . Q
surveyed to determine the incidence of tobacco use and other g /——‘\..
220 —
. . . ©
risky behaviors. 1n 1999, 21.3% of students surveyed replied o
)
. . . =)
that they had smoked cigarettes in the past 30 days. According ¢ 15
Q
to the same survey, 46.0% confirmed that they had tried a s ‘0
510
<
cigarette a |east once in their lifetime. The recent trend shows | §
P
tobacco use has increased from 18.1% in 1995 to 22.0% in & 5
1997, then decreased dightly in 1998 and 1999. Additionally, o
I I I \
when asked if they had ever used smokel ess tobacco, 21% 1995 1996 1997 1998 1999
responded “yes’ in 1999.
DONIPHAN
CHEYENNE RAVILINS [—_DECATUR_—|  NORTON PHILLIPS SMITH ——JEWELL REPUBLIC VUASHINGTON MARSHALL NEMAHA BROV/N
16.0% 21.3% —=H#— 2% 1.3% 125% [—#— 184% 22.4% 25.7% 1a3% RSTAE 17.2%
CLOUD ATCHISON
SHERMAN THOMAS [——SHERIDAN GRAHAM {ROOKS | ———MITCHELL 2615 CLAY RILEY =7 pOTTAWATOMIE | JACKSON 23.9%
17.6% 11.5% :# —t 13.0% 29.8%, # 20.0% 22 L% JEFFERSON | LEAVEN.
OTTAWA 32.2% 17.6% VIYANDOTTE
SHAVYNEE 0,
F—waLLace—] LOGAN sovE——] TREG0  ——p 15— RusSELL Y [—# ——] | . s 20.8%
———— # — % — — # T : DOUGLAS JOHNSON
——#— 15.4% 7% — 109% [——#F—— 228% SALINE T GEARY B 24.0% 21.1%
—ELLSWORTH— & s MORRIS OSAGE
— 18.9%
GREELEY WICHITA SCOTT I ANE NESS RUSH BARTON —#— 26.4% LYON 22.2% FRANKLN am
= 16.8% MCPHERSON |  MARION 10.5% 24.2%
21.2% M.7% | 146% 37.8% 11.8% RICE CHASE 23.3%
PAVINEE 17.1% 178% 16.1% O COFFEY | NDERSON LiNn
[ —HamLTON —{—KEARNY —| HODGEMAN 16.7% STAFFORD 224% | 165% [W26.6%
E—#—tH— 18.7% 150% 17.2% P :JFT;E'/: GREENWOOD
GRAY EDY/ARDS 20.6% BUTLER WQODSON ALLEN BOURBON
ERNEY FORD 8.9% ; SEDGVIICK 21606 11:5% ekl 14.0%
34.1% PRATT 20.9%
STANTON GRANT HASHELL 18.0% Kiowa_—] 20.7% KINGMAN 23.2%, WILSOM NEOSHO —ron
—# 28.3% # —#—] 26.5% ELK 21.0% [l 24.5% [Rm——
meaDE GLARK BARBER SUMNER COWILEY 2Lo%
MORTON STEVENS SEVARD —] HARPER MONTGOM. [l LABETTE
o o #—| 82% 2o —, —F—* 26.2% 23.7% cHauTAUGUA . [T | ROk
26.0% 26.4% —] —#— 23.3% 19.1% ) 17.0% 33.1%
Adolescent Tobacco Use
Data Source: 1999 Kansas Communitiesthat Care Survey [ |Low (8.2%to 17.6%)
[ IMedium (18.0% to 22.8%)
| ‘ ‘ ‘ Il High (23.2% to 37.8%)
‘ ‘ i [E=]Not Shown (no data or data prior to 1999)
o }_ >
Extremes Cautions. Some “extremes’ may be the result of
L ay
| [ |Notably Low surveying issues, such as differencesin grades
[E IlNotably High surveyed (representative samples from all four
[ ] i grades were not surveyed in every county), rather

than atruly high incidence of tobacco use.

TitleV, MCH Block Grant

164

Kansas, 2001. Needs Assessment



1DS 31. Adolescent Alcohol Use

Detailed Data Report
Title V Indicator: None Related Priority Need: No specific priority need
Index: Adolescent Hedlth
Youthsin 6™, 8", 10", and 12" grades were surveyed to 40

determine the incidence of alcohol use and other risky 357 _/_/
L

behaviors. In 1999, 38.6% of adolescents surveyed replied that ;g 30

they had used alcohol in the past 30 days. According to the § 25

same survey, 60% confirmed that they had tried alcohol at least § 207

oncein their lifetime. The recent trend shows alcohol use has %5 h

steadily increased in Kansas, up from 32.2% in 1995 to 38.6% g 0

in 1999. In addition, 21% of those surveyed stated that they (5) ‘ ‘ ‘ ‘
had consumed 5 or more drinksin arow in the past 2 weeks, 1995 1996 1997 1998 1999

making them at risk for binge drinking.

DONIPHAN

CHEYENNE RAVILINS ——DECATUR—]  NORTON PHILLIPS SMITH F—JEWiELL REPUBLIC NEMAHA BROWN
—— g — — ) — 36.0%
31.5% 39.4% ——#— 38.2% 29.7% 30.0% 3 — g 41.8% 43.6% 37.6%
SHERMAN THOMAS F—stErDaN GRAHAM [RoOKS] S T TACHSON 44.0%
] 4%
— — 35.1%
36.2% 33.3% —#— 26.1% 52.8% 401% — 43.2% * WIEFFERSON
oTTAVA—] = 56.3% VIYANDOTTE
# — SHAV/NEE )
F—waLLACE—] LOGAN Gove——|  TREGO ——  —— DICKINSON 38.9%
— 9%
—
g — o g —
# 36.4% # 39.6% 43.9% SALINE s = 46.9%
e 0SAGE
36.1%
FRANKLIN
GREELEY [ V/ICHITA scort BARTON Rl 38.4%
MCPHERSON MARION 21.0%
50.5% 48.1% 32.2% 29.2% RICE 40.4%
30.2% - COFFEY
PAVINEE 31.8% 26.9% G008 ANDERSON
—HAMILTON ——KEARNY — HODGEMAN STAFFORD 35.3%
— — —] . 27.6% RENO HARVEY
F—#—fF—4— 36.7% 29.0% 31.2% BUTLER
38.1%
FINNEY
[Foro] SEDGWICK
PRATT 34.3%
STANTON GRANT 41.1% 39.0% KINGMAN 38.6%
0%
—# 48.3% 45.9% ELK . 45.8%
o
|——BARBER SUMNER COVILEY 24k
WMORTON STEVENS HARPER MONTEOM.
— 38.4% —# 44.9% 37.9% CHAUTAUQUA
56.6% 45.6% #— o = 45.4% = = a0 38.8% (42 5% N 43 2%

Adolescent Alcohol Use
Data Source: 1999 Kansas Communities that Care Survey |:||-°W (8.8% to 36.2%)
[_|Middle (36.4% to 40.4%)
‘ Bl High (41.1% to 68.9%)
— E—]Not Shown (no data or data prior to 1999)

Extremes Cautions: Some “extremes’ may be the result
|:|N0t3b|y Low of surveying issues, such as differencesin
Il Notably High grades surveyed (representative samples from
= all four grades were not surveyed in every
county), rather than atruly high incidence of
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alcohol use.
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Detailed Data Report
Title V Indicator: None Related Priority Need: No specific priority need

Index: Adolescent

14 —
2, RecentTrends. Youthin 6", 8", 10", and 12" grades
2 40—
§ 10 were surveyed to determine the incidence of drug use
3 10—
§ 5 and other risky behaviors. The results for four of the
y
:C:’ e i behaviors are listed in the table below and graphed to
ch 6 — — — — — ~— ~
= - theleft. In each instance the respondent was asked if
o 4
. — . he/she had used theillicit substance in the last 30 days.
2 e VY A
= For 1999, the resulting proportion of students who
0 \ \ \ \ . . e
1095 1096 1997 1998 109g|  tried the substance at least oncein their lifetime are
—&— Mariuana =4 = Inhalarts also reported. The use of LSD and Crack/Cocaine has
v 7k | SD/Psychedelics - == Crack/Cocaine

increased dightly in the past 5 years while the use

of inhalants decreased in the past year, from 6.6% in 1998 to 5.4% in 1999. Marijuana use in the past four years
has shown a disturbing trend: a 51% increase from 1995 to 1999. According to the survey, recent marijuana use
is twice as common as inhaant use and five time as common as LSD or crack/cocaine use.

Moreover, nearly one in four teens reported using marijuana at least once in their lifetime.

Year Percent Using Percent Using Percent Using Percent Using
Marijuana Inhalants LSD/Psychedelics Crack/Cocaine

Used in past 30 days

1995 8.0% 6.2% 1.5% 1.2%

1996 9.2% 6.3% 1.9% 1.5%

1997 11.5% 6.3% 2.4% 1.7%

1998 10.8% 6.6% 2.1% 2.2%

1999 12.1% 5.4% 2.4% 2.2%
Used at least once in lifetime

1999 23.5% 14.3% 5.7% 5.3%

Data Source: 1999 Kansas Communities that Care Survey

Geographic Disparities. Marijuana use increases as we move across the rural/urban continuum. For Frontier
Counties, an estimated 5.8% had used marijuanain the past 30 days compared to an estimated 13.5% in Urban
Counties. Wyandotte had the highest reported marijuana usage at 18.4%.
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1DS 39. Preventable Hospitalization Rate

Detailed Data Report
Title V Indicator: No specific indicator Related Priority Need:#1 Access
Index: Primary Care

The below map shows the rate of “preventable’ hospitalizations by county of residence based on DRG
data. The selected hospitalizations do not conform exactly to a national standard; rather, they were selected for
usein Kansas. They are aset of DRGs of hospitalizations representing preventable disease and injury.

Statewide, the top five conditions are pneumonia and other respiratory infections, heart failure, psychosis, delivery
with complicating diagnosis, and newborn with other significant problems.

Rates were lowest in Urban Counties and highest in Frontier Counties, understandable since thisisa
measure of general morbidity and Frontier Counties tend to have older populations. However, it may also indicate
an access issue as counties with particularly high rates tend to be in the more remote parts of the state.

DONIPHAN
CHEYENNE RAWLINS DECATUR| NORTOM PHILLIPS SMITH: JEWELL REPUELIC WASHINGTON MARSHALL NEMAHA

497 144 68.4 495 06.2 7.4 47.3 99.3 52.2 547 50.0

SHERMAM; THOMAS SHERIDAN GRAHAM ROOKS OSEORNE 78.3 CLAY RILEY ( POTTAWATOMEE | JACKSON
62.7 49.4 59.1 99.3 63.5 83.4 47.5 458 40.8 JEFFERSON | LEAVEN.
OTTAWA 224 WYANDOTTE
LINCOLN 50.6 SHAWNEE
WALLACE LOGAN GOVE TREGO ELLIS RUSSELL 97.8 m DICKINSON VIABAUNSEE | 36.5
DOUGLAS
56.7 77.9 96.8 100.2 434 75.3 i ) 348 31.6 26.9
ELLSVW/ORTH H 0SAGE
48.2
GREELEY WICHITA scort LANE NESS RUSH BARTON Fa 36.1 iyl MIaKl
06.3 MCPHERSON 51.8 24.8
58.8 52.6 64.2 70.5 77.4 - 49.2 RICE 40.7
PAVINEE 54.9 gt 54.9 COFFEY L | ApERsON Linn
HAMILTON KEARNY HODGEMAN 53.2 STAFFORD 55.6 55.9 52.8
75.0 = RENO HARVEY
69.5 44.2 40.7 : 62.0 48.6 BUTLER
: ’ FINNEY GRAY b 48.5
FORD 634 SEDGWICK
30.6 PRATT 1l 36.9
STANTON HASKELL ) 474 KIOW A 54.9 KINGMAN 43.7
54.3 67.2 60.8 57.3 ELK
MEADE CLARK BARBER SUMNER COVILEY 85
WMORTON STEVENS SEWARD COMANCHE HARPER MONTCOW BiIRLABETIE CHEROKEE
20.1 62.2 264 63.7 75.2 674 88.6 67.1 48.2 42.9 CHA;T?‘.L;Q”‘ 50.3 58.5 56.5
Data Source: 1993-1997 Kansas Hospital Association Preventable Hos pltallzatlon Rate
[JLow(224-442)
[ Lower Middle (44.4 - 52.6)
[_IMiddle (52.8 - 59.4)
pper Middle (60.6 - 68.1)
igh (68.4 - 100.2)
r \< Frontier and Rural Caution: Some “extremes”
i 3 .
— may be the result of small numbers producing an
= Extremes aic rate rather th truly high incid f
| I:lNotanyLow erratiC rate ratner than atruly nign inciaence o
| [llNotably High | hospitalizations.
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1DS 40. Percent Early Cancer Detection

Detailed Data Report

Title V Indicator: No specific indicator Related Priority Need: #1 Access
Index: Primary Care

The percent of “preventable” cancers detected in the in situ or local stage is shown on the map below.
Cancers included are breast, cervical, colorectal, lung and bronchus, prostate, and skin melanoma.

Based on 1996 and 1997 combined data, 58.5% of preventable cancers in Kansas were detected early.
Geographic disparities do not show a clear rural/urban trend. Frontier Counties have the highest early detection
rate (63.0%) while Rural Counties have the lowest (56.9%). However, this may be a function of small numbers
rather than atrue picture of geographic disparities. Additional analysis on more years of data is needed.

Of the preventable cancers, skin melanoma cancer is most likely to be detected early (93.9%) while
lung and bronchus cancer is least likely (25.8%). Breast cancer in females was detected at the in situ or local
stages 69.4% of the time while cervical cancer was detected early in 62.2% of cases.

— DONIPHAN
——CHEYENNE RAWLINS DECATUR [NORTON PHILLIPS SMITH JEV/ELL REPUBELIC WASHINGTON MARSHALL NEMAHA ERQuR
—# 70.0% 81.2% 66.7% 62.0% 69.0% 68.4% 928/ 42.2% s50% | 5360 | v E=#
cLOUD ATCHISON ¥
SHERMAN THOMAS ——SHERIDAN GRAHAM ROOKS' OSBORNE MITCHELL 59.8% CLAY POTTAVATOMIE JACKSON
55.6% 51.0% —u 57.1% 62.8% 62.5% 62.5% 50.8% 62.1% JEFFERSOM | LEAVEN,
OTTAWA A48.7% Wuuons
LINCOLN 58.1% '54 9%
F—waLLACE LOGAN GOVE TREGO ELLIS RUSSELL 76.2% e DICKINSON . "T
51.6% 5 DOUGLASL __—~JOHNSOM
—_— 76.2% 63.6% 48.0% 57.0% 50.9% SALTE - GEARY 56.6% | 59.5%
ELLSWORTH 58.1% josheE]
70.0%

GREELEY VICHITA SCOTT LANE NESS RUSH! BARTON 48.6% FRAMCH
e 56.7% 1 MCPHERSON MARION 56.8%
—# 75.0% [ 62.9% [l 94.1% 61.5% Ea 57.4% RICE
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1DS 41. Respiratory Inpatient Hospitalizations

Title V Indicator: CHSI 01 (related)

Index: Child Hedlth

Detailed Data Report

Related Priority Need: #1 Access

Although we are in the process of obtaining county-level ICD-9 coded hospital discharge data, this was
not readily available throughout most of the JISNA. Thus, the rate of inpatient hospitalizations for bronchitis and
asthmafor children aged O to 17 years, based on 1993-1997 DRG data, was used.

State-wide, there were 38.7 inpatient hospitalizations per 10,000 children. The rate was highest for

Frontier Counties (48.9) and lowest for Urban Counties (36.5). In general, rates tend to increase from east to

west across the state. Crawford County (Semi-Urban, small university) in Southeast Kansas had a particularly

high rate. Further investigation of asthma and other respiratory problems is needed and will be performed with
increased access to hospital discharge data.
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incidence of respiratory hospitalizations.

TitleV, MCH Block Grant 269 Kansas, 2001. Needs Assessment



10S 42. Crude Death Rate

Detailed Data Report
Title V Indicator: No specific indicator Related Priority Need: No specific need, but all

Index: Primary Care areindirectly related

The total deaths per 1,000 persons in Kansas for 1994-1998 was 9.1.

By PDG, the Frontier Counties, with a higher proportion of people age 65 and over, had a higher crude
death rate (13.5). Urban Counties had the lowest rate of 7.6.

Crude death rates by county are mapped below. Counties in the Northern part of the state tend to have
high crude desth rates. Again, thisis due to an aging population in that region. Southwest Counties and counties
such as Douglas and Riley, which have universities and a high proportion of young people, have the lowest crude

death rates in the state.
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1DS 43. Unintentional Injury Death Rate

Detailed Data Report
Title V Indicator: DHSI 01 and 02 (related) Related Priority Need: #5 Unintentional Injuries
Index: Primary Care

Five years of data, 1994-1998, was analyzed. Statewide, unintentional injuriesis the fifth leading cause
of death; there are 39.3 unintentional injury deaths per 100,000 population. Nearly half of these unintentional
injury deaths are due to motor vehicle accidents.

The rates increase as we move across the rural/urban continuum from urban to rural. Frontier Counties
have an unintentional injury degth rate over twice that of Urban Counties (66.4 versus 28.7). In the below map,

counties with notably high rates are Frontier and Rural while those with low rates are Urban Countiesin the
Northeast part of the state.
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1DS 44. Unintentional Injury Years Potential Life Lost Rate

Detailed Data Report
Title V Indicator: No specific indicator Related Priority Need: #5 Unintentional Injuries

Index: Primary Care

Five years of data, 1994-1998, was analyzed. The crude unintentional injuries death rate is the fifth
leading cause of death. However, unintentional injuries is the number one cause of death based on years of
potential life lost before age 65. Statewide, of al years of life lost before age 65, 20.5% are due to unintentional
injuries. Within unintentional injuries, 65% of years lost are due to motor vehicle accidents.

Similar to unintentional injury crude death rates, the YPLL rates increase as we move across the
rural/urban continuum from urban to rural. Frontier Counties have an unintentional injury YPLL rate over twice
that of Urban Counties (15.7 versus 6.7). In the below map, counties with notably high rates are Frontier and
Rura Counties, particularly those aong the Northwestern Kansas border.

DONIPHAN
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1DS 45. Percent Immunized hy Age 2

Detailed Data Report
Title V Indicator: CPM 05 Related Priority Need: No specific priority need

Index: Child Hedlth
Data Note: Data is based on the immunization histories of five-

year-old children enrolled in Kansas public school kindergarten 70—
classes during the 1994-95 through the 1998-99 school years, « 60 ‘_/__‘

corresponding to 1990-91 through 1994-95 immunization 250

coverage years. 2
Recent Trend. The graph to the right shows that the percentage of | £
2-year olds being immunized has been increasing steadily from ] 10—
57% in 1990-91 to 71% in 1994-95. The 1994-95 immunization 0 ‘ ‘ ‘ |
. _ _ 90-91  91-92  92-93 9394 9495
rates for individual antigens are DTP4 — 73.3%, Polio3 — 85.3%, Immunization Year

and MMR1 — 84.9%.

Geographic Disparities. County. The map below shows the percentage of 2-year oldsimmunized with 4-3-1
Combo in 1994-1995 which
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while Urban counties
have the lowest

percentage (69%).
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IDS 46. Population Per Primary Care Physician FTE

Title V Indicator: None

Index: Primary Care

Detailed Data Report

Related Priority Need: #1 Access

#2 CSHCN Access

The below datais based on 1998 physician licensure data. Primary Care physicians include Mds and

Dos with the following specidities: Family Practice, General Practice, Pediatrics, Obstetrics/Gynecology, and

Internal Medicine. Physicians may list up to three specialities and up _
PDG Ratio
to three practice locations. Full-time equivaents (FTEs) were
. . : Frontier 1,879
calculated in accordance with Health Professional Shortage Area
quidelines Rural 2,166
At the time of 1998 licensure, five counties did not have a D.S. Rurd 2,160
physician. However, physician distribution tends to fluctuate and one Semi-Urban 1,912
physician can make alarge difference in the ratio for small counties. Urban 1.705
Ratios by PDG are given in the table to the right.
Kansas 1,854
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1DS 41. Dental Providers

Detailed Data Report

Title V Indicator: None
Index: None

Related Priority Need: #8 Oral Health

Oral health capacity was identified as a need by the Joint State Needs Assessment. The availability of
dental providersin rural areas, particularly Medicaid providers, was an identified need.

The population per primary care dentist ratio is shown on the map below. Thisincludes all practicing

licensed dentists by county of practice. According to 1998 licensure data, sixteen counties have no dentists.
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1DS 41. Dental Providers (continued)

Detailed Data Report
Title V Indicator: None Related Priority Need: #8 Oral Health

Index: None

To help determine possible problems in PDG Ratio Percent Age 55+
future dental capacity, the percent of dentists Frontier 3,300 21.6%

aged 55 and older was analyzed. See the results Rura 2,741 35.5%

by Population Density Group in the table, which D.S. Rural 2 687 29 504

Semi-Urban 2,353 24.6%

shows the overall population to dentist ratio as

well as the percent of dentists in each group age

0,
55 and ol der. Urban 1,850 25.4%

Kansas 2,151 26.7%
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1DS 47. Dental Providers (continued)
Detailed Data Report

Title V Indicator: None
Index: None

Related Priority Need: #8 Oral Health

Based on 1998 dental licensure data, the population per PDG Ratio
denta hygienist FTE is shown in the map below. Thirty-two of the :
Y9 P ty Frontier 12,198
105 counties in Kansas do not have a dental hygienist. Rura and
_ _ o _ Rural 8,884
Frontier Counties have fewer dental hygienists and a corresponding
: . I , . D.S. Rural 5,100
high population per dental hygienist ratio (seetable). Frontier
Counties have aratio close to four times higher than the state. Semi-Urban 3,973
During the JSNA, a need for more “dental extenders’, Urban 2,454
including hygienists and dental assistants, was identified. Kansas 3,310
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IDS 48. First Trimester Prenatal Care

Detailed Data Report
Title V Indicator: NPM 18 Related Priority Need: #3 Disparities
Index: None.
Recent Trend
100 —
The proportion of women beginning carein the [ e e T e T e —
80 —
first trimester increased dightly from 1994 to 1999.
However, the 1999 statistic of 85.8% is still below = %7
the Health People 2010 objective of 90%. E 40
Year Number Percent 20 —
1994 31,461 84.6%
1995 31,651 85.7% 0 ‘ ‘ ‘ ‘ ‘
1996 31101 85.4% 1994 1995 L 199: 1997 1998 1999
1997 31,667 85.6% —&— Kansas ’ — — HP 2010 Obj.
1998 32,691 85.7%
1999 33,062 85.8%

Demographic Disparities. Hispanic and teen mothers show the lowest rate of early entry into
prenatal care.

HP 2010 Objective: 90% HP 2010 Objective: 90%
80 — Kansas: 85.6% 80 1  Kansas: 85.6%
g —
Q0
2 60 S
3 = 60
8 >
= )
§ 40 :EJ 40 —
= 8
& &
20 20 —
0 T T T f 0 T T T
White n B/'a;(h Qf:er Nf‘”';/'l\’"t;“e Hispanic 15-19 Yrs 2034 Yrs 35-44 rs
ace nicity of Mother Age of Mother

None of the age or race/ethnicity groups reached the Healthy People 2010 objective. Based on 1994-
1998 data, the proportion of Hispanic women with early entry to prenatal care was one-third below the percentage

of White females (65% versus 87%). Adolescents age 15-19 also performed well below the state average.
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IDS 48. First Trimester Prenatal Care, continued
Geographic Disparities

100 — _ -
Kansas: 85.6% By Population Density Peer Group. By population density peer
80 m group, urban counties have the highest percent of early entry
o
S 60 while Densely-Settled Rural Counties have the lowest early
=
o)
= entry percentage.
S 40—
o
&
o
20 — . -, .
By County. By county, geographic disparities are evident.
0 i | Percentages are higher in North Central and Northeast Kansas,
Rural Semi-Urban ‘ ) i i i
Frontier DS Rural Urban while a cluster in Southwest Kansas has disturbingly low rates
Population Density Peer Group
of early entry to prenatal care.
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IDS 48. First Trimester Prenatal Care

Detailed Data Report
Title V Indicator: NPM 18 Related Priority Need: #3 Disparities
Index: None.
Recent Trend
100 —
The proportion of women beginning carein the [ e e T e T e —
80 —
first trimester increased dightly from 1994 to 1999.
However, the 1999 statistic of 85.8% is still below = %7
the Health People 2010 objective of 90%. E 40
Year Number Percent 20 —
1994 31,461 84.6%
1995 31,651 85.7% 0 ‘ ‘ ‘ ‘ ‘
1996 31101 85.4% 1994 1995 L 199: 1997 1998 1999
1997 31,667 85.6% —&— Kansas ’ — — HP 2010 Obj.
1998 32,691 85.7%
1999 33,062 85.8%

Demographic Disparities. Hispanic and teen mothers show the lowest rate of early entry into
prenatal care.

HP 2010 Objective: 90% HP 2010 Objective: 90%
80 — Kansas: 85.6% 80 1  Kansas: 85.6%
g —
Q0
2 60 S
3 = 60
8 >
= )
§ 40 :EJ 40 —
= 8
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20 20 —
0 T T T f 0 T T T
White n B/'a;(h Qf:er Nf‘”';/'l\’"t;“e Hispanic 15-19 Yrs 2034 Yrs 35-44 rs
ace nicity of Mother Age of Mother

None of the age or race/ethnicity groups reached the Healthy People 2010 objective. Based on 1994-
1998 data, the proportion of Hispanic women with early entry to prenatal care was one-third below the percentage

of White females (65% versus 87%). Adolescents age 15-19 also performed well below the state average.

TitleV, MCH Block Grant 178 Kansas, 2001. Needs Assessment



IDS 48. First Trimester Prenatal Care, continued
Geographic Disparities

100 — _ -
Kansas: 85.6% By Population Density Peer Group. By population density peer
80 m group, urban counties have the highest percent of early entry
o
S 60 while Densely-Settled Rural Counties have the lowest early
=
o)
= entry percentage.
S 40—
o
&
o
20 — . -, .
By County. By county, geographic disparities are evident.
0 i | Percentages are higher in North Central and Northeast Kansas,
Rural Semi-Urban ‘ ) i i i
Frontier DS Rural Urban while a cluster in Southwest Kansas has disturbingly low rates
Population Density Peer Group
of early entry to prenatal care.
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IDS 49. Percent Adequate Prenatal Care

Detailed Data Report
Indicator: CHSI 03, SPM 08 Related Priority Needs: #3 Disparities

Indexes: Perinatal, Primary Care #1 Access

Recent Trend. No real trend established due to lack of data.

Year Number Percent
1998 30,647 80.7%
1999 30,746 80.3%

Kansas has only recently begun to use the Adequacy of Prenatal Care Utilization (Kotelchuck) Index (APNCU
Index). Thus, atrend has not yet been established. However, Kansas performs above the U.S. 1997 average of
74% but well below the Healthy People 2010 objective of 90% with adequate or better prenatal care.

Demographic Disparities. Hispanic women and Medicaid consumers have the lowest adequate

prenatal care percentages.

100 —
HP 2010 Objective: 90%

Percent

[+
o

Kansas: 80.7%|

Medicaid* 70.0%

=]
=]
|

Non-Medicaid* 83.3%

IS
=)
|

Percent (1998-1999)

*Based on in-process partial match of

[N
=1
|

Medicaid claims data and birth records
(1999).

[=]

1 1 1 1
White Black Other Non-White Hispanic
Race / Ethnicity of Mother

Digparities are evident both when comparing the Medicaid to the non-Medicaid population as well as when
comparing across racial/ethnic groups. Based on preliminary 1999 birth-Medicaid matching, mothers with
Medicaid-reimbursed births have an APNCU Index which is 19% below the non-Medicaid population.

By race and ethnicity, Hispanic women have the lowest APNCU index, only 63.3%.
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IDS 49. Percent Adequate Prenatal Gare, continued
Geographic Disparities

By Population Density Peer Groun. Densely-Settled Rural

100 counties have the lowest rate.
Kansas: 80.7% -

_ 80— —— — By PDG, D.S. Rural counties have the lowest rate of
% 50 | adequate prenatal care while urban counties have the highest.
§ Digparities by PRE group are more striking. Rura and Frontier
= 40—
% Black rates are very low (33% and 50%, respectively), but this
* 20 may be afunction of small numbers. The D.S.-Rura and

0 ‘ ‘ Frontier Hispanic groups as well as the D.S.-Rura Black group

o D Ry oreRn Urlan al have percentages below 60%. The Urban White group
Population Density Peer Group performs the best (86%).

By County. Most notable is the cluster of countiesin SW Kansas with particularly low percentages. Johnson

County is one of the few out-performing the HP 2010 objective.
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1DS 50. Percent Linguistically Isolated

Title V Indicator: No specific indicator

Index: Primary Care

Detailed Data Report

Related Priority Need: #1 Access

population groups that have been identified by the Joint State Needs Assessment.  The proportion of the

The limited English proficiency population and, related, Spanish-speaking immigrants are two target

population which is linguistically isolated has been used as a proxy measure to capture these populations.

Linguistically isolated persons live in households in which there are no persons aged 14 and older who spesak
English well.

Statewide, 1% of the population is linguistically isolated (1998 Claritas, Inc. estimate). D.S.-Rural

Counties have the highest percentage at 2%. Looking at the below map, a cluster of counties in Southwest

Kansas have the highest percentage.
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1DS 51. Childcare Availability
Detailed Data Report

Title V Indicator: None Related Priority Need: No specific priority need
Index: Child Hedlth

The Map below shows the rate of childcare availability per 100 children ages 0-12. The rate for Kansas
is27. In genera Urban Counties have more childcare available (rate of 29) while Frontier Counties have the
lowest rate at 23. However, Rush, a Frontier County has the highest rate in the state at 43. Elk county in
Southeast Kansas has the lowest childcare availability with arate of 6.

The utility of thisindicator is questionable, however. Therateis based on the number of licensed dots.
Thereis no indication of whether or not these dots arefilled or if the provider chooses to fill all of the dots.
Furthermore, it does not provide information related to the quality of childcare. Comments from JSNA

participants indicated that child care availability itself is not a problem, but the availability of quality child careis.
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1DS 52. Child Participation in Medicaid

Detailed Data Report
Indicator: DHSI 04, SPM 13, 15 Related Priority Needs: #1 Access

Indexes: Child Health, Adolescent Health #10 Coordinated Systems of Care

Data Note: Throughout the JSNA, an effort was made to work with SRS to develop consistent and accurate data
reports. Preliminary results are reported here, but efforts are continuing to improve and update this data. In fact,
the statistics reported for DHS| 04 and SPM 03 are from a later adhoc data report, and then was used for the
Child Hedlth Index and the information reported in this detail sheet.

Geographic Disparities. The below map displays the percent of children age 0 to 21 who have received at
least one Kan Be Healthy (EPSDT) medical screen. Counties with particularly low screening rates are scattered

across the state. Counties with particularly high rates are clustered in an areain Western Kansas.
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31.5% | W3r.a% Nl 30.0% 36.1% 23.8% ELK 33.6% WSTSAR 55 50,
.3%
MEADE CLARK BARBER STl Ll 22.0%
MORTON STEVENS| | sewarD COMANCHE HARPER MoNTCoM. | ETLABETTE g
303% || 28.1% | 281y | 239%  35.8%: Wae v, 31.0% 33.6% 26,2 Bk || EEESeE 29.1% £ 36.1% 2 30.0%

Percent Medicaid Eligibles in KBH Medical
[ ]Low (18.8% - 28.1%)
[[] Lower Middle (28.1% - 31.0%)
1998 K ansas Medicaid data [ IMiddle (31.1% - 33.6%)
pper Middle (33.7% - 36.9%)
Il High (37.0% - 51.4%)

Extremes

[ |Notably Low
llNotably High

Note: Thisis preliminary data.
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Geographic and Demographic Disparities. sdected results from the Child and Adolescent Health Index

are presented below. The percentage of children with at least one screen during the year isreported. The datais
from a preliminary 1998 adhoc report devel oped for the JSSNA.

Population Density Adolescent (Age 10-21) Child (Age 0-9) KBH
Group KBH Medical Participation Medical Participation
Frontier 23.2% 36.6%

Rurd 23.2% 39.1%
D.S. Rura 23.5% 38.7%
Semi-Urban 23.2% 38.1%
Urban 21.7% 38.8%
Kansas 22.5% 38.4%

Thereisreatively little variation in KBH Medical screening rates by population density group. However,
there is a notable difference by age group. Children are more likely than adolescents to have had a medical screen
inthe last year. Percentages for both are disappointing low, although this may be a function of the way the datais
captured and reported. Medicaid dataissues are still being investigated.

The below table shows participation in the KBH Dental program by PDG.

Population Density Adolescent (Age 10-21) Child (Age 5-9) KBH
Group KBH Dental Participation Dental Participation
Frontier 21.8% 23.1%

Rurd 22.1% 24.5%
D.S. Rura 21.8% 27.4%
Semi-Urban 22.9% 26.8%
Urban 24.0% 31.3%
Kansas 23.0% 28.7%

Again, there are not large disparities by PDG. Children in Urban Counties tend to have higher screening
percentages than children in Frontier Counties (31.3% versus 23.1%). Similarly, the Adolescent rate is dlightly

higher for Urban Counties.
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Section 3.1.2.1. Overview of the Maternal and Child
Health Population’s Status

B1. Index Summary: Summary results of all JSNA Indexes for
Counties and Population Density Peer Groups.

B2. Primary Care Index: |ncludes County, PDG, and PRE results.
B3. Family Planning IndeX: Includes County, PDG, and PRE resullts.
B4. Perinatal Index: | ncludes County and PDG results.

B%. Child Health Index: |ncludes County and PDG resuilts.

B6. Adolescent Health Index: | ncludes County and PDG resullts.
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Primary Care Family Planning Perinatal Child Health Adolescent Health

COUNTY Index Rank Need Index Rank Need Index Rank Need Index Rank Need Index Rank Need
ALLEN -2.20 77 Lower Middle 1.47 32 Upper Middle 1.56 37 Upper Middle -0.90 57 Middle 5.81 25 Upper Middle
ANDERSON 0.69 46 Middle 2.13 24 Upper Middle -1.14 60 Middle 8.63 8 Very High -0.76 54 Middle
ATCHISON -1.12 62 Middle 2.34 22 Upper Middle 0.98 40 Upper Middle 2.96 34 Upper Middle 8.35 10 Very High
BARBER 1.90 31 Upper Middle -3.66 91 Low -1.87 67 Lower Middle 0.98 48 Middle 4.85 29 Upper Middle
BARTON 0.99 44 Middle 2.19 23 Upper Middle 4.68 20 High 1.18 46 Middle -0.25 50 Middle
BOURBON 3.85 13 High 3.18 17 High 3.41 26 Upper Middle 10.74 2 Very High 2.29 41 Upper Middle
BROWN 1.24 37 Upper Middle -0.29 49 Middle 1.15 39 Upper Middle 2.20 39 Upper Middle 4.32 33 Upper Middle
BUTLER -6.81 101 Low -1.72 68 Lower Middle -2.54 72 Lower Middle -2.00 67 Lower Middle -2.13 65 Lower Middle
CHASE 5.73 6 Very High 9.11 5 Very High 3.85 23 Upper Middle -1.34 63 Middle 7.04 17 High
CHAUTAUQUA 2.75 22 Upper Middle -1.15 60 Middle 10.20 6 Very High 4.13 21 High 6.27 20 High
CHEROKEE 3.05 18 High 3.44 15 High 5.67 13 High 3.97 23 Upper Middle 11.41 6 Very High
CHEYENNE -0.76 57 Middle -4.09 93 Low -5.49 92 Low 3.14 31 Upper Middle -2.66 69 Lower Middle
CLARK 1.25 35 Upper Middle -4.26 96 Low -4.74 90 Low 1.16 a7 Middle -11.63 103 Low
CLAY -3.52 85 Low -2.22 76 Lower Middle -2.46 71 Lower Middle -3.75 85 Low 0.98 46 Middle
CLOUD 2.22 26 Upper Middle -2.86 84 Lower Middle -0.17 50 Middle -4.75 91 Low 3.16 35 Upper Middle
COFFEY -1.55 66 Lower Middle -0.28 48 Middle -3.71 78 Lower Middle -3.29 78 Lower Middle -3.12 75 Lower Middle
COMANCHE 3.20 17 High 0.28 46 Middle 0.28 45 Middle 0.08 53 Middle -10.34 100 Low
COWLEY -0.21 52 Middle 1.49 30 Upper Middle 2.29 31 Upper Middle 3.28 28 Upper Middle 6.38 19 High
CRAWFORD 1.11 41 Upper Middle 1.05 35 Upper Middle 3.53 25 Upper Middle 9.18 5 Very High 12.67 3 Very High
DECATUR -1.67 70 Lower Middle -2.02 73 Lower Middle -10.21 104 Low -7.05 102 Low -9.03 96 Low
DICKINSON -1.86 74 Lower Middle -1.27 61 Middle -1.16 61 Middle -5.11 95 Low 1.83 44 Middle
DONIPHAN -0.37 54 Middle 0.28 45 Middle 0.71 42 Upper Middle 0.39 49 Middle -0.57 53 Middle
DOUGLAS -4.22 92 Low -2.99 86 Low 1.19 38 Upper Middle -6.09 98 Low 4.59 30 Upper Middle
EDWARDS 5.34 10 Very High -0.80 56 Middle -0.17 51 Middle 4.94 19 High -0.84 55 Middle
ELK 5.66 8 Very High 0.45 42 Upper Middle 5.83 12 High 14.88 1 Very High 7.05 16 High
ELLIS -6.00 99 Low -5.75 99 Low -2.02 68 Lower Middle -6.57 100 Low -2.54 68 Lower Middle
ELLSWORTH -1.12 61 Middle -2.03 74 Lower Middle -2.98 73 Lower Middle -6.95 101 Low -1.51 62 Middle
FINNEY 11.54 3 Very High 13.14 2 Very High 12.00 3 Very High 5.74 16 High 9.58 7 Very High
FORD 8.91 5 Very High 9.34 4 Very High 11.62 Very High 3.80 24 Upper Middle 9.10 8 Very High
FRANKLIN -0.80 58 Middle 4.04 11 High 2.17 32 Upper Middle 0.23 51 Middle -2.82 70 Lower Middle
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Primary Care Family Planning Perinatal Child Health Adolescent Health
COUNTY Index Rank Need Index Rank Need Index Rank Need Index Rank Need Index Rank Need
GEARY 11.22 4 Very High 12.04 3 Very High 10.01 7 Very High 6.07 14 High 13.51 2 Very High
GOVE -2.40 79 Lower Middle 2.12 25 Upper Middle -3.79 80 Lower Middle -3.51 81 Lower Middle -17.75 105 Low
GRAHAM 3.47 15 High -6.53 103 Low 0.04 48 Middle 141 43 Middle -17.64 104 Low
GRANT 2.14 27 Upper Middle 7.30 7 Very High 11.48 5 Very High 6.65 12 High 8.04 11 High
GRAY 1.72 32 Upper Middle 2.63 20 High 0.48 44 Middle -4.36 89 Low -0.85 56 Middle
GREELEY -3.88 87 Low -2.73 82 Lower Middle -4.41 88 Low 8.08 9 Very High 5.88 24 Upper Middle
GREENWOOD 3.66 14 High 4.31 10 Very High 5.05 17 High 271 36 Upper Middle 3.79 34 Upper Middle
HAMILTON -0.71 56 Middle -0.83 58 Middle 3.13 27 Upper Middle 1.39 44 Middle -6.22 84 Lower Middle
HARPER -1.56 67 Lower Middle -1.68 67 Lower Middle -0.20 52 Middle -1.31 62 Middle 6.54 18 High
HARVEY -6.28 100 Low -2.62 81 Lower Middle -3.97 82 Lower Middle -4.81 92 Low -2.10 64 Lower Middle
HASKELL 5.38 9 Very High 5.46 9 Very High 7.82 8 Very High 3.44 27 Upper Middle 0.20 49 Middle
HODGEMAN 2.77 21 High -6.36 102 Low -1.13 59 Middle -2.65 75 Lower Middle -8.75 95 Low
JACKSON -2.82 81 Lower Middle 0.85 39 Upper Middle -4.46 89 Low -0.75 57 Middle -1.33 60 Middle
JEFFERSON -7.05 103 Low -1.78 71 Lower Middle -1.74 64 Lower Middle -5.81 97 Low 2.96 37 Upper Middle
JEWELL -1.64 69 Lower Middle -4.12 94 Low -6.56 94 Low -3.71 84 Lower Middle -7.34 88 Low
JOHNSON -13.07 105 Low -7.06 104 Low -9.22 103 Low -8.50 104 Low -5.38 81 Lower Middle
KEARNY 1.24 36 Upper Middle 2.97 19 High 5.20 15 High 3.02 33 Upper Middle 6.05 22 Upper Middle
KINGMAN 1.23 38 Upper Middle -0.68 55 Middle 0.09 47 Middle 2.29 38 Upper Middle -1.13 58 Middle
KIOWA -0.32 53 Middle -2.52 79 Lower Middle 2.43 29 Upper Middle 2.62 37 Upper Middle -2.91 72 Lower Middle
LABETTE 3.46 16 High 1.79 29 Upper Middle 4.20 21 High 7.04 11 High 7.05 15 High
LANE 2.89 20 High -3.94 92 Low -5.94 93 Low -1.37 64 Lower Middle -9.89 98 Low
LEAVENWORTH -5.31 96 Low 0.43 43 Middle -0.69 56 Middle -0.94 59 Middle -1.08 57 Middle
LINCOLN 0.66 a7 Middle -6.15 101 Low -11.28 105 Low -2.49 72 Lower Middle -2.48 66 Lower Middle
LINN 1.35 34 Upper Middle 6.88 8 Very High -0.04 49 Middle 3.24 30 Upper Middle 5.95 23 Upper Middle
LOGAN -1.55 65 Lower Middle -5.96 100 Low -6.83 96 Low 1.74 41 Upper Middle -6.97 87 Low
LYON 1.02 43 Middle 0.88 37 Upper Middle 7.44 9 Very High 3.03 32 Upper Middle 3.13 36 Upper Middle
MCPHERSON -3.65 86 Low -2.52 80 Lower Middle -3.15 74 Lower Middle -4.68 90 Low -7.87 89 Low
MARION -2.40 78 Lower Middle -2.27 77 Lower Middle -7.10 98 Low -4.06 88 Low -9.68 97 Low
MARSHALL -1.69 71 Lower Middle -4.13 95 Low -2.19 69 Lower Middle -0.02 54 Middle -3.15 76 Lower Middle
MEADE 1.20 39 Upper Middle 3.92 12 High 0.69 43 Middle -1.71 65 Lower Middle -10.99 102 Low
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Primary Care Family Planning Perinatal Child Health Adolescent Health
COUNTY Index Rank Need Index Rank Need Index Rank Need Index Rank Need Index Rank Need
MIAMI -5.79 98 Low -0.33 50 Middle -3.73 79 Lower Middle 1.23 45 Middle 2.45 40 Upper Middle
MITCHELL -1.81 73 Lower Middle -1.75 70 Lower Middle -3.98 83 Lower Middle -2.62 74 Lower Middle 1.55 45 Middle
MONTGOMERY 2.65 24 Upper Middle 2.00 26 Upper Middle 6.44 11 High 8.72 7 Very High 11.80 4 Very High
MORRIS -2.43 80 Lower Middle 1.90 28 Upper Middle -0.48 54 Middle 5.28 17 High -1.80 63 Middle
MORTON 2.56 25 Upper Middle 0.65 40 Upper Middle 1.99 34 Upper Middle 9.10 6 Very High 5.72 26 Upper Middle
NEMAHA -4.56 93 Low 0.59 41 Upper Middle -3.67 77 Lower Middle -6.29 99 Low -8.22 91 Low
NEOSHO 1.96 30 Upper Middle -1.75 69 Lower Middle 2.06 33 Upper Middle 3.74 25 Upper Middle 5.43 28 Upper Middle
NESS -2.14 76 Lower Middle -3.52 89 Low -4.03 85 Low -2.98 76 Lower Middle -8.27 92 Low
NORTON -0.19 51 Middle -1.54 65 Lower Middle -1.35 62 Middle -5.19 96 Low -1.39 61 Middle
OSAGE -5.10 95 Low 0.25 a7 Middle -1.75 65 Lower Middle -3.57 82 Lower Middle 2.50 39 Upper Middle
OSBORNE 1.71 33 Upper Middle -1.49 63 Middle -4.38 87 Low 7.81 10 Very High -3.35 77 Lower Middle
OTTAWA -3.03 83 Lower Middle 1.34 33 Upper Middle -3.51 76 Lower Middle 3.98 22 Upper Middle -2.53 67 Lower Middle
PAWNEE -4.11 90 Low -0.44 51 Middle 0.85 41 Upper Middle -2.52 73 Lower Middle 2.14 43 Middle
PHILLIPS -1.62 68 Lower Middle -3.25 87 Low -8.03 101 Low -4.86 93 Low -8.70 94 Low
POTTAWATOMIE -5.62 97 Low 1.48 31 Upper Middle -4.10 86 Low -2.34 71 Lower Middle 0.83 a7 Middle
PRATT -1.02 60 Middle -0.55 54 Middle 0.14 46 Middle -2.12 69 Lower Middle -0.34 51 Middle
RAWLINS 5.34 11 High -4.97 97 Low -0.67 55 Middle 0.12 52 Middle -9.99 99 Low
RENO 2.02 29 Upper Middle 1.12 34 Upper Middle 4.72 19 High -1.75 66 Lower Middle 6.22 21 High
REPUBLIC -1.24 63 Middle -3.36 88 Low -3.98 84 Lower Middle -3.34 79 Lower Middle -5.58 82 Lower Middle
RICE 3.93 12 High 3.52 13 High 4.94 18 High 3.50 26 Upper Middle -2.90 71 Lower Middle
RILEY -4.01 89 Low -1.67 66 Lower Middle -0.82 57 Middle -3.78 86 Low 0.22 48 Middle
ROOKS 0.97 45 Middle -5.33 98 Low -2.38 70 Lower Middle -2.25 70 Lower Middle -1.15 59 Middle
RUSH 2.06 28 Upper Middle -3.58 90 Low -7.40 99 Low -3.10 77 Lower Middle -0.41 52 Middle
RUSSELL 1.03 42 Upper Middle 0.36 44 Middle -1.80 66 Lower Middle 0.31 50 Middle 2.75 38 Upper Middle
SALINE -1.77 72 Lower Middle -1.51 64 Lower Middle 1.81 35 Upper Middle -2.08 68 Lower Middle 5.45 27 Upper Middle
SCOTT -1.34 64 Lower Middle -1.13 59 Middle -1.11 58 Middle -3.59 83 Lower Middle -6.76 86 Low
SEDGWICK 2.68 23 Upper Middle 3.09 18 High 3.99 22 Upper Middle 2.83 35 Upper Middle 11.44 5 Very High
SEWARD 15.13 2 Very High 8.94 6 Very High 13.90 2 Very High 9.64 4 Very High 7.86 13 High
SHAWNEE 0.51 48 Middle 1.92 27 Upper Middle 2.73 28 Upper Middle -3.35 80 Lower Middle 8.54 9 Very High
SHERIDAN -8.28 104 Low -8.50 105 Low -8.70 102 Low -4.99 94 Low -8.62 93 Low
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Primary Care Family Planning Perinatal Child Health Adolescent Health
COUNTY Index Rank Need Index Rank Need Index Rank Need Index Rank Need Index Rank Need
SHERMAN -0.09 50 Middle -1.33 62 Middle 5.18 16 High 4.51 20 High 7.13 14 High
SMITH -2.83 82 Lower Middle -0.46 53 Middle -6.63 95 Low -9.51 105 Low -10.60 101 Low
STAFFORD 2.96 19 High 0.86 38 Upper Middle 5.53 14 High 1.84 40 Upper Middle -3.08 74 Lower Middle
STANTON -2.06 75 Lower Middle -2.29 78 Lower Middle 1.62 36 Upper Middle 3.25 29 Upper Middle -4.51 79 Lower Middle
STEVENS 0.08 49 Middle 1.05 36 Upper Middle 7.24 10 Very High 6.05 15 High 4.49 31 Upper Middle
SUMNER -3.34 84 Lower Middle -0.46 52 Middle -3.23 75 Lower Middle -0.42 56 Middle 4.46 32 Upper Middle
THOMAS -4.22 91 Low -0.81 57 Middle -0.32 53 Middle -1.11 60 Middle -4.05 78 Lower Middle
TREGO -7.04 102 Low -2.84 83 Lower Middle -7.00 97 Low -3.87 87 Low -6.55 85 Low
WABAUNSEE -4.00 88 Low -1.97 72 Lower Middle -4.75 91 Low -1.13 61 Middle -6.22 83 Lower Middle
WALLACE -0.59 55 Middle 3.37 16 High -3.81 81 Lower Middle 1.45 42 Upper Middle -8.20 90 Low
WASHINGTON -4.84 94 Low -2.97 85 Low -7.89 100 Low -8.41 103 Low -5.01 80 Lower Middle
WICHITA 5.72 7 Very High -2.17 75 Lower Middle 2.35 30 Upper Middle 6.49 13 High -2.92 73 Lower Middle
WILSON -0.99 59 Middle 2.38 21 High 3.65 24 Upper Middle 5.04 18 High 7.92 12 High
WOODSON 1.12 40 Upper Middle 3.52 14 High -1.47 63 Middle -0.21 55 Middle 2.15 42 Upper Middle
WYANDOTTE 15.34 1 Very High 13.40 1 Very High 13.97 1 Very High 10.30 3 Very High 29.75 1 Very High
FRONTIER 0.72 2 Upper Middle -1.57 B Low -6.91 B Low 5.76 1 High -11.52 B Low
RURAL -1.23 4 Lower Middle 0.12 4 Lower Middle -1.54 4 Lower Middle -1.67 3 Middle -2.71 4 Lower Middle
DENSELY-SETTLED RURAL 4.58 1 High 2.84 1 High 711 1 High 3.66 2 Upper Middle 5.78 2 Upper Middle
SEMI-URBAN -0.76 3 Middle 0.39 3 Middle 2.34 2 Upper Middle -1.86 4 Lower Middle -0.29 3 Middle
URBAN -3.31 B Low 0.79 2 Upper Middle -1.00 3 Middle -7.50 B Low 8.73653 1 High
Notes:

1. Top 10 most "in need" counties are bolded for each index.
Top population density peer group most "in need" is bolded for each index.
2. The z-score standardizes the indicators so they may be combined for the final index.
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3.1.2.1. Overview of the Maternal and Child Health Population’s Health Status

Since the MCH needs assessment has been conducted within the context of the JSNA, the

materials here are not limited to MCH Health Status.

Section 3.1.2.1(A) provided detail for selected JSNA indicators. Most of these key indicators

areinthefive JSNA Indexes. Section 3.1.2.1(B) provided detail for each of the Indexes.

Additional health status information was been provided in Section 3.1.2. In particular, some

health status information is contained within the following sections:

3.1.2(A.2) Overview of Primary Care Results

3.1.2 (A.3) Overview of Resultsfor Pregnant Women, Mothers, and Infants
3.1.2 (A.4) Overview of Resultsfor Children and Adolescents
3.1.2(A.5) Overview of Resultsfor CSHCN

3.1.2 (A.6) Overview of Resultsfor Cross-Cutting |ssues

3.1.2.2 & 3.1.2.3  Direct Health Care and Enabling Services

In addition to the materials provided here, information pertaining to Direct Health Care and

Enabling Servicesisin the following sections:

3.1.2.2(A)

Section 1.4. Overview of the State, including a description of Kansas' geographic
characteristics, population, per capitaincome and poverty, and health care delivery environment.
Section 1.5.1. State Agency Capacity.

Section 1.5.2. State Agency Coordination.

Section 2.4. Progress of Annual Performance Measures. In particular, refer to NPM 1 through 3
and SPM 02, 03, and O1.

Section 3.1.2 and 3.1.2.1(A). In particular, refer to the Access /Resource Indicator Detail Sheets
(IDS) in Section 3.1.2.1(A).

Section 4.1. Program Activities Related to Performance Measures. |n particular, refer to NPM 1
through NPM 3 and SPM 08, 13, and 15.

Section 4.2. Refer to Direct Health Care and Enabling Services discussions.

Context: Barriers to Service. Several barriers which inhibit the provision of direct health care
and enabling services are discussed: geographic, transportation, financial, cultural and linguistic,

and categorical. All are addressed with the access priority need (#1).

3.1.2.2(A.1) Geographic. Kansas geography limitsthe provision of services. Thisis particularly a problem

for personsliving in rural and frontier areas across the state, especialy Western Kansas.
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3.1.2.2(A.2)

3.1.2.2(A.3)

3.1.2.2(A.4)

Transportation. Transportation was identified as a problem by local agencies and case
managers. The transportation is not limited to rural areas; the Kansas City public
transportation system was also identified as inadequate. Specific examples were given:
 Itisdifficult for amother to travel with small children on abus.
» If acarisavailable, families usualy only have one car and it is reserved for transportation to
work.
* In many of the Spanish-speaking immigrant families, the women do not drive.
CSHCN does have the ahility to provide up-front mileage or reimbursement for families
traveling to authorized providers more than 50 mile from their home.
Financial. There arefinancial barriersfor the low income, including the uninsured and
underinsured. Even if services are available, an appointment usually means taking time off
work and losing income.

Cultural and Linguistic. There are many

“For many Spanish-speaking
_ D o immigrants, preventive care simply isn’t
Spanish-speaking immigrant populationin  very high on their hierarchy of needs.”

Kansas. Cultura and linguistic barriers

cultural and linguistic barriers for the

- Farmworker Case Manager,

are not limited to the Hispanic population,  exp/aining that there are daily struggles
however. Other popula[ions include and fOI’midab/e barl‘iers Wthh prevent

) the population she serves from seeking
refugees and the German Mennonite and receiving preventive care.

population. Specific examples of cultural

and linguistic barriers are given:

» Nationally, 34% of foreign-born versus 14% of native born persons do not have health
insurance.

» HeathWwave (CHIP) and Medicaid programs do not provide services (other than emergency)
for those with no legal status.

» Even for those who qualify for Medicaid or HealthWave, the forms may be hard to
understand by certain populations.

e Many countries (including Mexico) do not have health insurance, aswe know it. Even after
aperson applies for and receives amedical card, they may continue to pay out-of-pocket for
services.

e Quality interpreters are needed. In many situations, children are used asinterpreters. In
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other situations, personsin the clinic or facility who happen to speak Spanish must be used,
whether or not they have clinical training or speak the same dialect of Spanish. If an
interpreter is provided, they may not have much experience. While some clinics provide an
interpreter, speciaists do not. However, CSHCN does reimburse language interpreters used
for outpatient office visits.

Some providers may not understand or respond respectfully to clients' beliefsin folk
medicine.

Some local and state policies are not culturally responsive. For example, state statute
requires that those applying for CSHCN assistance record all persons living in the house and
all income received by those persons. It is not uncommon for two or three Spanish-speaking
familiesto live in the same house. Some living in the house may be single persons who are
working here to support familiesin Mexico, resulting in the entire household being above the

income limit. CSHCN isworking to resolvethisissue.

3.1.2.2(A.5) Categorical Barriers. Finaly, categorical barriersto direct and enabling services have been
identified. Local health departments described the difficulty of coordinating state and federal

programs at the local level to provide services while navigating the Medicaid, HeathWave, and

insurance payment systems. One local mental health provider commented, while explaining

difficulties arising from categorical barriers, “We just need to let akid in Kansasbe akidin

Kansas, instead of a Medicaid kid or afoster kid or an uninsured kid.”
3.1.2.2(B) Resources
3.1.2.2(B.1) Provider Availability.

3.1.2.2(B.1.a)

3.1.2.2(B.1.b)

Primary Care. Thirty-one (out of 105) counties are currently wholly or partialy
designated as a Primary Care Health Professional Shortage Area (HPSA). See DS 46in
Section 3.1.2.1(A) for amap of the Population to Primary Care Physician FTE.
Obstetrical Services. Because some family and general practitionersin rural and frontier
areas provide obstetrical care, it is difficult to quantify the availability of obstetrical services
across the state. According to the 1998 physician licensure survey, 69 counties have 0.0
obstetrical physician FTES. For the most part, OB and OB/GY N physicians are limited to
Urban, Semi-Urban, and some Densely-Settled Rural counties.

Related to perinatal issues, subspecialists have worked to devel op linkages with other
groups, and larger hospitals are developing better linkages with smaller hospitals. Larger
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hospitals are providing consultation for smaller hospitals, and the referral patterns are
becoming better developed.

There are only five hospitals in the state which would qualify “Level 111" facilities (there
isno official designation system in Kansas) equipped for high-risk deliveries and neonates.
two in Wichita, one in Topeka, and two in the Kansas City area. Thus, there are no high-risk
facilitiesin North Central Kansas or the western half of the state.
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3.1.2.2(B.1.c) Dental Providers. Twenty of 105 counties are wholly or partially designated as Dental

3.1.2.2(B.1.d)

3.1.2.2(B.l.e)

HPSAs. Refer to IDS 47 in Section 3.1.2.1(A).

Mental Health. Eighty-six of 105 counties are designated as Mental Health HPSAs. A
more in-depth analysis of mental health providers and services will be performed through
JSNA follow-up activities.

Ancillary Providers. Seethe following maps for the availability of ancillary providers.
The same patterns appear in all maps, emphasizing geographic barriers. providersare
concentrated in urban counties and in the eastern portion of the state.

Map Cautions: |n general, counts are based on licensure data. Practice information from
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Occupational Therapist Assistant
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TitleV, MCH Block Grant 258 Kansas 2001: Needs Assessment



DONIPHAN

TitleV, MCH Block Grant

259

CHEYENNE RAVILINS DECATUR NORTON PHILLIPS SMITH JEWELL REPUBLIC WASHNGTON | MARSHALL | wemawa | BROYN
0 0 0 1 0 0 0 ¢ 0 0 0 g g
Lo ATCHISON
SHERIAN THOMAS SHERIDAN GRAHAM ROOKS 0SBORNE MITCHELL 5 OLAY |ERLEY 7 | POTTAWATOMIE| JACKSON 0
0
0 0 0 0 0 0 o 0 2 JEFFERSOM | LEAVER.
[3
OTTAWA 1 2 VIYANDOTTE
LINCOLN o SHAWNEE 7
WALLACE LOGAN GOVE TREGO ELLIS RUSSELL o DIGKINSON WABAUNSEE 5
0 o JOHNSON|
0 0 0 1 2 0 o GEARY 39
ELLSVIORTH HORRIS 0SAGE
0 MAMI
GREELEY | WICHITA scott LANE NESS RUSH BARTON = L LYOK 0 FRANKLIN
0 MCPHERSON |  MARION 0 o
o] 0 ] o] 0 1 RICE CHASE 2
0 0 0 COFFEY | aNDERSON
PAWNEE 0 .
HAMILTON KEARNY HODGEMAN [ STAFFORD LU 0 0 ¢
o RENO HARVEY
1 o 2 BUTLER
e ¢ GRAY EDWARDS 2 WOODSON | ALLEN BOUREON
FINNEY 2 0
FORD SEDGWICK 0 0
0 PRATT 1
STANTON GRANT 1] HasKELL 1 NEOSHO
KIOvia 1 KINGMAN 33 WESON CRAWFORD
0 1 0 0 0 ELK o 0 2
MEADE CLARK BARBER SUMNER COWLEY i
STEVENS
MORTON SEWARD . COMANCHE HARPER CHALTAUGIE il ew—
6 0 o [ o 0 o 1 1 , 2 o
Audiologist Count
o [ o
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information is available on the licensure form regarding
their practice location or if they are currently practicing.
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