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EXECUTIVE SUMMARY

In Kansas, home visitation programs are a key component of our state’s robust early childhood system.
Kansas has an array of home visiting programs with diverse strategies and approaches and provides
services in varied modes based on identified risk factors to support pregnant women and families with
young children. This MIECHV Statewide Needs Assessment update will assist in providing a current
understanding of the needs for home visiting services in Kansas.

The PURPOSE of the

NEEDS ASSESSMENT UPDATE

1
Identify Risk

Identify communities with concentrations of risk

2

Identify Quality & Capacity of Programs

Identify the quality and capacity of existing programs

or initiatives for home visiting in the state

3

Understand Needs for
Substance Use Abuse Services
Understand the state’s resources and capacity
for providing substance abuse treatment
and counseling services to individuals in need

of these services

4

Coordinate with Other Assessments

Coordinate and align with the following:

Title V Maternal Child and Health

Block Grant Needs Assessment

Head Start Collaboration Strategic Planning

and Needs Assessment

Community-based Child Abuse and Neglect
Prevention (CBCAP) Needs Assessment

Part C Needs Assessment

The Kansas Early Childhood (PDG)

Needs Assessment

KANSAS MIECHV
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Design

In collaboration with the Kansas Department of Health
and Environment (KDHE), the University of Kansas Center
for Public Partnerships and Research (CPPR) convened a
committee of researchers to prepare the 2020 MIECHV
Statewide Needs Assessment update. To meet the goals

of the document, the needs assessment team engaged key
stakeholders including KDHE staff, the Statewide Home
Visiting Leadership Group, program leaders from home
visiting organizations, representatives of other state
agencies, and home visiting families. For over a year the
needs assessment team collected and gathered information
from multiple data sources, existing state and community
needs assessment, Kansas MIECHYV evaluations, and feed-
back from the leadership group and considered three main

factors when evaluating home visiting programs in Kansas:
gaps in the delivery of home visiting programs

the extent to which home visiting programs meet

the needs of families

resource gaps in the successful delivery of home
visiting programs, with measurable impact, in

each of the identified high-need counties

What Was Learned

Home visiting has long been considered a vital program
within the Kansas Early Childhood System and this
MIECHYV Statewide Needs Assessment further illuminates
its significance within the broader state landscape. The
findings and recommendations of this Needs Assessment
are in alignment with the major findings of our state’s
comprehensive Early Childhood Needs Assessment (PDG
Needs Assessment) conducted in 2019 through the federal

NEEDS ASSESSMENT



Preschool Development Grant and the resulting All in for Kansas Kids Strategic Plan. Based on the input of nearly 6100

stakeholders, providers, and community members from all 105 Kansas counties, the Strategic Plan outlines plans to align

the early childhood care and education system at the state level, to improve coordination amongst early childhood providers

and partners at the local level, increase equitable opportunities for Kansas families to access services, strengthen public-

private collaboration, foster and sustain a strong early childhood workforce, and support high-quality early childhood care

and education environments. There were several areas of alignment between this Needs Assessment and the All in for

Kansas Kids Strategic Plan.

This MIECHV Assessment found that:

Current investments in home visiting and the
existing delivery of home visiting services
positively impact Kansas families with young
children, especially those in high-need counties,
including current MIECHV home visiting
counties, echoing the many bright spots conveyed

in the PDG Needs Assessment.

The positive impact of home visiting could be
magnified by addressing key gaps and barriers
for families served in home visiting programs,
especially in high-need and geographically
isolated communities. Doing so would align
with the broader efforts to address equitable

accessibility and availability across all early

childhood care and education services and supports.

While Kansas Home Visiting is an important
partner in the Kansas Early Childhood System,
opportunities for further alignment and
coordination exist. Such findings echo and
support efforts to increase coordination and

alignment at both the state and local level

across the comprehensive early childhood system.

SNAPSHOT of MIECHV NEEDS

ASSESSMENT FINDINGS

1

Investments in home visiting positively impacts

Kansas families with young children.

2

Addressing key gaps and barriers for families
served in home visiting programs could magnify the

positive impact of home visiting.

3

There are opportunities for

further alignment and coordination.

4

High-need families struggle to access

necessary services.

High-need families, especially those impacted by substance use disorders and mental health needs, struggle to

access services necessary for addressing these concerns, especially when coupled with other indicators of needs

such as poverty and unemployment. Addressing this barrier would also address the broader need to increase access

to basic supports and services for families with young children in across the state.

KANSAS MIECHV (Vv
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82%

The percentage of Kansas
children under 5 in poverty
who are being served

by home visiting services.

In addition to the key findings that aligned with findings from the PDG Needs
Assessment, other important key findings were revealed from this MIECHV
Statewide Needs Assessment capacity and quality assessment that further
enhance our understanding of the findings in the PDG Needs Assessment.

The MIECHYV capacity assessment included the extent to which home visiting
programs meet the needs of eligible families in Kansas—defined as children
under S in poverty. The findings revealed that Kansas home visiting programs
serve an estimated 81.9% of children under S in poverty and 60% of the identified

high-need counties (12 out of the 20 counties) meet the needs of over 50% of

children under 5 in poverty in their respective counties. It’s important to note
that this estimate speaks to the percentage of children who can be served by

60%

The percentage of high-need

existing home visiting programs. This in an important distinction because who is
currently served may not reflect all the children that should be served. Not all
counties that are meeting children served by Kansas home visiting programs may be under S and in poverty.

the needs of their children.

50%

The percentage of children

These findings provide the possibility of two opportunities:

Expansion of Maternal Child and Health (MCH) Home Visiting
services throughout the state to have a further reach of children
under S in poverty whose needs and families who can be served.
are being met in each of the
20 identified high-need

counties. the extent to which home visiting programs are meeting the needs of

A strategic approach to data collection and impact to help understand

Kansas families and children and to help guide decision-making about

funding and connection to more community resources and services.

This MIECHYV Statewide Needs Assessment quality assessment also highlighted important findings regarding substance abuse
disorder (SUD) and mental health services, home visiting services for indigenous communities in the state, and impacts
related to COVID-19. First, a major barrier to SUD and mental health services is access. Addressing the needs of pregnant
women and women with children requires that more SUD facilities with residential options and assistance with child care
are made available. Medicaid expansion could help increase access to families without the financial resources to participate
in these needed services. Second, although home visiting programs have the potential to have positive effects on Kansas trib-
al communities, it is important that home visiting programs consider ways to expand their services to be community driven
and align with indigenous values. Finally, impacts of COVID-19 revealed the resilience of home visiting services in Kansas.
Although providers and state leaders reported that COVID-19 exasperated families’ need to basic essentials, mental health
services, and access to technology, they also reported several positive impacts in the areas of retention, family engagement,
and communication with their families and internal team members. Parents took a more active role in engaging with their

children and communicated more with their home visitors even as they faced technology barriers.

KANSAS MIECHV (Vi NEEDS ASSESSMENT



SHORT TERM PRIORITIES

Two identified high-need counties, Harper and
Rawlins County, include home visiting programs
(Early Head Start (EHS) and Attachment and
Biomedical Catch-up (ABC) Intervention) that
have eligibility requirements. Expansion of home
visiting programs (e.g. MCH home visiting) that
do not have specific eligibility requirements may
provide a larger reach of serving families and
children in need of home visiting services in those

high-need counties.

Two identified high-need counties, Crawford and
Bourbon County, showed concentration of risk
across all five risk domains (socioeconomic status,
adverse perinatal outcome, substance use disorder,
crime, and child maltreatment). A review of both
home visiting programs and other community
services and resources in those counties will help
to ensure whether the appropriate services are
available to families and children to meet their

needs in all the identified risk domains.

Although the following counties were not
identified as high-need counties, Edwards, Kiowa,
Comanche, Barber, and Kingman counties currently
have no home visiting programs. There is an
opportunity to expand home visiting services, like
MCH home visiting, to these counties to meet the
needs of children and families eligible for home

visiting services.

Several other counties not identified as high-need
(e.g. Greenwood, Pratt, Rush, Wabaunsee, Ness,
and Clark) only have one type of home visiting
program available in the county (either EHS, ABC,
or Healthy Families America (HFA)), which have
specific eligibility requirements. Expansion of
home visiting programs with no specific eligibility
requirement (e.g. MCH home visiting or PAT) may
help to reach more families and children of need of

home visiting.

LONG TERM PRIORITIES

Assure that efforts to strengthen the Kansas

early childhood infrastructure and create greater
systems alignment at state and local levels reflect

a commitment to home visiting with the broader
early childhood care and education (ECCE) system.
Examples include opportunities identified in this
needs assessment to create support systems for
cross sector screening and referrals, fully realize
the early childhood integrated data system,
continue implementation of a common funding

application, and set funding priorities.

Develop a large-scale public awareness campaign
to help Kansans know what home visiting is,

what it is not, and why it is important for pregnant
women and families with small children to be
supported for a strong start in life. Engage the
early childhood education community, K-12
system, and medical professionals statewide in

helping to spread the message.

This Needs Assessment highlights the ways in which Kansas home visiting programs and its workforce across our urban,
rural, and frontier communities are part of the rich continuum of the robust early childhood system in the state. With a
statewide vision that all children and families thrive, as outlined in the All in for Kansas Kids strategic plan, Kansas home
visiting can both maximize its impact and address its existing gaps and barriers while strengthening and contributing to

the broader work of the Kansas early childhood system.
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INTRODUCTION

This mandatory document is in compliance with section 50603 of the Bipartisan Budget Act of 2018 which requires states
to conduct a statewide needs assessment since the first statutory mandate to complete a statewide needs assessment in 2010.
Conducting this Maternal, Infant, and Early Childhood Home Visiting (MIECHYV) Program Statewide Needs Assessment
update (referred to as the MIECHYV Statewide Needs Assessment update in this document) is a condition of receiving

FY 2021 Title V Maternal and Child Health (MCH) Block Grant funding.

The purpose of this MIECHYV Statewide Needs Assessment update is to: (1) identify communities with concentrations of
risk; (2) identify the quality and capacity of existing programs or initiatives for early childhood home visiting in the state;
(3) discuss the state’s capacity for providing substance abuse treatment and counseling services to individuals and families
in need of such treatments or services; and (4) coordinate and align with the Title V MCH Block Grant program needs
assessment, strategic planning and needs assessments conducted in accordance with section 640(g)(1)(C) of the Head Start
Act; and the inventory of current community-based programs and activities to prevent child abuse and neglect, under
section 205(3) of Title II of Child Abuse Prevention and Treatment Act (CAPTA). In order to ensure that home visiting is
part of a continuum of early childhood services within Kansas, to the extent possible and within existing time limits, this
needs assessment has also been coordinated with the needs assessment and strategic plans of the Part C Needs Assessment,
and the Kansas Early Childhood (PDG) Needs Assessment.

Kansas home visiting programs collaborate across multiple agencies on both the state and local levels to ensure effective
home visiting and early childhood systems through the State Home Visiting Leadership Group. The mission of these
stakeholders is “to elevate and sustain the early childhood home visitation system, assuring lifelong benefits and values for all Kansas
children and families.” Kansas home visiting programs are designed: (1) to strengthen and improve programs and activities
carried out under Title V MCH Block Grant; (2) to improve coordination of services for communities with concentrations
of risk; and (3) to identify and provide comprehensive services to guide families in the state on issues such as maternal child

and health, child development and growth, positive parenting, school readiness, safe home environments, and learning.

This Needs Assessment is complementary and in alignment with our state’s Kansas Early Childhood (PDG) Needs
Assessment and All in For Kansas Kids Strategic Plan. Funded by the Preschool Development Grant to Kansas, the Strategic
Plan highlights our robust early childhood system which includes the rich continuum of evidence-based home visitation
models and its vibrant professional workforce across our urban, rural, and frontier communities. With a statewide vision
in which all children and families thrive, this targeted Needs Assessment provides pathways for further aligning our early

childhood system to maximize the impact home visitation has on outcomes for children and families.

KANSAS MIECHV {1 NEEDS ASSESSMENT



IDENTIFYING COMMUNITIES &
CONCENTRATIONS OF RISK

In collaboration with the Kansas Department of Health and Environment
(KDHE), the University of Kansas Center for Public Partnerships and Research
(CPPR) convened a committee of researchers to prepare the 2020 MIECHV
Statewide Needs Assessment update. CPPR worked with various early child-
hood stakeholders in home visiting (e.g. state leaders, directors, program

TERMINOLOGY

High-need

Replaces “at-risk” when
describing groups of
people or communities that
have a concentration of
need necessary resource

Systemically
Underserved Groups
Refers to general groups
of people whose needs
are based on being
underserved or on having
a lack of resources

Phase 1

leaders) to help guide the data collection process

and information included in the update.

In this Kansas MIECHV Statewide Needs Assessment update we use the
terminology “high-need” in replace of “at-risk” when describing groups of people
or communities. Researchers have previously discussed best practices regarding
how and when to use the terminology “at-risk” (see Best, 2020 for a comprehensive
guide on how and when to use “at-risk”). Although “at-risk” has practical usages,
itis a term that lacks a uniform definition and often has a stigmatizing effect
when applied to groups of people. As such we refer to general groups of people
as "systemically underserved groups” to emphasize that their needs are based
on being underserved or having a lack of resources. We also refer to communities
within the state of Kansas as "high-need” to describe that these communities
have a concentration of need for necessary resources.

To identify the communities—which we refer to as counties in this needs assessment update—and concentration of risk

we utilized the Health Resources and Services Administration’s (HRSA) simplified method, which included nationally

available county-level data based on indices of risk in five domains: socioeconomic status, adverse perinatal outcomes, child

maltreatment, crime, and substance use disorder. Each indicator within each

domain aligns with the characteristics described in statue to identify counties within

concentration of risk.! Tables A.1-A.4 in Appendix A summarizes each of the five

risk domains, its corresponding indicators, and the data sources.

PHASE 1 RAW DATA TABLES

Table A.5 Raw data for socioeconomic
status domain

Simplified Method Overview Table A.6 Raw data for adverse perinatal

Indicators were selected by HRSA and the Maternal and Child Health Bureau
(MCHB) to align with statutorily-defined criteria to identify target counties.

outcomes domain

Table A.7 Raw data for substance use
disorder domain

Issues such as data availability and reliability for county-level data were

considered by HRSA/MCHB in selecting the final list of indicators. These

Table A.8 Raw data for crime and child
maltreatment domains

indicators were then grouped into the five risk domains. For each indicator,?

HRSA/MCHB provided the raw data (Table A.5 shows raw data for socioeconomic

status domain; Table A.7 shows raw data for substance use disorder domain; Table A.6 shows raw data for adverse perinatal

outcomes domain; Table A.8 shows raw data for crime and child maltreatment domains—all tables are located in Appendix A),

KANSAS MIECHV (2 NEEDS ASSESSMENT



descriptive statistics (e.g. means, standard deviations, missing data etc.; see Tables A.9-A.12 in Appendix A for these statistics),

and standardized indicator values (z-scores) for each county. At least half of the indicators within at least two domains

needed to have z-scores greater than or equal to one standard deviation higher than the mean of all counties in the state in

order to be considered a high-need county.

Findings of Identified High-need Counties with Concentration of Risk
Based on the data and simplified method provided by HRSA, 20 counties emerged as high-need in Kansas. Figure I shows

where each of the 20 high-need counties are located within the state. Table I lists all of the Kansas high-need counties with
the risk domains identified for each.

Figure 1

Kansas Counties Identified as High-need

DONIPHAN
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| OTTAWA 22 WyANDOTTE
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WALLACE | LOGAN GOVE TREGO ‘ ELLIS | RUSSELL WABAUNSEE
‘ ‘ SALINE DICKINSON
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HAMILTON | KEARNY — STAFFORD - HARVEY

EDWARDS GREENWOOD|woopson | ALLEN | BouRBON

BUTLER
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Table 1
High-Need Counties and the Risk Domains for Each

Risk Domain Key County Risk Domains
@ cuRRENT MIECHY COUNTY Allen C Y )
@ socioeconomic sTaTUs Atchison L 2l )

@ ~DVERSE PERINATAL Bourbon o0 00
Chautauqua ...

Cherokee ..
. CRIME Cowley .’

@ criLo MALTREATMENT Crawford o0 00

Elk o0

Franklin . .

o | @@

Labette C T I B )
Linn .
Montgomery . . ‘.
Neosho oo ©
Rawlins ' .

Republic ' .

Riley o0

Wilson . . .
Woodson .

wyandotte | @) @@ @

SUBSTANCE USE DISORDER

Currently, MIECHYV home visiting programs exist in six of the counties that were identified as high-need in this MIECHV
Statewide Needs Assessment update. Those counties are Cherokee, Labette, Montgomery, Neosho, Wilson, and Wyandotte.
Each of the 20 counties varied on their concentration of risk domain; there was no common domain across all the counties
and all the domains appeared for at least one of the high-need counties. For two of the counties, Bourbon and Crawford, their
concentration of risk was across all five risk domains. The next section will take a deeper look at each of the concentrations
of risk domains including how the identified high-need counties compared to the other counties in the state, and how the

current MIECHV counties compared to other counties in the state.

Socioeconomic Status (SES) Domain

The raw data for this domain is shown in Table A.I (see Appendix A). There are two key takeaways for the SES domain,

(1) among the 20 high-need counties, the current six MIECHV home visiting counties have the highest concentration of
poverty and unemployment rates compared to the rest of the counties in the state; and (2) the 20 high-need counties
(including the current MIECHV home visiting counties) fall within the same range as the majority of Kansas counties for

both the high school dropout and income inequality indicators.

KANSAS MIECHV (4 NEEDS ASSESSMENT



Poverty Indicator
The percent of the population that falls below 100% of the federal poverty level (FPL) ranges
from 10.5% to 20.4% across the 20 high-need counties. Across the rest of the state, 60% of

Kansas counties also fall within this range, while the remaining 20.9% of counties fall below The majority of

this range. This shows that the majority of Kansas counties (approximately 80%) fall between Kansas counties fall
the range of the 10.5% to 20.4% of the population who live below 100% FPL. A closer look at between the range of the
the current MIECHV counties shows that the percent of the population that falls below 100% 10.5% t0 20.4% of the

FPL ranges from 15.3% - 18.4%. In comparison to the rest of the state, the majority of the population who live below
counties (83.8%) fall below this range identified for the MIECHV counties, indicating that the 100% federal poverty
current MIECHV counties include the highest concentrations of the population living under level.

100% FPL.

Unemployment Indicator

The data shows that 93% of the counties in Kansas have an unemployment rate between 2.3% to 5.9%, thus indicating that
most of Kansas has a similar unemployment rate as the 20 identified high-need counties. The current MIECHV counties
fall within a slightly higher percentage of unemployment, 3.9% to 5.2% along with about 16.2% of other counties. In this
respect, most of the other counties (77.1%) fall below this range of unemployment, indicating again, that the current MIECHV

home visiting counties have the highest concentration of unemployment rates in the state.

High School Dropout Indicator

The data shows that the percent of 15 to 19-year-old people not enrolled in school and who have no high school diploma falls
within a range of 0% to 19.5% across the 20 high-need counties. Most Kansas counties (96.2%) also fall within this range

of high school dropout rates. A closer look at the current MIECHYV home visiting counties shows that these counties range
between 1.3% to 9.0%, and that 55.3% of other counties also fall within this range. Thus, it appears that like many other
countes in Kansas, the 20 high-need counties which includes those that are current MIECHV home visiting counties, have

a similar concentration of high school dropout rates as most counties in Kansas.

Inequality

Similar to the previous indicator, the Gini Coefficient—a statistical measure of distribution often used to gauge economic
inequality—all counties in Kansas, except for Wabaunsee, fall within the range of 0.4 to 0.5 indicating a big income gap.
‘Wabaunsee has an index of 0.3 indicating adequate equality. Thus, the 20 high-need counties including the current MIECHV

counties similarly show a big income gap compared to the rest of the state.

Adverse Perinatal Outcomes Domain

The raw data for this domain is shown in Table A.6 in Appendix A. For both the preterm birth and low birth rate indicators,
the 20 high-need counties, including the current MIECHV home visiting counties, compare similarly to the majority

of counties in Kansas (85.9% of counties fall within 6.8% to 13.9% of live births at less than 37 weeks, which is the same
range found for the 20 high-need counties; 84.1% of counties falls within 5.1% to 9.1% of live births less than 2500g, which
is the same range found for the high-need counties). The current MIECHV home visiting counties fall between 7.6% to
11.0% and 6.7% to 8.5% for preterm birth and low birth rates, respectively. Most Kansas counties (64.1% including the
current MIECHV home visiting counties) fall within the same preterm birth range. For low birth rate, a total percentage
of 45.4% of counties fall within the range found for MIECHV home visiting counties, while only a slightly higher percentage
of counties (46.6%) fall below the range found for MIECHV home visiting counties. Although this may suggest that the
MIECHYV counties fall within a concentrated range of risk for the low birth weight rate, the data shows nearly equal

percentages of counties that fall within the range and below the range that was found for MIECHV home visiting counties.

KANSAS MIECHV (5 NEEDS ASSESSMENT



Substance Abuse Disorder Domain

The raw data for this domain is shown in Table A.3 in Appendix A. For each of the five indicators, a majority of counties fell

within the prevalence rate range found for the 20 high-need counties. The needs assessment team compared the prevalence

rates of the MIECHV home visiting counties to that of the other 14 high-need counties for a more nuanced look. This

showed that for alcohol, marijuana, illicit drugs, and pain relievers substance abuse disorder indicators, the concentration

of risk was highest for the six MIECHYV home visiting counties with the prevalence rates for these four indicators higher

than the other 14 high-need counties. Approximately, 83.3% of the MIECHV home visiting counties ranked in the higher

ranges of prevalence use for the four substance abuse
indicators, whereas only about SO to 70% of the other
high-need counties fell within the same prevalence rates
across these indicators. For cocaine use, the concentration
of risk was similar between the MIECHYV home visiting
counties and the other 14 high-need counties, indicating
that their prevalence rate for cocaine use was similar, and

similar to the rest of the counties in the state.

Crime and Child Maltreatment Domains

The raw data for both these domains is shown in Table A.4
in Appendix A. For the crime reports indicator, although
the data shows that 85.3% of Kansas counties—including
the 20 high-needs counties—have crime report rates that
fall between the range of 7.9 to 53.1 per 1000 residents,
the concentration of risk is highest for the current six
MIECHYV home visiting counties showing a crime report
rate range of 19.3 to 53.1 per 1000 residents. Only about
40% of Kansas counties, including the MIECHV home
visiting counties, have crime rates within this range,

with the remainder of Kansas counties falling below this
crime reports range. However, for both the juvenile
arrests and child maltreatment indicators, most Kansas
counties, including the 20 high-need counties, fall within
the same range (76.1% of counties fall within a range of
41.8 to 2845.4 arrest per 100,000 people aged 0 to 17
years; 95.2% of counties fall within a range of 0.3 to 13.1
maltreatment victims per 1000). These percentages were
similar for the ranges found for the current MIECHV
home visiting counties showing that most counties have a

similar concentration of risk as the 20 high-need counties.
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Phase 1
KEY FINDINGS &

RECOMMENDATIONS

Key Findings
Twenty counties in Kansas were identified as
high-need counties using HRSA’s simplified
method and data.

Of those 20 counties, the current six MIECHV
home visiting counties—Cherokee, Labette,
Montgomery, Neosho, Wilson, and Wyan-
dotte—were also identified as among the

high-need counties in the state.

The data from each risk domain showed that
the current MIECHYV home visiting counties
had the highest risk concentration on the
following risk indicators: poverty, unemploy-
ment, alcohol use, marijuana use, illicit drug
use, pain reliever use, and crime reports. For all
other indicators, the 20 high-need counties,
including the current MIECHV home visiting
counties, fell within similar concentration of

risk ranges as most counties in the state.

Recommendations
Provide targeted services addressing specific
risk indicators which the data showed to be in
high concentration for current MIECHV home

visiting counties.
Review each identified 20 high-need counties

and their corresponding risk domains to provide

services that may target those risk domain areas.
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Phase 2

Additional Vulnerable Communities in Kansas

For this MIECHYV Statewide Needs Assessment update, it is important to discuss the influence of home visiting programs
on Kansas indigenous communities. The simplified method used to identify the 20 high-need counties in Kansas is not an
appropriate methodology to identify and describe the risk factors in indigenous communities. In this section, the needs
assessment team discusses a brief background of the federally-recognized tribes in Kansas, and how aligning and assessing
statutory criteria to determine risk factors in Kansas tribes is not the best approach to identify that indigenous communities
in Kansas can benefit from home visiting programs. The needs assessment team makes the argument that home visiting
programs have the potential to meet the needs of Kansas tribes and provides qualitative support in Identifying Quality and
Capacity of Existing Programs of this needs assessment update to describe the impact that home visiting has had on Kansas

indigenous communities.

Background

Home visiting can be an effective model for delivering early childhood and family supports in indigenous communities.
Federal agencies like the Administration for Children and Families (ACF) and the Substance Abuse and Mental Health
Services Administration (SAMHSA) have recognized this through their funding of tribal home visiting programs. However,
to be truly effective, home visiting program models require intentional adaptations and integrative strategies rooted in
indigenous values and intergenerational practices that are developed by and for indigenous communities themselves.
Assessing early childhood and maternal-infant needs in these communities also requires a thorough recognition of the
historical traumas inflicted on generations of indigenous families and a commitment to interrogating “traditional” Western

assessment practices that have so often silenced and devalued indigenous family structures, livelihoods, and perspectives.

Today, four federally-recognized tribes call Kansas lands home: the Prairie Band Pottawatomie Nation, the Kickapoo Tribe in
Kansas, the Towa Tribe of Kansas and Nebraska, and the Sac and Fox Nation of Missouri in Kansas and Nebraska. These
tribal nations operate under sovereign terms with state and federal governments, providing services and programs for their
tribal members on their reservation lands and maintaining their own population and community data systems as best fit
their needs. For state and federal initiatives, this means that standardized methods of determining systemically-underserved
population counts and assessing needs for tribal nations is fraught with historical, structural, and jurisdictional tensions—

especially for indigenous groups living on reservation lands.

Data (Mis)representation in Indigenous Communities

According to the U.S. Census Bureau, “Data indicate American Indians and Alaskan Natives Alone or in Combination
living on Indian reservations have much higher net undercounts than those living elsewhere in the country” (O’Hare, 2019,
p. 103). The Census Bureau identifies “hard-to-count (HTC) characteristics” (such as high poverty and unemployment rates,
non-Western housing systems, and low levels of literacy) as contributing factors to the high undercount and omission rates
of American Indian and Alaska Native (AIAN) groups living on reservations. In the 2010 Census, the net undercount rate
for American Indians and Alaskan Natives Alone or in Combination living on reservations was 4.9%, while the omissions
rate for the same group was 13.7% (O’Hare, 2019, p. 103). Similarly, the Census Bureau’s National Advisory Committee
recognizes that barriers to indigenous population counts are created by Census considerations of citizenship. At its Spring
2018 meeting, the Committee reported that some indigenous individuals “would not identify as being citizens of the United

States, because they feel they are citizens of their tribal nation” (O’Hare, 2019, p. 107).
Structural and systemic challenges to recognizing indigenous populations as they choose under their sovereign rights are
critically important for state home visiting programs and early childhood leaders to understand. Historically, indigenous

groups have been resistant to state and national data collection efforts, recognizing that “providing demographic
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information could be dangerous for a variety of reasons...[including being] used to assess the military capabilities of Native

American groups, disclose illegal cultural practices...[and to] help locate suspected criminals or highlight children who

could be forced to attend residential schools” (Hoy, 2015, p. 742-3). Thus, tribes have a vested interest in protecting their

communities through their sovereign data practices such as self-determination of identifying characteristics and tribal

enrollments. Mainstream methods for determining “need” may not be useful or appropriate for indigenous communities,

requiring that state and program leaders develop meaningful and ongoing partnerships with tribal leaders to repair harm

and restore trust.

This is especially true of past national home visiting
efforts. Novins et al note that “while strong research
evidence has indicated that home visiting is an effective
intervention strategy for improving outcomes for vul-
nerable families, less is known about the benefit of these
services specifically in tribal settings. Applicability of the
research evidence on home visitation to services in tribal
communities is subject to similar concerns facing other
evidence-based health and human services interventions,
including the limited participation of tribal people in

the research that was conducted to develop these inter-
ventions and establish their effectiveness as well as the
unique geographic, historical, cultural, infrastructural,
socioeconomic, and epidemiologic circumstances of
tribal communities” (Novins et all, 2018, p. 261). Sdll,
many tribes have recognized the value and potential of

home visiting programs to support child and family needs.

Value and Potential of Home Visiting
Programs in Kansas Tribes

Home visiting can help meet the holistic needs of
indigenous families and children through targeted early
childhood developmental practices rooted in culture,
language, and community. Effective indigenous home
visiting models can provide collaborative strategies

for tribal leaders to meet their families where they

live, work, and play, and elevate family voice through
meaningful partnerships between caregivers and home
visitors. Finally, home visiting programs offer a critical
way for historically and systemically oppressed indige-
nous communities to connect with a broad network of
services and supports while challenging the inherent
norms of such services to better meet the needs of indig-
enous children and families. In the following section, the
needs assessment team will discuss the quality of home

visiting programs in Kansas tribes.

KANSAS MIECHV (8

Phase 2 KEY FINDINGS &

RECOMMENDATIONS

Key Findings
Standardized mainstream methods of determining
systemically-underserved population counts
and assessing needs for tribal nations may not
be useful or appropriate methods to understand

needs of indigenous communities.

Indicators commonly used to identify
systemically-underserved communities (e.g.
poverty and unemployment rates) are contributing
factors to the high undercount and omission rates
of American Indian and Alaska Native (AIAN)

groups living on reservations.

Home visiting can be an effective model for
delivering early childhood and family supports
in indigenous communities given that the
curriculum and delivery methods are centered

around indigenous culture and community.

Recommendations
State and home visiting program leaders should
develop meaningful and ongoing partnerships
with tribal leaders to continue to build meaningful

relationships with indigenous communities.

Assessing early childhood and maternal-infant
needs in these communities requires methodol-
ogies that include indigenous family structures,

livelihoods, and perspectives.

NEEDS ASSESSMENT



2025 NEEDS ASSESSMENT UPDATE:
Identifying Communities & Concentrations of Risk

Introduction

Kansas used the most recent federal and state-level data available for the 2025 Needs Assessment Update. Non-urban
county data was aggregated by KDHE Public Health Regions used by their epidemiologists to support reliable risk
identification. This was done because the federally provided data for the 2020 MIECHV Needs Assessment had high
standard errors for much of the Kansas county level data, since 94% counties in Kansas are not urban and have populations
below 80,000. This makes it difficult to accurately assess risk at the county level for much of our state. In addition, in
many rural areas, home visitors may need to serve families in a multi-county area to successfully maintain a full caseload.
This is not possible if there are no neighboring counties identified as high-need counties. For instance, based on the 2020
MIECHYV Needs Assessment, identified high-need rural counties Harper, Rawlins, Republic, and Atchinson are isolated
with no neighboring counties. Regionalizing our non-urban counties supports more accurate identification of risk rates and
concentration of risks. It will also support MIECHYV expansion by increasing the geographic service area for communities
identified as high-need, allowing home visitors to serve a multi-county area and recruit from a larger population of families

in need of home visiting.

Kansas Non-Urban Regional Communities

The six non-urban regional communities assessed for concentrations of risk and the counties included:

Northwest Kansas Southwest Kansas

Cheyenne, Decatur, Ellis, Gove, Graham, Logan, Norton, Clark, Finney, Ford, Grant, Gray, Greeley, Hamilton,
Phillips, Rawlins, Rooks, Sheridan, Sherman, Thomas, Haskell, Hodgeman, Kearny, Lane, Meade, Morton,
Trego, and Wallace. Ness, Scott, Seward, Stanton, Stevens, and Wichita.
North Central Kansas Non-urban South Central Kansas

Clay, Cloud, Dickinson, Ellsworth, Jewell, Lincoln, Barber, Barton, Butler, Comanche, Cowley, Edwards,
Mitchell, Osborne, Ottawa, Republic, Russell, Saline, Harper, Harvey, Kingman, Kiowa, Marion, McPherson,
Smith, and Washington. Pawnee, Pratt, Reno, Rice, Rush, Stafford, Sumner.
Non-urban Northeast Kansas Southeast Kansas

Atchison, Brown, Chase, Doniphan, Franklin, Geary, Allen, Anderson, Bourbon, Chautauqua, Cherokee, Coffey,
Jackson, Jefferson, Lyon, Marshall, Miami, Morris, Crawford, Elk, Greenwood, Labette, Linn, Montgomery,
Nemaha, Osage, Pottawatomie, Riley, Wabaunsee. Neosho, Wilson, and Woodson.
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Kansas Urban Communities
The following urban communities—identified as having a population density of 150 people per square mile or more—
are assessed at the county level for concentrations of risk:

Douglas Leavenworth Shawnee

Johnson Sedgwick Wyandotte

Concentrations of Risk

Kansas identified communities with concentrations of risk based on factors identified in Section 511 (b)(1)(A) of the Social
Security Act [42 U.S.C. 711] for Maternal Infant and Early Childhood Home Visiting programs using two approaches—
one for birth risk and one for community risk. Birth risk assessed concentrations of risk amongst children being born in
communities higher than the state level. Community risk examined concentrations of risk amongst communities higher

than the state level for communities across the state.

Birth Risk
Identified communities with concentrations of birth risk are communities with higher rates than the state in children born
with 2+ or 3+ birth risks. Birth risks were compiled by KDHE epidemiologists using raw 2023 Vital Statistics birth data.

The following are the seven birth risk indicators and the corresponding risk domains outlined in Section 511 (b)(1)(A):

Birth Risk Indicators and Risk Domains

Birth Risk Indicator Risk Domain

Infant Low birth weight or preterm birth.
Premature birth, low-birth weight infants, and infant mortality

Maternal Did not receive first trimester prenatal care or
Other indicators of at-risk prenatal, maternal, newborn, or child had less than adequate prenatal care.
health Under 20 years old.
Unmarried mother.
Poverty Medicaid or WIC or uninsured birth.
High school non-graduation (high rates of high-school Mother with less than high school education
drop-outs)
Substance use (substance abuse) Smoked cigarettes before or during pregnancy

Community Risk
Identified communities with concentrations of community risk are communities with higher rates than the state in at
least one indicator of risk across at least 3 of the 9 domains of risk outlined in Section 511 (b)(1)(A). The risk domains and

indicators with sources include:

Infant (premature birth, low-birth weight infants, and infant mortality)
Preterm birth rate
2023 Kansas Department of Health and Environment (KDHE) Vital Statistics
Low birth weight rate
2023 KDHE Vital Statistics
Infant mortality rate per 1,000 births
2017-2021 KDHE Vital Statistics
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Maternal (Other indicators of at-risk prenatal, maternal, newborn, or child health)

Poverty

Crime

Less than adequate prenatal care rate

2023 KDHE Vital Statistics

Gestational hypertension rate

2022 KDHE Kansas Information for Communities Birth Statistics
Teenage pregnancy rate per 1,000 females 10-19 years old

2023 KDHE Vital Statistics

Poverty rate
2023 United States Census Small Area Income and Poverty Estimates
Rate of families with children under S at less than 185% federal poverty level

2023 American Consumer Survey S-Year Ratio of Income to Poverty Level Estimates (B17022)

Crime rate per 1,000 residents

2023 Kansas Bureau of Investigation (KBI) Crime Statistics

Domestic violence

Domestic violence rate per 1,000 residents

2023 KBI Domestic Violence, Rape, and Stalking Statistics

High school non-graduation (high rates of high-school drop-outs)

Four-year high school non-graduation rate

2023-2024 Kansas State Department of Education Data Central Education Reports

Substance use (substance abuse)

Cigarette use anytime during pregnancy rate
2023 KDHE Vital Statistics

Unemployment

Unemployment rate

December 2024 Kansas Department of Labor Local Area Unemployment Statistics

Child maltreatment

Substantiated Child Abuse and Neglect per 1,000 juveniles
2024 Kansas Department of Children and Families Child Protective Services Reports
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Demonstration of Need

Birth Risk
In Kansas, 41.0% of children are born with 2+ birth risks and 21.6% of children are born with 3+ birth risks.

Communities with higher than the state percentage of children born with either 2+ or 3+ birth risks

Community 2+ birth risks 3+ birth risks
Wyandotte County 68.5% 44.3%
Southwest Kansas 59.3% 34.9%
Southeast Kansas 55.9% 32.0%
Shawnee County 53.6% 31.5%
Sedgewick County 43.9% 21.6%
Non-Urban South Central Kansas 42.3% 22.8%

Community Risk

The table below summarizes the community risk domains for each Kansas community in which there was at least one
indicator above the state rate as well as the total number of risks that met this criterion. All Kansas communities except
Johnson County have concentrations of risk for 3 or more risk domains. Johnson County had no indicators of risk above

the state rate. Thus, all Kansas communities are identified as high-need except Johnson County.

Communities with at least one indicator above the state rate

Number of
Community Risks Risks
Sedgwick County 9 Infant, Maternal, Poverty, Crime, Domestic Violence, Substance use,
3 High school non-graduation, Unemployment, Child maltreatment
Shawnee County 7 Infant, Matelfnal, Poverty, Crime, Domestic Violence, High school
non-graduation, Substance use
Infant, Maternal, Poverty, Crime, High school non-graduation,
VIS 7 7 Unemployment, Child maltreatment
Non-urban South Central Kansas 6 Infant, Maternal, Poverty, Substance use, Unemployment, Child
maltreatment
North Central Kansas 6 Inf.ant, Poverty, Domestic Violence, Substance use, Unemployment,
Child maltreatment
Northwest Kansas 5 Infant, Maternal, Poverty, Substance use, Child maltreatment
Southeast Kansas 5 Infant, Maternal, Poverty, Substance use, Unemployment
Douglas County 4 Poverty, High school non-graduation, Substance use, Child maltreatment
Southwest Kansas 4 Maternal, Poverty, High school non-graduation, Child maltreatment
Leavenworth County 3 Infant, Maternal, Child maltreatment
Non-urban Northeast Kansas 3 Maternal, Poverty, High school non-graduation
Johnson County 0 n/a
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Additional High-Need Communities

The following 84 counties are identified as additional high-need communities with concentrations of risk:

Anderson Decatur Grant Kingman Mitchell Pratt Sherman
Barber Dickinson Gray Kiowa Morris Reno Smith
Barton Doniphan Greeley Lane Morton Rice Stafford
Brown Douglas Greenwood Leavenworth Nemaha Rooks Stanton
Butler Edwards Hamilton Lincoln Ness Rush Stevens
Chase Ellis Harvey Logan Norton Russell Sumner
Cheyenne Ellsworth Haskell Lyon Osage Saline Thomas
Clark Finney Hodgeman Marion Osborne Scott Trego

Clay Ford Jackson Marshall Ottawa Sedgwick ‘Wabaunsee
Cloud Geary Jefferson McPherson Pawnee Seward Wallace
Coffey Gove Jewell Meade Phillips Shawnee Washington
Comanche Graham Kearny Miami Pottawatomie Sheridan Wichita

KANSAS MIECHV {13 NEEDS ASSESSMENT



QUALITY AND CAPACITY OF
EXISTING PROGRAMS

The needs assessment team used a multi-method approach to assess the
quality and capacity of existing home visiting programs in the state. The
approach included both quantitative and qualitative methods to determine
the capacity of home visiting services and to better understand the number
of families and children who may need services but are not receiving them.
Data were gathered at the state and county levels. The needs assessment
team used existing data and collected new data specifically for capacity
assessment at the county level. For the purposes of this needs assessment,
“early childhood home visiting programs” or "home visiting programs” were

defined as any programs that utilize home visiting as a primary intervention strategy

for providing services to pregnant people and/or children from birth to kindergarten entry.

Data Sources Used for Assessing Quality and Capacity

of Existing Home Visiting Programs Reported
A brief summary of existing and new data sources used in this needs assessment to in this Section
assess quality and capacity of the existing programs or initiative for home visiting 1
programs in the state. Data Sources
2
Capacity Assessment Capacity Assessment
Method for Assessing Capacity of Existing Home Visiting Programs
3
Findings from the Capacity Data Quality Assessment

In this section the needs assessment team reports the following:

»

»

»

»

Primary funding sources and total funding received in Fiscal Year (FY) 2018
and MIECHYV funding received in FY19.

Statewide capacity numbers for each of the key home visiting programs in Kansas

Statewide demographic information for the key home visiting program in Kansas, which discusses
the number and types of individuals and families who ware receiving services under home visiting

programs and initiatives

Home visiting capacity findings by high-need counties, which includes the numbers of families and
children served for each of the high-need counties (report of all counties is also included) aggregated

across all home visiting programs in Kansas.

Assessment of need in the state, which discusses the extent to which programs are meeting the needs

of eligible families.
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Quality Assessment

Method for assessing quality of the existing home visiting programs

Findings from the Quality Assessment — In this section the needs assessment team reports:
» Quality of existing home visiting programs
» Gaps in the delivery of early childhood home visiting services
» Extent to which home visiting services meet the needs of families in Kansas

» Gaps in staffing, community resources, and other requirements for delivering evidence-based home visiting

services in high-need counties
» Impact of COVID-19 on Home Visiting Services

» Quality of home visiting programs in Kansas Tribes

Data Sources used for Assessing Quality and Capacity of
Existing Home Visiting Programs

Existing Data Sources

Title V Maternal and Child Health (MCH) Block Grant Needs Assessment

KDHE is a recipient of the Title V MCH Services Block Grant Program funds. They are required to complete a statewide
needs assessment every five years to identify need for (1) prevention and primary care services for pregnant women, mothers,
and infants up to age one; (2) prevention and primary care services for children, and; (3) services for children with special
health care needs. Kansas’ five-year needs assessment covering the years 2016 to 2020 was completed at the same time as
this MIECHYV Statewide Needs Assessment. In a joint effort to best understand the needs of pregnant women, mothers, and
families with small children within Kansas’ home visiting programs, we reviewed data from the Title V MCH Block Grant

needs assessment to inform this MIECHV Statewide Needs Assessment update.

Head Start Collaboration Strategic Planning and Needs Assessment

In accordance with the Administration of Children and Families federal grant requirements, the Kansas Head Start (HS)
Collaboration Office conducts an annual needs assessment to identify the gaps in collaboration among HS and Early Head
Start (EHS) agencies, their partners, and other service providers. The purpose is to describe community strengths, needs,
and resources within the priority areas of children experiencing homelessness and disabilities, child welfare and state child
care systems, child care, family literacy, health care, community services, professional development systems, and partnership/
coordination with state systems. The results were used to create a five-year strategic plan that defines how the Kansas Head
Start Collaboration Office (KHSCO) will support HS programs in the key areas identified from the needs assessment. The
assessments were completed between 2016 and 2018 through online surveys that featured several open-ended questions.
HS also conducted a series of focus groups in 2018 which included program directors. While not every program includes

a home-based EHS option, those which are center-based or child care partnerships still interact with the home visiting

systems in their communities and offer a valuable perspective.
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Community-based Child Abuse and Neglect Prevention (CBCAP) Needs Assessments

The 2019 Kansas Prevention Investments Annual Report highlights the array of programs supported across the state by
federal Community Based Child Abuse Prevention (CBCAP) funding, many of which include home visiting components.
Coupled with individual needs assessments of the current seven grantees, it illustrates the experiences of providers in
regions most at risk for child abuse and neglect. Home visitors in these programs often have an extraordinary perspective,

as grantees are selected based on innovative interventions designed for a community’s unique needs.

Kansas Home Visiting Capacity Data via the Data Application and Integration Solutions

for the Early Years (DAISEY)

DAISEY is a shared measurement system designed to help communities see the difference they are making in the lives of
children, youth, and families. Implementation of DAISEY allow KDHE Bureau of Family and Health and their grantees to
improve data quality, track progress of shared goal, and enhance communication and collaboration. All current MIECHV
home visiting programs use DAISEY to assess home visiting benchmark performance and capacity data. Data is reported
for FY ‘19 for both MCH home visiting capacity numbers by county and Team for Infants Endangered by Substance Abuse
(TIES) capacity numbers by county.

Part C Needs Assessment — Community-level data for Infant Toddler Services

The Part C Needs Assessment update included data across State Fiscal Years (SFY) from 2017 to 2019 and identified
strengths and priority needs of the tiny-k programs in the state. Part C Needs Assessment reviewed the capacity of the
current system, screening and service delivery practices, and family and community experiences with the tiny-k programs.
The 2019 Kansas Infant Toddler Services (Part C) Needs Assessment, while not directly addressing the eight home visiting

programs, also provides additional context for understanding the quality and reach of home visiting programs in the state.

Kansas Early Childhood Needs Assessment (PDG Needs Assessment)

This needs assessment was a comprehensive review of specific needs and issues Kansas families face. It specifically described
current early childhood care and education (ECCE) systems in the state, informed the availability of connected, coordinated,
and accessible ECCE services across the state, and was used to inform and provide rationale for an actionable state strategic
plan. Home visiting is one of many ECCE systems and as such this needs assessment was used to help provide us with a

broad sense of the impact and infrastructure of the ECCE systems in Kansas.

Parent Experiences of Home Visiting - MIECHYV Formula Year 2018 and Innovation Evaluations
CPPR coordinated and collaborated with KDHE to conduct several different evaluation projects. Some of these evaluations
studied different perceptions and experiences of families regarding home visiting practices, their relationships with their
home visitors, and their experiences with access to services. We included what we learned from those evaluations in this
MIECHYV Statewide Needs Assessment update to capture some parent voice regarding their experiences with home visiting

services in Kansas.
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New Data Sources

State- and Community-level Surveys

The directors and program leaders of evidence-based and non evidence-based home visiting programs were contacted via
email to provide data about their programs, including numbers of families and children served, waiting list status, open slot
status, referral information, funding sources, and demographic information of families served. In some instances, statewide
directors were only able to share statewide data for their programs, thus, the needs assessment team contacted each program
individually and asked them to complete a Qualtrics survey to gather their programs’ capacity data. In both the email and
survey methods of collecting this information, the needs assessment team included open-ended questions for the directors
and program leaders to share their thoughts about bright spots, challenges, and gaps pertaining to home visiting services

in the state. Data were collected from the following eight key home visiting programs in Kansas: Early Head Start (EHS),
Parents as Teachers (PAT), Healthy Families America (HFA), Team for Infants Endangered by Substance Abuse (TIES), Nurse
Family Partnerships (NFP), Infant Toddler Services (tiny-k), Maternal Child Health (MCH) home visiting, and Attachment
and Biobehavioral Catch-up (ABC) Intervention. Emails and Qualtrics surveys asked all the same questions and sought to

gather county level information where available.

State-Level Surveys-Impacts of COVID-19

Like many other states, the COVID-19 pandemic has impacted the process of providing effective home visiting services to
families in the state of Kansas. The needs assessment team distributed a survey, which included open-ended questions, via
Qualtrics to home visiting state program leaders and program supervisors. The purpose of the survey was to understand
their perspectives of the impacts of the pandemic on their home visiting programs. Particularly we were interested in bright
spots, challenges, and what changes they were able (or unable) to make as they worked to continue to provide home visiting

services to families.

Provider and Community Surveys from Title V MCH Block Grant Activities

As part of our efforts to align this MIECHYV Statewide Needs Assessment with the Title V MCH Block Grant Needs Assessment,
the needs assessment team included newly collected data from the 2020 Title V MCH Block Grant Needs Assessment that
was specific to home visiting, pregnant women, or families with young children. Below are the two data sources we included

for this MIECHYV Statewide Needs Assessment update:

MCH Provider Self Reflection Survey — Home Visitor responses
The National Family Support Network offers a staff self-reflection checklist consisting of 15 self-reflection items
that were designed for MCH staff to use as a daily reminder to carry out day-to-day work in a manner consistent
with the quality standards. With permission of the National Family Support Network, CPPR adapted the self-
reflection checklist to an online version of the tool in Qualtrics to summarize and analyze aggregate results across
Kansas. The 15 items are first-person statements which the respondents rated on a five-point Likert-type scale
from “strongly disagree” to “strongly agree.” MCH-funded staff at all Kansas MCH programs were encouraged to
complete the self-reflection in October 2019. All MCH program directors/coordinators were contacted via email
by CPPR staff and asked to disseminate the Qualtrics self-assessment web link to all program staff. Only results

from home visitor respondents were analyzed and reported for this MIECHYV Statewide Needs Assessment.
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MCH Regional Open House - MIECHYV home visiting services
In January 2020 CPPR hosted six regional open houses across Kansas in Lawrence, Salina, Hays, Chanute,
Hutchinson, and Garden City. Open houses were held in public spaces (e.g. libraries) to encourage participation
by members of the community. The events were approximately two hours long. Each open house had stations
that asked for input about issues impacting the health of women, infants, and children. Specifically, there were
stations about workforce adequacy/availability, home visiting programs, MCH performance (Kansas data on
National Performance Measures and Outcomes Measures), a prioritization exercise where participants created a
budget by allocating resources to various topics, and an opportunity to provide open-ended comments about bright
spots, challenges, and ideas to enhance the health of women, infants, and children in the state. In addition to
members of the public, MCH staff from many programs around the state participated in the open houses. At each
event there was a series of stations to inform and educate participants, and to seek feedback/input. For the purposes
of this MIECHYV Statewide Needs Assessment, there was a station that asked about participants awareness and use of

MIECHYV home visiting services. The data from this specific station was synthesized to inform this needs assessment.

For the MIECHYV station, there were a total of 89 respondents (out of 135 total participants) of which 46 identified

as service providers (43 members of the public comprised the remainder of the respondents).

Capacity Assessment

Method for Assessing Capacity of Existing Home Visiting Programs
To assess capacity of existing home visiting programs, the needs assessment team used quantitative methods. The methodology

for each of these is described below:

Home visiting funding data The needs assessment team requested statewide primary funding sources and total funding
received from the State Home Visiting Leaders via email and phone. Total funding received was reported for FY18 and
MIECHYV funding received—data for MIECHYV funding collected from KDHE’s Home Visiting Program Manager—was
reported for FY19.

Statewide capacity data for each of the key home visiting programs in Kansas The needs assessment team contacted
the State Home Visiting Leaders of the key evidence-based and non evidence-based home visiting programs in Kansas

via email or phone and asked them to provide statewide data for the most recent Fiscal Year they had data to report. Each
leader submitted data by either responding directly to the email or a phone call, attaching an annual report (see Reference
section for a complete list of reports submitted), or the needs assessment team pulled the data from the DAISEY data system
(specifically for reporting MCH and TIES capacity numbers). The data that was available or reported for each of the home
visiting models varied. All programs reported number of children served and type of funding source, and most, excluding
Infant Toddler Services, reported number of families served for Fiscal Year 2019. Some programs had some data to report
referral data—number of referrals sent and received, open slot status—how many slots of families or children the program
is funded to serve—waitlist data, and demographic information of the families served. Additionally, each leader was asked

to report their perceptions of bright spots, challenges, and gaps of their home visiting programs.

Statewide demographic data The team requested statewide demographic data from the State Home Visiting Leaders for
the key home visiting programs in Kansas in order to discuss the number and types of individuals and families who
received services under home visiting programs and initiatives. The data was collected from the leaders via email or over the

phone. Demographic data was not reported by the ABC and NFP state leaders and is not reported in this needs assessment.
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Additionally, the team reported demographic data for the state from the American Community Survey (ACS) 2018 S-year
estimates Census data in order to compare the demographic statistics of the state of Kansas to the demographic statistics of

those served by Kansas home visiting programs.

County-level capacity data for all Kansas counties During the statewide capacity data collection process, the needs
assessment team as requested county-level data from the State Home Visiting Leaders. Some provided the data for each

of the counties served, while others explained that county-level data would need to be requested from each individual
organization across the state. Specifically, the needs assessment team had to collect county-level data from each organization
for the EHS and PAT programs in Kansas. The team created a Qualtrics survey that included questions about numbers of
children and families served, waitlist data, referral data, open slot data, and three open-ended questions that asked about
perceptions of bright spots, challenges, and gaps of their home visiting services. These surveys were sent to the main
contact of each home visiting organization for the EHS and PAT programs. The team received back surveys from all the PAT
organizations and from 90% of the EHS organizations. Reporting period of the data was for FY2019. Similar to the statewide
data, we received complete data for number of children and families served. However, the responses for the remaining
quantitative data was incomplete. The needs assessment team reported number of children and families served aggregated

across each of the eight key home visiting program for each county in Kansas.

Data Duplication Worthy to note are issues related to data duplication. Some organizations collected and reported number
of families served which may be a duplicated count that includes number of children, while other organizations collected
number of families and number of children separately. Another issue of duplication is that some organizations count number
of pregnant women as part of both their number of families and number of children counts. Thus, the capacity data may

include duplicated counts for numbers of families/children served by a home visiting organization.

Weighted calculations for county data when needed Some organizations collected their data by individual counties they
serve, while others only report a total number for each data field across all the counties they serve. For organizations that
reported total numbers for all data fields across all counties served, we did a weighted calculation to estimate the county-level
data for each county the organization serves. Numbers were weighted by using population data (total population and
population of children under S) from the ACS 2018 S-year estimates Census data for each county in Kansas. If the orga-
nizations reported total number of families served across all their counties, weighted rates for each individual county was
based on the total population Census data. If the organizations reported total number of children served across all their
counties, weighted rates for each individual county was based on total population under 5 Census data. Some programs only
reported total number of children served across all their counties, thus, we used total population under 5 Census data to
calculate individual rates for each data field. Weights were calculated by taking the total number of people (either families
or children or both, depending on what data the organization reported) served by the organization and dividing by the total
population of all the counties served by that organization. This number was then multiplied by the population of the specific
counties the organization served. For example, if Organization A reported serving a total of 10 families across both Allen
and Anderson counties, we added population numbers from both those counties as noted in the Census data (Table B.1 in
Appendix B — 754 + 491 = 1245). Then we divided Organization A’s reported total families served number by that total pop-
ulation of 1245 (10/1245 = .008). Finally, we multiplied this rate by the individual Census county population: Allen county
=.008*754 = 6.03; Anderson county = .008*491 = 3.93. Thus, based on these calculations we estimated that Organization
A served approximately 6 families in Allen county and 4 families in Anderson county which comprised the 10 families total

they reported serving.
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Assessment of need in the state To assess the extent to which home visiting programs are meeting the needs of eligible
families, the needs assessment team utilized an alternative indicator to align with previous needs assessments (e.g. PDG
Needs Assessment) that CPPR has collaborated on. For this MIECHV Statewide Needs Assessment update, we used
population numbers of children under S in poverty from the ACS 2018 S-year county estimates. The needs assessment team
chose this measurement to be more inclusive of eligible families. It is predicated on the notion that children and families
should have access to needed services and are more than simply their eligibility criteria. Thus, we included this broader
measure of need using two criteria—children under S (which is a target population of many home visiting programs) and

poverty (which is risk factor that identifies populations and counties of high-need).

Findings from the Capacity Assessment

Kansas has an array of existing MIECHV and non-MIECHYV funded home visiting programs that support pregnant women
and families with young children. There is no state-specific home visiting model. The Center for Disease Control and
Prevention (CDC) defines several different strategies and approaches used in prevention of child maltreatment, including
enhancing parental skills to promote healthy child development. Early childhood home visiting falls within this prevention
approach, and Kansas programs provide services in varied modes based on identified risk factors. Below are the different

levels of interventions Kansas home visiting programs use to support pregnant women and families with young children.

Universal services apply to everyone and rely on policy interventions and broad social change techniques that treat

all families the same

Selected services are focused on identified risk factors that are experienced by high-need groups and include

individualized programs to help meet needs

Targeted/Indicated services include treatment with therapeutic goals for those who have experienced substance

related disorders, usually through one-on-one strategies and support services

A summary of each of the eight key home visiting programs in the state are described in Table B.2 in Appendix B.

Statewide Home Visiting Capacity Findings by Home Visiting Programs

Funding Source Findings for Kansas Home Visiting Programs

There are approximately seven primary funding sources in Kansas across the eight key home visiting programs. For FY2018
the total funding for home visiting services was approximately $24,152,144 (see Table B.3 in Appendix B for a breakdown

of funding for each of the primary funding sources located in the notes section). For FY2019, federal MIECHYV funding was
approximately $3,011,030 across the evidence-based and promising practice MIECHV home visiting programs.

Additional Home Visiting Funding and Expansion in Kansas

In February of 2018, the Family First Prevention Services Act (FFPSA) was signed into law providing exciting possibilities
for communities within Kansas to be responsive, supportive, and meet specific needs of children, teens, and families in the
state. Through federal funding, the Kansas Department of Children and Families (DCF) can expand the network of home
visiting services across the state. Table B.4 in Appendix B shows the home visiting programs that were awarded Family First
Funding, their program model, counties the programs will serve, and the projected number of families to be served. It is
estimated that these programs will begin using these funds to expand the reach of their home visiting services between

October 2019 to Spring 2020.
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Statewide Capacity Findings

Table B.3 in Appendix B outlines the service delivery characteristics, total number of families and children served (statewide
data), and primary funding streams for each of the eight key home visiting programs in Kansas. For FY2019, Kansas home
visiting served approximately 14,853 families and 27,777 children. Of note, these numbers may be duplicated as programs
may count pregnant women as part of their families served count and their children served count. Additionally, some programs
define number of families as a primary caregiver with one eligible child. These programs may define number of children as
any eligible child served, thus, it may include multiple children within a household which also includes the eligible child
that was counted as part of the number of families served count (creating a duplicated count). According to the ACS 2018
S-year county estimates, there are a total of 33,908 children under S in poverty who can potentially be served by a home
visiting service. Kansas home visiting programs serve approximately 27,777 children. Thus, Kansas home visiting programs
reach approximately 81.9% of children under S in poverty who can be served by home visiting. Of importance, the children
served may not all have a risk factor of poverty so this percentage of the population of children served is only an estimate of

the percentage of the population served.

Statewide Demographic Findings for Home Visiting Programs

Statewide demographic findings are shown in Table B.5 in Appendix B. The findings show that the majority of families served
across the key home visiting programs in the state are White and non-Hispanic identified groups. Compared to the ACS
demographic data estimate, it appears that White and non-Hispanic identity groups make up the largest demographic
percentages for children under S in poverty in Kansas. Thus, it is expected that these groups are the highest served in

home visiting programs. Of note, it appears that none of the home visiting programs serve multi-racial identified groups
(percentages range from 1.40% to 8.21%) at percentages that reach the population estimate (11.12%) for children under S

in poverty. Two Kansas home visiting programs (EHS and HFA) serve Hispanic/Latinx families at percentages that reach
the population estimate (30.70%) of children under 5 in poverty; all other programs serve 15 to 20.48% of Hispanic/Latinx
families. Additionally, only one home visiting program serves Black/African American families (TIES — 33.33%) at double
the population estimate (15.10%) for children under S in poverty, while the other programs serve 3.37% to 12.70% of Black/
African American families. Finally, at least half of the home visiting programs serve the other racial groups at percentages

that are equal to or greater than the population estimate for that group for children under S in poverty.

Home Visiting Capacity Findings for High-need Counties

Figure 2 below shows a map of Kansas and its counties and includes the locations of the eight key Kansas home visiting
programs across the state. Infant Toddler (tiny-k) programs are statewide. Family First funding expansion for home visiting
services is also denoted for ABC, HFA, and PAT programs. PAT Family First funding expansion is statewide (see Table B.4

in Appendix B for details of the Family First funding expansion). The map shows that there is at least one evidence-based or
promising approach (e.g. TIES) home visiting program in each of the high-need counties. There is also at least one type of
home visiting program that does not have any specific eligibility requirement (either PAT or MCH) provided in all but two

of the (Harper and Rawlins) high-need counties.
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Figure 2

Map of Kansas Home Visiting Programs Across the State
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Capacity data for the twenty identified high-need counties in Kansas are presented in Table B.6 and capacity data for all

counties in Kansas are presented in Table B.7 in Appendix B.

Assessment of Need in State

As required by the Supplemental Information Request (SIR) for this MIECHV Statewide Needs Assessment update, we

completed the “At-Risk Counties-Table 7” (see Table B.8 in Appendix B) of the Needs Assessment Data Summary. The table
includes an alternative measure (see the method section for details) of need of eligible families, children under 5 in poverty,
for each Kansas county®. To understand whether current home visiting programs in Kansas meet the needs of pregnant
women and families with young children, Table B.9 in Appendix B shows the percentages of children under 5 in poverty that
can be served by existing home visiting programs (using the alternative need measure). The emphasis on can in the estimates
are important because these estimates of need do not necessarily reflect the actual percentage of eligible families served. The
reported number of children served by the home visiting programs may include those who meet the eligibility criteria of the
need measure, but it also may not. Although the alternate estimate of need is representative of target populations for home
visiting services, it is not a precise estimate; not all children under 5 in poverty are enrolled in home visiting services, and

others without poverty as a risk factor may be enrolled in home visiting services.

Percentages for each data field were calculated by dividing the total number of children served by the estimated need of
eligibility (e.g. For Allen county: total number of children served / population under 5 in poverty (163/176 = 93%)). The
following subsection includes the summary of the results of estimated need of eligible families using need estimates for

the 20 at-risk counties in the state (see Table B.9 in Appendix B for a review of the estimated need for the high-need counties
in Kansas and Table B.10 in Appendix B for a review of the estimated need for all counties in Kansas).
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Percentages of children under 5 in poverty that can be served by existing home visiting programs

The data shows that home visiting programs in four counties (Cherokee, Rawlins, Republic, and Riley) appear to

meet the needs of children under 5 in poverty. Of the remaining high-need counties, home visiting programs in

eight counties meet the needs of about 22% to 46% of children under 5 in poverty. Home visiting programs in the

remaining high-need counties meet the needs of 52% to 93% of children under 5 in poverty. In sum, home visiting

programs in 12 out of the 20 high-need counties (60%) appear to be meeting the needs of over S0% or more of

children under S in poverty (see Table B.9 in the Appendix B). In reviewing the larger landscape of Kansas, the data

show that 67.6% of counties in Kansas meet the needs of over 50% of more of children under 5 in poverty. This

suggests that high-need and all other counties are similarly meeting the need of children under S in poverty.

Key Findings
During FY2019, Kansas home visiting served
approximately 14,853 families and 27,777 children

FY2018 funding across primary funding sources
was $24,152,144

FY2019 Federal MIECHYV funding was $3,011,030

60% of the high-need counties meet the needs of

50% or more of children under S in poverty
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KEY FINDINGS & RECOMMENDATIONS

Recommendations
Home visiting programs in Kansas collect a wealth
of data. It is recommended to find ways to use the
data in effective ways across all home visiting
programs to understand the collective impact of
home visiting on outcomes of interest. It is important
to find a system in which the county-level data across
programs can be collected and analyzed in meaning-
ful ways to better understand how home visitation
programs are meeting the needs of families and

children in the State.

It is important to collect unduplicated counts of
families and children that have accessed home
visiting programs and having a unique identifier for
child-level data. Duplicated counts of capacity data
are not accurately representative of the reach and

accessibility of home visiting services in the state.

Demographic data of who is served by all home
visiting models is not collected or available for all
home visiting programs at the county level. These
data are important to have across all home visiting
programs to better understand the backgrounds
(race, ethnicity etc.) of families served and whether
the needs of families with different demographic
backgrounds are disproportionately affected by

home visiting programs.
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Quality Assessment
Method for Assessing Quality of Existing Home Visiting Programs

For the purposes of this MIECHV Statewide Needs Assessment update, the quality of existing home visiting programs in

Kansas is defined by considering three factors.

FACTORS CONSIDERED

WHEN EVALUATING HOME VISITING PROGRAMS IN KANSAS

1 2 3
Gaps in the delivery The extent to which Resource gaps in the
of home visiting programs home visiting programs successful delivery of home
in the state. meet the needs of families. visiting programs, with

measurable impact, in each
of the identified high-need
counties.

A variety of perspectives and data sources inform the understanding of the quality, based on this definition, of existing home
visiting programs in Kansas. Home visiting providers and programs, as well as state home visiting leaders, shared both

gaps and bright spots of the existing home visiting network in the state. Existing home visiting data reflect both strengths
and opportunities for improvement. Additionally, the perspectives of community members and stakeholders, including
home visiting families, surface through a variety of existing state and community needs assessments, as well as the Kansas

MIECHV FY18 and Innovation evaluation reports.

To assess quality of existing home visiting programs, the needs assessment team used a qualitative methodology. We conducted
a content analysis of program perspectives collected through online surveys, email, and phone interviews of home visitors
and program directors within EHS, PAT, NFP, HFA, ABC, and MCH programs. Additionally, as part of the Title V MCH
Block Grant Needs Assessment process, home visiting-focused input was collected via open house-style meetings in six
locations across the state. Providers described both bright spots and perceived barriers in administering home visits to families
in their communities, while also addressing desired improvements for professional development and their experiences inter-

acting with the broader network of early childhood systems.

State leaders across seven of the eight key Kansas home visiting programs answered three free response questions

regarding gaps and bright spots of Kansas home visiting, providing a state leadership/stakeholder perspective:
‘What barriers have you encountered?
‘What are your program’s bright spots?

What professional development challenges have you encountered?
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Method for Assessing Existing Needs Assessments

Kansas Home Visiting is situated within the broader Kansas early childhood system and is considered a core program for
supporting Kansas families. Key findings and themes from needs assessments across the Kansas early childhood system

help inform the understanding of quality of existing home visiting programs, providing additional information from the
community, family, provider, and state leader perspectives. Specifically, the needs assessment team reviewed the existing
CBCAP, Part C, PDG, and HS Needs Assessments and conducted a content analysis of these needs assessments for emerging

themes to further understand the quality of existing home visiting programs.

Head Start The 2019 Needs Assessment and Strategic Plan focuses on professional development, resources and referral
services, connections within communities and school systems, and participation in the greater statewide early childhood
system. While not every program includes a home-based EHS option, those which are center-based or are child care

partnerships still interact with home visiting systems in their communities and offer a valuable perspective.

CBCAP The 2019 Kansas Prevention Investments Annual Report highlights the array of programs supported across the
state by federal Community Based Child Abuse Prevention (CBCAP) funding, many of which include home visiting compo-
nents. Coupled with individual needs assessments of the current seven grantees, it illustrates the experiences of providers in
regions most at risk for child abuse and neglect. Home visitors in these programs often have an extraordinary perspective,

as grantees are selected based on innovative interventions designed for a community’s unique needs.

Part C The 2019 Kansas Infant Toddler Services (Part C) Needs Assessment, while not directly addressing the seven
home visiting programs, also provides additional context for understanding the quality and reach of home visiting programs

in the state.

PDG Needs Assessment In 2019 Kansas undertook a comprehensive Early Childhood Needs Assessment process, funded
through the federal Preschool Development Grant. Engaging nearly 6100 stakeholders, providers, and community members
from all 105 Kansas counties, the final document provides key findings about the gaps and bright spots of the Kansas Early
Childhood System, with evidence-based home visiting included as a core service of the early childhood care and education
system. Gaps and bright spots identified as part of the comprehensive needs assessment process reflect all perspectives:

community, program, and state leadership.

Method of Assessing the Impact of COVID-19 on Home Visiting in Kansas

The needs assessment team conducted a content analysis to understand the impacts of COVID-19 on home visiting services
in the state. State and program leaders provided their perceptions of how COVID-19 affected the delivery of home visiting
services in the state via an online survey. We sent all state and program leaders a link to a Qualtrics survey that asked the
same three questions previously stated as it related to the pandemic, including some additional free response questions (e.g.
types of delivery methods, connecting families to resources, changes to referral process, and impact on enrollment and
retention). The Qualtrics survey was sent to 33 state and program leaders. Twenty-three respondents began the survey but
not all completed it. Thirteen participants responded to at least 1 question, 11 responded to all of the questions, and ten did

not complete any of the survey.
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Family Findings from Quality Assessment

This MIECHYV Statewide Needs Assessment process identified a wide range of gaps and bright spots in home visiting,

which are described below. From these, key findings at the family/child, program, and systems levels help inform the

recommendations at the end of this section for strengthening the overall home visiting network for the state, as well as

targeting home visiting for families in communities with high needs.

Family/Child

The positive impact on children and families is a
bright spot, with numerous examples available of
the successes and accomplishments of children and

families alike.

Not all children receive timely developmental
screenings, reducing the opportunity for proper

referrals and intervention.

Program

A consistent bright spot is the home visiting
workforce and the positive relationships developed

between home visitors and the families they serve.

Programs are also impacted by the gaps in
cross-sector resources for families, especially
in mental health, health, and basic needs. This
is reflected in the indicated need for additional

professional development in these areas.

System

Community collaboration and partnerships,
where they exist and are well-functioning, are a
bright spot, creating opportunities for cross-sector
referrals and wrap-around services for home

visiting families and children.

At the same time, the challenges in creating and
sustaining such networks creates a gap in fully
implementing home visiting programs, especially

in communities with high need.
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Challenges in accessibility and availability of
resources beyond home visiting, especially mental
health resources and basic necessities, creates
barriers for families successfully engaging in home

visiting services.

While the home visiting workforce is a bright spot,
varying qualifications, competencies, and pathways
into home visiting across program models continues
to create a barrier to a comprehensive approach to

workforce preparation and retention.

High-need counties in Kansas have diverse
populations with varying needs. Challenges exist
related to accessibility and availability of culturally

and linguistically diverse home visiting services.
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Gaps in the Delivery of Early Childhood Home Visiting Services

Home visitors and home visiting programs articulated a number of gaps in the delivery of services in their communities,
which are reflected in barriers and challenges for families/children served, for programs, and across the home visiting
system. When discussing direct service provision to families, home visitors consistently reported challenges related to three
main areas: language barriers and cultural trust, a lack of mental health professionals available for referral, and establishing

concrete supports such as housing and affordable medical care.

Many of the high-need counties in Kansas have diverse populations with multiple languages spoken and a combi-
nation of immigrant and refugee experiences. Gaps exist in providing appropriate materials and translations, but
also in earning the trust of a family who may be fearful of deportation or whose cultural customs do not align with
early childhood services, particularly in the home. Concerns about privacy were frequently referenced in regard to

enrolling and retaining families in programs.

While Kansas has made great strides in increasing developmental screenings across the state, home visitors report
obstacles in referring results to appropriate professionals when mental health or social-emotional and behavioral
needs arise. The lack of mental health providers coupled with the even lower number of those who specialize in
young children is difficult. With much of the state classified as rural or frontier, this is further compounded by the

expense and logistics of travel.

Underlying all barriers is that many families are laboring to obtain basic needs related to health and safety. There
may be few options for medical and dental care in a region, and even fewer which accept Medicaid. Similarly,
parents in poverty must often locate specific child care and housing based on accepted subsidies. It is tough to begin

working toward goals in home visiting intervention if a family is still struggling to secure physical foundations.

Not surprisingly, the gaps identified by providers on the program level align very much with their perceived barriers for
families. Professionally, providers see a great need for language and translation assistance, cultural competency, mental and
social-emotional health education, and help with care coordination. Many reported that required training by agencies or
funders can become repetitive, while other necessary topics are missed due to lack of time or funding. Commonly mentioned
desired subjects included adverse childhood experiences, violence in the home, and substance use disorders. From an
employment perspective, the key gaps reported surround larger issues across the field regarding low wages, high burnout,
and stress related to workload in light of excessive turnover. Recruitment and retention of providers is a constant challenge,
which in turn negatively affects the ability to make strong connections and establish trust with families. Long hours of

driving plus upkeep of paperwork and regulation compliance were also mentioned as contributors to losing staff.

Providers were consistent in their assessment of gaps in the larger system, with a need for increased public awareness being
the dominant theme across all models and regions. To effectively promote the positive benefits of early childhood home
visiting, programs suggested broad campaigns incorporating elected officials, business owners and employers, early child-
hood educators, and other community service agencies. With a comprehensive backing from these visible entities, stigma
and uncertainty about home visiting services could be reduced and families who might otherwise not have known can

begin to access help.

In addition to the larger public realm, many programs indicated that a significant gap lies in the network between home
visiting and the medical community. Without buy-in from obstetricians and pediatricians, a number of families who could
benefit from prenatal, perinatal, or early childhood visits may be falling through the cracks. Because a medical appointment

might be the only professional contact a family has beyond home, bridging this gap and maintaining the connections is critical.
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State leaders responded similarly to the question, “What barriers have you encountered?”, as staff members of home
visiting programs. They identified a range of challenges at the family /child, program, and system levels. For families and
children, challenges exist related to accessing necessary cross-sector services and resources, including a need for more
accessible and affordable child care, housing, health care, prenatal care, immigrant services, substance abuse services,
mental health services, translation and interpretation, and transportation. Additionally, they reported difficulties related
to follow-through by parents on referrals to such resources and services, a lack of knowledge or understanding by parents

about the importance of such resources and services, and community availability of services.

At the program level, there can be a mis-match between the duration and intensity of interventions to family level of
need—unavoidable challenges related to family situations and circumstances, such as language, mobility, and immigra-
tion—and the need for more training and professional development of home visitors, especially in the use of evidence
based practices. At the systems level, gaps related to the full delivery of and engagement in home visiting services include

administrative barriers, such as funding or policy barriers, especially for immigrant families.

State leaders also articulated the way that these various issues interact to create challenges in the delivery of comprehensive
home visiting services. While the example below pertains to one home visiting model in an urban, high-need community,

the challenge itself is not unique to only the urban communities of the state.

“There is not sufficient capacity for mental health services for either parents or children. Public services are
difficult to access and private practitioners often do not accept Medicaid, which is the only source of
payment for the vast majority of families. There is no residential, or even outpatient, SUD treatment available
in Wyandotte County where mothers can take their minor children with them. Combined, this makes it
difficult for parents to secure any services for their typically dual needs for mental health and substance
use treatment. While training and mental health consultation is received to screen for and identify mental
health and substance use needs, the loss of funded services to connect families to once issues are identified is
problematic. Also, Kansas City is a large, bi-state region and families are mobile. Maintaining continuity

when families move across county or even state lines is challenging with funding source restrictions.”

In the 2019 PDG Needs Assessment, some of the key findings around delivery gaps pertain to the home visiting system,
primarily around issues of navigation across the system and challenges around transitions, especially for children in foster
care and child welfare systems. Additionally, as found in that needs assessment process, home visiting only reaches 9% of
all Kansas families with children ages birth to five, a gap that was echoed by community members and stakeholders across
the state, and the needs within communities vary greatly by region. It’s important to note that this particular finding from
the PDG Needs Assessment is different from what is reported in the previous Capacity findings regarding the assessment
of need in the state. The PDG Needs Assessment did not include Infant Toddler Services numbers served in its calculation
and compared the numbers served to census data for children under age S to calculate the reach of home visiting services in
Kansas. For the Capacity section we specifically used children under 5 in poverty as the measure of need and as a result the
percentage of reach is different. Based on these differences, home visiting services do have a positive reach in the state based
on the Capacity findings, but it’s important to remember that this is based on the notion of who can be served. As explained
previously, who can be served and who is being served may not align. Home visiting services do not all serve children up to
age five, or children in poverty, and many are not ongoing home visiting interventions. Keeping this in perspective when
thinking of the reach of home visiting services in the state is important because it does raise important considerations of
who is being served and who can be served and the complexity within these considerations when home visiting programs

may not align exactly with the needs of families to best support them.
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HS Community Needs Assessments from all regions of the state reflect similar gaps to those reported by providers and state
leaders. With a growing number of families who speak languages other than English, the need for translators and more diverse
staff is echoed in the findings. Further, the struggle for quality child care, affordable housing, and acceptance of Medicaid is
reiterated in almost every community, while population decline in several regions only exacerbates those challenges. Because
much of central and western Kansas is sparsely populated and dominated by large expanses of the agriculture industry,
transportation to and from educational, medical, and social services can be an added difficulty. A home visitor is often a
singular connection for rural families with young children, yet in areas where only Part C or EHS are operating, those who

don’t meet developmental or income qualifications may miss that opportunity.

CBCAP programs describe comparable barriers within service capabilities to those reported in other needs assessments,
but with a somewhat magnified intensity due to the extremely high-risk nature of the populations involved. Shortages in
affordable housing, Medicaid providers, and child care options which accept subsidies are consistently mentioned. These
align with the same barriers to providing service noted across all social programs working amongst extreme poverty.

When basic needs are not being met, case management and home visiting goals must shift.

Findings in the 2019 Kansas Part C Needs Assessment reflected a workforce with a wide range of backgrounds and skills,
indicating that workforce preparation and pathways is not a challenge unique to home visiting, but a workforce challenge
across the early childhood system. Additionally, while Local Interagency Coordinating Councils (LICCs) often serve as

the coordinating body for early childhood partners in local communities, including home visiting programs, the level and
effectiveness of coordination varies from community to community. Finally, the Part C Needs Assessment indicates that
while the state has made great strides in the area of developmental screenings, there is still much work to be done to assure

that all children are screened.

Extent to which home visiting services meet the needs of families in Kansas

In general, providers from home visiting programs identified the positive impact for children and families served by home
visiting as the most prevalent bright spot, including a wide range of impact areas and outcomes under this bright spot:
positive home visitor and family relationships, social connections between families, family and child progress and goal

accomplishment, and family well-being and self-sufficiency.

Other bright spots, at the program and system levels, included community partnerships (though this appears to be equally
both a bright spot and a gap or challenge), program quality, staff and home visitor knowledge and expertise, program
recruitment and enrollment, cultural sensitivity, and the reach of home visiting programs to families across the state.
Additionally, providers indicate that home visiting programs collect a wealth of program data (considered a bright spot), but

there is little consistency across models in the type and frequency of data collection (a gap or challenge).

In response to the question, “What are your program’s bright spots?”, state leaders, like program leaders, shared many
examples of the positive impact of home visiting for children and families across the state, including success of families
in reaching goals and achieving significant accomplishments, strong relationships and communication between staff and

parents, family well-being and wellness, and growth in family self-esteem and self-efficacy. One state leader reported:

“Linking clients with services that make a difference in their lives, assessing child health and development, birth

\\ : ”
/l outcomes and maternal health are all the bright spots we have observed.
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Additionally, staff leaders highlighted the impact of connecting children and families with other community resources and
the important role of community partnerships in serving families in home visiting, suggesting that while availability and
accessibility of cross-sector services is a gap and challenge, it is also an area where home visiting programs have a great
amount of impact. Other bright spots, though less frequently mentioned, include family retention in programs, low staff

turnover, well trained and competent staff, professional development opportunities, and technology.

Families served in MIECHYV programs in high-need communities in Kansas echoed these sentiments in surveys conducted
as part of the MIECHV Formula Year 2018 evaluation conducted in collaboration with KDHE. Of the families interviewed

in each community, most parents indicated that they felt more independent and confident meeting family needs and goal setting.

“I feel a little more confident, simply because I can actually talk with someone about my goals.

- /] Not just have them by myself.”

[ “I'would say having someone on my side, and telling me you can get it done, you can do this, that positive

N . .
/l influence was something that was not always there and is now.”

An existing bright spot, which strengthens the capacity of home visiting programs to meet the needs of families, and
spurred by MIECHYV funding in Kansas, has been the Integrated Referral and Intake System (IRIS). Currently in 11 Kansas
communities, and originally launched in MIECHV communities as a referral network between home visiting programs,
IRIS is a web-based communication tool for referrals that can be customized to include any partner from across the broader
ECCE system within a community who wishes to participate. Communities determine the referral processes and systems for
their local networks and utilize IRIS to visibly track referrals between partners, program capacity for referrals, and referral
status. In this way, home visiting programs participate in a cross-sector referral network that benefits home visiting families
and children and tackles many of the gaps created by referral barriers and challenges. Evaluation of the initial pilot of the
IRIS system with the MIECHV funded home visiting programs in high-need communities identified IRIS as a potential
strategy for effectively engaging, sustaining, and retaining families. Additionally, important program leadership actions,
such as communication and a willingness to collaborate with other programs, were found to be key to successful implemen-

tation of a referral network.

The Kansas MIECHYV Innovation Grant furthered the work of the IRIS pilot and supported the implementation of a
Connected Communities, Connected Families model, of which expanding the referral network beyond home visiting
programs to include cross-sector partners, as identified by the home visiting programs in each local community, was a key
component. The evaluation of this component focused on the strength of network density and connections, cross program
communication and coordination, and impact on parents. Findings were generally positive regarding the impact: as partners
in the cross-sector referral network increased, so did the number of possible referral connections; partners receiving
referrals typically accepted them quickly, within community agreed upon time periods, and most referrals were completed,
per community agreed upon definitions—and parents identified positive benefits of being connected to known resources.
Parents, also, however, indicated barriers to accessing the referral services, due to barriers such as time/scheduling and
transportation. These findings reinforce the perspectives shared by programs and state leaders: when well-functioning,
partnerships and cross-sector referral networks enhance the capacity of home visiting services in high-need communities;

when such networks are lacking, parents face challenges in navigating services.
Several bright spots emerged through the 2019 PDG Needs Assessment that impact or reflect the work of home visiting

across the state. Home visiting often fills the gaps created by other birth to five programs, especially in rural communities

across the state. Home visiting also serves as a key connector for families to other necessary services in communities, with
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home visiting programs and networks in some communities serving as the central hub for referrals across local systems.
This was especially true for connections to local Part C programs. Home visiting programs are often integral to community

level early childhood collaboratives, especially to LICCs, which, when well-functioning, are a bright spot across the state.

HS Community Assessments echo the bright spots of the 2019 Kansas Early Childhood Needs Assessment about home
visiting helping rural connections for geographically isolated families. The flexibility of EHS programs to offer home-based
only or a combination of home- and child care-based services gives rural families options in selecting the service model
which most suits their needs. In areas where quality child care is scarce, making the home visiting connections through
EHS during ages 0 to 3 also helps families easily transition to programs meeting high HS standards for ages 3-5. Programs

see increased screenings, referrals, and follow-up assessments for families who might otherwise be disconnected.

A consistent bright spot reported by the 2019 CBCAP programs is the high level of collaboration achieved within commu-
nities. Because CBCAP services are targeted at very specific needs of the local population, their success is dependent upon
a strong network of different groups linking families, programs, and the larger system. Five of the eight current grantees
incorporate a home visiting component to their service approach, making home visitors invaluable to the building and
maintenance of these connections. Critical cooperation occurs with direct service entities such as hospitals, churches, food
banks, domestic violence shelters, health departments, and libraries, and is further supported by strong relationships with
larger agencies such as the Housing Authority, United Way, and law enforcement. An additional bright spot is the focus

on outreach to specific populations, including fathers, military, homeless, refugees, and those affected by substance use.

A key bright spot that emerged in the 2019 Part C Needs Assessment was that all communities, due to the existence of
Part C programs in all communities throughout the state, have at least the basis for a referral system. Many children enter
the early childhood system, and potentially home visiting programs, via local child find activities conducted in coordination

with other providers.

Gaps in staffing, community resource, and other requirements for delivering evidence-based home
visiting services in high-need communities

Since 2010, MIECHYV funding in Kansas has been used to both increase the capacity of home visiting programs in targeted
high-need communities, in terms of program numbers, as well as increase the capacity of the broader home visiting
network across the state through increased resources and program supports, professional development, and cross-sector
collaboration. All of these efforts support the delivery of at least one evidence-based home visiting service delivery model,
with successful gains for eligible families, in the high-need Kansas counties. However, some challenges identified as part
of this MIECHYV Statewide Needs Assessment Update remain as potential barriers, as indicated by programs/staff, state

leadership, and the broader community.

While some programs indicated that they had plenty of professional development resources, other program providers and
leaders identified a range of gaps in professional development for the home visiting workforce. These gaps included resource
challenges, including time and funds for necessary and required training—a need for specific trainings, especially in the
areas of mental health, Adverse Childhood Experiences (ACEs) and trauma informed care, self-care, and substance abuse—

and travel distance in certain regions.
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“Mental health is such a big daunting piece that everybody has to stay on board with. You have to stay on top
K. of it for your own mental health, for the mental health of the children and families that we serve. It’s just
)

— something that you have to just be continually doing.”

Providers describe struggles regarding the necessary paperwork and extensive reporting requirements associated with both
federal, state, and national agency funders. Often, a program blending and braiding monies will encounter the need to

hire additional administrative staff just to assure compliance with all the various entities involved. Tracking all regulations
correctly and maintaining updated records can prove confusing and exhausting, not to mention the additional stress when

a family changes eligibility status and may no longer qualify for service.

In addition to answering the question about barriers, state leaders also answered the question, “What professional development
challenges have you encountered?”, providing insight into resource and staffing challenges across the home visiting network
that impact the delivery of home visiting services in at-risk communities. A range of challenges exists: staff capacity, staff
well-being and mental health, staff burnout and stress associated with hard to engage clients, lack of sufficient resources to

fully equip and train staff, and funding and administrative requirements and standards.

Since the implementation of MIECHYV in Kansas in 2010, program data for participating home visiting programs have been
collected in the DAISEY system, including data on the MIECHV Performance Benchmarks. The positive, as mentioned
above, is that home visiting programs collect and report a wide range of data regarding children and families served, as well
as staff and program data. Additionally, as part of the MIECHYV program, home visiting programs have participated

in Continuous Quality Improvement plans.

The challenges regarding data and quality improvement exist around uniformity. Because the numerous home visiting
programs may differ in several aspects, including intensity of approach, measures of family success, and professional
training expectations, difficulties arise in attempting to utilize data meaningfully. While all home visiting programs focus
on improving family life, they do so with varied methods, and they report accordingly to meet national agency and

funders’ requirements.

Similar challenges exist around referral data; while IRIS captures a wealth of data about number and focus of referrals, not
as much is known about follow-through or service access, which echoes the barriers described above by program and state

leaders, as well as home visiting families.

In the 2019 PDG Needs Assessment, several gaps related to the home visiting system, as part of the broader early childhood
system emerged, all of which impact the delivery of home visiting in high-need communities. First and foremost, the lack
of unique identifiers or common measures across programs impacts but is not limited to home visiting programs. While the
DAISEY system surfaced as a bright spot, the lack of workforce data, the lack of measure alignment, duplicated counts,

and the variation in measures and data elements emerged as a gap across the system. Importantly, the DAISEY system only
includes data for the MIECHYV home visiting programs and MCH home visiting programs, not all home visiting organization
in the state. Workforce challenges around preparation, compensation, and retention also emerged as a gap across the early
childhood system, including those particular to the home visiting workforce. Additionally, the need for greater systems alignment
across the early childhood system echo some of the systems level challenges mentioned by home visiting stakeholders,

especially alignment of funding and administrative regulations.
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HS providers and directors indicate that maintaining a workforce which meets the high standards of qualification can prove
very difficult in areas with dwindling populations or few higher educational opportunities. As wages remain low with little
promise of increasing, programs must become creative to incentivize employment and try to combat turnover. With regard
to professional development, the reported gaps are clear: rarely enough funding nor time for adequate training on mental
health, substance use disorder, and trauma. Further, once trained in identification and referral, helping families actually

receive social-emotional help is complicated.

“Access to services in our area is difficult, not because there’s a lack, it’s just that the hours that they’re
available. Oftentimes, they’re not convenient for families. They don’t have evening hours available
to go in for an intake. They seem to not be able to get themselves there because of work schedules, and

quite frankly, the process is not real kid-friendly.” (KS-HSCO Needs Assessment 2019)

HS and CBCAP programs also note unique legal challenges related to serving the most high-need communities. Home visitors
are sometimes called upon to navigate parts of the court system, foster system, and DCEF, particularly regarding children
removed from substance-abusing homes. Providers can feel unprepared for these potentially complex aspects of the field

and express the need for more intensive training in these areas.

Impact of COVID-19 on Home Visiting Services

The findings from the free-response Qualtrics survey illuminated and supported many of the findings previously discussed.
State and program leaders described bright spots in the areas of retention, family engagement, and communication with
families and with their teams. The majority of respondents noted that retention was steady and continued to be high for
home visiting services despite facing service delivery challenges (e.g. not conducting in-person home visits). Respondents
described a perceived boost in family engagement. Specifically, they observed that parents engaged more with their children
during virtual visits and they began to notice a difference in parent/child interactions. Parents took more of an active role
in doing the activities with their children since home visitors were not present in the homes. Additionally, the respondents
said that parents reviewed resources prior to virtual or phone visits to work on skills and activities without home visitor initiation.

One respondent said “Some families continued to elaborate on the activity to add even more enrichment for their child.”

Another main bright spot was that respondents perceived stronger communication with families and their work teams due
to COVID-19. Families guided more of the conversation to discuss what was important to them especially in sharing their
feelings about the unknown of the pandemic with their home visitors. Respondent said their home visitors did frequent
check-in with families to ask about whether their basic needs were met and listen to their concerns and fears. This level of
communication transferred to the home visiting team members as well. Respondents noted that they had regular check-ins
as a group, continued with reflective supervision, and engaged in open communication with the staff to ensure they were

supported and connected as a team.

Respondents reported main challenges around enrollment of new families and providing needed resources, especially tech-
nology resources, to families. Although retention was described as a bright spot, all of the respondents said that enrollment
was lower and more difficult due to COVID-19. The respondents used virtual means to enroll new families (e.g. platforms
such as Zoom or via phone) but said it was challenging to engage new families virtually driving enrollment down. Due to
the sensitive nature of the screening process during enrollment, some respondents mentioned that staff struggled at first to
make families feel comfortable to answer their questions, however mentioned that staff are “...rising to the challenge and
using their skills to make families feel as comfortable as possible.” A very real challenge to family enrollment was when staff
numbers were down due to illness or quarantine, which led to a reduction of work to keep up with contacting and following

up with potential new enrollees.
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Resources were the other main challenge respondents discussed. Specifically, lack of access to technology was the primary
concern for many families. Many did not own smart phone or other devices, like tablets, for virtual video visits. Others
needed internet hotspots for consistent access to internet services for visits. However, home visitors were creative and
connected with families via phone or messaging platforms to keep in communication when other modes of technology were
not available to their families. Another resource-related theme discussed in previous sections was an increase in the need
for basic essentials. Families requested support and access to food, personal hygiene, diapers, and other basic needs due to
the impacts of COVID-19. In addition to the increased basic needs, respondents discussed that there was also an increased

need for mental health services.

The themes that emerged from the survey highlighted that home visiting services continued to provide families with
resources to engage with their children and gain support during unpredictable times despite the impacts of the pandemic.
However, the need for basic essentials was even more exacerbated because of COVID-19, leaving families struggling to

provide and care for their families.

Quality of Home Visiting Programs in Kansas Tribes

Currently, two of four Kansas Tribes operate HS/EHS programs (Prairie Band Potawatomi Nation and Kickapoo Tribe

in Kansas), and both offer home visiting services. From 2014 to 2019, the Kickapoo Tribe in Kansas also received Project
LAUNCH funding from SAMHSA to support home visiting as part of a broader early childhood systems development
project. Both Kansas tribal HS/EHS programs operate at full or near-capacity, serving children ages birth to five and their

families along with providing prenatal services for expectant mothers and their families.

For the Kickapoo Tribe in Kansas, the Project LAUNCH home visiting program was widely successful and well-received
across the community while it operated. Vice Chairwoman Johanna Thomas, who led the Project LAUNCH work for several
years, reports that families in the community still check in with her about Project LAUNCH home visiting, though it is no
longer offered. Among the important findings from their home visiting program, five specific components were critical to

its success and resonate with findings from similar federally-funded home visiting programs in indigenous communities:

Strategic planning must be community driven and aligned with indigenous values

Home visiting staff should be trusted tribal members, reflective of the community they serve

Program model curriculum and delivery methods must be adaptable

Community culture and language must be prioritized and integrated into home visits

Programs must offer flexible performance measurement and evaluation requirements to best meet the data needs
of the community. Findings from other national tribal home visiting efforts such as the Maternal, Infant, and Early
Childhood Home Visiting Program (“Tribal MIECHV”’) through ACF have reported similar outcomes from indig-
enous home visiting models. One MIECHYV grantee reported in 2018 that, “Home visiting is a new concept for
many of the communities served and there is some initial resistance due to historical experiences. It is important to
be out in the community to build an understanding of the purpose of the program and garner trust” (Morales et al.,
2018, p. 317). Another tribal MIECHYV grantee stated in the same report that, “Benchmark data does not capture
the cultural relevancy or irrelevancy of data collected for different tribal communities. Some data collection elements
are not relevant to the cultural norms and/or traditions of some communities like birth spacing. Data does not report

on cultural adaptations that have been made in regards to what is important to tribal communities, like tribal language
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attainment as it affects wellness of the family” (Morales et al., 2018, p. 318). ACF has recommended through its

tribal MIECHYV efforts that “better tools to measure qualitative impact” are needed for indigenous home visiting

programs, including outcome measurements centered on cultural and traditional understandings of progress,

growth, and success, rather than “program centric” measurement models (Morales et al., 2018, p. 318).

Expand home visiting services to high-need
counties where there are few types of programs
available for families. For example, Harper County
only has EHS program and Rawlins County only
has EHS and ABC programs. There may be families
who don’t meet the eligibility requirements of these
programs, but may still benefit from home visiting
services. Although some counties were not identi-
fied as high-need from the analysis conducted for
this needs assessment, Edwards, Kiowa, Coman-
che, Barber, and Kingman counties do not have any
home visiting programing except for Infant Toddler
Services. It may be beneficial to expand some home

visiting programming in these counties.

Strengthen work with existing local collaborative
organizations, so the unique needs of individual
communities are being considered in planning
and service implementation. Build and maintain
connections within early childhood, K-12 school
systems, the medical community, and municipal

entities such as libraries and law enforcement.

RECOMMENDATIONS

Introduce the web-based Integrated Referral and
Intake System (IRIS) in more high-need counties,
which has potential to strengthen and create oppor-
tunities for cross-sector referrals and wrap-around

services for home visiting families and children.

Bolster efforts to assure that all children in home
visiting programs receive timely developmental

screenings.

Develop more robust cultural competency training
across the state with particular focus in regions

where language barriers pose the most challenges.

Expand home visiting programs to Kansas tribal
communities in ways that are community driven
and align with indigenous values—including
staff who are trusted tribal members, program
curriculum and delivery methods that are adapt-
able, integrate community culture and language
in home visits, and offer flexible performance
measurement and outcomes that meet the data
needs of the tribal community (more culture and

community centered).
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2025 NEEDS ASSESSMENT UPDATE:
Quality and Capacity of Existing Programs

Introduction

Kansas implements seven home visiting programs recognized as evidence-based by the United States Department of
Health and Human Services Home Visiting Evidence of Effectiveness (HomVEE) review. MIECHV -eligible short-term
and long-term programs implemented in Kansas are presented below with the number of counties served and number
of families served by each where available. Kansas also implements 10 home visiting programs that are not recognized by

HomVee as evidence-based. These are also presented below.

Short-term Evidence-Based Programs

Program Number of counties served Number of families served

Attachment and Biobehavioral Catch-Up (ABC) 40 145 (2022)
Play and Learning Strategies (PALS) 15 15 (2022)
Promoting First Relationships (PFR) 2 unknown

Long-term Evidence-Based Programs

Program Number of counties served Number of families served

Early Head Start Home-based Option (EHS) 57 Estimated 1,965 (2024)
Healthy Families America (HFA) 50 Estimated 961 (2022-2023)
Nurse Family Partnership (NFP) 2(2022) 78 (2022)

Parents as Teachers (PAT) 65 5,847 (2024)

Non-Evidence-Based Programs

Program Number of Number of families
counties served served
Early Steps to School Success (ESSS) 1 unknown
Family Mentoring Program (FM) 2 unknown
Growing Together (GT) 19 unknown
Head Start Home-based Option (HS) 19 Estimated 193
It Takes A Village (ITAV) 1 unknown
Kansas Maternal and Child Health Universal Home Visiting (UHV) 59 3,398
Nurturing Parenting (NP) 16 unknown
Parent Child Assistance Program (PCAP) 1 unknown
Promoting Maternal Mental Health during Pregnancy (PMMHP) 1 unknown
Team for Infants Exposed to Substance use (TIES) 1 36 (2022)
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Community Capacity and Need for Home Visitation

Families served numbers for each community include the ABC, EHS, HFA, HS, NFP, PALS, PAT, and TIES models.

Families served by the Kansas UHV program are not included in the estimated number of families served by home visiting

programs. This is because the Kansas UHV program provides 1 to 3 visits for most families and the 2020 MIECHYV Needs

Assessment SIR directed the exclusion of home visiting programs with few or infrequent visits. The estimated number of

families in need of home visitation includes the 2023 American Consumer Survey (ACS) S-year estimates of the number of

families with children under 5 at less than 130% Federal Poverty Level (FPL) and the Kansas Information for Communities

(KIC) 2013-2022 10-year average of Medicaid-covered first births. Community estimates for families served and families in

need of home visitation are provided below along with model availability:

Families Served

Families in
need of home
visitation

Kansas Region

Model availability
NP (15 counties); ABC (14 counties); PALS (14 counties);

Northwest (15 counties) 260 936 EHS (13 counties); UHV (13 counties); HS (2 counties);
PAT (1 county)
PAT (11 counties); EHS (8 counties); UHV (7 counties);
North Central (14 counties) 681 1,717 FM (2 counties); ABC (1 county); HS (1 county); NP (1
county); PALS (1 county)
PAT (16 counties); HFA (13 counties); EHS (12 counties);
Non-urban Northeast 1,157 4,146 UHV (11 counties); HS (1 county); ITAV (1 county); PFR (1
county); PMMHP (1 county)
ABC (19 counties); GT (19 counties); EHS (6 counties); HS
southwest 666 2453 (5 counties); PAT (5 counties); UHV (4 counties)
HFA (16 counties); PAT (13 counties); UHV (9 counties);
Non-urban South Central 873 4123 EHS (3 counties); ABC (2 counties); HS (1 county); ITAV
(1 county)
HFA (15 counties); PAT (13 counties); EHS (10 counties);
Southeast 1140 2660 UHV (10 counties); HS (9 counties); ESSS (1 county)
Douglas County 255 897 ABC; EHS; HFA; PAT; UHV
Johnson County 1,709 2,881 EHS; HFA; NFP; PAT
Leavenworth County 277 471 ABC; EHS; HFA; PAT; UHV
Sedgwick County 889 6,570 ABC; EHS; HFA; PAT; UHV
Shawnee County 461 2,249 HFA; NFP; HFA; PCAP; PFR; UHV
Wyandotte County 872 3,418 ABC; EHS; HFA; PAT; TIES; UHV
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Gaps in Home Visitation

Home visiting is available in 102 Kansas counties. Comanche, Edwards, and Osborne Counties have no home visiting
programs. In addition to these counties, Ellsworth County does not have any evidence-based home visiting (EBHV)
programs. Long-term EBHYV is limited in Southwest Kansas with Clark, Gray, Greeley, Haskell, Kearny, Meade, Morton,
Ness, Scott, and Stanton Counties having no EBHV other than ABC—a 10-week program. Short-term evidence-based
home visiting is primarily available in western Kansas. There are likely families who could benefit from and would only be
interested in signing up for a short-term program. When surveying pregnant Kansas families and those with young children
who said they were interested in home visiting in 2022 (n=107), 25% said they would only be interested in short-term
home visiting. Thus, increasing the short-term home visiting options available to families across the state could help

reach families who would not sign up for a long-term program. Further, 46% said they would only be interested in a brief
home visiting program with a few visits during pregnancy and the first year of the child’s life. Since such a large portion

of surveyed families expressed interest in only a brief program, gaps in the availability of the Kansas UHV program are
important to highlight. The Kansas UHV program is only available in 59 counties. If the Kansas UHV program were more
available statewide, it could serve as an entry point for home visiting since Kansas families report being most interested in a
brief program model. Through the UHV program, families in need of long-term support could be identified and referred to

long-term programs.

Meeting the Needs of Eligible Families

Kansas has the capacity to serve approximately 28% of families in need of home visiting services based on families served
data. Since the Kansas Parents as Teachers program operates as a universal program for pregnant families and families
with children under S years of age, some of the state capacity serves families who are not high need for home visitation
services. According to the Kansas Parents as Teachers 2023-2024 affiliate performance report, 54% of families served—
approximately 3,158 families—have no risks. If these families are removed from families served numbers, Kansas only

has the capacity to serve 19% of families in need of home visitation.

Kansas could better reach and meet the needs of eligible families by establishing a continuum of home visitation options
across the state with multiple types and models available locally. Currently, PAT and HFA are primarily in the Eastern
side of the state. EHS has availability in Northwest Kansas in addition to the Eastern side of the state but is less available in
Southwest Kansas. The Kansas UHV program is currently implemented as part of the state Maternal and Child Health aid
to local grant application process. Opening pathways for organizations unfamiliar and unaffiliated with the Maternal and
Child Health program to implement the UHV program would support increased availability throughout the state. Other
non-EBHYV programs are primarily available in the Western side of Kansas, possibly in response to limited availability of
long-term EBHV. Where there is not long-term EBHV, organizations implementing non-EBHV could be engaged as part

of determining community readiness to gauge interest and capacity to implement a long-term EBHV model.
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CAPACITY FOR PROVIDING
SUBSTANCE USE DISORDER TREATMENT
AND COUNSELING SERVICES

Substance Use Disorder (SUD) treatment facilities in Kansas fall

primarily under the purview of the Behavioral Health Services system

(BHS) in the Department for Aging and Disability Services (KDADS). Kansas

is a community-based services state, meaning that the system is designed
to ensure that individuals can receive necessary services in their community,

instead of in an institution, whenever possible. For this Kansas MIECHV State-
wide Needs Assessment update, we examined the comprehensive array of SUD
programming overseen by BHS, as well as multiple initiatives geared toward specific
groups with unique needs. The needs assessment team looked particularly closely at how the

MIECHV populations of pregnant and parenting women interact with the current SUD treatment system.
We identified successes and gaps, tracked consistent themes, and used this to

inform recommendations for improvement.

Data Sources

Quantitative
For this update, data on the prevalence of SUD and available treatment services across Kansas were drawn from the

following sources:

HRSA-provided Needs Assessment Data Kansas FY 2020/2021 Block Grant Application:

Summary for Kansas Substance Abuse Prevention and Treatment and
Community Mental Health Services

2018 National Survey of Substance Abuse

Treatment Services (N-SSATS), Substance

Abuse and Mental Health Services Administration

(SAMHSA)

These sources were used to guide the needs assessment team in summarizing the overall landscape of SUD services including
types of care, formats of counseling, populations served, geographical locations, payment options, languages spoken, and

frequency of other ancillary services offered.

Qualitative
Home visiting providers, directors, and community members submitted both professional and personal experience with

SUD in the following (see full descriptions in Section 3):

Kansas Early Childhood (PDG) Needs Assessment State and Community Level Surveys
HS and CBCAP local program needs assessments HS Collaboration Strategic Planning and Needs
Assessment
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These assessments and surveys helped inform conclusions and provide context around perceived barriers to accessing
treatment. By using local input and examining both providers’ and community members’ experiences with transportation,
child care, language differences, and rural isolation, we were able to better understand and illustrate the struggles
surrounding SUD in Kansas. While looking at statewide data is important, telling the true story of any issue in Kansas

requires fully drilling down to regional needs and noting the differences between counties and towns.

Collaboration
Sources informing statewide collaboration opportunities and ongoing initiatives to strengthen the overall system of care

included the following:

Governor’s Behavioral Health Services Planning Kansas Prescription Drug and Opioid Misuse and
Council, Kansas Citizen’s Committee on Alcohol Overdose Strategic Plan Annual Report, 2019
and Other Drug Abuse (KCC, Annual Report, 2019)

CBCAP Kansas Prevention Investments Annual
Kansas Prescription Drug and Opioid Misuse and Report 2019
Overdose Strategic Plan, July 2018

Range of SUD Treatment and Counseling Services

Statewide
The 2018 N-SSATS reported data for 179 substance abuse treatment facilities in the state of Kansas (see Table C.1 in Appendix
C). With a survey response rate of 93.7%, this report gives an accurate depiction of the landscape of treatment available in

the state. Unless otherwise noted, statistics cited in this section are from the N-SSATS survey results.

74%

of SUD services

18%

of SUD services in

84%

of SUD services

in Kansas accept

Medicaid

in Kansas are provided Kansas are residential

by private entities or inpatient

SUD services in Kansas are provided primarily by private entities, both non-profit and for-profit, which account for 84%

of the 179 facilities. The other 16% are a combination of local, state, federal, or tribal government operations. Outpatient is
the predominant type of care available across all settings, with just 18% offering a residential or inpatient option, and less
than 3% including child care. Other notable large-scale descriptors include 74% acceptance of Medicaid, 83% incorporating

family counseling, and 92% delivering transitional or continuing care post-treatment. See Figures C.1 and C.2 in Appendix C.

KANSAS MIECHV (40 NEEDS ASSESSMENT



Kansas also has 26 Community Mental Health Centers which often work in conjunction with SUD treatment facilities to
connect, refer, and simultaneously treat clients. With 55% of SUD facilities reporting that they conduct regular mental
health screenings upon intake, and all but one indicating that individual counseling is a standard component of care, it is

clear that mental health considerations are inextricable from SUD treatment.

To help address the opioid crisis, funding from the State Opioid Response (SOR) federal grant is currently being used to
expand access to treatment, particularly evidence-based treatment, and to reduce the number of opioid-related deaths
across our state. Four grantees cover services for all 105 counties in Kansas in different geographical locations and include
a medical center/methadone clinic, a substance use disorder provider, a regional alcohol and drug assessment center,

and a mental health center.

Pregnant Women and Families with Young Children

Regarding the unique needs of the MIECHYV populations, SUD treatment options for pregnant women and families with
young children do operate in each region of Kansas, but programming tailored specifically for them is limited. Forty percent
of facilities have special services for adult women, yet only half of those report offering further targeted care for pregnant or

postpartum women.

One hundred and six facility locations are currently funded under the federal Substance Abuse Prevention and Treatment
Block Grant (SABG), overseen by KDADS. The block grant prioritizes treatment options for pregnant women and women
with dependent children (PWWDC), requiring states to spend no less than an amount equal to that spent in prior fiscal
years for these specialized services. Therefore, it is expected that each year the capacity and/or capabilities of programming

for PWWDC will remain steady or improve.

In Kansas, there are five funded Designated Women'’s Facilities (DWF) grantees which serve nine different locations in
seven counties. Several of the DWFs are understandably located in populous areas of the state, including the towns of Salina,
Lawrence, and Wichita. Two are available in counties identified as high-need for this needs assessment update, in the towns
of Sedan (Chautauqua County) and Pittsburg (Crawford County). Figure 3 shows the Kansas counties with SUD facilities, the
20 high-need counties identified for this needs assessment, the 11 counties identified as having SUD Risk, the six counties

where MIECHYV services exist, and the counties where DWFs are located (see also Table C.2 in Appendix C).
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Figure 3

Map of Kansas Substance Use Disorder Need and Support
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The Kansas 2020 to 2021 SABG Application details the priorities and full continuum of services of DWFs:

Treat the family as a unit and, therefore, admit
both women and their children into treatment

services, if appropriate.

Provide or arrange for primary medical care
for women who are receiving substance abuse

services, including prenatal care.

Provide or arrange for child care while the women

are receiving services.

Provide or arrange for primary pediatric care for

the women’s children, including immunizations.

Provide or arrange for gender-specific substance
use disorder treatment and other therapeutic
interventions for women that may address issues
of relationships, sexual abuse, physical abuse,

and parenting.

Provide or arrange for therapeutic interventions
for children in custody of women in treatment
which may, among other things, address the
children’s developmental needs and their issues

of sexual abuse, physical abuse, and neglect.

Provide or arrange for sufficient case management
and transportation services to assure that
the women and their children have access to

the services provided by (2 through 6) above.

Oxford Houses are another potential SUD recovery route for the PWWDC populations in Kansas. The non-profit Friends

of Recovery Association operates 126 Oxford Houses in Kansas with support from a combination of State General funds

and SABG funds. The Oxford House Model is a community-based approach to addiction treatment which provides

an independent, supportive, and sober living environment. They are not run by staff but are democratically operated by

residents themselves in local neighborhoods. No time limits for participation exist, so people can support each other
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through recovery while practicing skills for responsible family and community living. Further, the options for children are
not limited to women-only facilities, as some are designated for men raising children as well. (https://friendsofrecovery.

com/about-us/about-oxford-house).

Pregnant women and infants have also been prioritized by the Kansas Figure 4

Prescription Drug and Opioid Advisory Committee, who made combating Neonatal Abstinence Syndrome (NAS)
Neonatal Abstinence Syndrome (NAS) a key component of their 2018 incidence in Kansas increased by 900%
Strategic Plan. NAS refers to when a newborn has withdrawal symptoms between 2000 and 2014.

from opioid exposure in utero, and its incidence increased in Kansas by
900% from 2000 to 2014. KDHE partnered with the Kansas Perinatal
Quality Collaborative (KPQC) to bring a universal training program to
every birthing center in the state. According to the Committee’s 2019
Annual Report, 52.4% of centers have implemented the Vermont Oxford
Network Universal NAS Training and Education. They are aiming for
85% of those trained to achieve “Center of Excellence” designation by
October 2020 and have a goal to increase the total participants to 76.9%
of birthing centers by 2022.

2000 2014

High-Need Counties
Of the 20 counties assessed as high-need for this MIECHV Statewide Needs Assessment update, 11 were selected in part
due to their high prevalence of indicators of SUD risk: Allen, Atchison, Bourbon, Cherokee, Crawford, Labette, Linn,

Montgomery, Neosho, Wilson, and Woodson. All 11 have multiple home visiting programs operating, so the likelihood of

home visitors working around substance-related issues may be greater in these counties than others. It is critical to
note that all but one of the eleven counties comprise the Southeast corner of the state, meaning the heaviest
It is critical concentration of risk, particularly around SUD, can be regionally tracked here.
to note that all but
one Of the eleven All of our high-need counties have at least one SUD treatment facility or Community Mental Health
counties with SUD risk Center operating nearby. However, individuals in counties with limited choices might need to travel
comprise the Southeast to access appropriate treatment (see Geography in Gaps below). In general, the number of facilities
corner Of the state. available tracks proportionately to population density, meaning an urban county such as Wyandotte
in Kansas City logically has more programs than a rural or frontier area like Rawlins near the Colorado/
Nebraska borders. Notably, although not included in the high-need counties for this needs assessment,
Sedgwick has a large number of treatment options due to the population of Wichita, presumably filling the
need for some smaller surrounding counties within driving distance. Also of significance, Crawford County has mul-

tiple programs and is positioned as somewhat of a “service hub” for the aforementioned very high-need Southeast region.
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Gaps in SUD Treatment and Counseling Services

Data

In analyzing the current Kansas data, our needs assessment team found the largest gap resides in the data reporting itself.
In October of 2018, the state discontinued the use of the Kansas Client Placement Criteria, the data source used to report
quarterly and annually on PWWDC in the DWFs. An interim system is currently in use, but does not report in the same
manner for these specific demographic parameters, resulting in a pause in data and accurate numbers on PWWDC. The
2020 to 2021 SABG Application indicates that “Kansas is in the process of developing a new substance use disorder data
system to enhance the monitoring and tracking of Block Grant data collection and monitoring elements related to DWFs
and other Block Grant facilities. Block Grant monitoring processes are being reviewed and enhanced electronic Block

Grant data collection and monitoring elements is being considered for the new system.”

Geography
The most The most visible gap in fully meeting treatment needs, particularly for PWWDG, is geographical. The
visible gap in population density of the Eastern third of the state is significantly higher than the more rural Western
f u”y meeting and Central regions. Some of our most high-need counties have no SUD facilities and might not
treatment needs even have one in a neighboring or bordering county. In many cases, a rural family must consider full
is geograp hical’ relocation to access appropriate treatment, which is generally deemed an impossibility, especially for
particularly f or a pregnant woman or a parent with small children. Further, although the Southeast region appears
PWWDC. to have a number of program options, the high prevalence of multiple risk indicators in this area keeps
facilities in demand. Home visitors and other social service providers still report wait lists and difficulty placing

clients in a timely manner.

The Designated Women'’s Facilities (DWFs) show a similar picture geographically, with several concentrated in the Central
region, mostly due to the populous county of Sedgwick with the city of Wichita. This cluster is understandable, as Sedgwick
has the highest number of children receiving child care subsidies in the state, so the need for facilities with child-related
services is obviously greater. Despite the high level of risk indicators identified in the Southeast region, only one DWF in

Crawford serves the entire 12-county corner.

Figure 5
Additionally, five entire regions do not Percentage of Kansas SUD Facilities Offering Programming
have a DWF, so women across a large for Pregnant or Postpartum Women

portion of the state may have no treat-
ment option where the family can attend
together. Of the 179 facilities reported
in the 2018 N-SSATS survey, only 21%
offer programming for pregnant or
postpartum women. For a home visitor
in a less populous region attempting to
make a referral for PWWDC struggling

with drugs or alcohol, this presents a

ittt iE1H 91141
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Medication Assisted Treatment

Although considered a standard of care for opioid addiction, accessing Medical Assisted Treatment (MAT) can be difficult
in Kansas with only 20 of 105 counties having a provider who offers this option. According to the 2018 Kansas Prescription
Drug and Opioid Misuse and Overdose Strategic Plan, travel distance, stigma, and lack of Medicaid acceptance all contribute to
this gap. The Plan has set both state and community level goals for expanded access - incorporating strategies for workforce

development, insurance and payment changes, data and coding practices, and funding sustainability.

Barriers to Receipt of SUD Treatment and Counseling Services

Trends that emerged through our needs assessment process mirrored those of the recently
For home
completed PDG Needs Assessment, with providers, leaders, and community members

visitors, the steps to
voicing the same roadblocks repeatedly. The common issues facing all Kansas families with P

helping a family access

young children are only further magnified by the struggles which accompany SUD. For

- . . ) treatment can be steep and
home visitors, the steps to helping a family access treatment can be steep and frustrating,

rustrating, as so many basic
as so many basic needs must be addressed to make it possible. J 9 Y

needs must be addressed to
make it possible.

Medicaid

Kansas is one of the last states in its region to remain without Medicaid expansion, which
limits the accessibility of all medical services for those living in poverty. Families report struggling with complexities of both
qualifying for coverage and locating providers. N-SSATS shows that while 74.3% of Kansas SUD facilities do accept
Medicaid, and 68.7% offer a sliding fee scale, only 50% work to make arrangements for those who cannot pay. Further, just
because a facility may accept Medicaid does not mean it is geographically accessible nor offers the appropriate treatment,
particularly for PWWDC.

Figure 6
Transportation Payment for Service Options at Kansas
With geographical challenges noted as a common gap in SUD Facilities

services, transportation is not surprisingly a frequently
cited barrier. With only 18% of SUD facilities providing a
residential option, most clients must have a reliable source
of transportation to and from outpatient treatment, which
sometimes might be in a neighboring county. In some
cases, assistance with transportation could be provided

by insurance or Medicaid, but often this is not possible.
For rural Kansans, accessing treatment is usually cost and
time prohibitive due to distance, while urban and suburban

clients face their own challenges with public transportation.

Only 30% of SUD facilities report offering transportation
assistance.

Accept Medicaid

Sliding fee scale available

Arrangements available for those
who are not able to pay
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Lack of child care

As a key finding of the PDG Needs Assessment, the overall lack of quality child care in the state affects families even
under the best of circumstances. For those facing SUD, having only a handful of facilities where children can attend is a
great barrier to receiving treatment. N-SSATS reports no SUD facilities offering help with child care besides the DWFs.
Additionally, for many pregnant or parenting women who experience SUD, there may be a lack of support from others.
Often, ties have been severed among those close friends and family who might traditionally assist with child care. Further,
there is frequently concern that seeking help with one’s children while battling SUD might result in involvement from

DCF and a risk of parental rights.

Language

Home visiting providers and leaders indicate that as the number of non-English speaking
families increases, securing translation to fully serve them can be a challenge. Forty ipEEl e

percent of the SUD facilities offer services in a language besides English, but this is usually LRG0T 5 O L4

) . ) ) e reachin e ion
via an on-call interpreter and not an actual licensed counselor in the program. Diversifying LU e

who may currently be

the workforce is a key to reaching those populations who may currently be underserved

. underserved due to language
due to language or culture barriers.

or culture barriers.

Collaboration Opportunities

Several initiatives are underway in Kansas to strengthen collaboration and increase collective
impact locally, regionally, and statewide. Multiple state agencies and government committees have partnered in prevention
efforts, both for substance use disorders and child abuse and neglect, as well as in goal setting and implementation for the

future.

The Governor’s Behavioral Health Services Planning Council
The Governor’s Behavioral Health Services Planning Council is actively involved in planning, implementing, monitoring,
evaluating, and advising state government regarding Kansas’ mental health services. It is comprised of a cross-section of

mental health consumers, mental health professionals, state agency staff, and private citizens.

As a sub-committee under the Council, the Kansas Citizens’ Committee on Alcohol and Other Drug Abuse (KCC) specifically
advises on the following: Substance Use Treatment, Prevention, Problem Gambling services, and Recovery Oriented

Systems of Care.

The KCC 2019 Annual Report focuses on 4 key areas: Increased Funding, Improved Access and Service Integration,

Workforce Crisis, and Prevention. Current recommendations directly impacting MIECHYV providers and populations include:

Allow addiction providers to address co-occurring Support telehealth initiatives to improve access
mental health issues with clients

Address policies that interfere with access and use
Support Medicaid expansion to ensure coverage of county-level data
for behavioral health services

Establish funding for prevention of ACEs
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Additionally, The Rural and Frontier Subcommittee (RF) collaborates through research to statistically understand and pro-
mote accessibility and availability of mental health services in frontier and rural Kansas counties. The RF advocates for the
unique needs of less populous regions of the state and ensures that they are considered in fiscal issues and policy develop-
ment. They work to strengthen the continuum of care by addressing a lack of resources, depopulation, a higher percentage
of non-English speaking residents, and a shortage of behavioral health providers, which can all be barriers to getting the

quality care these areas need and deserve.

Governor’s Substance Use Disorders Task Force 2018

Under then Governor Jeff Colyer, the Substance Use Disorders Task Force was formed in 2018 and convened monthly for
8 months to gather information about SUD in Kansas, particularly opioid and heroin overdoses and methamphetamine
addiction. The Task Force aimed to evaluate and leverage resources in Kansas healthcare and to execute a statewide

response. 34 detailed recommendations were put forth, many of which prioritize the MIECHV populations of PWWDC:

Provide education, screening, intervention, and Promote best practices to reduce stigma and
support to substance-using women to reduce promote standardized care for NAS; develop a
the number of infants born substance-exposed standard reporting process

(Neonatal Abstinence Syndrome, NAS), including
supporting the use of Vermont Oxford Network’s Increase number and capacity of designated
NAS Universal Training Program to Kansas women and family treatment centers
birthing centers
Increase access to medication-assisted treatment

(MAT) for pregnant women

Fully expand Medicaid

Recommendations and goals from the Task Force continue to inform the work of SUD treatment professionals across the

state, including the three inidatives detailed below.

Kansas Partnerships for Success 2015 Prescription Drug Initiative

A state-level collaboration of multiple counties and programs, the Kansas Partnerships for Success 2015 Prescription Drug
Initiative works to prevent non-medical use of prescription drugs in high-need areas. It is funded through SAMHSA,
overseen by KDADS, and administered by DCCCA in Douglas County (technically Northeast Kansas Counseling and
Resource Center, but retains its original historical acronym). Efforts include funding community coalitions, coordinating
prevention activities across the state, and facilitating the Kansas Prescription Drug and Opioid Advisory Committee.
County-level reach includes coalitions in Finney, Atchison, and Sedgwick, as well as medication disposal sites in the towns

of Pratt, Hesston, Salina, Erie, Ottawa, and Hutchinson.

Kansas Data-Driven Prevention Initiative

Funded through the Center for Disease Control and administered through KDHE, the Kansas Data-Driven Prevention
Initiative is a collaborative effort to address the drug and opioid crisis through data collection, prevention, and work with
medical professionals (e.g. pharmacies, physicians, and hospitals), law enforcement, and the general public. This initiative

also supports the Task Force recommendations above concerning NAS.
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Kansas Prevention Collaborative: Community Initiative (KPCCI) coalitions

The Kansas Prevention Collaborative, also part of KDADS, works to increase and enhance local level capacity and readiness.
13 coalitions in 3 regions currently mobilize community members in strategic planning and implementing data-driven,
culturally competent substance use prevention approaches. Four more coalitions are in the planning phases, including the
high-need counties in this MIECHV Statewide Needs Assessment update of Crawford, Franklin, Wyandotte, as well as
Clay County, which borders Riley.

Community Based Child Abuse Prevention (CBCAP) Grantees
CBCAP programs across the state work in conjunction with SUD treatment providers regularly in an effort to combat
the high-risk connections between drug and alcohol addiction and child abuse and neglect. Two examples of successful

collaboration across sectors are the Response Advocate Program and the Drug Endangered Child Program.

The Response Advocate Program operates under the Family Resource Center in Pittsburgh and pairs case managers to
work side-by-side with local law enforcement, assisting families identified as high-need for child maltreatment. Due to
the high prevalence of drug-related law enforcement calls in high-need Crawford County, the program is able to provide
intervention for many families with young children who might be using substances. They are a true community collabora-
tion, linking families as needed to home visiting options, mental health facilities, nearby substance abuse providers,

and the local health department.

The Drug Endangered Child Program operates under the Kansas Children’s Service League (KCSL) in Topeka and supports
mothers working to overcome substance abuse. The program includes early identification of parents who are abusing
substances and offers intensive, weekly support through case management and home visits. The program collaborates

with hospital intake centers for screening, helps families access treatment and concrete supports, and provides connections to

postpartum and pediatric care.
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KEY FINDINGS & RECOMMENDATIONS

With many efforts currently underway to strengthen the experience of Kansas families with young
children, home visitors are energized and dedicated to working closely with SUD treatment programs
for their clients. Through this MIECHV Statewide Needs Assessment update, we found that several
common themes emerged repeatedly across professional sectors, geographic regions, and various
populations, highlighting key areas on which to focus future research and service provisions.

Key Findings
Pregnant and parenting women have more
limited options for SUD treatment specially
tailored to their unique needs, and even fewer
options for Designated Women’s Facilities which

offer services, care, and residence for children.

Geography is a significant indicator of avail-
ability of and access to SUD and mental health
treatment, whether influenced by population
density, county need level, or rural isolation and
travel time. Transportation is a closely related

complication.

Southeast Kansas has a cluster of counties
assessed as high-need overall with significant
poverty, while also showing an additional
concentration of those deemed to be at greatest
risk of SUD.

Data from DWFs is incomplete and inconclusive
at this time due to the use of a temporary
collection system while KDADS selects and

transitions to an improved one.

Kansas has many State agencies, regional
committees, and local organizations working
toward similar goals for women and children
affected by SUD, so opportunities for collabo-
ration abound, but they are not all connected
seamlessly nor communicating regularly for

efficient effort vs. impact.
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Recommendations
To fully address the unique needs of women
and children, more SUD facilities must be
funded for residential options and provide
assistance with child care. Even if outpatient
programs that are not specifically designed
for PWWDC could offer some options for child
care during appointments, this would be a

step toward better access.

Rural outreach, including a workforce trained
for the unique needs of small or isolated
communities, must be a priority. This may
appear as increased satellite locations, better use
of telehealth for less populous regions of the
state, or flexible policies regarding community

mental health and SUD provider overlap.

Expansion of Medicaid could help many families
seek treatment who are currently unable to
afford it, or who need transportation assistance
to a different county to gain access, particularly

in the Southeast region.

As leaders across the state continue to engage
in strategic planning based on the Kansas Early
Childhood Needs Assessment, special consider-
ation should be given to SUD treatment and
how it affects the whole field of early childhood
service, including home visiting. Specifically,
we should see efforts to improve collaboration
and merge the recommendations of multiple
high-level State committees with that of the

workforce directly serving clients.
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2025 NEEDS ASSESSMENT UPDATE:
Capacity for Providing Substance Use Disorder Treatment
& Counseling Services

Behavioral Health Providers

According to the roster of the behavioral health workforce from the Kansas Behavioral Sciences Regulatory Board (BSRB),
Kansas has 9,930 behavioral health workers—934 of which are substance use disorder (SUD) treatment professionals.
The number of behavioral health workers per 1,000 residents in Kansas is 3.4 and the number of substance use disorder

treatment professionals per 1,000 residents is 0.3. The number of behavioral health workers and substance use treatment

professionals by community is provided below with the number of each per 1,000 residents.

Number of Number of

Behavioral Number per SUD Treament Number per
Kansas Community Health Workers 1,000 residents Professionals 1,000 residents
Kanas 9,930 34 934 0.3
Northwest 223 2.8 38 0.5
North Central 346 2.5 44 0.3
Non-urban Northeast 887 2.6 102 0.3
Southwest 214 1.5 25 0.2
Non-Urban South Central 851 25 108 0.3
Southeast 386 1.9 47 0.2
Douglas County 617 5.1 38 0.3
Johnson County 2,805 4.5 203 0.3
Leavenworth County 192 23 12 0.1
Sedgwick County 1,995 3.8 213 0.4
Shawnee County 906 5.1 81 0.5
Wyandotte County 508 3.1 23 0.1

Women'’s Designated Treatment Facilities

Kansas has nine women’s designated treatment facilities. These programs serve women and their children and, as federally
mandated, give priority access to pregnant women, women with dependent children, and women using IV drugs. Pregnant
women are a priority population to be offered an assessment within 24 hours and admission to treatment within 48 hours.

The locations and facilities include:

North Central Kansas
CKF Bridgehouse, Salina, KS

Southeast Kansas

City on a Hill, Sedan, KS
Community Mental Health Center of Crawford County Women’s Renewal House, Pittsburg, KS
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Southwest Kansas
City on a Hill, Garden City, KS
City on a Hill, Marienthal, KS

Douglas County
DCCCA First Step at Lake View, Lawrence, KS

Sedgwick County
DCCCA Women’s Recovery Center, Wichita, KS
Miracles, Inc, Wichita, KS

Shawnee County

CKF Bridgehouse, Topeka, KS

Kansas Connecting Communities

The Kansas Connecting Communities (KCC) program is a perinatal psychiatric access program, administered by KDHE
and funded by HRSA, that serves as a free resource to all providers who work with patients during the perinatal period.
KCC collaborates with local programs and offers services to providers such as training, technical assistance, and a provider
consultation line, all aimed at increasing provider knowledge and capacity to treat pregnant and postpartum individuals
with behavioral health concerns. This includes the promotion of increased screening for substance use disorders using a
validated tool, training on how to identify and treat substance use disorders, and use of the consultation line for specific
case consultation, care coordination, and referral support for providers seeking to connect their patients to substance use

disorder treatment.

Transforming Maternal Health

In January of 2025, Kansas was chosen along with 15 other states by the Centers for Medicare and Medicaid Services
(CMS) to participate in the Transforming Maternal Health (TMaH) Model program. Kansas received a $17 million grant
award that spans the next 10 years to support the TMaH program. Through this model, Kansas is poised to improve access
to quality maternal healthcare, with several specific aims such as hospital engagement for birthing-friendly designation,
whole-person care delivery, telehealth and telemonitoring prioritization, and home visiting program expansion. The Kansas
Connecting Communities program was named as one of the programs that will be fundamental in addressing the whole-per-
son care component of the model with a focus on universal screening, referrals and follow-up, and offering resources to

healthcare providers to enhance their education and abilities to tend to the behavioral health needs of perinatal patients.
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COORDINATION WITH TITLE V MCH
BLOCK GRANT, HEAD START, & CAPTA
NEEDS ASSESSMENTS

The Kansas MIECHV program coordinates with key stakeholders and
programs across the broader Kansas early childhood system through
ongoing opportunities for needs assessment alignment and regular
communication. Key stakeholders include the funders, leadership, and
staff of the Kansas Title V MCH Block Grant, EHS and HS organizations, and
CAPTA programs, as well as Part C programs, SUD treatment programs, and

mental health partners. Additionally, home visiting stakeholders, staff, and families
contributed to the 2019 Kansas PDG Needs Assessment. The key findings of this Kansas
MIECHV Statewide Needs Assessment update, especially regarding risk, unmet need, and gaps
in high-need counties, are informed by these coordinated efforts.

Coordination & Alignment Across Needs Assessments

While the HS, CAPTA, PDG, and Part C Needs Assessments were already completed and available during the data
collection phase for this Kansas MIECHV Statewide Needs Assessment update, the Kansas Title V MCH Block Grant
Five-Year Needs Assessment was ongoing. For needs assessments already complete and available, the needs assessment
team considered their findings and results when identifying areas of risk, unmet needs, and gaps in care for the quality

and capacity of home visiting in high-need counties. To maximize resources and ensure quality data collection, this Kansas
MIECHYV Statewide Needs Assessment team coordinated efforts with the MCH Needs Assessment team for identifying
needs of home visiting programs in Kansas through a Provider Community Survey and through Regional Open Houses
(both data collection methods are fully described in the Quality and Capacity of Existing Programs section of this document).
The MIECHYV Statewide Needs Assessment team analyzed responses from home visiting providers and community

responses pertaining to home visiting to inform this document.

Key Findings

Below are each of the reviewed needs assessments as well a summary of key information learned from these. The needs
assessment team focused on home visiting service gaps, service duplication, barriers to service access, and opportunities
to strengthen and improve coordination of services. Each needs assessment is more fully described in the Quality and

Capacity of Existing Programs section.
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Title V MCH Block Grant Needs Assessment

This Kansas MIECHYV Statewide Needs Assessment update process included a review of data from the Title V MCH Block
Grant needs assessment, including data gathered from the survey and focus groups described above. Only one MCH open
house occurred in an high-need county but others drew responses from families that experience similar risk factors as those

in high-need counties, as well as the staff that work with them.

Key findings pertaining to home visiting
Families need additional support to navigate and Barriers to service access include transportation,
follow through on referrals both into home visiting geography, and culture/language.
programs and from home visiting programs to
other critical services. Additional coordination between providers of
services across systems would benefit home

visiting families.

Community-based Child Abuse and Neglect Prevention (CBCAP) Needs Assessment
The Kansas Children’s Cabinet and Trust Fund (the Cabinet) Services serves as the lead agency for CBCAP grant programs
in Kansas and provides a CBCAP Annual Report with a snapshot of CAPTA programs and services that support young

children and their families. CBCAP services exist in four of the Kansas high-need communities.

Key findings pertaining to home visiting

Navigation of key prevention services and systems Strong collaboration between critical service

is complicated for families and staff alike, providers is especially important for families
especially for families with multiple risk factors. with high-needs.

Families interacting with CAPTA programs often In high-need counties, access to health services
face a range of ongoing needs. and medical care is a barrier, as are the high levels

of crisis due to poverty, drug violations, and lack

of basic resources.

Head Start Collaboration Strategic Planning and Needs Assessment
As part of this MIECHYV Statewide Needs Assessment update, both local HS and EHS agencies community assessments
were reviewed as well as the 5-year strategic plan of the Kansas HS Collaboration Office (KHSCO), including a review of

needs assessments from several high-need counties.

Key findings pertaining to home visiting

For families facing isolation, especially in rural Workforce challenges create a significant gap,

and western regions of Kansas, home visiting is a including the need for diverse, bilingual staff who
connector and provides a critical opportunity for can meet the needs of culturally diverse families.
screenings, referrals, and follow-up for families Additional challenges include turnover, low wages,
otherwise disconnected from the system. and gaps in the professional development system,

especially in mental health, substance abuse,

trauma support services.
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Complicated referral systems exist, especially for

access to critical mental health services.

PDG Needs Assessment

Home visitors must navigate parts of the court
system, foster care system and substance abuse
system, especially in high-need counties. Connect-

ed networks of providers are especially important.

The Kansas PDG Needs Assessment was a comprehensive review of specific needs and issues Kansas families face, including

home visiting needs and gaps, as well as strengths. This needs assessment provided details regarding home visiting within

the infrastructure of the early childhood care and education systems in Kansas and included input from all high-need counties.

Key findings pertaining to home visiting

Home visiting often fills gaps resulting from lack of
other services, especially in rural counties. Home
visiting connects families and is a central hub for

referrals, or an entry point, in many communities

Challenges exist around transitions and
navigations, especially for children in foster

care and child welfare.

The broader early childhood system faces
workforce challenges, especially in preparation,
compensation, and retention of qualified staff,

including home visitors.

Across the early education system, including home
visiting, a need exists for greater alignment of

data measures and elements. Kansas has in place
the foundational structure for an early childhood
integrated data system that has not been fully

realized.

2019 Kansas Infant Toddler Services (Part C) Needs Assessment

The Part C Needs Assessment provides a review of the capacity and needs of Part C programs across the state, including

those serving high-need counties.

Key findings pertaining to home visiting

Part C serves as a vital referral partner for
home visiting programs and referral systems

in high-need counties.
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A concerning number of young Kansas children

do not receive timely developmental screenings.
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Ongoing Coordination and Communication

Several examples exist of coordination between home visiting and key stakeholders, both for the purposes of this needs
assessment and for ongoing communication. For the purposes of this MIECHV Statewide Needs Assessment, our team
engaged in conversations and feedback loops with stakeholders and members of other teams, including the Title V Needs
Assessment Team. Members of both teams reviewed a crosswalk of the MCH and MIECHYV needs assessments and
identified opportunities for shared data collection. The Kansas MIECHYV Statewide Needs Assessment team also collected
data via email and surveys from the directors and program leaders of evidence-based and non evidence-based home visiting
programs, including numbers of families and children served, waiting list status, open slot status, referral information,
funding sources, and demographic information of families served. This included data collection from eight key home

visiting models in Kansas.

DATA COLLECTION SOURCES

Early Head Start (EHS) Team for Infants Endangered by Maternal Child Health (MCH)
Parents as Teachers (PAT) Substance Abuse (TIES) home visiting
Nurse Family Partnerships (NFP) Attachment and Biobehavioral

Healthy Families America (HFA) Catch-up (ABC) Intervention
Infant Toddler (Part C) P

services (tiny-k)

The Kansas Home Visiting Leadership Team serves to assure ongoing communication and coordination across MIECHV
and home visiting stakeholders. Including representation from Title V MCH Block Grant, HS and CAPTA agencies,
providers in MIECHYV high-need counties, as well as other state early education and home visiting agencies and stakeholders,
this team focuses on strengthening the capacity of home visiting in Kansas, especially for high-need counties. This team

provided input and review for this MIECHYV Statewide Needs Assessment update. Additional activities of this team include:

Providing guidance and resources in response to Coordinating statewide conferences and meetings
emergent needs facing home visiting agencies and related to home visiting.
families, such as the recent pandemic.

Increasing awareness of home visiting and its
Aligning resources and opportunities that positive impacts through coordinated messaging.
strengthen the capacity of home visiting,
including centralized referral systems through
the expansion of the centralized referral
systems, professional development, funding,

and data/measurement alignment.
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KEY FINDINGS & RECOMMENDATIONS

Several overlapping key findings emerge across these various needs assessments

Key Findings
Across various needs assessments, no evidence
of duplication of services arises. Rather, home
visiting often fills gaps in communities with
very few services available for systemically

underserved families.

Barriers to service access include follow-through
by families, often due to complications with
navigating systems; challenges particularly for
families with high-needs involved with foster
care or substance abuse services; and insufficient

workforce.

Kansas home visiting programs are data rich but
the data live in many different systems and in

many different forms.

and aligned efforts that can further the impact of home visiting in Kansas high-need counties.

Recommendations
Early childhood integrated data system is one
key strategy in bringing together diverse home
visiting data to share across programs and

organizations in meaningful ways.

Greater coordination between providers,
especially pertaining to coordinated referrals
and entry points; cross sector services, including
mental health services; and developmental
screenings benefit home visiting families in

high-need counties.

2025 NEEDS ASSESSMENT UPDATE:
Coordination with Title V MCH
Block Grant, Head Start, & CAPTA Needs Assessments

Title V Needs Assessment Coordination
The Kansas Title V Needs Assessment team shared the behavioral health providers by county reported in the Capacity for
Providing Substance Use Disorder Treatment and Counseling Services section. The Title V Needs Assessment team also shared

a draft of the needs assessment, but no other information was used to complete the MIECHV Needs Assessment Update.
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CONCLUSION

This Kansas MIECHV Statewide Needs Assessment update considers

and assesses several factors regarding the availability and accessibility

of evidence-based home visiting programs in Kansas for families of
young children birth to kindergarten entry who live in high-need counties.

This update included four components.

THE FOUR COMPONENTS

OF THIS NEEDS ASSESSMENT

1

Identification
Identification of high-need counties
using HRSA’s simplified method. Additionally,
Kansas considered the needs of the four
federally-recognized tribes that call Kansas lands
home and which are often under- or mis-
represented in traditional needs

assessment processes.

2

Assessment
A quantitative and qualitative assessment
of the quality and capacity of existing

home visiting programs.

3

Evaluation
An evaluation of the capacity to treat
substance use disorders and provide counseling
across Kansas, especially to pregnant and

parenting women.

4

Review
A review and discussion of the alignment
and coordination between home visiting programs
and other key early childhood programs

and stakeholders.
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Major Findings

For each section of this Kansas MIECHV Statewide Needs
Assessment update, key findings and recommendations
summarize both strengths, gaps, and potential opportunities
pertaining to that particular aspect of home visiting in
high-need communities across Kansas. When synthesized,
these findings, and their corresponding recommendations,

align into four major findings regarding Kansas Home Visiting.

Major Finding #1: Investments Matter

Current investments in home visiting and the existing
delivery of home visiting services positively impact Kansas
families with young children, especially those in high-need
communities, including current MIECHV home visiting
counties. In fact, home visiting often fills gaps in high-need
communities where very few services are available for those

systemically underserved.

Recommendations
Provide services to target needs of families around
the specific indicators that the data showed had
the highest concentrations of risk for the current

MIECHYV home visiting programs.

Review each identified 20 high-need counties
and their corresponding risk domains to provide

services that may target those domain areas.
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Expand home visiting services to high-need counties where there are few types of programs available for families
(e.g. Harper and Rawlins counties), and in counties where only Infant Toddler Services are available, although
these counties were not identified as high-need counties (e.g. Edwards, Kiowa, Comanche, Barber, and Kingman

counties).

Major Finding #2: Address Key Gaps in Programs and Understand Needs
The positive impact of home visiting could be magnified by addressing key gaps and barriers for families and children
served in home visiting programs, especially in high-need communities. Additionally, better understanding the needs of

under-represented communities is critical.

Recommendations

Bolster efforts to assure that all children in home visiting programs receive timely developmental screenings.

Develop more robust cultural competency training across the state with particular focus in regions where language
barriers pose the most challenges. State and home visiting program leaders should develop ongoing partnerships

with tribal leaders to repair harm and restore trust with indigenous communities.

» Assessing early childhood and maternal-infant needs in these communities that includes indigenous family

structures, livelihoods, and perspectives.

» Expand home visiting programs to Kansas tribal communities in ways that are community driven and align
with indigenous values—including staff who are trusted tribal members, program curriculum and delivery
methods that are adaptable, integrate community culture and language in home visits, and offer flexible
performance measurement and outcomes that meet the data needs of the tribal community (more culture

and community centered).

Major Finding #3: Further Alignment and Coordination Needed
Kansas Home Visiting is a key partner in the Kansas Early Childhood System but opportunities for further alignment and

coordination exist.

Recommendations
Achieve greater coordination between providers, especially pertaining to coordinated referrals and entry points;
cross sector services, including mental health services; and developmental screenings benefit home visiting families

in high-need communities.

Use the wealth of home visiting data in effective ways across all home visiting programs to understand the collective
impact of home visiting on outcomes of interest. It is important to find a system in which the county-level data
across programs can be collected and analyzed in meaningful ways to better understand how home visitation

programs are meeting the needs of families and children in the state.
Collect unduplicated counts of families and children that have accessed home visiting programs and to have a

unique identifier for child-level data. Duplicated counts of capacity data are not accurately representative of the

reach and accessibility of home visiting services to children and families in the state.
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Collect demographic data of who is being served by all home visiting programs at the county. These demographic
data are important to have across all home visiting programs to better understand the backgrounds (race, ethnicity
etc.) of families served whether the needs of families with different demographic backgrounds are disproportionately

affected by home visiting programs.

Utilize an early childhood integrated data system as one important strategy in bringing together diverse home

visiting data to share across programs and organizations in meaningful ways.

Strengthen work with existing local collaborative organizations, so the unique needs of individual communities are
being considered in planning and service implementation. Build and maintain connections within early childhood,

K-12 school systems, the medical community, and municipal entities such as libraries and law enforcement.

Introduce IRIS in more high-need counties, which has potential to strengthen and create opportunities for

cross-sector referrals and wrap-around services for home visiting families and children.

Major Finding #4: Easier Access to Services is Needed
High-need families, especially those impacted by substance use disorders and mental health needs, struggle to access
services necessary for addressing these concerns, especially when coupled with other indicators of needs such as poverty

and unemployment.

Recommendations
Fund more SUD facilities that include residential options and provide assistance with child care. Even if outpatient
programs that are not specifically designed for PWWDC could offer some options for child care during appointments,

this would be a step toward better access and to meet the unique needs of women and children.

Prioritize rural outreach, including a workforce trained for the unique needs of small or isolated communities. This
may appear as increased satellite locations, better use of telehealth for less populous regions of the state, or flexible

policies regarding community mental health and SUD provider overlap.

Expand Medicaid to help families seek treatment who are currently unable to afford it, or who need transportation

assistance to a different county to gain access, particularly in the Southeast region.
Improve collaboration and merge the recommendations of multiple high-level state committees with that of the

workforce directly serving clients with special consideration given to SUD treatment and how it affects the whole

field of early childhood service, including home visiting.
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Dissemination

The existing Kansas MIECHYV programs was informed by the original 2010 Kansas MIECHV Needs Assessment, which
provided a comprehensive look of the state of home visiting in the state and provided information to guide decision making
about home visiting investments. Likewise, this update will provide a roadmap for decision making regarding home visiting,
especially in high-need counties, for the coming years. The major findings and recommendations from this will be highlighted
in an Executive Summary for dissemination to key decision makers in state and local leadership to inform programmatic,
alignment, funding, and infrastructure decisions. Additionally, the State Home Visiting Leadership Group will utilize the
assessment for establishing its priorities. The update will also be readily available to all home visiting stakeholders at the

state and community levels. Various opportunities for dissemination include:

Program- and community-level dissemination via Findings will be shared with local MIECHV partners

existing home visiting and program networks. and statewide home visiting partners through the
Kansas Home Vising collaboration.

Placement on the KDHE website for accessibility

to the general public. The Kansas Home Visiting collaboration will

disseminate findings to the larger statewide

Information shared via multiple formats including audience through presentations at statewide and
briefs, presentations, posters, and social media will regional conferences/meetings (e.g. Governor’s
be used as is appropriate to the audience. Conference Prevention of Child Abuse and

Neglect, KS Public Health Association conference,

KS HS Association) as appropriate to the audience.
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APPENDIX A: IDENTIFYING COMMUNITIES

& CONCENTRATIONS OF RISK

Table A.1: Description of Risk Domains, Indicators, and Data Sources by Socioeconomic Status (SES) Domain

Indicator

Indicator Definition

Alignment with statute

definition of high-need
counties

Year

Source

% population living below

Census Small Area Income and

Poverty %100 FPL Poverty 2017 Poverty Estimates
Unemployed percent of -
Unemployment L Unemployment 2017 Bureau of Labor Statistics
the civilian labor force
% of 16-19 year olds not
High School Dropout enrolled in school with High school dropouts 2017 American Community Survey
no high school diploma
% of 16-19 year olds not
High School Dropout enrolled in school with High school dropouts 2013-2017 American Community Survey
no high school diploma
% of 16-19 year olds not 2013-2017
High School Dropout enrolled in school with High school dropouts or 2017 American Community Survey
no high school diploma
. Gini Coefficient - ) .
Income Inequality 1Yr Estimate N/A 2017 American Community Survey
. Gini Coefficient - ) .
Income Inequality 5 Vr Estimate N/A 2013-2017 American Community Survey
. Gini Coefficient - 2013-2017 . .
Income Inequality 1Yr or 5 Yr Estimate N/A or 2017 American Community Survey

Table A.2: Description of Risk Domains, Indicators, and Data Sources by Adverse Perinatal Outcomes Domain

Indicator

Indicator Definition

Alignment with statute

definition of high-need
counties

Source

Preterm Birth

% live births <37 weeks

Premature birth,

low-birth weight infants,
and infant mortality,
including infant death due
to neglect or other indica-
tors of high-risk prenatal,
maternal, newborn, or child
health

2013-2017

NVSS - Raw Natality File

Low Birth Weight

% live births <2500 g

Premature birth,

low-birth weight infants,
and infant mortality,
including infant death due
to neglect or other indica-
tors of high-risk prenatal,
maternal, newborn, or child
health

2013-2017

NVSS - Raw Natality File
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Table A.3: Description of Risk Domains, Indicators, and Data Sources by Substance Use Disorder Domain

Indicator

Indicator Definition

Alignment with statute

definition of high-need
counties

year

Source

Alcohol use disorder in

SAMHSA - National Survey of Drug

Alcohol past year Substance abuse 2014-2016 Use and Health

Marijuana Marijuana use disorder in Substance abuse 2014-2016 SAMHSA - National Survey of Drug
the past month Use and Health
Use of illicit drugs, )

Illicit Drugs excluding Marijuana, in Substance abuse 2012-2014 Al RE LI CU LRI

Use and Health

past month

Pain Relievers Nonr.nec.hcal. use of pain Substance abuse 2012-2014 SAMHSA - National Survey of Drug
medication in past year Use and Health

Cocaine Cocaine use in the past Substance abuse 2014-2016 SAMHSA - National Survey of Drug

year

Use and Health

Table A.4: Description of Risk Domains, Indicators, and Data Sources by Crime and Child Maltreatment Domains

Indicator

Indicator Definition

Alignment with

statute definition of
high-need counties

# reported crimes/1000

Institute for Social Research-

Crime Reports . Crime 2016 National Archive of Criminal Justice

residents

Data

# crime arrests ages Institute for Social Research-
Juvenile Arrests 0-17/100,000 juveniles aged | Crime 2016 National Archive of Criminal Justice

0-17 Data

Rate of maltreatment
o <

Child Maltreatment Child Maltreatment victims aged <1-17 per 2016 ACF

1,000 child (aged <1-17)
residents
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Table A.5: Social Economic Status Domain - Raw Data for all Indicators as Provided by HRSA/MCHB

* Counties currently with Kansas MIECHV home visiting programs

T Counties identified as high-need using the HRSA/MCHB simplified methodology

County Poverty Unemployment HS dropout HS dropout  HS dropout Income Inequality 1 Yr  Income Inequality 5 Yr Income
1Yr 5Yr Inequality
Allent 16.7 4.9 53 n/a 53 n/a 0.4 0.4
Anderson 133 4.0 183 n/a 183 n/a 0.4 0.4
Atchison’ 14.3 52 3.1 n/a 3.1 n/a 0.5 0.5
Barber 12.2 2.9 1.1 n/a 1.1 n/a 0.5 0.5
Barton 15.6 3.6 2.8 n/a 2.8 n/a 0.4 0.4
Bourbon® 183 4.5 0.8 n/a 0.8 n/a 0.4 0.4
Brown 15.0 3.2 1.5 n/a 1.5 n/a 0.4 0.4
Butler 10.1 3.8 43 n/a 43 0.4 0.4 04
Chase 11.2 2.6 0.0 n/a 0.0 n/a 0.4 0.4
Chautauqua’ 16.8 4.7 3.2 n/a 3.2 n/a 0.4 0.4
Cherokee* 15.8 3.9 47 n/a 4.7 n/a 0.4 0.4
Cheyenne 12.8 2.6 9.3 n/a 9.3 n/a 0.4 04
Clark 12.0 25 0.0 n/a 0.0 n/a 0.4 0.4
Clay 10.6 3.8 6.0 n/a 6.0 n/a 0.5 0.5
Cloud 12.6 44 0.0 n/a 0.0 n/a 0.4 0.4
Coffey 10.2 53 1.4 n/a 1.4 n/a 0.4 04
Comanche 1.2 2.9 85 n/a 85 n/a 0.4 0.4
Cowley? 17.6 3.8 3.8 n/a 3.8 n/a 0.4 0.4
Crawford® 18.9 4.2 24 n/a 24 n/a 0.5 0.5
Decatur 14.5 3.1 6.9 n/a 6.9 n/a 0.5 0.5
Dickinson 9.9 3.8 53 n/a 53 n/a 0.4 0.4
Doniphan 14.8 35 2.0 n/a 2.0 n/a 0.4 0.4
Douglas 15.9 3.2 1.1 n/a 1.1 0.5 0.5 0.5
Edwards 1.2 3.0 0.0 n/a 0.0 n/a 04 0.4
Elk 15.8 4.3 0.0 n/a 0.0 n/a 0.4 0.4
Ellis 15.2 25 0.0 n/a 0.0 n/a 0.5 0.5
Ellsworth 11.5 3.1 4.0 n/a 4.0 n/a 0.4 04
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County Poverty Unemployment HS dropout HS dropout  HS dropout Income Inequality 1 Yr  Income Inequality 5 Yr Income

1Yr 5Yr Inequality
Finney 13.2 2.7 4.6 n/a 4.6 n/a 0.4 04
Ford 12.7 2.8 4.9 n/a 4.9 n/a 0.4 0.4
Franklin 10.5 3.7 3.8 n/a 3.8 n/a 04 04
Geary 12.0 5.0 43 n/a 43 n/a 0.4 0.4
Gove 9.8 23 1.5 n/a 1.5 n/a 0.4 0.4
Graham 12.8 3.6 43 n/a 43 n/a 0.4 0.4
Grant 12.3 3.2 18.2 n/a 18.2 n/a 0.4 0.4
Gray 7.6 2.0 21.8 n/a 21.8 n/a 0.4 0.4
Greeley 10.8 1.8 0.0 n/a 0.0 n/a 0.4 0.4
Greenwood 15.3 43 3.5 n/a 3.5 n/a 0.4 0.4
Hamilton 13.0 24 6.3 n/a 6.3 n/a 04 04
Harper® 14.5 3.7 22 n/a 22 n/a 0.4 0.4
Harvey 9.1 4.0 4.5 n/a 4.5 n/a 0.4 04
Haskell 10.1 23 26.6 n/a 26.6 n/a 0.4 0.4
Hodgeman 10.8 25 8.7 n/a 8.7 n/a 0.4 0.4
Jackson 11.0 3.1 3.9 n/a 3.9 n/a 0.4 0.4
Jefferson 8.5 3.6 3.2 n/a 3.2 n/a 04 0.4
Jewell 12.8 34 5.2 n/a 5.2 n/a 0.4 0.4
Johnson 53 3.0 2.6 2.6 1.9 0.4 0.5 04
Kearny 10.5 25 5.1 n/a 5.1 n/a 0.4 0.4
Kingman 121 37 5.5 n/a 5.5 n/a 0.4 04
Kiowa 11.6 25 18.5 n/a 18.5 n/a 0.4 0.4
Labette* 15.3 4.5 2.1 n/a 2.1 n/a 0.4 0.4
Lane 10.2 34 241 n/a 241 n/a 0.4 0.4
Leavenworth 74 3.9 23 n/a 23 0.4 0.4 0.4
Lincoln 11.8 2.8 0.0 n/a 0.0 n/a 0.4 0.4
Linn* 141 5.9 4.8 n/a 4.8 n/a 0.5 0.5
Logan 9.7 2.1 0.0 n/a 0.0 n/a 0.5 0.5
Lyon 15.9 3.8 23 n/a 23 n/a 0.5 0.5
Marion 10.9 3.6 4.7 n/a 4.7 n/a 0.4 0.4
Marshall 10.8 2.8 33 n/a 33 n/a 0.4 0.4
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County Poverty Unemployment HS dropout HS dropout  HS dropout Income Inequality 1 Yr  Income Inequality 5 Yr Income

1Yr 5Yr Inequality
McPherson 85 2.8 10.4 n/a 10.4 n/a 0.4 0.4
Meade 9.9 24 14.1 n/a 14.1 n/a 0.4 0.4
Miami 73 3.7 0.7 n/a 0.7 n/a 0.4 0.4
Mitchell 12.0 2.7 0.7 n/a 0.7 n/a 0.4 0.4
Montgomery* 16.8 52 6.4 n/a 6.4 n/a 0.4 0.4
Morris 1.2 3.1 0.0 n/a 0.0 n/a 0.4 0.4
Morton 10.9 3.7 0.5 n/a 0.5 n/a 0.4 0.4
Nemaha 8.2 24 1.1 n/a 1.1 n/a 0.4 0.4
Neosho* 15.5 52 13 n/a 13 n/a 0.5 0.5
Ness 1.1 29 4.4 n/a 4.4 n/a 0.5 0.5
Norton 12.3 2.2 29 n/a 29 n/a 0.4 04
Osage 1.7 4.0 6.8 n/a 6.8 n/a 0.4 0.4
Osborne 125 2.8 0.0 n/a 0.0 n/a 0.5 0.5
Ottawa 1.4 3.1 4.4 n/a 4.4 n/a 0.4 04
Pawnee 13.0 33 6.2 n/a 6.2 n/a 0.4 0.4
Phillips 11.6 3.0 0.0 n/a 0.0 n/a 0.4 0.4
Pottawatomie 9.8 3.1 3.6 n/a 3.6 n/a 0.4 0.4
Pratt 1.2 33 0.2 n/a 0.2 n/a 0.4 04
Rawlins' 11.9 23 0.0 n/a 0.0 n/a 0.4 0.4
Reno 13.4 3.9 4.2 n/a 4.2 n/a 0.4 0.4
Republic? 1.7 2.8 0.0 n/a 0.0 n/a 0.4 0.4
Rice 123 3.2 1.0 n/a 1.0 n/a 0.4 0.4
Riley* 20.4 3.0 1.1 n/a 1.1 0.5 0.5 0.5
Rooks 10.9 3.8 1.1 n/a 1.1 n/a 04 0.4
Rush 121 3.2 5.0 n/a 5.0 n/a 0.4 0.4
Russell 14.2 33 0.0 n/a 0.0 n/a 0.4 0.4
Saline 11.8 3.2 2.8 n/a 2.8 n/a 0.4 0.4
Scott 7.6 2.2 0.0 n/a 0.0 n/a 0.4 0.4
Sedgwick 14.2 4.2 6.6 6.6 43 0.4 0.5 0.4
Seward 14.9 35 1.8 n/a 1.8 n/a 0.4 0.4
Shawnee 11.7 3.7 6.4 6.4 4.0 0.4 0.4 04
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County Poverty Unemployment HS dropout HS dropout  HS dropout Income Inequality 1 Yr  Income Inequality 5 Yr Income

1Yr 5Yr Inequality
Sheridan 1.5 23 0.0 n/a 0.0 n/a 0.4 0.4
Sherman 13.2 29 38.6 n/a 38.6 n/a 0.4 0.4
Smith 12.8 2.8 1.6 n/a 1.6 n/a 0.5 0.5
Stafford 13.2 33 7.0 n/a 7.0 n/a 0.4 0.4
Stanton 10.2 2.7 0.9 n/a 0.9 n/a 0.4 0.4
Stevens 10.3 3.2 15.8 n/a 15.8 n/a 0.4 0.4
Sumner 11.8 3.8 1.8 n/a 1.8 n/a 0.4 0.4
Thomas 1.5 2.6 7.3 n/a 7.3 n/a 0.5 0.5
Trego 11.6 33 0.0 n/a 0.0 n/a 0.4 04
Wabaunsee 7.6 3.2 23 n/a 23 n/a 0.3 0.3
Wallace 1.2 2.5 0.0 n/a 0.0 n/a 0.5 0.5
Washington 10.0 3.0 25 n/a 25 n/a 0.4 0.4
Wichita 11.6 24 7.7 n/a 7.7 n/a 0.4 04
Wilson* 15.3 4.7 9.0 n/a 9.0 n/a 0.4 0.4
Woodson® 15.6 4.5 19.5 n/a 19.5 n/a 0.4 0.4
Wyandotte* 184 52 7.5 7.5 8.6 0.4 0.4 0.4
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Table A.6: Adverse Perinatal Outcomes Domain - Raw Data for all Indicators as Provided by HRSA/MCHB
* Counties currently with Kansas MIECHV home visiting programs
T Counties identified as high-need using the HRSA/MCHB simplified methodology

County Preterm  Low Birth County Preterm  Low Birth County Preterm  Low Birth County Preterm  Low Birth
Birth Rate Birth Rate Birth Rate Birth Rate

Allen * 6.8 5.1 Finney 8.6 7.2 Logan 8.7 6.8 Rooks 4.4 5.0
Anderson 6.6 5.0 Ford 6.9 6.9 Lyon 9.1 77 Rush 12.6 9.4
Atchison * 7.6 6.8 Franklin * 8.6 6.7 Marion 8.8 5.0 Russell 7.2 5.0
Barber 7.1 6.4 Geary 8.6 6.8 Marshall 6.8 6.0 Saline 9.1 7.5
Barton 10.0 74 Gove 6.7 n/a McPherson 9.8 6.6 Scott 8.7 9.4
Bourbon 10.5 6.2 Graham n/a n/a Meade 7.9 7.2 Sedgwick 9.9 7.8
Brown 7.4 5.0 Grant 9.3 6.9 Miami 7.8 5.9 Seward 6.6 6.0
Butler 9.9 7.1 Gray 6.6 4.1 Mitchell 8.0 55 Shawnee 9.2 6.9
Chase n/a n/a Greeley n/a n/a Montgomery* 9.4 6.9 Sheridan 7.6 7.6
Chautauqua 13.9 7.2 Greenwood 8.7 6.2 Morris 7.8 5.8 Sherman 11.5 9.0
Cherokee* 10.7 8.1 Hamilton 7.7 6.0 Morton 7.6 7.6 Smith 7.4 n/a
Cheyenne 16.2 6.0 Harper * 10.6 7.9 Nemaha 7.2 43 Stafford 6.0 n/a
Clark n/a 10.1 Harvey 9.4 7.9 Neosho* 85 7.1 Stanton 7.0 7.6
Clay 73 6.9 Haskell 74 4.3 Ness 8.3 n/a Stevens 52 34
Cloud 5.8 5.5 Hodgeman n/a n/a Norton 53 53 Sumner 10.6 6.5
Coffey 7.0 6.5 Jackson 10.0 6.5 Osage 7.8 5.7 Thomas 9.3 6.7
Comanche n/a n/a Jefferson 7.0 5.7 Osborne 8.3 6.5 Trego n/a 71
Cowley 129 8.0 Jewell 8.9 n/a Ottawa 5.9 5.1 Wabaunsee 8.2 5.2
Crawford 13.4 7.6 Johnson 8.2 6.5 Pawnee 10.0 9.1 Wallace n/a n/a
Decatur n/a n/a Kearny 8.9 7.6 Phillips 8.9 9.5 Washington 83 8.3
Dickinson 10.9 8.0 Kingman 6.4 5.4 Pottawatomie 74 53 Wichita n/a n/a
Doniphan 6.5 44 Kiowa n/a n/a Pratt 6.9 5.8 Wilson* 7.6 6.7
Douglas 8.7 6.8 Labette* 11.0 8.2 Rawlins * 8.8 8.1 Woodson * n/a n/a
Edwards 9.7 6.5 Lane n/a n/a Reno 9.4 7.1 Wyandotte* 9.8 85
Elk 10.0 n/a Leavenworth 9.2 7.4 Republic 7.5 9.1

Ellis 7.7 6.1 Lincoln 8.8 n/a Rice 8.8 6.5

Ellsworth 9.2 6.5 Linn*® 7.9 5.5 Riley * 8.4 6.3
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Table A.7: Substance Use Disorder Domain - Raw Data for all Indicators as Provided by HRSA/MCHB
* Counties currently with Kansas MIECHV home visiting programs

T Counties identified as high-need using the HRSA/MCHB simplified methodology

County Alcohol 2016 Marijuana 2016 Ilicit Drugs Pain Relievers Cocaine 2016
Allen* 5.9 7.3 3.1 4.2 1.2
Anderson 5.9 73 3.1 4.2 1.2
Atchison * 5.6 7.4 2.7 4.1 1.2
Barber 5.5 6.6 2.7 3.9 1.0
Barton 5.5 6.6 2.7 3.9 1.0
Bourbon 5.9 7.3 3.1 4.2 1.2
Brown 5.6 7.4 2.7 4.1 1.2
Butler 5.5 6.6 2.7 3.9 1.0
Chase 5.9 7.3 2.7 3.9 1.2
Chautauqua 5.9 7.3 2.7 3.9 1.2
Cherokee* 5.9 73 3.1 4.2 1.2
Cheyenne 5.7 6.4 2.7 3.9 1.4
Clark 5.7 5.9 2.7 3.9 1.3
Clay 5.7 6.4 2.7 4.1 1.4
Cloud 5.7 6.4 2.7 4.1 1.4
Coffey 5.9 7.3 2.7 3.9 1.2
Comanche 5.7 5.9 2.7 3.9 1.3
Cowley * 5.5 6.6 2.7 3.9 1.0
Crawford * 5.9 7.3 3.1 4.2 1.2
Decatur 5.7 6.4 2.7 3.9 1.4
Dickinson 5.7 6.4 2.7 4.1 14
Doniphan 5.6 74 2.7 4.1 1.2
Douglas 5.6 7.4 33 4.1 1.2
Edwards 5.7 5.9 2.7 3.9 1.3
Elk 5.9 7.3 2.7 3.9 1.2
Ellis 5.7 6.4 2.7 3.9 1.4
Ellsworth 5.7 6.4 2.7 4.1 1.4
Finney 5.7 5.9 27 3.9 1.3
Ford 5.7 5.9 2.7 3.9 1.3
Franklin 5.6 7.4 33 4.1 1.2
Geary 5.6 74 2.7 4.1 1.2
Gove 5.7 6.4 2.7 3.9 1.4
Graham 5.7 6.4 2.7 3.9 1.4
Grant 5.7 5.9 2.7 3.9 1.3
Gray 5.7 5.9 2.7 3.9 1.3
Greeley 5.7 5.9 2.7 3.9 1.3
Greenwood 5.9 73 2.7 3.9 1.2
Hamilton 5.7 5.9 2.7 3.9 1.3
Harper* 5.5 6.6 2.7 3.9 1.0
Harvey 5.5 6.6 2.7 3.9 1.0
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County Alcohol 2016 Marijuana 2016 Ilicit Drugs Pain Relievers Cocaine 2016

Haskell 5.7 5.9 2.7 3.9 1.3
Hodgeman 5.7 5.9 2.7 3.9 13
Jackson 5.6 7.4 2.7 4.1 1.2
Jefferson 5.6 74 2.7 4.1 1.2
Jewell 5.7 6.4 2.7 4.1 1.4
Johnson 5.6 7.4 33 41 1.2
Kearny 5.7 5.9 2.7 3.9 1.3
Kingman 55 6.6 2.7 3.9 1.0
Kiowa 5.7 5.9 2.7 3.9 1.3
Labette* 5.9 7.3 3.1 4.2 1.2
Lane 5.7 5.9 2.7 3.9 1.3
Leavenworth 5.6 7.4 33 4.1 1.2
Lincoln 5.7 6.4 2.7 4.1 1.4
Linnt 5.9 7.3 3.1 4.2 1.2
Logan 5.7 6.4 2.7 3.9 1.4
Lyon 5.6 74 2.7 3.9 1.2
Marion 5.5 6.6 2.7 3.9 1.0
Marshall 5.6 7.4 2.7 4.1 1.2
McPherson 5.5 6.6 2.7 3.9 1.0
Meade 5.7 5.9 2.7 3.9 1.3
Miami 5.6 74 33 4.1 1.2
Mitchell 5.7 6.4 2.7 4.1 1.4
Montgomery* 5.9 7.3 3.1 4.2 1.2
Morris 5.6 7.4 2.7 3.9 1.2
Morton 5.7 5.9 2.7 3.9 1.3
Nemaha 5.6 7.4 2.7 4.1 1.2
Neosho* 5.9 7.3 3.1 4.2 1.2
Ness 5.7 5.9 2.7 3.9 1.3
Norton 5.7 6.4 2.7 3.9 1.4
Osage 5.6 7.4 2.7 4.1 1.2
Osborne 5.7 6.4 2.7 3.9 14
Ottawa 5.7 6.4 2.7 4.1 1.4
Pawnee 5.7 5.9 2.7 3.9 1.3
Phillips 5.7 6.4 27 3.9 1.4
Pottawatomie 5.6 74 2.7 4.1 1.2
Pratt 5.5 6.6 2.7 3.9 1.0
Rawlins * 5.7 6.4 2.7 3.9 1.4
Reno 5.5 6.6 2.7 3.9 1.0
Republic 5.7 6.4 2.7 4.1 1.4
Rice 5.5 6.6 2.7 3.9 1.0
Riley 5.6 74 2.7 4.1 1.2
Rooks 5.7 6.4 2.7 3.9 1.4
Rush 5.7 5.9 2.7 3.9 1.3
Russell 5.7 6.4 2.7 3.9 1.4
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County Alcohol 2016 Marijuana 2016 Ilicit Drugs Pain Relievers Cocaine 2016

Saline 5.7 6.4 2.7 4.1 1.4
Scott 5.7 5.9 2.7 3.9 1.3
Sedgwick 5.5 6.6 3.0 4.0 1.0
Seward 5.7 5.9 2.7 3.9 1.3
Shawnee 5.6 74 2.7 4.1 1.2
Sheridan 5.7 6.4 2.7 3.9 1.4
Sherman 5.7 6.4 2.7 3.9 14
Smith 5.7 6.4 2.7 3.9 1.4
Stafford 5.5 6.6 2.7 3.9 1.0
Stanton 5.7 5.9 2.7 3.9 1.3
Stevens 5.7 5.9 2.7 3.9 1.3
Sumner 55 6.6 27 3.9 1.0
Thomas 5.7 6.4 2.7 3.9 1.4
Trego 5.7 6.4 2.7 3.9 1.4
Wabaunsee 5.6 74 2.7 4.1 1.2
Wallace 5.7 6.4 2.7 3.9 1.4
Washington 5.7 6.4 2.7 4.1 1.4
Wichita 5.7 5.9 2.7 3.9 1.3
Wilson* 5.9 7.3 3.1 4.2 1.2
Woodson ' 5.9 73 3.1 4.2 1.2
Wyandotte* 5.6 7.4 33 4.1 1.2
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Table A.8: Crime and Child Maltreatment Domain - Raw Data for All Indicators as Provided by HRSA/MCHB
* Counties currently with Kansas MIECHV home visiting programs
T Counties identified as high-need using the HRSA/MCHB simplified methodology

County Crime  Juvenile Child County Crime  Juvenile Child County Crime  Juvenile Child
Reports Arrests  Maltreatment Reports Arrests  Maltreatment Reports Arrests  Maltreatment

Allen'* 371 2845.4 0.3 Ford 311 1565.2 35 Marion 12.0 1301.2 4.2
Anderson 15.3 517.6 5.1 Franklin f 24.6 1717.3 8.6 Marshall 134 1733 4.8
Atchison * 29.2 2260.2 1.5 Geary 221 1794.3 3.0 McPherson 23.7 257.0 1.9
Barber 124 761.9 0.9 Gove 14.9 0.0 6.7 Meade 12.5 0.0 6.2
Barton 273 525.3 4.4 Graham 5.8 0.0 0.0 Miami 20.0 779.2 6.0
Bourbon * 335 2085.0 11.3 Grant 1.2 494.4 0.8 Mitchell 13.0 70.4 2.1
Brown 225 579.2 1.4 Gray 10.8 792.8 3.4 Montgomery* 453 1390.3 11.8
Butler 233 830.0 1.5 Greeley 8.2 0.0 3.7 Morris 14.9 88.1 25
Chase 53 0.0 0.0 Greenwood 16.0 1098.9 3.6 Morton 21.0 276.6 6.1
Chautauqua 16.4 428.6 12.7 Hamilton 33 0.0 1.3 Nemaha 11.5 448.8 1.1
Cherokee* 24.0 252.0 6.0 Harper * 33.0 2360.5 1.4 Neosho* 21.6 249.2 10.2
Cheyenne 1.3 178.9 6.8 Harvey 274 3249.7 5.9 Ness 11.8 0.0 0.0
Clark 6.3 392.2 5.7 Haskell 7.2 87.4 25 Norton 8.0 575.3 29
Clay 12.9 675.0 1.9 Hodgeman 4.3 0.0 4.8 Osage 14.2 107.6 1.6
Cloud 24.9 1130.2 8.2 Jackson 15.6 841.3 3.8 Osborne 19.0 0.0 1.3
Coffey 15.4 1540.9 6.3 Jefferson 16.4 824.4 2.7 Ottawa 17.4 217.5 0.7
Comanche 15.2 0.0 15.8 Jewell 0.0 34 Pawnee 22.0 1254.2 6.8
Cowley* 34.8 2298.1 2.2 Johnson 17.7 491.4 2.1 Phillips 6.0 0.0 4.7
Crawford * 384 1281.8 10.3 Kearny 20.9 0.0 35 Pottawatomie 153 932.3 2.8
Decatur 10.8 177.3 8.9 Kingman 235 2442 0.6 Pratt 43.4 4520.3 3.0
Dickinson 18.8 1349.9 24 Kiowa 8.2 0.0 54 Rawlins 18.0 1495.3 10.0
Doniphan 12.3 824.4 13.2 Labette* 37.0 41.8 5.5 Reno 40.1 1521.6 4.7
Douglas 4.4 0.9 Lane 85 0.0 5.1 Republic f 12.0 1791.4 74
Edwards 8.8 434.8 29 Leavenworth 26.2 925.3 2.8 Rice 22.8 434.0 6.1
Elk t 7.9 197.6 131 Lincoln 5.9 0.0 1.4 Riley * 20.2 1580.6 2.2
Ellis 274 946.7 4.8 Linn* 135 490.2 9.8 Rooks 2.7 0.0 1.2
Ellsworth 12.6 88.7 5.8 Logan 10.6 154.6 4.6 Rush 25.7 336.1 6.2
Finney 32.7 1261.6 4.2 Lyon 24.7 1508.5 5.7 Russell 20.0 1499.3 2.7
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County Crime  Juvenile Child County Crime  Juvenile Child County Crime  Juvenile Child

Reports Arrests  Maltreatment Reports Arrests  Maltreatment Reports Arrests  Maltreatment
Saline 40.3 2681.4 4.1 Smith 17.2 0.0 0.0 Wabaunsee 17.2 180.0 4.0
Scott 121 302.6 34 Stafford 12.7 1082.7 9.7 Wallace 0.0 0.0 0.0
Sedgwick 53.7 1220.9 1.5 Stanton 0.0 0.0 0.0 Washington 5.1 399.0 3.1
Seward 171 445.6 2.6 Stevens 5.8 4227 1.7 Wichita 14.6 0.0 7.9
Shawnee 51.5 149.4 5.4 Sumner 284 211.7 2.2 Wilson* 19.3 879.8 13.1
Sheridan 16.5 0.0 1.7 Thomas 18.6 602.1 3.9 Woodson * 21.6 443.8 4.4
Sherman 15.8 1485.1 6.3 Trego 15.9 1303.5 12.7 Wyandotte* 53.1 165.3 34
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Table A.9: Descriptive Statistics for Each Indicator by Socioeconomic Status Domain as Provided by HRSA

Indicator Indicator Definition Missing Missing Mean of SD Median Interquartile Max State
(n) % Counties Range Estimate

Poverty % population living below %100 FPL 2017 0.0 0.0 123 2.7 11.8 34 53 | 204 11.9

Unemployment Unemployed percent of the civilian labor force 2017 0.0 0.0 34 0.8 3.2 1.0 1.8 5.9 3.6

High schpol dropout % of 16-19 year olds not enrolled in school with no 2017 101.0 96.2 58 22 65 26 26 75 42

(1 Yr Estimate) high school diploma

. 0 ! ) .

High school dropout A> of 16-19 yeér olds not enrolled in school with no 2013-2017 0.0 0.0 49 6.4 32 42 00 | 386 37

(5 Yr Estimate) high school diploma

High school dropout % of 16-19 year olds not enrolled in school withno | 2013-2017

(1Yror 5 Yr Estimate) high school diploma OR2017 00 0.0 49 63 32 49 00 | 386 n/a

Income Inequality Gini Coefficient - 1 Yr Estimate 2017 97.0 92.4 0.4 0.0 0.4 0.1 0.4 0.5 0.5

Income Inequality Gini Coefficient - 5 Yr Estimate 2013-2017 0.0 0.0 0.4 0.0 0.4 0.0 0.3 0.5 0.5
. L - . 2013-2017

Income Inequality Gini Coefficient- 1 Yr or 5 Yr Estimate OR 2017 0.0 0.0 0.4 0.0 0.4 0.0 0.3 0.5 n/a

Table A.10: Descriptive Statistics for Each Indicator by Adverse Perinatal Outcomes Domain

Indicator Indicator Definition Missing Missing Mean of Median Interquartile Max State

(n) ) Counties Range Estimate
Preterm Birth % live births <37 weeks 2013-2017 13.0 124 8.5 1.9 8.5 2.0 44 | 16.2 9.4
Low Birth Rate % live births <2500 g 2013-2017 18.0 171 6.7 1.3 6.7 1.8 34 | 101 7.0




Table A.11: Descriptive Statistics for Each Indicator by Substance Use Disorder Domain

Indicator Indicator Definition Missing Missing Mean of Median Interquartile ] Max State
(n) % Counties Range Estimate
Alcohol ;’;:‘r’a'e”ce rate: Alcohol use disorderinthe past | 5y, 5016 | 0,0 0.0 57 01| 57 0.1 55 | 59 56
Marijuana Prevalence rate: Marijuana use in the past month 2014-2016 0.0 0.0 6.7 0.6 6.4 0.9 5.9 7.4 7.0
Illicit Drugs Prevalence rate: Use of illiit drugs, excluding 20122014 | 00 0.0 28 |02 27 0.1 27 | 33 3.0
Marijuana, in past month
Pain Relievers Prevalence rate: Nonmedical use of pain 20122014 | 0.0 0.0 40 |01 39 0.2 39 | 42 40
medication in past year
Cocaine Prevalence rate: Cocaine use in the past year 2014-2016 0.0 0.0 1.2 0.1 1.3 0.2 1.0 1.4 1.2

Table A.12: Descriptive Statistics for Each Indicator by Crime and Child Maltreatment Domains

Indicator Indicator Definition Missing (n) Missing % Mean of Median Interquartile ] State

Counties Range Estimate

# reported crimes/1000

B 2016 2.0 1.9 18.9 11.3 16.4 12.2 0.0 53.7 31.0
residents

Crime Reports

# crime arrests ages
Juvenile Arrests 0-17/100,000 juveniles 2016 0.0 0.0 7221 821.5 443.8 1132.7 0.0 4520.3 870.8
aged 0-17

Rate of maltreatment
victims aged <1-17 per
1,000 child (aged <1-17)
residents

Child Maltreatment 2016 0.0 0.0 4.7 3.6 3.9 4.1 0.0 15.8 33
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Table A.13: Identified High-need Counties and Risk Domains

@ Counties presenting risk factors in one or more domains. Counties presenting risk factors in 2 or more risk domains were identified

as a high-need county as instructed in HRSA’s simple methodology.

Counties High-need and Adverse Child
current MIECHV perinatal Maltreatment
HV county

Allen ¢ no Yes no Yes Yes no
Anderson no no no Yes no no
Atchison 3 no Yes no Yes Yes no
Barber no no no no no no
Barton no no no no no no
Bourbon '3 no Yes Yes Yes Yes Yes
Brown no no no no no Yes
Butler no no no no no no
Chase no no no no no no
Chautauqua 2 no Yes Yes no no Yes
Cherokee 2 Yes no Yes Yes no no
Cheyenne no no Yes no no no
Clark no no Yes no no no
Clay no no no no no no
Cloud no no no no no no
Coffey no no no no no no
Comanche no no no no no Yes
Cowley '3 no no Yes no Yes no
Crawford ¢ no Yes Yes Yes Yes Yes
Decatur no no no no no Yes
Dickinson no no Yes no no no
Doniphan no no no no no Yes ‘
Douglas no Yes no no no no
Edwards no no no no no no
Elk '3 no Yes no no no Yes ‘
Ellis no Yes no no no no
Ellsworth no no no no no no
Finney no no no no Yes no
Ford no no no no Yes no
Franklin '3 no no no no Yes Yes
Geary no no no no Yes no
Gove no no no no no no
Graham no no no no no no
Grant no no no no no no
Gray no no no no no no
Greeley no no no no no no
Greenwood no Yes no no no no
Hamilton no no no no no no
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Counties High-need and Adverse Child
current MIECHV perinatal Maltreatment
HV county
Harper no no Yes no Yes no
Harvey no no no no no no
Haskell no no no no no no
Hodgeman no no no no no no
Jackson no no no no no no
Jefferson no no no no no no
Jewell no no no no no no
Johnson no no no no no no
Kearny no no no no no no
Kingman no no no no no no
Kiowa no no no no no no
Labette Yes Yes Yes Yes Yes no
Lane no no no no no no
Leavenworth no no no no no no
Lincoln no no no no no no
Linn no no no Yes no Yes
Logan no no no no no no
Lyon no Yes no no no no
Marion no no no no no no
Marshall no no no no no no
McPherson no no no no no no
Meade no no no no no no
Miami no no no no no no
Mitchell no no no no no no
Montgomery Yes Yes no Yes Yes Yes
Morris no no no no no no
Morton no no no no no no
Nemaha no no no no no no
Neosho Yes Yes no Yes no Yes
Ness no no no no no no
Norton no no no no no no
Osage no no no no no no
Osborne no no no no no no
Ottawa no no no no no no
Pawnee no no Yes no no no
Phillips no no Yes no no no
Pottawatomie no no no no no no
Pratt no no no no Yes no
Rawlins no no Yes no no Yes
Reno no no no no Yes no
Republic no no Yes no Yes no
Rice no no no no no no
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Counties High-need and Adverse Child
current MIECHV perinatal Maltreatment
HV county
Riley 2 no Yes no no Yes no
Rooks no no no no no Yes
Rush no no Yes no no no
Russell no no no no no no
Saline no no no no Yes no
Scott no no Yes no no no
Sedgwick no no no no Yes no
Seward no no no no no no
Shawnee no no no no Yes no
Sheridan no no no no no no
Sherman no no Yes no no no
Smith no no no no no no
Stafford no no no no no Yes
Stanton no no no no no no
Stevens no no no no no no
Sumner no no Yes no no no
Thomas no no no no no no
Trego no no no no no Yes
Wabaunsee no no no no no no
Wallace no no no no no no
Washington no no Yes no no no
Wichita no no no no no no
Wilson 2 Yes Yes no Yes no Yes
Woodson ¢ no Yes no Yes no no
Wyandotte ¢ Yes no Yes no Yes no
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APPENDIX B: IDENTIFYING QUALITY & CAPACITY

OF EXISTING PROGRAMS

Table B.1. Population Estimates Based on American Community Survey 2018 Five Year Census Data

Total Children Total Children Total Children
County Population under 5 County Population under 5 County Population under 5
Allen 12444 754 Hamilton 2607 213 Pottawatomie 24277 1867
Anderson 7878 491 Harper 5506 360 Pratt 9378 710
Atchison 16193 961 Harvey 34210 2091 Rawlins 2508 124
Barber 4472 318 Haskell 3997 282 Reno 62342 3517
Barton 26111 1681 Hodgeman 1818 124 Republic 4664 238
Bourbon 14653 1016 Jackson 13280 826 Rice 9531 570
Brown 9598 647 Jefferson 18975 984 Riley 73703 4306
Butler 66765 3898 Jewell 2841 157 Rooks 5013 335
Chase 2629 143 Johnson 597555 37685 Rush 3093 154
Chautauqua 3309 182 Kearny 3943 279 Russell 6907 113
Cherokee 20015 1098 Kingman 7310 375 Saline 54401 3416
Cheyenne 2660 139 Kiowa 2516 164 Scott 4897 352
Clark 2005 137 Labette 19964 1324 Sedgwick 513607 36658
Clay 7997 510 Lane 1560 128 Seward 21780 1979
Cloud 8729 532 Leavenworth 81352 5115 Shawnee 177499 11360
Coffey 8233 442 Lincoln 3023 143 Sheridan 2533 143
Comanche 1748 89 Linn 9750 529 Sherman 5899 413
Cowley 35218 2177 Logan 2844 190 Smith 3603 177
Crawford 39019 2294 Lyon 33406 1833 Stafford 4178 230
Decatur 2871 167 Marion 28537 1554 Stanton 1987 132
Dickinson 18717 1194 Marshall 11950 636 Stevens 5559 430
Doniphan 7682 386 McPherson 9722 601 Sumner 22996 1387
Douglas 121436 6129 Meade 4146 304 Thomas 7711 551
Edwards 2849 175 Miami 33680 1883 Trego 2793 130
Elk 2508 132 Mitchell 6150 422 Wabaunsee 6899 411
Ellis 28710 1824 Montgomery 32120 2123 Wallace 1503 105
Ellsworth 6196 335 Morris 5521 289 Washington 5420 353
Finney 36611 3288 Morton 2667 181 Wichita 2105 121
Ford 33888 3233 Nemaha 10155 715 Wilson 8665 560
Franklin 25631 1483 Neosho 15951 1024 Woodson 3183 159
Geary 32594 4219 Ness 2840 187 Wyandotte 165324 13352
Gove 2612 139 Norton 5430 328 Kansas State 2911505 191392
Graham 2492 124 Osage 15941 862
Grant 7336 609 Osborne 3475 208 Note: Click here to link to data source for
Gray 6033 422 Ottawa =802 306 population estimates by county in Kansas
Greeley 1227 7 — p— B to calculate number served in each county
Greenwood — P Phillips 5317 302 for programs that only reported total served
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https://data.census.gov/cedsci/table?d=ACS%205-Year%20Estimates%20Data%20Profiles&table=DP03&tid=ACSDP5Y2018.DP03&g=0400000US20,20.050000&vintage=2018&layer=VT_2018_050_00_PY_D1&hidePreview=false&cid=DP02_0001E

Table B.2. Summary of Key Home Visiting Programs in Kansas

Programs Services provided Intended recipient Eligibility Targeted goals/outcomes Intensity of
of service services
Early Head Start (EHS) | Quality early education; Pregnant women and Family's income is equal to or below the | Pregnant women and newborns Weekly
families with infants poverty line to thrive; one-on-one
parent education; and toddlers visits for 90
OR infants and children thrive; minute sessions
family support service;
Family is eligible for or, in the absence of | children live in stable and support-
access to comprehensive health and child care, would be potentially eligible | ed families;
mental services (includes services for public assistance, including TANF
to women before, during, and after child-only payments children enter school ready to
pregnancy, and nutrition services) learn
OR
the child is homeless
OR
the child is in foster care
Parents As Teachers Home visits, personal visits, group All families who are Low income; Increase parent knowledge of One visit every
(PAT) visits, play groups, and socialization expecting a child or early childhood development and | 4-6 weeks for

opportunities. with children up to Teen parents; improve parent practices; 60 minute
kindergarten entry sessions
Developmental screenings to help Low parental education; provide early detection of
support and connect parents with developmental delays and health
other community networks Family history of drug abuse; issues;
Chronic health conditions affecting child | parent child abuse and neglect;
or parents
increase children's school
readiness and success
Healthy Families Home visits and routine screenings Pregnant women and Eligibility is determined through the Cultivate and strengthen Once a week
America (HFA) and assessments to support families with children Parent Survey, an HFA tool which nurturing parent child for 60 minute
positive parent-child interactions and up to 3-5years. screens for risk factors related to child relationships; sessions
social-emotional well-being abuse and neglect initially, with
Promote healthy childhood growth | visits becoming
and development; less frequent
as family
Enhance family functioning by functioning
reducing risk and building improves

protective factors;
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Programs

Services provided

Intended recipient

Eligibility

Targeted goals/outcomes

Intensity of
services

of service

Team for Infants Home visits including crisis Pregnant and Families of pregnant and postpartum Substance use reduction; Weekly
Endangered by intervention, support for substance postpartum women women with HIV or affected by one-on-one
Substance Abuse abuse treatment, supportive and their families with substance abuse improved parenting; visits
(TIES) counseling, child health development, children up to 2 years, )
parenting education and connection affected by substance appropriate health and mental
to other community services abuse or HIV needs for family and child;
gaining economic stability;
maintaining adequate housing
Nurse Family Home visits by trained nurses to learn | Pregnant women First-time mothers, low-income Improve pregnancy outcomes; not known
Partnership (NFP) how to provide stable and secure and first time moms
futures for parent and child. through child's second improve child health and devel-
birthday opment through teaching parents
how to provide responsible and
competent care;
improve economic self-sufficiency
of family
Attachment and Home visits to support caregivers in Prenatal and caregivers | High-risk birth parents and caregivers Increase caregiver nurturance, Weekly
Biobehavioral nurturance, promote healthy child of infants 6 months to of young children in foster care, kinship | sensitivity, and delight; one-hour
Catch-up (ABC) attachment, and positive parenting 2 years care, and adoptive care sessions for
Intervention decrease caregiver frightening 10 sessions

behaviors;

increase child attachment security
and decrease disorganized
attachment;

increase child behavioral and
biological regulation
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Programs

Services provided

Intended recipient

Eligibility

Targeted goals/outcomes

Intensity of
services

of service

Infant Toddler "Family training, counseling, and home | Families with infants Eligibility is determined using parent Enhance the development As needed
Services (tiny-k) visits; Special instruction; Speech-lan- and toddlers, birthto 3 | report, clinical opinion, and evaluation of infants and toddlers with

guage pathology and audiology years, with disabilities and assessment measures disabilities;

services, and sign language and cued

language services; Occupational minimize their potential for

therapy developmental delays;

Physical therapy; recognize development delays;

Psychological services; enhance capability of families

to meet the special needs of
Services coordination; their infants and toddlers with
disabilities

Medical services as needed for diagnos-

tic or evaluation purposes;

Early identification, screening, and

assessment;

Health services necessary to enable

participation in other services;

Social work services;

Vision services; Assistive technology

devices and services;

Transportation and related costs to

facilitate participation"
Maternal Child Health | Home visits include to educate, Pregnant women and None; Promote social and emotional Typically 1-2
Home Visiting (MCH) | initiate referrals, and assist mothers families with infants up well-being and connect families to | home visits,

and families in accessing community to 1 year Target population; resources in the community prenatal and

system of care postpartum

Intended as a “bridge” to connect visit, for 60
families minutes;

number of visits
are based on
family need
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Table B.3: Statewide Home Visiting Capacity Data

Programs

Reporting period

of data

Families served
defined as ..

Children Served
defined as ..

Total # of
Families
Served

Total # of
Children
Served

Primary Funding Sources

count primary caregiver

Healthy Families America (HFA) - KCSL | 1/1/2018 - 12/31/2018 | with at least one prenatal - age 3 554 554 MIECHV, TANF, Family First, ECBG
qualifying child
Healthy Families America - DG Co. 7/1/2018-6/30/2019 | Countof primary prenatal-age3 | 80 83 MIECHV, ECBG, other state and local funding
Health Department caregiver
T . Count of primary
Healthy Families America - Wy Co. 10/1/2018 - 9/30/2019 | caregiver which includes | prenatal - age 3 61 50 MIECHV, OPEI
Health Department
pregnant women
Number of families KSDE PAT Grant, Local School Districts,
includes pregnant MIECHV, ECBG, Family First, United Way, KSDE,
Parents as Teachers (PAT) 7/1/2018 - 6/30/2019 pres S prenatal - age 5 6721 8792 Kansas Children Trust Fund, Kansas Preschool
women or family with at .
least one qualifying child Program, United Way of Greater Topeka,
Promise 1000, other private and local funding
I’:]lélr:}:i o:;arrglr;fs MIECHV, EHS state and federal funding, Child-
Early Head Start (EHS) 7/1/2018 - 6/30/2019 Pree S prenatal - age 3 2637 3177 care Partnerships, Kansas DCF, ECBG, PAT
women or family with at .
g ) state and federal, DHHS, other local funding
least one qualifying child
Number of families
Kansas EHS 7/1/2018-6/30/2019 | Includes pregnant prenatal - age 3 1509 1547 TANF and CCDF
women or family with at
least one qualifying child
unduplicated count of
N!af:grnal Child Health (MCH) Home 7/1/2018 - 6/30/2019 | Primary caregiver who <1year 2919 2679 Title V Blosk Grant, CIF funding, other state,
Visiting completed at least one local funding
MCH home visit.
Unduplicated count
Team for Infants Endangered by 10/1/2018 - 9/30/2019 | Of Primary caregiver renatal - age 2 42 4 MIECHYV, Children’s Mercy, Promise 1000
Substance Abuse (TIES) Wy Co. (includes pregnant P g ' Y
women)
. . count of pregnant
?:rse'Fam"y Partnerships (NFP)-SN | /1 15018 6/30/2019 | women or primary prenatal-age2 | 87 64 OPEI, ECBG, Local Tax Allocation
’ caregiver
count of pregnant
Nurse-Family Partnerships - JO. Co. 7/1/2018 - 6/30/2019 | women or primary birth to age 2 78 60 local and state funding

caregiver
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Programs

Reporting period
of data

Families served

defined as ..

Children Served
defined as ..

Total # of
Families
Served

Total # of
Children
Served

Primary Funding Sources

Attachment and Biobehavioral Catch-

number of families
defined as one

United Health Ministries,

up (ABC) Intervention >/1/2018 - 4/30/2019 primary parent with 6mos-2years 165 165 Family First
one target child
CIF (Children's Initiative fund, Local tax
Infant Toddler Services 7/1/2018 - 6/30/2019 | N/A birth to age 2 N/A 10565 funding, United Way funding, other local and
private funding
N/A N/A N/A State TOTALS 14853 27777 N/A

Note: ECBG = Early Childhood Block Grant funding; CIF = Children’s Initiative Fund; OPEI = Outreach Prevention and Early Intervention; KSDE = Kansas State Department of Education; DHHS =
Department of Health and Human Services; TANF = Temporary Assistance for Needy Families funds; CCDF = Child Care and Development Fund; CBCAP = Community-Based Child Abuse Prevention
funds. The primary funding sources across the eight key home visiting models in Kansas for Fiscal Year 2018 were: CIF = $13,242,483; TANF = $4,937,376; CCDF = $4,301,266; *Private = $2,682,373;
MIECHYV funding FY2018 = S1,234,524; MIECHYV funding FY2019 = $3,011,030 (HFA = $903,811, PAT = $1,155,150, EHS = $391,491, TIES = $560,578); ECBG = $360,784; and CBCAP = S$75,711.
*Private funding includes: United Methodist Health Ministry Fund, Kansas Health Foundation, REACH Healthcare Foundation, Hutchinson Community Foundation, and Wyandotte Health Foundation.

Early Head Start is the federally funded Head Start program serving pre-natal to age 3 and Kansas EHS is the stute program administered through Department of Children and Family (DCF) also serving
the same target population (prenatal to age 3).
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Table B.4. Family First Extension Funding

Organization Model  Counties Estimated Served
Chautauqua, Woodson, Coffey, Anderson, Linn, Franklin, Osage,

Great Circle HFA Wabaunsee, Pottawtomie, Jackson, Marshall, Nemaha, Brown, and 132
Doniphan

Great Circle HFA Douglas and Atchinson 100

Kansas Children's Service

League (KCSL) HFA Sedgwick, Allen, Neosho, and Wilson 60

Wyandotte, Douglas, Leavenworth, Cheyenne, Rawlins, Sherman,
ABC Thomas, Wallace, Logan, Decatur, Norton, Sheridan, Graham, 172
Gove, Trego, Phillips, Smith, Rooks, Osborne, Ellis, and Russell

Project Eagle - University of
Kansas Medical Center (KUMC)

Success by 6 HFA Douglas 20

Kansas Parents as Teachers PAT Statewide 229
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Table B.5. Statewide Demographics of those Served by Kansas Home Visiting Programs

Early Head  Early Head  Parents as

Healthy Families Team for Infants Infant Toddler ~ Maternal Child Health Kansas

Start (EHS) A Start (EHS) B Teachers (PAT) America (HFA) Endangered by Services (tiny-k) (MCH) Home Visiting

Substance Abuse

(TIES)
American Indian/Alaskan Native 0.25% 1.96% 1.40% <1.5% 3.60% 0.52% 0.59% 0.83%
Asian 0.04% 1.75% 4.60% 3.20% 0% 2.35% 1.14% 2.87%
Black/African American 0.61% 11.72% 3.70% 12.70% 33.33% 6.04% 3.37% 5.84%
I':f:‘ril‘;ee':awa"a"/ Other Pacific 0.02% 0.09% 0.20% <1.5% 1.20% 0.14% 0.16% 0.07%
White 21.98% 41.37% 82.30% 75.30% 55.42% 85.15% 71.56% 84.59%
Multi-racial 3.01% 8.21% 7.10% 2.80% 8.40% 5.80% 1.40% 3.47%
Other 8.10% 0.27% 0.40% 4.00% 0% n/a 0% 2.32%
Not answered 0.50% 0.11% 0.40% 0% 0% n/a 21.78% n/a
Hispanic/Latinx n/a n/a 15.00% 33.80% 20.48% n/a 16.90% 11.71%
Non-Hispanic/Latinx n/a n/a 84.70% 65.50% 79.52% n/a 59.68% 88.29%
Not answered n/a n/a 0.30% 0% 0% n/a 23.42% n/a

Notes:

EHS - Percentuges for Early Head Start A are # of children /pregnant women (Hispanic/Latino TIES - Race and Ethnicity information includes children and families served. Reporting period
10/1/2018 - 9/30/2019; NFP; ABC; tiny-K - These percentages represent demographic infor-
mation for children served. Reporting period 7/1/2018 - 6/30/2019. MCH - Race and Ethnicity

information are for primary caregivers served. Reporting period 7/1/2018 - 6/30/2019. American

origin) and percentages for column B are # of children /pregnant women (Non-

Hispanic or Non-Latino origin). These percentages represent demographic information for
all Head Start and Early Head Start programs in Kansas, not only home visiting programs.
Reporting period Fall 2018 - Spring 2019. PAT - Race and Ethnicity information are for
children served. Reporting period 7/1/2018 - 6/30/2019. HFA - includes organization a
part of the KCSL HFA program and both the Douglas County and Wyandotte County health

Community Survey (ACS) 2018 5-year estimates was used for statewide race and ethnicity
demographic information. We were unable to get stutewide demographic data for the Nurse Family
Partnership (NFP) and Attachment and Biobehavioral Catch-up (ABC) Intervention home visiting

departments that provide HFA home visiting services. Reporting period 1/1/2018 - 9/30/2019. programs and, therefore, they are not included.
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Table B.6. Capacity Data for High-Need Counties

County Total Families Served Total Children Served

Allen 102 163
Atchison 75 140
Bourbon 147 262
Chautauqua 14 6
Cherokee 130 298
Cowley 356 439
Crawford 167 434
Elk 4 8
Franklin 82 158
Harper 8 26
Labette 62 141
Linn 80 36
Montgomery 203 417
Neosho 67 134
Rawlins 9 11
Republic 51 79
Riley 272 716
Wilson 15 50
Woodson 23 30
Wyandotte 369 967
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Table B.7. Capacity Data for All Counties

Total Families Total Children Total Families Total Children Total Families Total Children
County Served Served County Served County Served Served
Allen 102 163 Greeley 0 6 Osborne =B 56
Anderson 48 46 Greenwood 20 19 Ottawa 74 110
Atchison 75 140 Hamilton 13 33 Pawnee 53 66
Barber 1 29 Harper 8 26 Phillips 1 44
Barton 162 239 Harvey 152 194 Pottawatomie 136 307
Bourbon 147 262 Haskell 1 31 Pratt 22 63
Brown 47 95 Hodgeman 3 16 Rawlins 9 11
Butler 86 349 Jackson 79 148 Reno 197 890
Chase 3 11 Jefferson 72 151 Republic 51 79
Chautauqua 14 6 Jewell 17 34 Rice 45 138
Cherokee 130 298 Johnson 2119 4751 Riley 272 716
Cheyenne 3 8 Kearny 5 31 Rooks 2 34
Clark 1 17 Kingman 0 19 Rush 4 20
Clay 127 224 Kiowa 0 9 Russell 8 110
Cloud 132 179 Labette 62 141 Saline 572 829
Coffey 47 139 Lane 13 25 Scott 9 32
Comanche 0 6 Leavenworth 319 728 Sedgwick 669 2738
Cowley 356 439 Lincoln 40 45 Seward 253 231
Crawford 167 434 Linn 80 36 Shawnee 1004 2189
Decatur 9 20 Logan 17 25 Sheridan 4 10
Dickinson 146 335 Lyon 26 205 Sherman 26 50
Doniphan 45 69 Marion 129 252 Smith 21 19
Douglas 285 778 Marshall 100 192 Stafford 28 60
Edwards 1 16 McPherson 98 220 Stanton 2 19
Elk 4 8 Meade 12 31 Stevens 30 57
Ellis 181 403 Miami 86 138 Sumner 75 181
Ellsworth 18 54 Mitchell 41 9% Thomas 47 60
Finney 234 654 Montgomery 203 417 Trego 5 22
Ford 181 465 Morris 58 79 Wabaunsee 5 32
Franklin 82 158 Morton 14 22 Wallace 5 7
Geary 157 758 Nemaha 79 150 Washington 45 100
Gove 20 34 Neosho 67 134 Wichita 129 195
Graham 21 20 Ness 4 36 Wilson 15 50
Grant 17 69 Norton 21 52 Woodson 23 30
Gray 9 30 Osage 84 143 Wyandotte 369 967
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Table B.8: High-need Counties

At-Risk The county is served, in  The county is served, in The county is served, Estimated number of *Estimate of need Alternate estimated
Counties whole or in part, by at whole or in part, by at in whole or in part, by children served by a in the county (data need of eligible families
least one home visiting  least one home visiting ~ home visiting programs  home visiting program provided by HRSA) in the county: Popula-
program program that imple- which are funded by located in the county tion under 5 in poverty
ments evidence-based MIECHV in the most recently (ACS - 2018 5-year
home visiting service completed program county estimates)
delivery models eligible fiscal year
for implementation by
MIECHV
Allen Yes Yes no 163 150 176
Atchison Yes Yes no 140 60 64
Bourbon Yes Yes no 262 173 325
Chautauqua Yes Yes no 6 7 30
Cherokee Yes Yes Yes 298 113 191
Cowley Yes Yes no 439 217 527
Crawford Yes Yes Yes 434 218 622
Elk Yes Yes no 8 5 34
Franklin Yes Yes no 158 302 246
Harper Yes Yes no 26 66 67
Labette Yes Yes no 141 114 411
Linn Yes Yes no 36 113 148
Montgomery Yes Yes Yes 417 182 794
Neosho Yes Yes Yes 134 90 259
Rawlins Yes Yes no 11 6 6
Republic Yes Yes no 79 11 29
Riley Yes Yes no 716 403 551
Wilson Yes Yes Yes 50 17 108
Woodson Yes Yes no 30 6 45
Wyandotte Yes Yes Yes 967 3277 4362

*The data for the indicator of need provided by HRSA is included here, however, the assessment of need in the stute is interpreted using the alternate estimate of need provide in the last column of this tuble.
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Table B.9. Calculation of Need for High-Need Counties

Percent of population
Total number of under 5 in poverty that  Total number of Total number of eligible  Percent of families that
children receiving Population under can be served by existing families receiving families in need can be served by existing
home visiting services 5 in poverty home visiting programs  home visiting services (data provided by HRSA)  home visiting programs
Allen 163 176 93% 102 150 68%
Atchison 140 342 41% 75 60 Over 100%
Bourbon 262 325 81% 147 173 85%
Chautauqua 6 30 20% 14 7 Over 100%
Cherokee 298 191 Over 100% 130 113 Over 100%
Cowley 439 527 83% 356 217 Over 100%
Crawford 434 622 70% 167 218 77%
Elk 8 34 24% 4 5 80%
Franklin 158 246 64% 82 302 27%
Harper 26 67 39% 8 66 12%
Labette 141 411 34% 62 114 54%
Linn 36 148 24% 80 113 71%
Montgomery 417 794 53% 203 182 Over 100%
Neosho 134 259 52% 67 90 74%
Rawlins 11 6 Over 100% 9 6 Over 100%
Republic 79 29 Over 100% 51 11 Over 100%
Riley 716 551 Over 100% 272 403 67%
Wilson 50 108 46% 15 17 88%
Woodson 30 45 67% 23 6 Over 100%
Wyandotte 967 4362 22% 369 3277 11%

Note: The percentuge of population under 5 in poverty that can be served by existing home visiting programs was calculated by dividing the total number of children receiving home visiting services across
all home visiting models by the population under 5 in poverty for each county. The percent of families that can be served by existing home visiting programs was calculated by dividing the total number of
families receiving home visiting services across all home visiting models by the total number of families in need (data provided by HRSA). For both of these calculations, if the total number receiving home

visiting services was greater than the total of those in need, this is represented as “Over 100%”.
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Table B.10. Estimate of Need Across All Counties

Note: The percentage of population under 5 in poverty that can be served by existing home visiting programs was calculated by dividing the total
number of children receiving home visiting services by the population under 5 in poverty in each county. The percent of families that can be served
by existing home visiting programs was calculated by dividing the total number of families receiving home visiting services by the total number of
families in need. For both of these calculations, if the totul number receiving home visiting services was greater than the total of those in need, this
is represented as “Over 100%”.

Percent of population under 5

Total number of children in poverty that can be served by
receiving home visiting services Population under 5 in poverty existing home visiting programs

Allen 163 176 93%
Anderson 46 64 72%
Atchison 140 342 41%
Barber 29 64 45%
Barton 239 445 54%
Bourbon 262 325 81%
Brown 95 142 67%
Butler 349 559 62%
Chase 11 33 33%
Chautauqua 6 30 20%
Cherokee 298 191 Over 100%
Cheyenne 8 18 44%
Clark 17 28 61%
Clay 224 60 Over 100%
Cloud 179 81 Over 100%
Coffey 139 97 Over 100%
Comanche 6 6 1
Cowley 439 527 83%
Crawford 434 622 70%
Decatur 20 42 48%
Dickinson 335 102 Over 100%
Doniphan 69 102 68%
Douglas 778 952 82%
Edwards 16 12 Over 100%
Elk 8 34 24%
Ellis 403 301 Over 100%
Ellsworth 54 42 Over 100%
Finney 654 726 90%
Ford 465 845 55%
Franklin 158 246 64%
Geary 758 792 96%
Gove 34 21 Over 100%
Graham 20 42 48%
Grant 69 40 Over 100%
Gray 30 10 Over 100%
Greeley 6 4 Over 100%
Greenwood 19 60 32%
Hamilton 33 50 66%
Harper 26 67 39%
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Percent of population under 5

Total number of children in poverty that can be served by
receiving home visiting services Population under 5 in poverty existing home visiting programs
Harvey 194 369 53%
Haskell 31 66 47%
Hodgeman 16 40 40%
Jackson 148 122 Over 100%
Jefferson 151 142 Over 100%
Jewell 34 60 57%
Johnson 4751 2709 Over 100%
Kearny 31 53 58%
Kingman 19 59 32%
Kiowa 9 11 82%
Labette 141 411 34%
Lane 25 13 Over 100%
Leavenworth 728 720 Over 100%
Lincoln 45 24 Over 100%
Linn 36 148 24%
Logan 25 2 Over 100%
Lyon 205 401 51%
Marion 252 156 Over 100%
Marshall 192 57 Over 100%
McPherson 220 93 Over 100%
Meade 31 72 43%
Miami 138 102 Over 100%
Mitchell 96 109 88%
Montgomery 417 794 53%
Morris 79 40 Over 100%
Morton 22 7 Over 100%
Nemaha 150 132 Over 100%
Neosho 134 259 52%
Ness 36 5 Over 100%
Norton 52 15 Over 100%
Osage 143 177 81%
Osborne 56 48 Over 100%
Ottawa 110 89 Over 100%
Pawnee 66 26 Over 100%
Phillips 44 56 79%
Pottawatomie 307 252 Over 100%
Pratt 63 177 36%
Rawlins 11 6 Over 100%
Reno 890 623 Over 100%
Republic 79 29 Over 100%
Rice 138 137 Over 100%
Riley 716 551 Over 100%
Rooks 34 25 Over 100%
Rush 20 10 Over 100%
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Percent of population under 5

Total number of children in poverty that can be served by
receiving home visiting services Population under 5 in poverty existing home visiting programs
Russell 110 28 Over 100%
Saline 829 515 Over 100%
Scott 32 14 Over 100%
Sedgwick 2738 7312 37%
Seward 231 495 47%
Shawnee 2189 2582 85%
Sheridan 10 0 Over 100%
Sherman 50 91 55%
Smith 19 37 51%
Stafford 60 29 Over 100%
Stanton 19 31 61%
Stevens 57 189 30%
Sumner 181 203 89%
Thomas 60 35 Over 100%
Trego 22 37 59%
Wabaunsee 32 22 Over 100%
Wallace 7 14 50%
Washington 100 62 Over 100%
Wichita 195 0 Over 100%
Wilson 50 108 46%
Woodson 30 45 67%
Wyandotte 967 4362 22%
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Table B.11: Kansas Home Visiting Programs Available in Each County (data for figure 2 map)

Attachment and
Maternal and Child Biobehavioral
Parents as Teachers  Health (MCH) Home  Healthy Families Family First Funding  Early Head Start Catch-Up Family First Funding
(PAT) Visiting America (HFA) Expansion (EHS) Intervention Expansion
Allen Yes Yes No Yes Yes No No
Anderson Yes Yes No Yes No No No
Atchison Yes Yes No Yes Yes No No
Barber No No No No No No No
Barton Yes Yes Yes No No No No
Bourbon Yes Yes Yes No No No No
Brown Yes Yes No Yes Yes No No
Butler Yes No Yes No No Yes No
Chase Yes Yes Yes No No No No
Chautauqua No Yes Yes Yes No No
Cherokee Yes Yes Yes No No No No
Cheyenne No No No No Yes Yes Yes
Clark No No No No No Yes No
Clay Yes Yes No No Yes No No
Cloud Yes Yes No No Yes No No
Coffey Yes No No Yes No No No
Comanche No No No No No No No
Cowley Yes Yes No No Yes No No
Crawford Yes Yes Yes No No No No
Decatur Yes No No No Yes Yes Yes ‘
Dickinson Yes No No No Yes No No
Doniphan Yes Yes Yes Yes No No
Douglas Yes No Yes Yes No No Yes ‘
Edwards No No No No No No No
Elk No Yes No No Yes No No
Ellis Yes Yes No No Yes No Yes |
Ellsworth No Yes No No Yes No No
Finney Yes No No No Yes Yes No
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Attachment and

Maternal and Child Biobehavioral
Parents as Teachers  Health (MCH) Home  Healthy Families Family First Funding  Early Head Start Catch-Up Family First Funding
(PAT) Visiting America (HFA) Expansion (EHS) Intervention Expansion
Ford Yes No No No Yes Yes No
Franklin Yes No No Yes Yes No No
Geary Yes Yes No No No No No
Gove Yes No No No Yes Yes Yes
Graham No Yes No No Yes Yes Yes
Grant No No No No Yes Yes No
Gray No No No No Yes Yes No
Greeley No Yes No No No Yes No
Greenwood No No Yes No No No No
Hamilton No Yes No No No Yes No
Harper No No No No Yes No No
Harvey Yes Yes Yes No No No No
Haskell No Yes No No Yes Yes No
Hodgeman No Yes No No No Yes No
Jackson Yes Yes No Yes Yes No No
Jefferson Yes Yes No No Yes No No
Jewell Yes Yes No No No No
Johnson* Yes Yes Yes No Yes No No
Kearny No No No No Yes Yes No
Kingman No No No No No No No
Kiowa No No No No No No No
Labette Yes Yes Yes No No No No
Lane Yes No No No No Yes No
Leavenworth Yes Yes Yes No Yes No Yes ‘
Lincoln Yes Yes No No No No No
Linn Yes Yes No Yes No No No
Logan Yes No No No Yes Yes Yes ‘
Lyon Yes No Yes No No No No
Marion Yes Yes Yes No Yes Yes No
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Attachment and

Maternal and Child Biobehavioral
Parents as Teachers  Health (MCH) Home  Healthy Families Family First Funding  Early Head Start Catch-Up Family First Funding
(PAT) Visiting America (HFA) Expansion (EHS) Intervention Expansion
Marshall Yes Yes No Yes Yes No No
McPherson No No Yes No Yes No No
Meade No Yes No No No Yes No
Miami Yes Yes Yes No No No No
Mitchell Yes Yes No No No No No
Montgomery Yes Yes Yes No No No No
Morris Yes Yes No No No No No
Morton No Yes No No No No No
Nemaha Yes Yes No Yes Yes No No
Neosho Yes Yes Yes Yes No No No
Ness No No No No No Yes No
Norton No Yes No No Yes Yes Yes ‘
Osage Yes Yes No Yes No No No
Osborne Yes No No No No No Yes ‘
Ottawa Yes Yes No No Yes No No
Pawnee Yes Yes No No No No No
Phillips No Yes No No No No Yes |
Pottawatomie Yes Yes No Yes Yes No No
Pratt Yes No No No No No No
Rawlins No No No No Yes Yes Yes ‘
Reno Yes Yes Yes No Yes Yes No
Republic Yes Yes No No Yes No No
Rice Yes Yes Yes No No No No
Riley Yes Yes No No Yes No No
Rooks No Yes No No Yes No Yes ‘
Rush No No No No Yes No No
Russell No No No No Yes No Yes ‘
Saline Yes Yes No No Yes No No
Scott No No No No Yes Yes No
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Attachment and

Maternal and Child Biobehavioral
Parents as Teachers  Health (MCH) Home  Healthy Families Family First Funding  Early Head Start Catch-Up Family First Funding
(PAT) Visiting America (HFA) Expansion (EHS) Intervention Expansion
Sedgwick Yes Yes Yes Yes Yes Yes No
Seward No Yes No No Yes Yes No
Shawnee* Yes Yes Yes No Yes No No
Sheridan No No No No Yes Yes Yes
Sherman No No No No Yes Yes Yes
Smith Yes Yes No No No No Yes
Stafford Yes Yes No No No No No
Stanton No No No No Yes Yes No
Stevens Yes Yes No No Yes Yes No
Sumner No Yes No No Yes No No
Thomas Yes Yes No No Yes Yes Yes
Trego No No No No Yes Yes Yes
Wabaunsee No No No Yes No No No
Wallace No No No No Yes Yes Yes
Washington Yes No No No Yes No No
Wichita Yes No No No Yes No No
Wilson Yes Yes No Yes No No No
Woodson Yes Yes No Yes No No No
Wyandotte® Yes No Yes No No Yes Yes

* Johnson and Shawnee counties additionally offer Nurse Family Partnership (NFP) program.
* Wyandotte County additionally offers Team for Infants Endangered by Substance Abuse (TIES) program
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APPENDIX C: CAPACITY FOR PROVIDING SUBSTANCE USE
DISORDER TREATMENT AND COUNSELING SERVICES

Table C.1 Full Kansas Substance Use Treatment Facilities List: 2018 National Survey of Substance Abuse Treatment Services (N-SSATS)

* Designated Woman’s Facility

County Facility Name County Facility Name

Allen Southeast Kansas Mental Health Ctr Ellsworth Counseling Inc
Anderson SDoutheast Kansa; Mental Health Ctr Alcohol and Finney* City on a Hill
rug Abuse Services Finney Compass Behavioral Health
Atchison Guidance Center Atchinson Ford New Chance Inc
Atchison Valley Hope Atchinson Franklin Elizabeth Layton Center Ottawa
Barber Mirror Inc Medicine Lodge Franklin Recovery Services Center (RSC) Ottawa
Barton Center for Counseling Geary Central Kansas Foundation Junction City
Bourbon Community MHC of Crawford County Geary Restorationicenter
Brown Mirror Inc Hiawatha Grant Compass Behavioral Health Ulysses
Butler Seventh Direction Harper Mirror Inc Anthony
Butler Seventh Direction Harvey Mirror Inc Mens Program
e NG e Harvey Mirror Inc Womens Program
Chautauqua | Kisa Life Recovery Harvey Mirror Inc Newton Outpatient
Cherokee Spring River MH and Wellness Harvey Prairie View Inc Newton
Cherokee Spring River Mental Health and Wellness Inc Jackson Prairie Band Potawatomi Health Clinic
Cloud Kerrs Counseling Concordia Jefferson Ve CaET
Cloud Pawnee Mental Health Services Concordia Johnson Hal Nichols Associates
Coffey Therapy Services LLC Johnson Affordable Treatment Program Lenexa
Cowley :;e;z;r:t?allzamily Healthcare Inc Winfield Johnson Chautauqua Counseling Center
- - Heartland Regional Alcohol and Drug

Crawford Community MHC of Crawford County Girard Johnson e
Crawford Community MHC of Crawford County Johnson County Mental Health Center
Crawford Community MHC of Crawford County Outpatient Johnson Outpatient Addiction Services
Crawford* Community MHC of Crawford County Womens Johnson We Can Recover Counseling Services

Renewal House Johnson AppleCore Outpatient Treatment/Olathe
Crawford DCCCA Inc EIm Acres Recovery Services Johnson P SEviEEs
Dickinson Central Kansas Foundation Abilene Johnson Avenues to Recovery Olathe
Douglas Addiction Recovery Counseling Services e Choices Alcohol and Drug Assessments Educa-
Douglas Alpha Recovery LLC Lawrence tion and Counseling
Douglas Center for Change Lawrence Johnson Full Circle Education Counseling Center
Douglas* DCCCA Inc First Step at Lake View | Johnson County Mental Health Center ACT
Douglas DCCCA Inc Lawrence Outpatient Treatment Olathe

Servs Johnson Jphnson ;ognty Me.ntal Health Center Outpa-
Douglas Heartland Clinical Consultants tient Addiction Services
Douglas Mirrpr Inc Lawrence Outpatient Treatment Johnson KidsTLC Outpa.tient Services

Services Johnson Preferred Family Healthcare
Ellis Dream Inc Johnson Add Csl Educ and Info Services (ACEIS)
Ellis High Plains Mental Health Center Hays Johnson Addiction Treatment Services Overland Park
Ellis Kelly Center FHSU Drug and Alcohol Wellness Johnson Agape Christian Counseling

Network Hays Johnson Associates at Hope Harbor
Ellis Smoky Hill Foundation for Chemical Dep Johnson Awakenings KC
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County Facility Name

Johnson

Challenges Inc Overland Park

County Facility Name

Central Kansas Foundation Pathfinder Recovery

Saline Cent
Johnson Clinical Associates PA enter
Johnson Doolittle and Harrington Healthcare Saline Saint Francis Community Services Residential
Johnson Valley Hope Saline Saint Francis Community Services West Campus
We Care HCBS Alcohol and Drug Education/ Saline Veridian Behavioral Health/SRHC
Johnson DOT-SAP Scott Compass Behavorial Health
Johnson Accredited Addiction Recovery Services Scott City on a Hill
Johnson County Mental Health Center Adult Scott City on a Hill
Johnson Detox Unit
etox Uni Sedgwick ABC Health Group Matrix Center/Wichita
Johnson Mirror Inc Shawnee Sedgwick A New Dimension Inc
Johnson Mirror Inc Shawnee Outpatient Sedgwick ARROW Wichita
Johnson BHG Overland Park Sedgwick Associated Word of Life Counselors
Kiowa Iroquois Center for Human Development Sedgwick Caring Center of Wichita
Labette Labette Center for MH Services Inc Sedgwick Center for Change
Leavenworth | Guidance Center Sedgwick Center for Human Development Inc
Leavenworth | Serenity Counseling and Wellness Ctr Sedgwick Change Your Life Enterprises Inc ADAPT
Leavenworth VA Eastern Kansas Health Care System Addiction Sedgwick Changing Habits LLC
Treatment Program LVN
Sedewick COMCARE of Sedgwick County Addiction
Lyon Corner House Inc gwW Treatment Services
Lyon Therapy Services LLC Emporia Sedgwick DCCCA Inc Options Adult Services
Marshall Pawnee Mental Health Services Sedgwick* DCCCA Inc Womens Recov Ctr of Central Kansas
McPherson Carouse.l Live LLC DBA Client Centered Sedgwick Fieldview at Holland
Counseling
- Sedgwick HealthCore Clinic Inc
McPherson Central Kansas Foundation McPherson
T Sedgwick Higher Ground Tiyospaye
McPherson Prairie View Inc
- Sedgwick Hunter Health
McPherson Valley Hope Moundridge
. - Sedgwick Metro Treatment Center Inc Behavioral Health
Miami Eagle Recovery Services
S Sedgwick* Miracles Inc Miracles House
Miami Sunflower Subst Abuse Recovery Servs
. Sedgwick Miracles Inc Outpatient Behavioral Health Center
Miami Sunflower Wellness Retreat
S ; Sedgwick Preferred Family Healthcare Inc Hillside
Miami Elizabeth Layton Center
- - - Sedgwick Recovery Concepts Inc
Mitchell Pawnee Mental Health Services Beloit
Sedgwick Recovery Unlimited West Douglas
Montgomery | Four County Mental Health Center
- - Sedgwick Road to Recovery Lawrence
High Plains Mental Health Center Norton Branch
Norton Office Sedgwick Seventh Direction
Norton Valley Hope Norton Sedgwick STOP Program East Location
i i . Substance Abuse Center of KS Crossover
Osborne High PIalns. Mental Health Center Osborne Sedgwick o c
Branch Office ecovery Center
e High Plains Mental Health Center Phillipsburg Sedgwick Substance Use Disorder Clinic (SUDC) Robert
Phillips Branch Office Dole VA Medical Center
Pratt DCCCA Inc Pratt Sedgwick Valley Hope Wichita
Reno Horizons Mental Health Center Inc Substance Sedgwick Wichita Comprehensive Treatment Ctr
Abuse Services Sedgwick Wichita Treatment Center, Inc.
Reno Mirror Inc Hutchinson Sedgwick Addictive Behavioral Change Health Group/
Reno Reno Alcohol Drug Services Matrix Center
Reno Substance Abuse Center of KS Cimmarron Basin Community Corrections
Seward
- - Alcohol/Drug Treatment Program
Riley Pawnee Mental Health Services Manhattan
- - Seward City On a Hill Liberal
Riley Restoration Center Manhattan
- Eastern Kansas VA Healthcare Systems Sub-
Saline* Ashby House Shawnee
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County Facility Name

County Facility Name

Shawnee Mirror Inc Topeka Wyandotte Alcohol Safety Action Project
Shawnee New Dawn Wellness and Recovery Ctr Inc Wyandotte BHG XXX LPC BHG Kansas City North
Shawnee Pathway Family Services Inc Wyandotte Chautauqua Counseling Center KC
Shawnee Sims Kemper Clinical Counseling and Recovery Wyandotte Frontline Intervention Solution Today
services Wyandotte Kansas City Metro Methadone Prog
Shawnee Topeka Treatment Center LLC Wyandotte MARS Consulting
Shawnee Valeo Recovery Center Topeka Wyandotte Wyandotte County Residential and Outpt
Sherman High Plalns.MentaI Health Center Goodland Wyandotte Saint Francis Community Services
Branch Office
- - Wyandotte Kansas University Physicians, Inc.
Sumner Mirror Inc Wellington
Sumner Sumner Mental Health Center
High Plains Mental Health Center Colby Branch
Thomas )
Office
Wichita* City On a Hill
Wilson Road to Recovery
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Figure C.1
Services Related to Women’s and Children’s Needs
Offered at Substance Use Disorder Treatment Facilities in Kansas

Tailored Programming for Women _

Tailored Programming for Pregnant or Postpartum Women -

Child Care || 3%

Family Counseling [ 839

Domestic Violence Services _

Figure C.2
Percent of Kansas Substance Use Disorder Treatment Facilities Offering Listed Services

Privately Operated [ 84%.

Government Operated [[16%

Outpatient [E193%

Residential or Inpatient -
Accepts Medicaid _
Sliding Fee Scale _
Transportation Assistance [[130%
Mental Health Screening [ 155%
Non-English Services _
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Table C.2: Kansas Counties Identified as High-need, Identified as having SUD Risk Indicators, and those with existing MIECHV Programs

County is Considered High-Need

based on Substance Use Disorder

High-need Counties Risk Indicators County has 2020 MIECHV Programs
Allen Yes No

Atchison Yes No

Bourbon Yes No

Chautauqua No No

Cherokee Yes Yes

Cowley No No

Crawford Yes No

Elk No No

Franklin No No

Harper No No

Labette Yes Yes

Linn Yes No

Montgomery Yes Yes

Neosho Yes Yes

Rawlins No No

Republic No No

Riley No No

Wilson Yes Yes ‘
Woodson Yes No

Wyandotte No Yes ‘
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https://data.census.gov/cedsci/table?tid=ACSDT5Y2018.B17001A&t=Age%20and%20Sex%3AIncome%20and%20Poverty%3AOfficial%20Poverty%20Measure%3APopulations%20and%20People%3APoverty&vintage=2018&hidePreview=false&layer=VT_2018_040_00_PP_D1&cid=B10059_001E&g=0400000US20&y=2018
https://data.census.gov/cedsci/table?q=S1701&g=0400000US20.050000&tid=ACSST5Y2018.S1701&hidePreview=
https://data.census.gov/cedsci/table?q=S1701&g=0400000US20.050000&tid=ACSST5Y2018.S1701&hidePreview=
https://www.cdc.gov/violenceprevention/pdf/CAN-Prevention-Technical-Package.pdf
https://www.cdc.gov/violenceprevention/pdf/CAN-Prevention-Technical-Package.pdf
https://www.census.gov/quickfacts/fact/table/KS/PST045219
https://www.census.gov/data/datasets/2017/demo/saipe/2017-state-and-county.html
https://www.census.gov/data/datasets/2017/demo/saipe/2017-state-and-county.html
https://kschildrenscabinet.org/all-in-for-kansas-kids/strategic-plan/
https://kschildrenscabinet.org/all-in-for-kansas-kids/strategic-plan/
https://www.icpsr.umich.edu/web/NACJD/studies/37056
https://www.icpsr.umich.edu/web/NACJD/studies/37056
https://www.icpsr.umich.edu/web/NACJD/studies/37059

Endnotes
! Social Security Act, Title V, § 511(b)(1)(A).

2 Indicator data for the substance use disorder domain was provided from the National Survey for Drug Use and Health (NSDUH)
sponsored by the Substance Abuse and Mental Health Services Administration (SAMHSA). The indicators originally included in
the HRSA/MCHB data included data from the 2012-2016 NSDUH data. When the data was updated, three of the four indicators
was included in the 2014-2016 NSDUH data. Grantees updating this MIECHYV Statewide Needs Assessment were given several
options as to which indicators from the original and alternative sets of data to include to assess the substance use disorder domain.
In collaboration with home visiting program leaders at KDHE, a combination of the original and alternative indicators was chosen
to adequately capture the risk domain of substance use and disorder in the State (Table A.3 in Appendix A shows all of the substance

abuse disorder indicators included in the final analysis to identify the high-need counties in Kansas).

w

The indicator of need provided by HRSA was calculated using the American Community Survey (ACS) 2017 1-year Public Use
Microdata Sample (PUMS) data. HRSA defined need as families and children under 6 years old that were living in poverty and
met two additional risk factors (families in which the mother was low educational attainment—high school or less; families with
pregnant women—a child less than 1 year in the past; or families with young mothers—aged under 21). The needs assessment
team chose to use the alternative measure of need which included children under S in poverty with out the additional risk factors

to be aligned with previous needs assessments (e.g. PDG Needs Assessment which used a similar indicator of need).

KANSAS MIECHV 105 NEEDS ASSESSMENT


https://www.ssa.gov/OP_Home/ssact/title05/0511.htm

	_mgsvgdv2736o
	_f06h0apud4dl
	_az1iqmgf5ahg
	_vuyr2e86xvcm
	Acknowledgments 
	Executive Summary 
	Introduction
	Identifying Communities & 
Concentrations of Risk	
	2025 Needs Assessment Update: 
Identifying Communities & Concentrations of Risk
	Quality and Capacity of
Existing Programs
	2025 Needs Assessment Update: 
Quality and Capacity of Existing Programs
	Capacity for Providing 
Substance Use Disorder Treatment
and Counseling Services
	2025 Needs Assessment Update: 
Capacity for Providing Substance Use Disorder Treatment 
& Counseling Services
	Coordination with Title V MCH 
Block Grant, Head Start, & CAPTA Needs Assessments  
	2025 Needs Assessment Update:
Coordination with Title V MCH 
Block Grant, Head Start, & CAPTA Needs Assessments 
	Conclusion
	Appendix A: �Identifying Communities 
& Concentrations of Risk
	Appendix B: �Identifying Quality & Capacity
of Existing Programs
	Appendix C: �Capacity for Providing Substance Use 
Disorder Treatment and Counseling Services
	Appendix D: References and Endnotes
	14.pdf
	_mgsvgdv2736o
	_f06h0apud4dl
	_az1iqmgf5ahg
	_vuyr2e86xvcm
	Acknowledgments 
	Executive Summary 
	Introduction
	Identifying Communities & 
Concentrations of Risk	
	2025 Needs Assessment Update: 
Identifying Communities & Concentrations of Risk
	Quality and Capacity of
Existing Programs
	2025 Needs Assessment Update: 
Quality and Capacity of Existing Programs
	Capacity for Providing 
Substance Use Disorder Treatment
and Counseling Services
	2025 Needs Assessment Update: 
Capacity for Providing Substance Use Disorder Treatment 
& Counseling Services
	Coordination with Title V MCH 
Block Grant, Head Start, & CAPTA Needs Assessments  
	2025 Needs Assessment Update:
Coordination with Title V MCH 
Block Grant, Head Start, & CAPTA Needs Assessments 
	Conclusion
	Appendix A: �Identifying Communities 
& Concentrations of Risk
	Appendix B: �Identifying Quality & Capacity
of Existing Programs
	Appendix C: �Capacity for Providing Substance Use 
Disorder Treatment and Counseling Services
	Appendix D: References and Endnotes




