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|. GENERAL REQUIREMENTS

A. LETTER OF TRANSMITTAL
The Letter of Transmittal is to be provided as an attachment to this section.

B. FACE SHEET

A hard copy of the Face Sheet (from Form SF424) is to be sent directly to the Maternal and Child
Health Bureau.

C. ASSURANCES AND CERTIFICATIONS
To obtain a copy of the Assurances and Certifications, contact:

Linda Kenney, Director

Bureau for Children, Youth and Families
Kansas Department of Health and Environment
1000 SW Jackson, Suite 220

Topeka, KS 66612-1274

Phone: 785-296-1310
Fax: 785-296-6553
Email: [kenney@kdhe.state.ks.us

D. TABLE OF CONTENTS
This report follows the outline of the Table of Contents provided in the "GUIDANCE AND FORMS
FOR THE TITLE V APPLICATION/ANNUAL REPORT," OMB NO: 0915-0172; published June, 2003;
expires May 31, 2006.

E. PUBLIC INPUT

A notice of public hearing was placed through the Kansas Rural Health Information System. (KRHIS
is the new electronic public health information system with postings to all local health departments,
hospitals, primary care clinics and other health care providers.)

A second notice was posted in the official Kansas newspaper, the Kansas Register, on February 12,
2004.

The public hearing was held before the House Appropriations Committee of the Kansas Legislature
on Thursday February 19, 2004 in the Statehouse. An overview of the requirements of the MCH
Services Block Grant was provided including the five-year statewide needs assessment and use of
the funds to address priority needs identified in the needs assessment.

No comments were received through these processes.
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Il. NEEDS ASSESSMENT

In application year 2005, the Needs Assessment may be provided as an attachment to
this section.
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lll. STATE OVERVIEW
A. OVERVIEW

/2005/Located in the central plains region of the United States, Kansas encompasses 82,277
square miles (about 3% of the area of the U.S.). It is bordered on the north by Nebraska, on the
south by Oklahoma, on the east and west by Missouri and Colorado respectively. Hills, ridges
and wooded river valleys in eastern and central Kansas give way to the flat, dry, treeless High
Plains of the western part of the State.

Geography, climate and economic resources influence Kansas' population distribution. The
four most populous counties, Johnson, Sedgwick, Shawnee and Wyandotte, are located in the
eastern and central parts of the state. The least populous counties are located in the western
part of the state. In 2002 the population density of Kansas was 33.2 persons per square mile,
slightly higher than the population density for the U.S. County population density ranged from
1,047 persons per square mile in Wyandotte County (eastern Kansas - Kansas City) to less
than 6.0 persons per square mile in one far western county.

Economy: While the national economy rebounded significantly in 2004, the Kansas economy
was slow to rebound. The unemployment rate in Kansas remains below the national rate. A

slight decrease in the unemployment rate is expected from 5.0 percent in 2003 to 4.9 percent
in 2004. Overall, the Kansas economy is expected to experience very modest growth in 2004.

While employment growth was experienced in farm employment, natural resources, finance,
construction and education/health services, there have been reductions in jobs in other areas
of the economy. Reductions in workforce in the aircraft industry were particularly hard on
Wichita residents in south-central Kansas. In Kansas as elsewhere, telecommunications and
other companies have continued to cut their workforces.

Population: According to the 2000 census, Kansas ranked 32nd among the states, with a
population of 2,688,418 (about 1% of the U.S. population). This represented an 8.5 percent
increase over the 1990 census. In 2000 the population of the state was 86.1 percent white, 5.7
percent black, 1.7 percent Asian, 0.9 percent Native American, and those of mixed heritage or
not reporting race 5.5 percent. Native Hawaiians and other Pacific Islanders numbered 1,313.
Seven percent (7%) of the population reported Hispanic ethnicity. Immigrants or foreign-born
residents accounted for only 2.5 percent of Kansas' total population.

In 2000 the trend towards urbanization of the population continued with 71 percent of the
state's people living in urban areas. While the Hispanics population live largely in rural areas,
the majority of black Kansans reside in the Wichita, Topeka, and Kansas City metropolitan
areas.

Age: In 2002, Kansas had 39,338 resident live births. The Kansas birth rate of 14.4 per 1,000
was only slightly below the national rate of 14.5. Counties in southwest Kansas (Finney and
Seward) had the highest county birth rates and 5-year county birth rates due primarily to
Hispanic births. There were 754,993 children age 18 and under or 26.5 percent of the
population.

Kansas had 573,710 women of reproductive age 15-44 or 21.3 percent of the population. The
pregnancy rate for females ages 0-19 decreased 13.5 percent from 33.3 pregnancies per 1,000
in 1991 to 28.8 in 2001. Teen pregnancy rates for females ages 10-17 decreased 17.4 percent
during this same time frame in line with the national trend. Of the births to teenage women in
2001, 83.9 percent were to whites and 12.7 percent were to African Americans.

Disparities: Over the past decade, Kansas has seen an increase in the number of minorities
living the State and increasing diversity. Between 1990 and 2000, the Hispanic population
increased by 101 percent from 93,670 to 188,252, the Asian and Pacific Islander population
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increased by 13.5 percent from 21,965 to 24,936. The African American population increased by
7.8 percent from 143,076 to 154,198). The increase for the white population over the same
period was only 3.7 percent, from 2,231,986 to 2,313,944.

Languages: According to the 2000 Census, approximately 8.7 percent of the Kansas
population 5 years and over spoke a language other than English at home. Of these 3.9 percent
spoke English less than "very well." Between 1990 and 2000 there was a 66% increase in the
population speaking a language other than English in the home. The Kansas percent increase
was larger than the average increase for the Midwest (66% versus 58%) but considerably
smaller than the increase for the South (87%).

Poverty: Compared to the U.S. population, a lower percentage of Kansans live in households
with incomes below the federal poverty level (10.1% versus 11.7%). A lower percentage of
children under age 18 live in households with incomes below the federal poverty level (13.6%
versus 15.8%). Twenty percent (20.1%) of children living in poverty are Hispanic. Overall, the
percent of Kansas families living at or below the federal poverty level is 6.7%. Poverty is more
common in Kansas families headed by single females and those with children under the age of
five in the household, regardless of race or ethnicity. Most Kansas children under age 18 living
in poverty live in three population centers: Sedgwick Co. (Wichita), Wyandotte Co. (Kansas
City, KS) and Shawnee Co (Topeka).

Education: Educational attainment for Kansans is favorable compared to the U.S. About 86.0%
of Kansans age 25 and older are high school graduates compared to about 80.4% for the U.S.
The percent of those age 25 and older who are college graduates is slightly higher for Kansas
than for the U.S. (25.8% vs 24.4%). //2005//

Health Status: In 2002, a total of 282 infant deaths occurred in Kansas. The overall infant death rate
was 7.2. This represents a slight increase from 2000 (6.7 per 1,000) and a decrease from the rate of
19.4 in 1971. The White infant death rate was 6.5 deaths per 1,000 live births in 2001, a decrease of
64.7% from the rate of 18.4 in 1971. The black infant death rate was 15.3, a decrease from the rate of
32.8 in 1971. Of all infant deaths in 2002, 48.2% were attributed to conditions originating in the
perinatal period, 22.3% were attributed to congenital anomalies, 16.3% to sudden infant death
syndrome and 13.2% to all other causes. During the five-year period, 1998-2002, the infant death rate
for Kansas was 7.1. Elk county, a rural county in SE Kansas, had the highest infant death rate of 20.0
during this time period. Of those counties reporting infant deaths, Coffey county, south of Topeka, had
the lowest rate at 2.0. The MCH program works in concert with the Perinatal Association of Kansas in
reviewing these and other data to shift resources as needed to address community needs.

In 2002, a total of 46 infant deaths to otherwise normal, healthy infants were attributed to Sudden
Infant Death Syndrome (SIDS), 39 of which occurred after the 28th day of life and before the 365th
day of life. As elsewhere in the nation, there has been a significant drop in SIDS since the initiation of
the Back to Sleep campaign in 1997. Kansas MCH funds the SIDS Network of Kansas to provide
outreach and support to families.

In 2001, 19,878 infants (51.2% of live births) were seen in Kansas Women, Infants, and Children
(WIC)In program during their first year of life. According to the Pediatric Nutrition Surveillance System
(PedNSS)data for 2002 for Kansas, the breast-feeding initiation rate was 63.2% and 21.2% at six
months. In the Ross Laboratories Mothers' Survey for 2001, Kansas breast-feeding rates were 73.8%
at hospital discharge and 28.7% at six months. The national rates were 69.5% and 32.5%
respectively. Kansas' initiation rates are above the national average; however, the six month breast-
feeding rates are below the national average and breast-feeding rates at six months have declined
from 33.7% in 2000. The Title V program and the WIC program continue to support local breast-
feeding initiatives.

In Kansas, there were 346 completed suicides in the general population in 2002. During this same
period, suicide was the second leading cause of death among adolescents ages 15 to 24. In the 10 to
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24 age-group there were 77 completed suicides in Kansas, 9.4/100,000, which compares to
7.3/100,000 nationally. Discharge of firearms was the method of choice in 54% of suicides,
hanging/strangulation in an additional 31%. Males comprised 88% of completed suicides. In 1999 to
2000, hospital discharge data includes 685 self harm hospitalizations. Drugs was the method of
choice for 88% of the hospitalizations. Females comprised 71% of hospitalizations. MCH collaborates
with the Bureau of Health Promotion in its health education campaign to address youth suicide.

Data from the 1997-98 retrospective survey of kindergarten students indicated that Kansas had
achieved the Healthy People (HP) 2010 objective for Measles-Mumps-Rubella vaccine (91%
coverage) and Polio (94% coverage) for two-year-olds. The coverage for Diphtheria-Tetanus-
Pertussis vaccine was 81%, which represents an increase from the 1994-95 level of 73%. An
increase was also realized for the Hepatitis B vaccine coverage, which was 87% compared to 67% in
1995-96. National Immunization Survey data for Kansas for the past several years has shown a
downward trend. This is the focal point for the Governor's Blue Ribbon Immunization panel which
initiates assessment and other activities in 2004. MCH serves on the panel. The Immunization
Program provides incentives to local health departments who meet immunization goals through the
MCH Block Grant funding.

Trend data on obesity in Kansas have mirrored data for the U.S. According to Kansas Behavioral Risk
Factor Surveillance System (BRFSS) data, the estimated prevalence of obesity (body mass index
[BMI]>=30) among adults age 18 years and older increased from 13.1% in 1992 to 21.6% in 2001, an
increase of almost 65%. The estimated prevalence of overweight/obesity (BMI>=25) among Kansas
adults was 57% in 2001 BRFSS. While considerable disparities in obesity exist among population
subgroups, it is important to note that the prevalence of obesity is high among almost all populations
in Kansas.

Data for Kansas children show a similar trend. The PedNSS data show the increasing prevalence of
obesity (>= 95th percentile of weight for height) among children enrolled in WIC between 1992 and
1999. During these years, the prevalence of obesity increased from 5.3% to 8.4%. The most recent
data (first quarter 2000) indicate that the prevalence of overweight was highest among children of
Hispanic origin, followed by blacks, and then whites (11.6, 9.2, 7.6, respectively). Reducing the
prevalence of overweight children (aged 36 to 59 months) through nutrition and physical activity is a
performance measure for the State's MCH Block Grant and also for WIC's Action Plan.

Data on physical activity for children is not available but data for adults from the 2001 Kansas BRFSS
indicate that more than one in four (26.7%) adults do not participate in any leisure-time physical
activity. More than half (55.8%) of adults do not participate in the recommended level of physical
activity (moderate activities >=5 days per week for >=30 minutes or vigorous activities >=3 days per
week for >=20 minutes).

Health Coverage and Uninsured: According to the 2001 Kansas Health Insurance Study, over two
thirds of Kansas children (age 18 and under) are covered by private insurance. Fifteen percent are
covered by public insurance and approximately 8% have no health insurance. For women of
reproductive age (15-44), 82.6% are covered by private insurance, 4.3% by public insurance, and
13.2% uninsured. The percentage of average annual growth of Medicaid enrollees is 5.6% in Kansas
compared to 9.8% for the U.S. Fifty-two percent (52%) of Kansas Medicaid enrollees are age 18 or
younger. Kansas maintains the eligibility level for the Medicaid program at the federally required
minimum. See Form 18 for eligibility levels for Medicaid and SCHIP.

Among Kansas' Medicaid enrollees, 55.3% are enrolled in managed care compared to 58.3% for the
U.S. The percentage of Medicaid spending on children under age 18 (15%) in Kansas is the same as
for the U.S. However, long term care (fee-for-service) Medicaid spending is higher (53%) compared to
the U.S. (38%). The number of births financed by Medicaid in Kansas has risen from 7,718 (23% of
Kansas live births) in 1999 to over one third in 2002. Joint application was allowed for children's
Medicaid and the SCHIP-funded separate programs in 2002. Kansas is one of 18 states in the U.S.
with 12-month continuous eligibility for Medicaid eligible children. For federal fiscal year 2003, the
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SCHIP federal matching rate is 72%.* /2005/ As was the case for many States, there have been
increases in cost-sharing requirements for the Kansas SCHIP program. This is due to state
budget shortfalls. Still, no decrease in benefits has occurred at this time. //2005// An
Interagency Agreement between the State Medicaid Agency (SRS) and the State Health Agency
(KDHE) defines the roles and relationships of the two programs in assuring the health of mothers and
children.

In 2003, there was no Medicaid waiver to expand family planning services for 60 days postpartum to
2-5 years as has been done in other States. Currently, a 24-hour waiting period between receiving
information and abortion is enforced. A parental consent / notification requirement for minors' abortion
is enforced. The number of reported legal abortions per 1,000 women of reproductive age (ages 15 to
44) is higher than for the U.S. (22 vs. 17, respectively). In 2000, the percentage of women between
the ages of 18 and 64 who reported having a Pap smear within the last three years was 86%. Kansas
does not have comprehensive laws requiring coverage of all FDA-approved prescription
contraceptives by all health insurance policies written in the State that cover other prescription drugs
and devices. There is no mandated coverage for infertility diagnosis and treatment. However, there is
mandated direct access to OB/GYN limited to one visit a year from an in-network OB/GYN. OB/GYNs
are not mandated as primary care providers.

Kansas laws mandate benefits for breast, cervical, and prostate cancer screening, but not colorectal.
Kansas laws also require insurers to provide coverage for diabetic supplies, equipment, and/or out-
patient management training. Insurance coverage of newborn hearing screening is not mandated.
The Title V agency acts in an advisory capacity to the state insurance agency and to the legislature in
insurance matters relating to pregnant women and children.

State Health Expenditures: In Kansas, total state health care expenditures per capita for state fiscal
year of 2001 was slightly lower ($3,275) than U.S. ($3,590). Total includes both state-funded
operating and capital spending. For state fiscal year 1999, state health care expenditures per capita
was lower ($696) than the U.S. ($872). During SFY 2000-2002, tobacco settlement funds, cumulative
total to date are $103,903,000 for Kansas and $20,828,646,000 for U.S. For that time period,
$1,000,000 was allocated for tobacco use prevention: $46,115,000 for health services, $2,500,000 for
health research, $5,403,000 for education, and $28,585,000 for children and youth (nonhealth).
During SFY2002, the annual appropriation of state allocation of tobacco settlement funds was
$500,000 for tobacco use prevention, $19,350,000 for health services, $1,250,000 for health
research, $15,500,000 for children and youth (nonhealth). Total tobacco settlement funds to the State
Health Agency (KDHE) is $1,250,000 in state fiscal year 2002 and 2003. /2005/ $2 million in SFY
2005. Of this amount, $500,000 is for youth tobacco prevention, $1,000,000 is for children's
developmental services through Part C of Individuals with Disabilities Education Act (IDEA),
$250,000 is for home visiting through health departments, and $250,000 is for prenatal
smoking cessation.//2005//

Health Manpower: In 2000, there were ten federally qualified health centers and 156 rural health
clinics in Kansas. The rate of nonfederal physicians per 100,000 civilian population for Kansas (227)
was lower compared to U.S. (268). Nonfederal physicians are employed in the private sector of the
U.S. physician population. They represent 98% of total physicians. Rate of registered nurses per
10,000 population in Kansas (84) was slightly higher compared to the U.S. (79). Registered nurses
include advance practice nurses such as nurse practitioners, clinical nurse specialists, certified nurse
midwives, and certified registered nurse anesthetists. Title V supports manpower development
activities for rural health and other practitioners through its support of the Office of Local and Rural
Health at KDHE.

Cumulative number of AIDS cases in children under 13 reported through December 2001 was 12.
There were no new pediatric AIDS cases reported in 2001. Estimated number of children living with
AIDS at the end of 2001 was two. In Kansas, there is no specific law or language on testing for
mothers and newborns, but Kansas follows the CDC guidelines and voluntary HIV testing is in place
to implement the CDC's 1995 recommendations on HIV counseling and testing of pregnant women
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and infants.

The goals for health care delivery in Kansas are: to engage communities in prevention and
improvement of health, to expand health care insurance coverage for all 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 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.
Historically, local county or multi county health departments (99 county health departments in 105
counties) have been providers of direct care services to low-income and underserved populations.
The shift to managed care by the State's Medicaid Program and SCHIP has resulted in a lesser role
for the local health departments in direct care services. It is in the context of this backdrop that the
Title V program functions.

State Health Agency Current Priorities or Initiatives/Title V Role:

The Kansas Department of Health and Environment (KDHE) is the State Health Agency and the
applicant for the Title V funds. While there have been a number of priorities during the past two years,
none has been so labor intensive and far reaching in the broader public health system as
bioterrorism.

Bioterroriam: During the past year, KDHE and other statewide partners have developed formal plans
to protect the public in the event of public health emergencies, including bioterrorism. In addition to
the statewide plan, all 105 counties have developed local plans for preparedness and response to
bioterrorism and other public health emergencies. KDHE staff in all areas of the agency have
participated in this effort with the Office of Local and Rural Health and the Bureau of Epidemiology
and Disease Prevention taking the lead. Direct technical assistance has been provided to all
organizations and counties in the development of bioterrorism plans and initial draft plans have been
reviewed and updated. As local and state plans are reviewed and updated in the coming year and
beyond, additional content will be recommended, including specific interventions for special
populations, such as children in the school setting and persons of limited English proficiency.

In order to coordinate these preparedness activities with school personnel, bioterrorism preparedness
content will be incorporated into the Kansas School Nurse Conference. The session focused on
identifying epidemiologic clues that may indicate that a bioterrorism attack has occurred in the
community and the potential impact. The role of the school nurse in bioterrorism preparedness and
response was addressed. This information was tied to efforts within KDHE to promote involvement by
school nurses in disease surveillance activities, in conjunction with local health departments and
regional medical investigators from KDHE. As the coordinator of school nursing standards and
education within the Agency, Title V has participated in this effort.

In order to safeguard persons of limited English proficiency in a bioterrorism event, public information
materials were translated into languages spoken in Kansas, particularly Spanish. In addition, medical
interpreter training is widely available to health professionals and other public service workers
involved in bioterrorism planning. The Title V program assists in these and other efforts relating to the
maternal and child population.

Oral Health: A second broad initiative of the Department during the past year was sponsorship of
legislation to establish an Office of Oral Health within KDHE. The legislation failed as did the request
for an appropriation for oral health activities. Another piece of legislation passed which expanded the
practice of dental hygienists in public health settings. Widely supported by the dental and public
health communities, this legislation promises to challenge the public health system to step forward
and address the oral health needs of children. /2005/ An appropriation for an Office of Oral Health
was approved in the 2004 legislative session. Delta Dental of Kansas created a new nonprofit,
charitable organization. Goals of the foundation are to provide grants to fund projects that will
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increase access to dental care for underserved populations, build the capacity to provide
dental care, increase public awareness of oral health, and work to promote the prevention of
oral disease. //2005//

The Title V program employs the only dental health professional in the department, a dental hygienist.
This individual, the Oral Health Consultant, serves as the KDHE contact with federal (ASTDD) and
state organizations (e.g.,United Methodist Health Foundation) focusing on oral health issues. The
consultant handles a broad range of assessment, policy development and assurance activities
ranging from an open mouth survey, to the Oral Health Coalition, and education for public health
nurses, child care providers and others regarding oral health issues. See www.kdhe.state.ks.us/ohi

HIPAA: All programs in the State Health Agency participated in a self-assessment process with legal
and other reviews of interagency communications and transmission of information due to
implementation this year of the Health Insurance Portability and Accountability Act (HIPAA). The
CSHCN program was subject to particular scrutiny due to its data sharing and billing requirements, as
was the Family Planning Program for colposcopy reimbursements. At the conclusion of the review, the
Agency legal advisors determined that neither program was to be considered a covered entity under
HIPAA. Still, the need to address confidentiality was identified within the Title V area. The
confidentiality policy for the Infectious Disease programs was modified to suit the requirements of all
programs in the Title V area. These confidentiality guidelines have been implemented with education
of all staff. Title V continues to work with the State Agency legal staff as HIPAA issues arise.

Budget shortfalls: The most prominent issue for the State Health Agency this year was lack of State
funds to meet budgetary requirements. The 2003 Legislature followed in the footsteps of the 2002
Legislature in passing no new taxes to make up for the revenue shortfalls to the State. The Graves
administration was forced to make drastic reductions in State funds to state agencies in August 2002
and again in November of 2002. The new administration that took office in January of 2003 faces the
same challenges and is conducting a top to bottom review of State government looking for efficiencies
through targeted program reductions and state agency reorganizations to eliminate duplication of
services. /2005/ Budget shortfalls continue to be a primary concern for the administration, but
the 2004 legislature approved no new taxes during the session. //2005//

/2005/ The Kansas Hospital Association (KHA) developed provider assessment legislation
which passed quickly through the 2004 Kansas legislature. Hospitals and HMOs (except
critical access hospitals and state institutions) and the Medicaid HMO, First Guard. Eighty
percent (80%) of the hospital assessment revenues are to be used to increase Medicaid rates
for hospitals and 20% of these revenues are to be used to increase rates for physicians (with
the possibility that some dental rates could be raised). The assessment is not effective until
the plan to obtain additional federal matching funds is approved by CMS. A Health Care
Access Improvement Panel is created to oversee the disbursement of the revenues. This panel
is made up of three hospital representatives appointed by KHA, two physician representatives
appointed by Kansas Medical Society (KMS), one SRS representative appointed by the
Governor, one First Guard representative, and one representative of the Kansas Association of
Medically Underserved (KAMU). This will result in an assessment of $12.4 million and including
federal funds $32 million total. //2005//

Fee-Based Systems: /2005/ There has been a gradual shift in financing of essential public health
functions from State dollars to fee-based systems. Licensing, credentialling, and most recently
Vital Statistics have all been shifted to fee-based systems. In particular, the shift of Vital to fee-
based has been costly for MCH. Whereas formerly the operations were supported by state
general funds, now the operations are supported by the fees that are generated through the
sale of data. MCH, Immunizations, and other federally funded programs are now assessed fees
for access to Vital data at each point of contact. //2005//

Note:
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Data source for U.S. data to compare with Kansas data - Kaiser Family Foundation's State Health
Facts Online.

B. AGENCY CAPACITY
AGENCY CAPACITY

During the past year, the capacity of the agency to provide leadership to maternal and child health in
Kansas has been challenged on a number of fronts. Among the challenges faced by the KDHE were
budget issues. There were revenue shortfalls to the State and state general funds (SGF) were
reduced to all State agencies. In August of 2002 a reduction called the August allotment resulted in a
loss of SGF to Bureau for Children, Youth and Families (BCYF) programs and three months later the
November allotment resulted in a further reduction. These reductions affected Pregnancy
Maintenance Initiative, residential maternity homes, salaries, operating, and Part C of IDEA. In
addition, there was a loss of federal dollars. Some state agencies, in response to SGF reductions,
discontinued long-term partnerships involving the interagency transfer of federal dollars. The impact
on BCYF programs was a loss of TANF to BCYF teen pregnancy prevention projects. Loss of other
federal dollars was substantial. In some cases, loss of the state general funds resulted in loss of
matching funds from sources such as Medicaid. This was the case for teen pregnancy prevention
salaries and operating.

In state fiscal year 2003, vacant positions in the BCYF were held open. At one point, one in five
positions were vacant and many were held open for several months. There was a reduction in state
funds to school health clinics, BCYF salaries and operating. In early 2003, the incoming Governor
submitted a budget to the legislature restoring funding for local teen pregnancy prevention projects.
The 2003 legislature approved this restoration along with restoration of SGF funds for pregnancy
maintenance projects and Part C. As well, Part C received an increase in tobacco settlement funds.
Tracking the constant budgetary changes has been a major challenge for the BCYF staff. /2005/
Budget issues have continued to challenge the agency's capacity to assure essential public
health services. Federal, state and local funds are all unstable and there is considerable cost
shifting to maintain basic infrastructure and core public health functions. //2005//

Other State Agencies and local agencies also reported reductions. At the same time, caseload
increases were reported for many programs including WIC and Medicaid. As of July, 2003, Medicaid
and State Childrens Health Insurance Plan (SCHIP - called HealthWave in Kansas) had not reduced
services for mothers and children. /2005/ Due to caseload increases and sharply rising costs of
food items in the WIC food package (milk and eggs), this year staff started planning a strategy
for implementation of waiting lists. An application to the USDA for federal contingency funds
was approved, however, resulting in an increase of $2.1 million to the program which should
eliminate the need for client waiting lists. //2005//

Bioterrorism preparedness was a second challenge to agency capacity during the past year. The
directive from HRSA and from the State Health Officer was to prioritize bioterrorism activities and
MCH/CSHCN staff answered this call. Public health workers at the State and local levels became
immersed in this activity, which at times took precedence over maternal and child health

activities. /2005/ The MCH Director was invited to participate on the Governor's Bioterrorism
Coordinating Council in 2004. The invitation preceded the news of a $1,085,000 reduction in
federal bioterrorism funds to Kansas. //2005//

A third challenging area was the heightened interest in Early Childhood (EC) and School Readiness
issues. Since the release of the IOM report, Neurons to Neighborhoods, there has been considerable
interest in "investing early” which translates in Kansas to a focus on services for the 0-5 population.
Several BCYF staff participate in various early childhood, early care and education, and related
groups. The Kansas State Department of Education has initiated an update of its EC standards. The
Department of Social and Rehabilitation Services programs (Child Care Development Block Grant,
Early Head Start Collaboration Project and others) have developed strategies relating to improved
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child care through training and reimbursement initiatives. Chief among these strategies is funding of
Smart Start projects (seven funded to date) which rely on community coalitions to determine the
funding priorities. Of the seven projects in Kansas all except one focus on training and adequate
salaries for child care providers. /2005/ The Governor's budget proposal to the 2004 Kansas
legislature contained an increase in Tobacco Settlement funding for Smart Start projects from
the SFY 04 level of $3.2 M to a full $10 M. Despite an expected shortfall in expected Tobacco
Settlement receipts both chambers approved approximately $8.45 M for the coming year.
Meanwhile, Kansas MCH applied for and received funding for State Early Childhood
Comprehensive Systems planning. The coordinator hired on this grant works out of the
Children's Cabinet offices. //2005//

In an effort to make State government more efficient while at the same time effective in meeting the
needs of consumers, the Governor has initiated Budget Efficiency Savings Team (BEST) team
reviews. Groups of interested Kansans have been assembled to review the operations of State
agencies and to make recommendations. These teams have made efficiency recommendations for
consolidation of State government functions, reorganization, and elimination of functions. The process
is ongoing in an effort to trim State government budgets. /2005/ MCH director participated in a
BEST review of the inter-agency coordination relating to contracts/grants. The final action on
this review is pending. //2005//

This year, concern about rising Medicaid costs for low birth weight infants prompted one legislator to
request an audit of KDHE programs that address low birth weight. The legislative audit team of five
individuals conducted a study over a period of several months. This was a labor intensive activity for
the MCH staff, so a contractor was hired to assist the auditors with the review. At the time of the
review, it was noted by the auditors that 10 of 50 Bureau staff positions were vacant. These positions,
which had been held open pending the outcome of the legislative session, have since been filled.
Since one out of every five BCYF staff is new, orientation and training will be a priority in 2003-

2004. /2005/ All positions but one have been filled. Orientation and training are complete for
new staff in the BCYF. //2005//

Governor Kathleen Sebelius who took office in January has appointed a new agency head for the
Department of Health and Environment. Roderick L. Bremby took office in January of 2003. He
promises to lead the agency in a positive direction relating to maternal and child health, chronic
disease, disparities issues and others. He has a background in community health and has strong
administrative experience. Priority areas he has adopted for KDHE to address are heart disease,
cancer, immunizations, and tobacco prevention and cessation. Our State Health Officer resigned in
April to accept a job in Ohio. Dr. Michael Moser had been with the agency for almost four years. His
tenure was notable for a strong support of evidence-based decision making and building
epidemiology capacity. Richard Morrissey, Director of the Office of Local and Rural Health, is serving
as Interim Director. /2005/ The search for a Director of Health continues this year. Also, the
legislature approved funding to be matched by foundation funds for an office of Oral Health in
KDHE. Staffing for the office will include the MCH registered dental hygienist who has made
some very satisfactory progress in obtaining grant funding, undertaking assessment and
systems development activities. Therefore, a search for a State Dental Director is also
underway. //2005//

The Department has undergone various legal and programmatic reviews and self-reviews relating to
HIPAA compliance during the past year. A subsequent determination was made that MCH/CSHCN
programs were covered by the public health provisions of HIPAA. Nevertheless, as a result of the
reviews, steps were taken within the BCYF to strengthen confidentiality through a formal written
policy, new and existing staff orientation, and follow up. HIPAA compliance issues continue to
consume substantial resources at the State and local agency levels. /2005/ HIPAA issues have
taken a second seat to the Agency-wide assessment of information systems compliance with
OMB 15 requirements relating to race/ethnicity. BCYF participants coordinated responses
from the Division. There is a need for many programs to update the manner in which they
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collect data on race/ethnicity but funds to do so are lacking in several instances. //2005//

The March of Dimes and others advocated strongly during the 2003 legislative session for expansion
of newborn screening tests through tandem mass spectrometry (MS/MS) technology. Lack of funding
for this new technology was a major barrier to passage of legislation. The Agency and the State of
Kansas continue to review the situation and try to develop State Laboratory capacity to expand
testing. /2005/ During the 2004 session, the March of Dimes and other supporters successfully
sponsored a bill creating a birth defects surveillance system in KDHE. BCYF will apply for
federal dollars in late 2004 to support the system. //2005//

Performance and accountability requirements for all programs require that we have adequate
information systems. During the past year, the BCYF engaged in three major automation projects.
Part C of IDEA implemented new case management software systems in each of its 37 local
networks. This project is ongoing. The $5.5 million WIC data project is nearing the rollout stage after
many months of testing. Kansas is adapting the system utilized in Washington State. The completion
of the project is expected within the next year. The MCH/Family Planning (FP) Data System was
rewritten from Genexis to Progress programming language to conform to Kansas Public Health
Information System (KPHIS) software installed in most local health departments. The BCYF is
attempting to tie in with the local health department data system which has been many years in
development in Kansas. /2005/ Nutrition and WIC services completed its rollout of the new
system in May, 2004. The final cost of the project was $5.8 million. The staff are recuperating
from months of travel while providing on-site training and orientation to local agency staff in
use of the new system. //2005//

The BCYF works closely with the Children's Cabinet which has been given the responsibility by law
for oversight of the use of Tobacco Settlement funds for children's programs. Three State Health
Department programs receive these funds: Healthy Start Home Visitor, Part C of IDEA, and Teen
Tobacco Prevention program. Two of these programs are located in the BCYF. The statutes
governing Children's Cabinet functions require use of the funds for programs that utilize best practices
and there are strict accountability measures and reporting requirements for the recipients of these
funds. In addition to its role in accountability for the funds, the Children's Cabinet has assumed
responsibility for a number of early childhood/early care and education initiatives. One of these is the
foundation-funded Rhode Island School Readiness Project. A team from Kansas participates and the
health representative is from BCYF. /2005/ In 2004, BCYF continued to participate in the National
School Readiness Initiative, the Kansas Zero to Three Technical Assistance Project, and the
development of Quality Performance Guidelines through the Kansas Department of
Education. //2005//

Despite all these challenges, MCH and CSHCN have developed systems of care for pregnant women
and infants, children and adolescents, and children with special needs through strong ties with
stakeholders and partners both within and outside the agency. For example, CSHCN works closely
with Medicaid to serve families of children with special health care needs.

The Kansas Title V program has never completed a formal Capacity Assessment for State Title V
(CAST-V assessment) /2005/ although capacity assessment is included as part of the Five-Year
MCH State Needs Assessment. //2005// Nevertheless, Kansas uses the ten essential public health
services (see www.kdhe.state.ks.us/bcyf) to guide decision-making in all aspects of program
operation. Examples of the ways in which the ten essential services have guided program decisions
during the past year:

1) Assessment and monitoring of maternal and child health status to identify and address problems.
MCH shifted resources to a second epidemiologist position. /2005/ Orientation and training have
been completed for the two epidemiologists. //2005//

2) Diagnosis and investigation of health problems and health hazards affecting women, children and
youth. MCH retained outside contractor, Envisage consulting, to engage in a continuous State needs
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assessment process with both quantitative and qualitative analyses that also interfaces with the BCYF
strategic planning. /2005/ MCH epidemiologists completed a review of Kansas gastroschisis
clusters with KU Medical Center and probable participation in the CDC multi-state

study. //2005//

3) Information and education to the public and families about maternal and child health issues. MCH
engaged in a partnership with March of Dimes on a public education campaign to promote folic acid
usage. /2005/ Nutrition and WIC services have expanded breastfeeding promotion through all
local health departments. //2005//

4) Mobilizing community partnerships with policy makers, health care providers, families, the general
public, and others to identify and solve maternal and child health problems. In partnership with the
United Methodist Health Ministries, MCH established an Oral Health Coalition broadly representative
of Kansans. /2005/ MCH helped to sponsor the Great Plains Regional Perinatal Organization
conference in partnership with Perinatal Association of Kansas. //2005//

5) Providing leadership for priority setting, planning, and policy development to support community
efforts to assure the health of women, children, youth, and their families. CSHCN has provided
leadership in the area of telemedicine in Kansas by piloting this technology in Special Child
Clinics. /2005/ MCH partnered with March of Dimes and others in passage of a new State
statute creating a birth defects information system. //2005//

6) Promotion and enforcement of legal requi