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Source:  Kansas Population. (2018-01-23). Retrieved 2018-08-13, from 
http://worldpopulationreview.com/states/kansas/

State of Kansas

 82,277 square miles

 Avg 34.9 people per mile
 Highest populated areas: Wichita, Overland Park, 

Kansas City and Topeka

 Decline in rural areas
 Rural flight, marked migration into the cities

 6,000 ghost towns

 Growing aging population



In New York City
while walking on one city block

Meet >50 people



The Health of Rural America

Source:  AHRQ National Healthcare Quality and Disparities Report
Chartbook on Rural Health Care 



Health Issues in Rural Areas

 Compared with their urban counterparts, residents of rural 
counties are: 
 Older, 
 Poorer, 
 More likely to be overweight or obese, and
 Sicker (Meit, et al., 2014).

 Rural residents also have: 
 Higher injury rates (NCHS, 2017).
 Higher smoking rates (NCHS, 2017).
 Higher rates of uninsurance (NCHS, 2017)
 Higher rates of suicide (Kegler, et al., 2017).
 Higher rates of opioid misuse (Warshaw, 2017).



People with a usual source of care, excludes ER
Access to office hours at night or on weekends, by residence 

location, stratified by income, 2014
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Source: Agency for Healthcare Research and Quality, Medical Expenditure Panel Survey, 2014.



Potentially avoidable hospitalizations for all conditions per 
100,000 population, by residence location, 2005-2014
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2014 Achievable Benchmark: 
872 per 100,000 Population

Source: Agency for Healthcare Research and Quality (AHRQ), Healthcare Cost and Utilization Project, 2005-2014, Nationwide 
Inpatient Sample and 2014 State Inpatient Databases quality analysis file, and AHRQ Quality Indicators, version 4.4. 
Note: For this measure, lower rates are better. Data for all residence locations had small sample sizes. Rates are adjusted by age and 
gender using the total U.S. resident population for 2010 as the standard population.



Kansas 2017 UDS Data
Income as % of Poverty

Source: https://bphc.hrsa.gov/uds/datacenter.aspx?q=tall&year=2017&state=KS

Income Poverty 
Guidelines



KAMU Stats



• Unexpected medical bills 
ranked higher than other 
expenses such as gasoline,  
monthly utility bills or  
mortgage

Unexpected Medical Bill 
Amounts

• 50% rec’d bill >$500
• 16% between $500 to $999 
• 12% between >$1K
• 13% rec’d bill >$2K 

How does one prepare for the unexpected?







Lack of or limited Health 
Insurance Coverage is a

HIGH STRESS POINT



NOTES: Current status for each state is based on KFF tracking and analysis of state activity. *AR, AZ, IA, IN, MI, MT, and NH have approved Section 1115 expansion waivers. ^On June 29, 2018, the DC federal district court invalidated the Kentucky 
HEALTH expansion waiver approval and sent it back to HHS to reconsider the waiver program. ‡UT passed a law directing the state to seek CMS approval to partially expand Medicaid to 100% FPL using the ACA enhanced match. ID and UT have 
measures on their November ballots to fully expand Medicaid to 138% FPL, and expansion supporters in NE are awaiting final confirmation that the signatures they submitted for a similar initiative meet the state’s ballot initiative requirements. 
◊Expansion is adopted but not yet implemented in VA and ME. (See the link below for more detailed state-specific notes.)
SOURCE: “Status of State Action on the Medicaid Expansion Decision,” KFF State Health Facts, updated July 27, 2018.
https://www.kff.org/health-reform/state-indicator/state-activity-around-expanding-medicaid-under-the-affordable-care-act/ 

Status of State Medicaid Expansion Decisions
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https://www.kff.org/health-reform/state-indicator/state-activity-around-expanding-medicaid-under-the-affordable-care-act/


Studies have shown significant benefits for people 

living in Medicaid expansion states compared to 

similar people living in non‐Medicaid expansion 

states, with no negative effects – in all instances the 

benefit generally gets stronger over time

What are the findings from studies?



• Significantly reduces the rate of uninsured.

• Improves access to care.

• Increases primary care use and reduces ER visits.

• Benefits enrollees’ health and improves health status.

• Improves mental health.

• Assists in addressing unhealthy behaviors, such as tobacco use.

• Facilitates and enables employment.

• Enhances family financial stability and reduces medical debt and financial 

hardship

Special thanks to Sheldon Weisgrau for his assistance



“Continuity of care is associated with improved health 
outcomes and is presumably greater when a patient is 
able to establish an ongoing relationship with a 
particular provider. “

The Heckler Report, 1983
Source: https://minorityhealth.hhs.gov/assets/pdf/checked/1/ANDERSON.pdf

https://minorityhealth.hhs.gov/assets/pdf/checked/1/ANDERSON.pdf


Finding Common Ground

. 
 Each organization brings knowledge, value and talent

 Build on successful strategies

 Inclusivity and diversity of thought is important

 Leverage the workforce (e.g. nurse practitioners) 

 Data to inform strategy



No single entity has all the answers

 Key stakeholder engagement is crucial
 Leaders, patients, community representatives, clinical and 

behavioral health providers

 Participate and contribute to Health Impact Assessments 
 Information gathered is used to communicate between public 

health professionals and decision makers (eg, public 
policymakers)

 Increase stakeholder input (e.g. Vermont’s Blueprint for Health)

 Leverage the use of public health data in decisions that affect 
the public but might appear unrelated
 Transportation

 Built Environment

 Natural resources and energy

 Housing



What is our common ground? 
 Improving access and care coordination 

 Example MaineHealth Care at Home

 Data Sharing and Analysis to inform decision 
making
 Respond to national agenda related to payment 

reform, must be validated and reliable
 Remain competitive and viable
 To positively affect the quality of care and manage 

patient populations
People move between communities = need to 

exchange health information



Common Ground
Helping patients during times of transition

 Transition between entities of health care system.
 Among members of one care team (receptionist, nurse, physician)

 Between patient care teams (e.g.  BH, Dental, Social Workers)

 Across settings (primary care, specialty care, inpatient, emergency department)

 Between health care organizations 

 Transitions over time. Information transfer and/or responsibility shifts:

 Between episodes of care (i.e., initial visit and follow-up visit)

 Across lifespan (e.g., Peds, women’s reproductive health, geriatrics, palliative)

 Across trajectory of illness and chronicity levels

Helping patients at times of transition requires health information exchange, along 

with the shift of roles and responsibility of the healthcare team



Opportunity and Benefit
balanced with Evidence



Influence State Policy

 Telehealth – example Maine

 HBAI Codes – behavioral health

 Oral Integration in primary care
 Full scope: Hygienists provide exam and varnish

 Reimbursement

 Integration of team: Oral health, BH and primary care
 HbA1c or HTN screen at point of care

 Nurse Practitioners Full Scope of Practice





Benefits of Full Practice 
Rights
 Significantly fewer emergency room visits for 

nonemergency health care,  lower hospitalization 
rates and expanded health care utilization, 
particularly among the most vulnerable 

 Care provided at lower cost than physicians, including 
preventative care 

 Fewer prescriptions for drugs commonly linked to 
overdose deaths 

 Reports of increased teamwork between NPs and 
physicians in primary care organizations

Source:  Position statement: Full practice authority for advanced practice registered nurses 
is necessary to transform primary care
Bosse, Jordon et al. (2017) Nursing Outlook , Volume 65 , Issue 6 , 761 - 765



QI at the Practice Level

Context Matters so leverage 
resources and talent: HCCN, 
ACOs and Practice 
transformation Network



Model for
Improvement









Before visit and 
huddles Patient Check in Waiting Room

MA Check 
In Provider Encounter Encounter Closing

After Patient Leaves 
Office
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Patient handed tablet to 
complete forms with 

SOGI & sex hx questions

Patient completes 
forms  on tablet. Data 

YES

Identify 
new & 
recertifying 
patients

Population
level data 
analyzed, 
feedback loop 
created

Reviews SOGI, documents 
sex hx , takes appropriate 
screening / additional hx . 

Patient 
given lab 
instructions

NO

No forms  for 
today

SCREENING
NEEDED

NO 
SCREENING
NEEDED



State Level Strategies



Vermont’s Blueprint for 
Health
Learn from other states 



HSA = Health Service Areas



Leverage Academic Partners, 
Research and Evaluation 
Strategies 

Context Matters 



Community-Based Participatory 
Research

 Key principle examples
 Facilitates a collaborative, equitable partnership in all phases of 

research, involving an empowering and power-sharing process that 
attends to social inequalities

 Integrates and achieves a balance between knowledge generation 
and intervention for the mutual benefit of all partners

 Openly addresses issues of race, ethnicity, racism, and social class, and 
embodies “cultural humility.” 





Stakeholders and Net Mapping
 Define question (e.g. Who can influence the success of our 

project?”

 Define links (e.g. giving money, policy influencer, content 
experts)

 Define who should be key informants of discussions

 Important to Net Map to identify key influencers

 Who is linked to Whom?

Mapping with 
actors, links & 

influence towers
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