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MINUTES OF THE ___HOUSE ~ COMMITTEE ON GOVERNMENTAL QRGANTZATTON
The meeting was called to order by Representative Stephen R. Cloud at
Chairperson

_9:05  am./psK¥on Thursday, January 16 1986in room __522-S _ of the Capitol.
=
All members were present except: '3:
Vice Chairperson Barr - Excused
—

Committee staff present:

Avis Swartzman - Revisor
Carolyn Rampey - Research Dept.
Russ Mills — Research Dept.

Conferees appearing before the committee:

Barbara Sabol - Secretary of the Department of Health and Environment

The meeting of the House Governmental Organization Committee was called to order by
Representative Stephen R. Cloud, Chairman, at 9:05 a.m. He welcomed the Committee
back, stating it was the same membership as last year. He looks forward to the bi-
partisan efforts of the members. Representative Walker will be the ACP, Acronym
Control Person. Staff and the Ranking Minority Member, Representative Sughrue,
were introduced.

Two agencies are up for sunset review this session. They are the Department on Aging
and the Department of Health and Environment. There will also be bills assigned to the
Committee. HCR 5028, A Proposition to revise Article 6 of the Constitution of the State
of Kansas has been assigned to the Committee jointly along with Education.

There will be three subcommittees dealing with Aging, Health and Environment and bills
of a general nature. HB 2231, Representative Aylward's bill dealing with the creation
of a Department of Public Safety and Law Enforcement, is a carry over bill from last session.

John Peterson has contacted the Chairman and told him that he will be hosting the second
annual Governmental Organization dinner for both House and Senate G.0. members. A
tentative date of March 20 has been set.

The Chairman stated there are three official actions that need to take place with regard
to House Bills 2108, 2110 and 2111. These bills were amended into HB 2109 last session
and the bill was passed by both House and Senate and signed by the Governor.

Representative Sutter moved to report HB 2108, HB 2110 and HB2111 adversely.

Chairman Cloud introduced Barbara Sabol, Secretary of the Department of Health and
Environment, who was present to give an overview of the Department.

Secretary Sabol introduced Robert Epps, Administrative and Support Services Director.
She thanked the Committee for asking her to appear today. She said the Department
functions to regulate, educate and provide direct services to Kansans. Its two major
goals are to protect and promote the health and welfare of all Kansas citizens. It
handles everything from birth certificates to hazardous waste. The Secretary gave a
short history of the Department, beginning from its creation in 1885 to the present.
She mentioned that it is symbolic the Department is coming under review since it starts
its second century in existence this year. A chart showing the Organization of the
Kansas Department of Health and Environment was distributed. (See Attachment A)

In speaking of the Department's budget, Secretary Sabol stated that the 1986 budget is
approximately 40 million, with 14.9 million coming out of the state general fund. 1In

1987 a budget of approximately 45 million dollars will
out of the state general fund. This will be an actual
time, the Department relies heavily on federal funds.

copies of the Executive Summary, The 1984 Plan for the

have 14.5 million dollars coming
decrease of 2.3%. At the present
The Secretary also distributed
Health of Kansans (See Attachment B)

and A Water Quality Report (See Attachment C).

Unless specifically noted, the individual remarks recorded herein have not
been transcribed verbatim. Individual remarks as reported herein have not
been submitted to the individuals appearing before the committee for

editing or corrections. Page _1_ Of ,2_
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The Secretary finished her presentation, stating she would be happy to answer any questions.
One of the members asked where the Department would make up for the decrease in general
fund money. She replied the money would be made up in part by the elimination of
tuberculosis programs since this disease has been virtually wiped out in the state. The
Secretary also clarified a budget question for one of the members. The Chairman thanked
Secretary Sabol and turned to the next order of business.

After speaking with Senator Vidricksen, it was decided that the House Governmental
Organization Committee should go ahead with having the two bills drafted and introduced
that would extend the Department on Aging for 8 years and the Department of Health and
Environment for 8 years and have these bills referred back to committee.

Representative Graeber moved that legislation be drafted and introduced that would extend
the Department on Aging for 8 yéars. Representative Sughrue gave a second to the motion,
The motion carried.

Representative Hassler moved that legislation be drafted and introduced that would extend

the Department of Health and Environment for 8 years. Representative Harder gave'a second

to the motion. The motion carried.

The Chairman informed the committee of the Governor's Executive Order regarding the Board
of Agriculture. The decision has not been made by the Speaker as to which Committee will
get this bill. The Order would be sent to both House and Senate. TIf either body would

reject it, the Order could go no further. The Senate would take the lead with the Order.

After a review of the Agenda, the Chairman adjourned the meeting at 9:50 a.m.

Page .2 of 2 _




GUEST LIST

COMMITTEE: GOVERNMENTAL ORGANIZATION

DATE: JANUARY 16, 1986

NAME (PLEASE PRINT) ADDRESS COMPANY /ORGANIZATIOI»{
ﬁéﬂdzf/ ., gﬂa / ‘ 7?7) £ K DH7E |
Py /%éf = L 1ope LDIE

i
I
T
{
i
l
i
|
1
%
v

b b

T 1T |




ORGANIZATION OF THE KANSAS DEPARTMENT
OF HEALTH AND ENVIRONMENT

BEFORE THE REORGANIZATION:

FEBRUARY 1983

(OFFICE OF THE SECRETAa

‘PERSONNEL }

jg LEGAL )

|

|

I

[ ADMINISTRATIVE
SERVICES
FINANCIAL

- OPERATIONS

MANAGEMENT
CQPERATICNS

~—— & REPCRTING

BUILDING
OPERATIONS

DISTRICT OFFICE
COPERATIONS

,I'IIIIIIIII’/,IIIII

\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\

DIVISION OF
HEALTH

OFFICE OF )
LABORATORY

SERVICES

A

—— BUR. FOCO & DRUG

BUR, COMMUMITY
(———— HEALTH SERVICES

BUR. MATERNAL
~—— & CHILD HEALTH

. BUR. EPIDEMIOLOGY

BUR. EMERGENCY
——— MEDICAL SERVICES

—— HEALTH STATISTICS

OFFICE OF HEALTH
PROMOTION AND
—— HEALTH EDUCATICN

BUR. HEALTH
—— PLANMING

CRIPPLED CHILDREN'S
PROGRAM

\
\
A

BUR. REGISTRATICN &

LABORATORY
CERTIFICATION

& IMPROVEMENT ——

RECCRDS

& REPCRTS —
CHEMISTRY —]
MICROBICLOGY  —]

( DISTRICT OFFICES j\

DIVISION OF
ERVIRONMENT

=

OFFICE OF HEALTH
FACILITIES

BUR. WATER
GUALITY

BUR. WATER
SUPPLY —
BUR, ENVIRCNMENTAL

SANITATION e—
BUR. RADIATION
CONTROL —

BUR. AIR QUALITY —]

BUR. FOCD SERVICE
& LCOGING PR—

BUR. TECHNICAL &
SUPPORT SERVICES |

BUR.OL FELD &
ENVIRONMENTAL

GEQLOGY

'IIIIJ

TUXAALARATRIRTRC LR L IR LA N R AR NN,

NURSING HOMES
HOSPITALS

PROGRAM REVIEW
& SERVICES

—

LR LS IRV IY

{oooee cllm QA!S D) (SAU!JAJ (wicHiTa) @Arlurg chlmj QONNERSLR!NGQ

AFTER THE REQRGANIZATION;

AUGUST 1984

[OFHCE OF THE SECRETARY]

1 LEGAL )

[

|

ADMINISTRATIVE &

DIYISION OF
L SUPPORT SERVICES

DIVISION OF LABORATORY )
HEALTH
L & RESEARCH

SERYICES

OFFICE OF FISCAL
| MANAGEMENT

OFFICE OF

' SUPPORT SERVICES

BUR. COMMUNITY
——— HEALTH

BUR. FAMILY
fem— HEALTH

BUR. DISEASE
PREVENTION &
CONTROL

BUR. ADULT
AND CHILD CARE

\—— FACILITIES
N

LABCRATORY
CERTIFICATION
& IMPROVEMENT

RECCRDS
& REPCATS

CHEMISTRY

MICROBIOLOGY

Yasnasanansassasd  DISTRICT OFFICES )

DIYISION OF
ENYIRONMENT

DIVISION OF )
POLICY & PLANNING

A

BUR. \WWATER
PROTECTION —_

BUR. WASTE
MANAGEMENT an—

BUR. AIR QUALITY
AND RADIATION
CONTROL —

BUR. OIL FIELD &
ENVIRONMENTAL

GEQLOSY

—
\
A}

\
AR R A AL LSRN EC NN NNY

]
{_pcoce cIm/) (Cmavs ) Gsaoma ) (WICHIWA) (CHAIEUYE) (LAwnlchQ

3.

OFFICE OF HEALTH
& ENVIRONMENTAL
PLANNING

CFFICE OF
INFORMATION SYSTEMS
& COMPUTING

OFFICE OF
MANAGEMENT
ANALYSIS &
EVALUATION .

ATTACHMENT A

)/16/8¢,

Hs.Gov. Org.



ENEGYUTIVE SUMLNARY

The 1984 Plan for

The fealdh oF (ansans

STATEWIDE HEALTH COORDINATING COUNCIL
AND
DEPARTMENT OF HEALTH AND ENVIRONMENT

2

(/16 (86 Hs. Gov. Org,



INTRODUCTION

The 1984 Plan for the Health of Kansans is part of an ongoing effort aimed at
the development of a comprehensive health policy for Kansas. The State Health
Plan is 1intended to be used as a guide for the Governor and the Kansas
Legislature in health policy issues and in the development of state health
programs. At the same time, the plan should be useful as a guide for private
sector decisions concerning the development of health care resources. The
State Health Plan is also used as the basis for reviewing applications for
federal health funds and Certificates of Need for health facilities.

In this Executive Summary of the 1984 Plan for the Health of Kansans, policy
issues and recommendations developed by the Statewide Health Coordinating
Council in the following major health areas are highlighted:

HEALTH CARE COSTS LONG-TERM CARE

- Introduction ENVIRONMENTAL/HEALTH DATA

- Diagnostic Related Groups AVAILABILITY OF PRIMARY CARE
~ Health Maintenance Organizations NURSING RESOURCES

~ Health Insurance Issues ACUTE CARE HOSPITALS

~ The Medicaid Program MATERNAL AND INFANT CARE

- Wellness Promotion/Disease Prevention COMPUTED TOMOGRAPHIC SCANNERS
- Accidental Injuries and Deaths MENTAL HEALTH SERVICES

- Physicians and Health Care Costs SUBSTANCE ABUSE SERVICES

- Ambulatory Surgery

The Executive Summary is offered as a prelude to the State Health Plan, not as
a replacement. It is designed to acquaint the reader with the general topic
areas covered in the State Health Plan. The concluding section of the
Executive Summary also highlights other activities in which the Statewide
Health Coordinating Council and the Office of Health and Environmental
Planning have been involved. These include studies of health care expendi-
tures and medically underserved areas. The individual who seeks in-depth
information on a particular topic is encouraged to request further information
from:

Office of Health and Environmental Planning
Department of Health and Environment
6700 South Topeka Avenue - Building 321
Topeka, Kansas
(913) 862-9360, ext., 535
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HEALTH CARE COSTS
Introduction

The cost of medical care in the United States has nearly doubled every five
years since 1955. The average growth rate of the Gross National Product has
been exceeded by the rate increase of health care expenditures by several
percentage points for many years. In 1982, the GNP rose by 4.1 percent while
health care costs increased by 12.5 percent. The cost of medical care is
rising at a greater rate than that of any other major American goods or
service. A total of $322.4 billion were spent on health care in the United
States in 1982.

In Kansas, expenditures for health care services and supplies have increased
every year from 1974 to 1982, with annual jumps of approximately $200 million.
Health expenditures in the state in 1982 totaled $2,857 million, an increase
of 12 percent over 1981's total expenditures. The health expenditure share of
the 1982 Gross State Product was 9.0 percent, a significant increase over
1981's 8.5 percent share.

!

National personal health expenditures have consumed a greater share of
personal income, increasing from 9.2 percent in 1975 to 11.1 percent in 1982.
While the portion consumed has been less in Kansas, the trends are parallel.
Kansas personal health expenditures were 8.3 percent of personal . income in
1975, and increased to 9.5 percent in 1982. These trends provide some measure
of the burden of health care spending on individuals.

In recognition of the growing concerns about the cost of health care, the
Statewide Health Coordinating Council dedicated 1983 to a study of cost
related issues. Analysis of eight specific topics resulted in the generation
of numerous recommendations for health care cost containment through reim-—
bursement issues and alternative services issues. These eight topics are now
presented.

Diagnostic Related Groups

Effective October 1, 1983, Medicare, the federal health insurance program for
the elderly and disabled, mno longer reimburses hospitals for inpatient
services under the traditional retrospective cost—based system. Devel opment
of a prospective payment proposal was called for in the Tax Equity and Fiscal
Responsibility Act of 1982. The system required the establishment of prices
in advance (i.e., prospectively) on a cost-per—case basis, using 467 cate-
gories of patient classification called diagnostic related groups (DRGs) .

Rates were established £for nine census divisions as well as for rural and
urban areas within each division for every DRG. The program will be phased in
over a four year period and will be fully implemented in Fiscal Year 1987.

Many questions are raised by the implementation of such a massive system
change. The questions will likely not be answered until well into the
operation of the prospective payment system, but nonetheless they are




repeatedly asked: What will be the system's impact on patient care?; How
will the system affect hospitals?; Will the DRG payment rates be sufficient
for rural hospitals?; and, most basic, How will the system work?

In addition to the federal Medicare program, Blue Cross and Blue Shield of
Kansas is also basing their inpatient reimbursement system on DRGs. The
Competitive Allowance Program (CAP) became effective January 1, 1984. A1l 137
acute-care hospitals in the state elected to participate in the program and
agreed to accept the DRG rates as payment-in-full.

The Statewide Health Coordinating Council recommends that two actions be taken
to restrain unnecessary increases in expenditures for health care ser-
vices: 1) encourage prospective payments for all services; and 2) reduce
unnecessary utilization.

1. Encourage prospective payments for all services. The performance of pro—
spectively established health care payment systems and existing cost-
containment programs must be monitored. The impact of diagnostic related
group-based payment systems and preferred provider organizations on the
availability, accessibility and quality of health care services 1is a
primary concern, and must be monitored. Kansas State government should
encourage prospective payments for health care services.

2. Reduce unnecessary utilization. The general concepts of wutilization
management contained in Medicare's and Kansas Blue Cross/Blue Shield's DRG
systems should be extended to all health care services.

Health Maintenance Organizations

Health maintenance organizations (HMOS), are an example of alternative
delivery systems designed to provide high-quality, comprehensive care at
competitive prices, Insurance and financial functions are combined with the
provision of health care in HMOs; the programs compete with traditional
insurance plans and fee-for-service providers for their clientele.

In return for their members' prospective payments, HMOs provide a range of
health maintenance and treatment services, either directly or by referral.
The prepayment method creates incentives to provide efficient, high-quality
and less costly care.

In 1983, there were 280 HMOs in the country, with a total enrollment of 11.6
million persons. As of April, 1984, there were six HMOs in Kansas serving
persons in over ten counties.

The Statewide Health Coordinating Council recommends that actions be taken to
contain increases in health care expenditures through the provision of
appropriate and high-quality health services by the most cost-effective method
possible. Policy recommendations are offered in two areas: 1) implement
programs to reduce demand and wutilization of services; and 2) encourage
expansion of HMO services to targeted populations.
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1. Implement programs to reduce demand and utilization of services. The de-
velopment of prepaid alternative delivery systems should be evaluated and
encouraged as appropriate.

2. Encourage expansion of HMO services to targeted populations. Health
maintenance organization services should be expanded to Medicare and
Medicaid beneficiaries. Kansas planning agencies should evaluate demon-—
stration social/health maintenance organizations which are being developed
in other areas of the country.

Health Insurance Issues

America's health insurance system has been identified as the "most popular
culprit for the health care cost problem.” The large third party payment
system has insulated consumers from the true cost of health care; the result
has been excessive utilization of health resources.

Because of the significant role played by insurance in the increasingly high
cost of health care, federal and state governments, as well as private
insurers, are analyzing more cost-effective delivery methods and wvarious
methods of restraining the use of services, while at the same time attempting
to increase consumers' awareness of the issues. Some of these methods include
cost-sharing, and cost containment efforts of Blue Cross and Blue Shield
plans.

The Statewide Health Coordinating Council recommends that three actions be
taken to restrain excessive increases in expenditures for health care services
through insurance related methods: 1) implement programs to vreduce demand
for services; 2) increase public awareness of health care costs and cost
containment; and 3) promote catastrophic medical coverage for all persons.

1. Implement programs to reduce demand for services. Health insurance car-
riers should offer comprehensive coverage including coverage for out-
patient services as alternatives to inpatient care, deductibles, and
copayment provisions; first—dollar coverage should be available as a
separately priced benefit. Subrogation of insurance benefits should be
studied to determine if it could reduce health care costs.

2. Increase public awareness of health care costs and cost containment.
Education programs on group health insurance and health care costs for
major purchasers and statewide business groups should be continued. The
Kansas Insurancet Commissioner should develop and implement an education
program for major purchasers to inform them about health cost issues
related to group health plans. The program should also be used to promote
cost consciousness with statewide business groups and consumer coalitions.

3. Promote catastrophic medical coverage for all persons. A study of catas-
trophic medical coverage, including long-term care and rehabilitation
services, should be completed and such coverage should be promoted. The
extent and specific causes of possible barriers to health care in Kansas
should be determined.
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The Medicaid Program

On July 30, 1965, Congress enacted Title XIX of the Social Security Act which
established the Medicaid Program. The program was designed to provide medical
assistance to certain low-income individuals and families whose tesources and
incomes were not adequate to pay for health care.

In 1968, Medicald expenditures were $3.5 billion; for Fiscal Year 1983, state
and Federal Medicald payments were expected to total $37 billion. Medicaid
has been called the “sleeper" of the Social Security Amendments; the program
has grown at an unbelievable rate.

Two recent pieces of legislation have led to many changes in the Medicaid
Program: The Omnibus Budget Reconciliation Act (OBRA) of 1981, and the Tax
Equity and Fiscal Responsibility Act (TEFRA) of 1982. The laws allowed the
states more flexibility in program management which has led to some major
reforms in their Medicaid programs. In Kansas, tha Home and Community Based
Services Program waiver, begun in 1982, and the Primary Care Network waiver,
begun in 1984, were both implemented as a result of TEFRA.

The Statewide Health Coordinating Council recommends that actions be taken to
provide cost-effective and quality services and care to the state's Medicaid
population. Recommendations are offered to: 1) promote appropriate and cost-
effective services; and 2) expand the Primary Care Network pilot project.

1. Promote approprlate services. All Kansas counties should have home health
and other community-based noninstitutional services. The Kansas Legisla-
ture, as well as local govermment agencies and public/private agencies,
should continue to make allocations for projects which promote primary and
long~term care service coordination for all elderly regardless of income.

2. Expand the Primary Care Network pllot project. The Department of Social
and Rehabilitation Services, the Department of Health and Environment, and
the Department on Aging, in addition to providers and consumers partici-
pating in the Primary Care Network, should be involved in evaluating the
program. The PCN should be monitored to determine if the program is
effective in reducing utilization of and costs for health care, and to
determine that continuity and quality of care are being maintained.

Wellness Promotion/Disease Prevention

Since the turn of the century, a remarkable change has occurred in the
population's health status. There has been a steady decline in morbidity and
mortality rates for a number of acute and infectious diseases such as
rheumatic fever, meningitis, small pox, diphtheria, tetanus, poliomyelitis,
and tuberculosis.

Conversely, there has been a steady increase in morbidity and mortality rates
for chronic disorders such as cardiovascular disease, cancer, cerebrovascular
disease, diabetes mellitus, and liver diseases. Evidence now indicates that
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at least half of all chronic disease deaths are closely linked to life-style
choices.

The Statewide Health Coordinating Council recommends that the population's
health status be improved through modified 1ife-styles and that a lower demand
for costly health services be achieved by increasing the availability and
accessibility of health promotion and disease prevention programs. Policy
recommendations are offered in two areas: 1) develop a comprehensive
approach for primary prevention programs; and 2) develop a comprehensive
approach for risk-reduction programs.

1. Develop a comprehensive approach for primary prevention programs. Acti-
vities to increase public awareness of chronic i1l health problems and
causal factors should be engaged in. Kansas colleges and universities
that train grade K-12 teachers should develop the curricula necessary to
support the development and implementation of complete health promotion
and education activities in the school system. Substance abuse prevention
should be established as one of the highest priorities of school age
prevention programs, and existing state agency efforts in this area should
be coordinated under a single, unified system easily accessed by the
general public as well as organized education/other institutions and
agencies.

2. Develop a comprehensive approach for risk-reduction programs. The Depart-
ment of Health and Environment's PLUS Program concept should be expanded
by augmenting existing staff efforts with the Department's community
health consultants; additionally, consideration should be given to program
expansion to reach school age children and youth. The Department of
Health and Environment should continue to work with public health
departments and employers to promote the Project VOTE concept. The Kansas
Legislature should consider mandating nonsmoking areas in all public
places, in child day care facilities, in health facilities, in public
conveyances, and in schools and work places of 20 or more empl oyees.
Kansas communities should assume responsibility for promoting health
education and screening through programs such as Kansas Health Fairs.
Technical assistance should be available from the Department of Health and
Environment and local health departments.

Accidental Injuries and Deaths

The American Medical Association has called accidental injuries and deaths the
neglected diseases of modern society. Currently, accidents are the fourth
leading cause of death both 1in Kansas and the United States; further,
accidents are the leading cause of death for persons age one to 44.

National data indicate that 25 to 30 percent of the population are acciden-
tally injured each year; this yields one accident every three seconds. In
Kansas during 1981, 1,243 people died as a result of accidents. This yielded
a ratio of 52 accidental deaths per 100,000 population; the 1981 United States
ratio was substantially lower at 43.7 per 100,000. In general, accidental
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death rates for Kansas have exceeded the national rate since the 1930's, when
both reached their peak.

To an extent, accidental injuries and deaths will always be a problem for
society. However, many accidents are preventable and thus unnecessary
injuries and premature deaths could be avoided. The savings to the health
care system would be realized in both financial and emotional terms.

The Statewide Health Coordinating Council recommends actions to reduce health
care expenditures and prevent unnecessary suffering by decreasing the inci-
dence of accidental injuries and deaths in Kansas. Policy recommendations
are offered in two areas: 1) by 1990, the motor vehicle accidental death
rate should not exceed 18 deaths per 100,000 population; and 2) modify the
health care system to better meet the needs of severely traumatized accident
victims, particularly those with head or spinal cord injuries.

l. By 1990, the motor vehicle accidental death rate should not exceed 18
deaths per 100,000 population. The Kansas legislature should give serious
consideration to increasing the severity of drunk driving penalties.
Items which should be debated include: dram shop liability; limitations
on alcohol consumed for a set price; felony convictions for vehicular
homicide; and evaluations of effectiveness and consistency of diversion
programs. The Department of Health and Environment should work with the
Kansas Highway Patrol, Department of Transportation, and other concerned
groups to continue media campaigns on the value of using seat belts and
infant car seats., The Department of Health and Environment should work
with the Commissioner of Insurance to study insurance practices which
would enhance motor vehicle safety.

2. Modify the health care system to better meet the needs of severely
traumatized accident victims, particularly those with head or spinal cord
injuries. The Department of Health and Environment should study the needs
of persons handicapped by spinal cord or head injuries and develop
appropriate plans. The Emergency Medical Services Council of the Depart-
ment of Health and Environment should be encouraged to complete their
statewide communication system.

Physicians and Health Care Costs

In 1981, Kansans spent $469 million for physician services; this resulted in a
per capita expenditure of $197. Nationally, $54.8 billion were spent for
physician services, for a per capita expenditure of $234. Both in Kansas and
the United States, physician services represent the second largest category of
total personal health expenditures (exceeded only by hospital services) and
have consistently consumed approximately 20 percent of all personal health
care expenditures.

Whereas large scale forces such as general inflation and population growth
influence the economic behavior of the health care system, the physician has
the authority to make direct and indirect decisions about the use of the
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majority of health care resources. Studies indicate that between 70 and 90
percent of all health care expenditures are initiated or controlled by
physicians. Given the societal mandate to gain control of spiraling health
care costs, physicians are finding themselves in the center of the financial
challenge.

The Statewide Health Coordinating Council recommends that physician services
in Kansas should be adequate to meet the population's need for quality,
cost—-effective care. Policy recommendations are of fered in three
areas: 1) strengthen the state's medical education system's efforts to
address physician knowledge; 2) maintain medical reviews of service utiliza-
tion to assure that appropriate care is provided; and 3) by 1990, increase
the supply of primary care physicians to 73 per 100,000 population, and the
supply of total physicians to 151.7 per 100,000 population.

1. Strengthen the state's medical education system's efforts to address
physician knowledge. The University of Kansas School of Medicine should
continue to work with the Long-Term Care Gerontology Center to provide
medical students with geriatric education. The University of Kansas
School of Medicine should develop and mandate education curricula for
medical students which emphasizes medical economics and health care cost
containment. The University of Kansas School of Medicine, the Kansas
Medical Society, and the Kansas Osteopathic Association should increase
efforts in primary care education. The Kansas Hospital Association,
Kansas Medical Society, and professional laboratory/medical technologist
organizations should work together to assist in redesigning hospital
laboratory test order forms to stress problem—oriented utilization.

9., Maintain medical reviews of service utilization to assure that appropriate
care is provided. All health insurers (private insurers, the Kansas
Medicare intermediary, and the Kansas Medicaid program), should develop
and/or maintain review procedures related to the utilization of ancillary
services.

3. By 1990, increase the supply of primary care physicians to 73 per 100,000
population, and the supply of total physicians to 151.7 per 100,000
population. Physician practice in rural areas should be enhanced through
maintenance of three area health education centers. The Kansas Medical
Scholarship Program should make the majority of funds available to
students who plan to enter primary care practice in underserved, rural
areas of Kansas.

Ambulatory Surgery

The health care delivery system challenge of the 1980's is to provide high
quality care in the most cost effective setting possible. To this end,
attention is increasingly focused on various forms of ambulatory care as
alternatives to dinpatient hospital care. Ambulatory care, broadly defined,
includes primary care, hospital outpatient care, ambulatory and neighborhood
health clinics, emergency room services, and ambulatory surgery. Although
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each type of ambulatory care has been studied during the last decade,
ambulatory surgery proposals have perhaps generated the most interest.

It is widely recognized by the medical community today that a large percentage
of surgical cases do not require hospitalization. Thus, ambulatory surgery is
hailed as a viable cost containment proposal. However, to be of value, plans
for expansion of any ambulatory service must be viewed as an integrated part
of the health care system. Concerns also exist because of the potential for
service duplication.

The Statewide Health Coordinating Council recommends that ambulatory surgery
programs in a variety of settings be promoted to prevent expenditures related
to unnecessary inpatient surgery and hospitalization. Policy recommendations
are offered under the following objective: The development of new or
expansion of any existing ambulatory surgical capacity, regardless of setting,
should be covered by the Kansas Certificate of Need Program.

Certificate of Need applications for the addition of any new surgical capacity
regardless of setting in a service area should take into considera-
tion: a) quality of existing and proposed services; b) utilization of all
surgical capacity in the service area; <c¢) a service area population of at
least 75,000 people within 30 minutes traveltime; and d) short—term and
long-term health care service availability and cost impacts of proposed
projects. Ambulatory surgical capacity should be monitored on a yearly basis
and the status of the program and its impact on inpatient surgery services
should be evaluated.

LONG-TERM CARE

Long-term care refers to any professional or personal service required on a
recurring or continuous basis by an individual because of chronic or permanent
physical and/or mental impairments. Three population groups may generate
substantial long~term care needs: the 65 and older population, which has
grown from four percent of the population in 1900 to almost 13 percent in
Kansas in 1980; the developmentally disabled; and the chronically mentally
i11l. The ultimate goal of the long-term care system is to promote optimal
physical, social, and psychological functioning by assisting individuals to
cope with disabilities and live as independently and normally as possible,

A variety or "continuum"” of long-term care services are needed if the goal is
to be realized. Services in the long-term care continuum should be available
in a variety of settings (home, community agency, institution, and other), and
may be delivered by a number of providers ranging from family and friends to
paid professionals. An analysis of the long-term care continuum in Kansas
indicates that three major problems exist.

- There are service gaps in the continuum. With the exception of
intermediate nursing home care, few long—term care services are
widely available across the state. A core set of services has
been identified and described as being essential in the provision
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of continuum services. The core services include: income pro-
grams, home health, homemaker services, meal programs, day care,
transportation services, nursing home care, hospital care, alterna-
tive housing, and case management/service coordination mechanisms.

- Reimbursement for long—term care services has been biased in favor
of medical/institutional care. Because competition for resources
is increasing, service needs were examined by the urban/rural
geography of Kansas to shift planning emphasis away from the
medical bias toward a more comprehensive approach.

- Over 50 types of services are part of the long—term care continuum.
Given the almost confusing array of services, a coordinating
mechanism is needed to enhance access to services. Several

elements of case management are described, including: client
identification, evaluation, care plan development, and plan imple-
mentation.

The Statewide Health Coordinating Council proposes that actions be taken in
three areas to assure the provision of a long-term care continuum in
Kansas: 1) eliminate service gaps, 2) promote continuum quality, and 3)
special population needs.

1. Eliminate Service Gaps. Kansas communities must assume responsibility
for developing plans concerning their ability to provide formal and
informal services. The Kansas Legislature, as well as local government
agencies and public/private agencies, should help finance the devel opment
of core services 1in unserved areas, and should sponsor iunovative
projects which promote service coordination. State government agencies
involved with long—term care should work together to develop statewide
program implementation plans. Finally, the moratorium on nursing home
construction or expansion should be continued to prevent undue emphasis
on institutional resources.

2. Promote Continuum Quality. Increased knowledge and understanding offer
the greatest potential for ensuring that the long-term care system
functions in a high—-quality manner. All health providers should have
greater exposure to geriatric care concepts during training and through
continuing education courses. Public information programs should also be
directed at the general population.

3. Special Population Needs. Developmentally disabled and chronically
mentally ill adults in need of general supervision should have access to
facilities designed to meet their needs and should not be placed in
facilities designed for the frail and ill elderly.

ENVIRONMENTAL/HEALTH DATA

In Kansas, and in the nation as a whole, citizens are becoming increasingly
aware of the association between envirommental contaminants and adverse health
effects. Every year, Congress hears an increasing outcry for stricter
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enforcement of air and water quality controls. There are now thousands of
citizen claims being filed for compensation for health problems due to
exposure to Agent Orange, diethlystilbesterol (DES), asbestos, formaldehyde,
and other substances. A number of envirommental health issues in Kansas have
become increasingly evident in recent years.

- There are several areas around the state where surface water and/or
groundwater supplies are contaminated with heavy metals, hazardous
wastes, or salt. Approximately 80 percent of all Kansans rely on
groundwater as their major source of water for all purposes; this
is the highest population percentage in the nation. In some water=-
contaminated areas, high rates of tuberculosis, infant mortality,
and lung cancer have been noted.

- As a state highly dependent on agriculture, pesticide wusage is
common. Although the health effects of the over 32,000 pesticide
products are basically unknown, it is known that pesticides remain
in the environment for many years and their impact may be latent
and synergistic. In 1981, the Kansas Fish and Game Commission
reported that eight fish kills (over 25,000 fish) were attributable
to pesticides.

- Chronic occupational disease is becoming a major health problem in
industrialized society. There are over 60,000 synthetic chemicals
in production today, and each year 500 to 1,000 additional
substances are produced. Absolute knowledge of their effects is
often minimal because research cannot keep pace with the rapid
introduction of chemicals into industrial settings and ultimately
the environment. It is known, however, that certain occupations do
have higher than normal cancer rates and pregnant women employed by
specific industries are more at—risk than other population groups.

The Statewide Health Coordinating Council recommends that Kansas expand and
improve 1its capacity to respond to environmental health conditions and to
research the impact of enviromment on public health. Policy recommendations
are offered in three areas: 1) toxics management data system, 2) toxicology,
and 3) environmental health training.

1. Toxics Management Data System. To establish the data base needed, the
Department of Health and Environment should help establish a statewide
registry of toxic substances and a pesticide monitoring system, both of
which should be integrated with health-related information. The system
should ultimately serve as a source for evaluating existing and potential
environmental health conditions, and provide awareness and protection for
Kansans.

2. Toxicology. The Toxicology Unit of the Department of Health and Environ-
ment should work with other state agencies, state wuniversities, federal
agencies, and local health departments to identify and respond to
environmental health conditions in the state.
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3. Environmental Health Training. Health care practitioners, students, and
any other professionals involved with human or animal 1life should be
trained in identifying health problems due to environmental exposure.
The cooperation of local health departments in this endeavor 1is
encouraged.

AVAILABILITY OF PRIMARY CARE

Primary care is an essential set of health services, providing early detection
and treatment for a majority of the health problems of the population. In
recent years, Congress has identified the provision of primary care services,
especially in medically underserved rural and economically depressed areas, as
a priority issue to be addressed. One important element in the provision
of primary care services is the availability of physician manpower (doctors of
medicine and osteopathy).

- The supply of full-time primary care physicians in Kansas has
increased by 13 percent in just four years; from 50.8 per 100,000
population in 1978 to 57.4 per 100,000 in 1982. By 1990, if
present trends continue, Kansas will show an overall surplus of
physicians and a deficit of full-time primary care physicians of
just 2.4 per 100,000, or 3.3 percent. As supply rapidly improves,
geographic maldistribution can be expected to remain the major
issue regarding availability of primary care in Kansas.

- Over one-third of Kansas' counties fall below 36 full-time phy-
sicians per 100,000 population, a ratio just one-half the optimal
rato of 73 per 100,000. Moreover, 28 counties are below 33.3 per
100,000 (one physician per 3,000 people), a threshold indicating
severe need for primary care physicians.

The Statewide Health Coordinating Council has set a target of 73 full-time
primary care physicians per 100,000 population by 1990. In 1982, there were
57.4 primary care physicians per 100,000 population. To achieve this
objective, three areas for action are identified: 1) physician recruitment,
placement, and retention; 2) rural professional enhancement; and 3) physician
residency guides. In developing its recommendations, the Council recognizes
the role performed by physician assistants and nurse practitioners in
providing primary care, especially in underserved areas.

i. Physician Recruitment, Placement, and Retention. The University of Kan-
sas College of Health Sciences, Department of Health and Enviromment, and
Department of Economic Development have worked cooperatively for several
years to provide technical assistance to local community and professional
organizations seeking to recruit physicians. Since the program's incep-
tion in 1978, over 100 physicians have been recruited and placed 1in more
than 75 Kansas communities. This program should be maintained and
strengthened.
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The Kansas Medical Scholarship program, the similar Board of Regents
: Scholarshlp Program, and the Medi-Serve Program now have the capability
v, W to-add 75. to 100 physicians per year to underserved areas in Kansas over
" . the next seven years. Approximately 30 such physicians now are practi-
"i ‘cing ‘in Kansas. e

2. Rural Professional Enhancement. The University of Kansas College of
Health Sciences has worked with the . communities of Hays, Chanute, and
Garden City to establish area health education centers to provide

i, + professional support for rural health care providers. This decentralized
‘approach to health science education should be maintained as it provides

‘ needed professional linkages for recruitment of new providers and

; ZSupports efforts to geographrcally integrate and coordinate services.

3. Physician Residency Guides. To prevent an increasing oversupply of
secondary and tertiary care specialists, demonstrated need for these
practitioners should be used as a guide for the number of residency

! opportunities.

NURSING RESOURCES

Reglstered nurses and licensed practical nurses play major roles in the health
care. system, as half of all health care personnel provide nursing-related
services: Both nationally and in Kansas, many health worksites have a
difficult time . recruiting and retaining qualified nursing personnel. In
extreme cases, health facilities have closed portions of existing facilities
and/or delayed opening new facilities. The health consumer/patient may be
adversely affected if timely and emotionally supportive care are delayed due
tp,personnel shortages, and, to the extent that facility charges are increased
to‘poverrnurse recrultment costs. There appear to be several reasons for the
difficulties in recruiting and retaining nurses.

ﬂ'ng,—gi'{ A growing body of nurses are vocalizing dissatisfaction with their

:“p_‘:? ., gareers.  Issues cited  include: misuse of professional time by

RTIE ;;iphy51c1ans and health facility administrators who do not understand
"L ithe assessment treatment, and patient education roles 'nurses are

" trained to assume; hours of work which are incompatible with social
and family life; salaries which are below many nonprofessional
occupations; overwork due to staff shortages and increasing paper
work requiremeénts; lack of career mobility; and "burn-out” due to
physical and mental stresses of the job.

- 'The supply of full-time equivalent, ac¢tive nurses fell short of
meeting the health care needs of Kansans by over 2,880 registered
nurses and,820 practical nurses  in 1981. By 1985, the statewide

, shortage only will ‘decline slightly. Hospitals and nursing
‘homes experiencs_the,most acute shortages; this is a result of the
increased. utilization of hospital care, greater emphasis on out-
patient care, a growing population age 65 and older, and the
institutional 24-hour per day responsibility in these worksites.
The supply of nursing personnel in rural areas is also short.



—14~

Despite claims that nurses are leaving their profession in great numbers, this
does not appear to be occurring in Kansas. Almost 80 percentof the licensed
registered nurses in Kansas are actively employed, as compared with 77 percent
nationwide. Further, the activity status for nurses exceeds the work status
for most allied health professions and for college educated women. The
Statewide Health Coordinating Council recommends that actions. be taken in
three areas to ensure that the Kansas population's need for nursing services
is adequately met: 1) maintenance of 80 percent activity status, 2)
enhancement of geriatric and rural health care, and 3) student support.

1. Maintenance of 80 Percent Activity Status. Health sector employers and
nurses in Kansas must assume the responsibility for working together to
retain active nursing personnel. Options which should be explored
include: part-time, flexible scheduling; improved communication and
decision-making processes; attaining and retaining adequate salary sched-
ules and fringe benefit packages; developing career mobility pathways;
cooperative recruitment; more appropriate utilization; and improvements
in the nursing media image. Further, efforts should be made to organize
and coordinate refresher programs for inactive nurses, as well as
continuing education programs for active nurses. Innovative projects
which will provide further information on the profession are encouraged.

2. Enhancement of Geriatric and Rural Health Care. The supply of nursing
personnel in rural areas is critically short, and statistics indicate
that few nursing graduates enter nursing homes. Nursing school curricu-
lum requirements should be reevaluated to increase content and practical
opportunities in these areas. Teachlng nursing homes are encouraged.

3. Student Support. Declines in the number of high school graduates,
federal Nurse Training Act funds, and other programs which help finance
nursing education have played some role in declines being experienced in
nursing school admissions. A state-sponsored loan forgiveness program
should be established to encourage students - to enter the nursing field
and to seek employment in Kansas hospitals and nursing homes. The
private sector is also encouraged to provide loans and scholarships to
students. Special consideration should be given to licensed practical
nurses who are interested in becoming registered nurses. S

ACUTE CARE HOSPITALS

The hospital industry in Kansas is a large and significant part of the Kansas
economy. Expenditures for care in nonfederal, short-term hospitals amounted
to 3.5 percent of the Gross State Product in 1981l; over 36,500 full-time
equivalent  personnel were employed by the hospitals. There are several
reasons why hospitals warrant study as a health planning issue.

- Total expenditures for hospital «care in Kansas equaled $1.17
billion in 1981, a substantial increase over the $151 million
expended in 1966. Spending for hospital services made up 48 percent
of all personal health care expenditures in 1981, compared to 40
percent in 1966. The increased expenditures were caused by general
economy price 1increases, new and additional services provided to
inpatients, and increased service utilization by the total popula-
tion. ‘ .
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- Because hospitals which serve the same population do not neces-
sarily coordinate the services they offer, duplicate services may
exist in some communities while other service needs go unmet. In
part, this 1is caused by a lack of economic pressures for ef-
ficiency, and social factors such as physician influence on
hospitals and community pride in being "medically self-
sufficient.”

- There is an apparent excess of over 1,350 hospital beds in Kansas.
The oversupply can lead to increased costs because of 1low facility
utilization or to unnecessary utilization encouraged by available
capacity.

- In 1981, the average expense per hospital admission in Kansas was
$2,243, Tt is thought that at this level of expense, some persons
will not seek and will not receive needed hospital care because
they do not have the personal resources or a third-party policy
which will be responsible for their hospital expenses.

order to prevent unnecessary increases in hospital costs while assuring

that appropriate, high-quality services are provided to the population, the
Statewide Health Coordinating Council has made policy recommendations in three

areas: 1) cost—effectiveness, 2) service utilization, and 3) service plan-
ning.
1. Cost-Effectiveness. The performance of existing cost—-containment pro-

In

grams should be monitored, and recommendations for necessary changes or
refinements should be made.

Service Utilization. As discussed in the Health Care Costs Section of
the State Health Plan, the general concepts of admissions review,
concurrent review, and medical care evaluation studies should be extended
to all acute care hospital patients regardless of their source of
payment. Further, programs which may help reduce the need for and
utilization of costly inpatient hospital services should be encouraged;
examples include health promotion programs, prepaid alternative delivery
systems, and appropriate outpatient services. Studies should also be
directed toward determining the extent and possible causes of barriers to
hospital care for some Kansans.

Service Planning. Institutional and interinstitutional planning activi-
ties are encouraged in order to avoid duplicative and unnecessary
development of hospital facilities and services. Health planning actions
should also be directed toward developing incentives to reduce the
apparent excess of hospital beds, including exploration of regulations,
legislation, and/or procedures which would encourage alternate wuses of
hospital facilities.

MATERNAL AND INFANT CARE

order to assure optimal pregnancy outcomes, the provision of timely,

appropriate, and high-quality services for the mother and infant are es—
sential. During the 20th Century, it is apparent that great gains have been
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made in this area. Infant death rates in Kansas have declined from
approximately 65 deaths per 1,000 live births in 1926 to 11.0 deaths per 1,000
live births in 1981; nationally, the infant death rate was slightly higher in
1981, at 11.7 deaths per 1,000 live births. Maternal death rates have also
declined from approximately 65 deaths per 10,000 1live births in 1926 to
virtually none in recent years. While these trends are impressive, there are
still further improvements which can be made among high-risk populations.

- Appropriate prenatal care 1s essential. This includes maintenance
of a nutritional diet and avoidence of substances potentially
harmful to the fetus. Prenatal care may also serve to identify
potentially high-risk patients. The absence of proper prenatal
care is associated with the delivery of low birth weight infants,
which in turn correlates with higher fetal mortality. Other
characteristics which correlate with potentially at-risk cases
include: racial/ethnic minority identity, age, marital status, and
geographic residence of the mother; and factors such as previous
history of pregnancy loss, short gestation period, and inter-
pregnancy interval of under six months.

- Care received during and after delivery is also a determinant in
pregnancy outcomes. National experts recommend a system of region-—
alized care; three hospital obstetrical levels are prop sed, with
Level T providing routine care and Levels II and III providing for
complicated cases. All facilities and professionals involved with
maternal and infant care must be iIntegrated into the system to
assure appropriate pregnancy management. This is especially im-
portant given the often random and nonscheduled timing of obstetric
admissions and fluctuationg in the numbers of births.

- The popularity of family-centered maternity and newborn care has
grown In recent years. More fathers are present at deliveries and
the dimportance of early parent-child bonding is emphasized.
Hospitals are attempting to change regulations so that the care
provided is more acceptable to the family unit.

The Statewide Health Coordinating Council proposes that pregnancy outcomes may
be improved by addressing: 1) access to prenatal care, 2) regional perinatal
care, and 3) acceptability of care.

1. Access to Prenatal Care. Federal and state dollars for prenatal care
programs should be directed toward high-risk black populations in urban
areas, high-risk populations in geographically underserved areas, and
adolescent populations. Health education in the schools and public and
private agencies should emphasize the importance of prenatal care. The
supply of physicians should be monitored to evaluate access to primary
care and obstetrical doctors, and continuing education for physicians, as
well as all other health providers should emphasize recognition and
management of high-risk pregnancies.

2. Regional Perinatal Care. To promote appropriate utilization of hospital
services, Level II centers should achieve a minimum of 65 percent
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occupancy with 500 deliveries annually, and Level III centers should
achieve 75 percent occupancy with 1,500 deliveries annually.

3. Acceptability of Care. The Kansas Department of Health and Environment
should continue to consult with hospitals to provide family-centered
care, when safe for the mother and child.

COMPUTED TOMOGRAPHIC SCANNERS

Computed tomographic (CT) scanning combines X-ray equipment with computers to
produce cross-sectional images of the head or body. The first CT scanner in
the United States was installed in 1973 and had only head scanning capabili-
ties. Since that time, CT scanners have changed substantially and now have
full-body scanning capabilities as well as shorter scanning times. Although
the potential of body scanners is still being explored, the CT scanner has
established itself as a diagnostic device of remarkable usefulness by
providing accurate diagnoses of some conditions and improving the safety and
comfort of patients when used in place of older, invasive diagnostic methods.

The policy direction for CT scanners, both nationally and in Kansas, has been
to ensure the availability of medically necessary scanning services at the
lowest possible resource commitment. Several factors, however, complicate the
situation.

- Nationwide and in Kansas, there has been a strong desire to acquire
CT scanners. In 1982, the Department of Health and Environment
reviewed eight Certificate of Need requests for CT scanners; six
were approved. The number of CT scanners in Kansas now equals 24.
A potential for underutilization exists and is a concern since much
of CT scanning costs are fixed; the cost per procedure 1is affected
by the total number of procedures performed by each scanner.

- CT scanning services have not been consistently or systematically
monitored to ensure that only medically necessary and appropriate
usage is occurring. The appropriateness of CT services is difficult
to define and evaluate. Unnecessary utilization can lead to false
assumptions that additional capacity is needed, and it can delay
necessary and timely access to the service for some patients.
Information on the current utilization of existing scanners,
whether based in or out of hospitals, is also necessary to assist
in determining the need for future scanning services, as well as
information on the clients served by CT scanners.

- Quality and continuity standards are fundamental to the provision
of CT scanning services. As CT scanning availability expands from
tertiary to secondary care service areas, standards are mneeded to
ensure that appropriate staffing, facilities, and support services
are in place.

The Statewide Health Coordinating Council recommends that actions be taken in
three areas to ensure the appropriate provision of CT services in Kansas: 1)
scanner supply guidelines; 2) continuity, quality, and efficient utilization;
and 3) necessary data collection.
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1. Scanner Supply Guidelines. Community need for CT scanning services
should be documented through the Certificate of Need Program. Scanners
should operate at a minimum of 4,000 HECT scans per year for the second
year of operation and thereafter, or before additions or replacements
occur in a service area. Exceptions may be allowed for areas with a high
proportion of medically underserved elderly, pediatric, or trauma
patients who require scanning, or in rural areas where travel time is a
serious hardship.

2. Continuity, Quality, and Efficient Utilization. Facilities of fering the
service must have existing medical capabilities, including professional
and paraprofessional personnel, which complement the CT service. Utili-
zation review for CT services should occur for all patients regardless of
the source of payment. Professional education should emphasize the
importance of efficacy, effectiveness, and efficiency considerations in
CT medical practice.

3. Necessary Data Collection. Data collectors in Kansas should explore the
specifics of developing the ability to retrieve information on the use of
all CT scanners, and the demographic and diagnostic characteristics of
CT patients.

MENTAL HEALTH SERVICES

Mental health represents a continuum. At one end is a state of wellness in
which an individual is able to achieve a balance between the positive and
negative forces that are in play in all aspects of life. At the other end is
a state of mental disorder or illness which leaves individuals unable to
function effectively and relate to others in a meaningful way. Concern for
the widespread impact and high cost, both personally and financially, of
mental health problems which affect an estimated 15 percent of the population
has made mental health services a priority issue at the federal, state, and
local levels. Given a body of increasing knowledge about the dynamics of
mental health, a movement toward deinstitutionalization of chronic mentally
ill persons, and concerns for treatment in the least restrictive setting,
the current service delivery system has been found to be insufficient.

- Public and private insurance reimbursement policies have tradition-
ally favored inpatient care and do not promote prevention, early
identification, or noninstitutional alternatives. One result is
that Kansas appears to have a more than adequate supply of
psychiatric inpatient beds.

- The special needs of the chronically mentally ill, elderly, young
people, racial and ethnic minorities, and victims of family and
sexual abuse are sometimes not met by the current service system.

- Coordination between mental health services, and between medical,
legal, and social services is often weak. Given that many persons
fear the stigma associated with admitting and seeking help for a
mental health problem, the lack of coordination among services may
frustrate many persons in need of care and treatment.
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- Basic data to monitor and evaluate the performance of the mental
health delivery system are not available.

With the goal of providing a coordinated continuum of appropriate social,
psychological, and medical services for mental health clients, the Statewide
Health Coordinating Council recommends: 1) development of a model delivery
system, and 2) dimprovement of the mental health system data base. Given
federal and state fiscal policies which will ultimately reduce the amount of
funds available for mental health care, the need to improve the efficiency of
the mental health delivery system is evident.

1. Development of a Model Delivery System. A model service delivery system
for the severely mentally ill should be developed. The system should: a)
conduct an assessment of the client's total needs, including but not
limited to, needs for treatment, shelter, food, education, personal
support networks, employment, income, and recreation; b) determine the
most appropriate means for meeting the client's total needs; and c¢)
develop an individualized service program including arrangements for
service delivery and progress monitoring. The current Partnership
Agreement for the Continuity of Treatment (PACT) Program may serve as the
vehicle for implementing the model system. The Department of Social and
Rehabilitation Services and interested psychiatrists, psychologists,
social workers, the Kansas Hospital Association, and others should be
involved. Once the model system is in place for the severely mentally
{11, it should be expanded to include all mental health clients.

Undue emphasis on inpatient/institutional care should be avoided. The
Certificate of Need Program should review applications for psychiatric
inpatient beds taking into account: beds available, occupancy of
existing beds, and other mental health continuum services available.

2. Improvement of the Mental Health System Data Base. To eliminate gaps in
the mental health system data base, epidemiologic studies should be
conducted to determine the nature and extent of mental health problems in
the state. Special emphasis should be placed on behavioral evaluations
which would help determine the need for community-based facilities which
would serve as alternatives to institutional care.

SUBSTANCE ABUSE SERVICES

Substance abuse is the nonmedical use of any drug or alcohol in such a way
that it adversely affects some aspect of the user's life. The abuse may be
intentional or unintentional; it may involve legal or illegal substances.
There are estimated to be 142,000 problem drinkers and 110,000 high-risk drug
abusers in Kansas. The personal and financial costs of substance abuse can be
substantial. Many traffic fatalities, suicides, homicides, and fatal ac-
cidents are related to substance abuse. Lost productivity through absentee-
ism, unemployment, and death amounts to billions of dollars annually.
Children are also innocent victims of abuse and neglect related to familial
substance abuse.

When substance abuse was first recognized as a serious social problem, the
service response to the needs of the abusers was neither planned nor orderly.
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Substance abusers were often removed from their natural environment and placed
in highly structured enviromments for treatment. In recent vyears, emphasis
has been placed on a continuum of care which encompasses prevention and
treatment services, and utilizes outpatient services as the focal point of the
system. Although admissions to substance abuse programs are increasing,
barriers do exist which restrict the development and utilization of a full
range of services.

- Substance abuse services are provided by a wide range of agencies
and facilities, including hospitals, mental health centers, state
psychiatric facilities, freestanding programs, self-help groups,
and others. Lack of coordination due to philosophical differences,
geographic location, and funding sources all contribute to problems
for the client in mneed of coordinated services, which may also
include job training and social services.

- Social stigmas still prevent many persons from seeking help. This
may be due to feelings of failure, fear for personal reputation,
and use of illegal substances.

- Service needs of special populations, including young people, the
elderly, women, and racial/ethnic minorities are frequently not
recognized.

- Private insurance policies do not address substance abuse service
needs in a comprehensive manner.

With the goal to reduce the personally destructive and socially disruptive
effects of substance abuse, the Statewide Health Coordinating Council made
recommendations regarding: 1) continuum of care, 2) funding, and 3) service
provider education.

1. Continuum of Care. Prevention/education programs are encouraged as a
vital part of the substance abuse continuum because they act as a means
of intervention before more costly treatment services are needed.
Outpatient services also are stressed so that clients may remain in the
family, community, and/or work setting while receiving treatment.
Inpatient services are a part of the continuum where Certificate of Need
reviews are needed to prevent unwarranted growth.

2. Funding. At the federal level, funding for alcohol and drug abuse
services has been combined in a block grant with mental health services.
The Kansas Legislature is encouraged to eliminate the separation between
state funds for alcohol and drug abuse sgservices, to permit more
flexibility in funding allocations of scarce treatment resources.

3. Service Provider Education. Substance abuse identification, interven-
tion, and vreferral training programs for medical and social service
providers should be expanded. Training programs should also be developed
for substance abuse and other service providers to ensure that the
prevention, early identification, and treatment needs of young people,
the elderly, women, and racial/ethnic minorities are adequately met.
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HEALTH CARE EXPENDITURES IN KANSAS

Rising health care expenditures are a major cause of concern in Kansas and the
nation. The Office of Health Planning, Kansas Department of Health and
Environment, annually produces a document which is designed to monitor trends
in health care expenditures for Kansas and the United States. Some of the
data items contained in the documents include total outlays and per capita
expenditures for health services and supplies, major categorical distributions
of the expenditures, and sources of health care funding. Because data are
available beginning with Fiscal Year 1966, it is possible to examine changes
in health care spending since passage of Medicare and Medicaid legisla-
tion.

The following highlights, taken from the 1982 Health Care Expenditures Report,
underscore the importance of this topic.

- Kansans spent $2.9 billion in 1982 for all health services and

supplies, wup 12 percent from 1981. This amounted to $1,186 per
capita.

- 1982 health care spending contributed 9.0 percent of the Gross
State Product, an increase over the 1981 share of 8.5 percent.

- Kansans spent $1,096 per capita for personal health care services
in 1982, compared to $1,216 nationally. Per capita spending is now
90 percent of the United States level compared to 92 percent in
1981,

- Kansans spent $540 per capita for hospital care in 1982, compared
to $574 nationally. Hospital care accounted for the largest share,
49 percent, of 1982 personal health care spending in Kansas. Since
1975, the rate of spending for hospital services has grown faster
in Kansas than the national rate.

- Since 1966, nursing homes have shown the most growth in health care
expenditures nationally and in Kansas. Per capita spending in
Kansas increased from $5.55 in 1966 to $108 in 1982.

- In 1982, $1,061 million were spent for personal health services
under public programs in Kansas. The Medicare Program contributed
the largest share of public spending in Kansas amounting to $512
million in 1982. The Medicaid Program contributed the second
largest share of public funds amounting to $268 million in 1982.

- The federal government funded nearly 30 percent of all personal
health care services nationally and in Kansas in 1982, compared to
only about ten percent in 1966. The federal government funded 40

percent of all hospital care nationally and 44 percent in Kansas in
1982.

- In 1982, out-of~pocket spending by consumers accounted for about
one-third of all outlays for personal health care nationally and in
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Kansas, a notable decrease from the half contributed by consumers
in 1966.

Many changes are taking place in federal policies which will affect health
care programs 1in the future. The changes 1include a movement toward block
grant programs with greater state control, and reduced funding levels. Tt will
be dimportant to continue to monitor and analyze the impact of these
initiatives on health care expenditures.

KANSAS MEDICALLY UNDERSERVED AREAS

As part of the Medical Scholarship Program enacted by the 1978 Kansas
Legislature, the Secretary of the Department of Health and Environment is
directed to prepare annually a list of areas in the state which are medically
underserved with regard to doctors of medicine and osteopathy. As part of the
report, the availability of primary care physicians, 11 categories of
secondary physician specialists, and six categories of tertiary physician
specialists in the state are compared with optimal physician-to-population
ratios. The resulting designation of areas where the current availability is
substantially below the optimal ratio serves as a guide in determining where
scholarship physicians may fulfill their service commitments. In 1982, both
critically underserved areas, as well as underserved areas, were designated,
as required by legislative changes intended to show which areas in Kansas have
severe needs for physicians.

The following information is summarized from the 1983 edition of the Kansas
Medically Underserved Areas Report, the sixth annual document in this series.

- In 1983, XKansas showed a total of 3,083 full-time equivalent
practicing, nonfederal physicians, a .98 percent increase from
1982. The greatest gain, as in past years, was in tertiary and
secondary spécialities. The tertiary speciality increased by six
percent and the secondary speciality increased by .75 percent.
The primary speciality decreased by less than one percent (.21).
Thirty-seven counties were designated as underserved in primary
care, compared to 36 in 1982. Thirty-three counties are considered
critically underserved. Seventy-six secondary areas in 11 special-
ities were designated as underserved, 49 as critically underserved.
In the six tertiary specialities, four areas were designated as
underserved, three critically.

- Overall, Kansas shows about 130 full-time equivalent physicians per
100,000 population, about 535 full-time equivalent's short of the
optimum of 151.7 per 100,000, During the rest of this decade,
present trends indicate that the need for primary care physicians
will continue but that the secondary and tertiary specialties will
show surpluses. Disparities in distribution of physicians, par-
ticularly in primary care, persist, despite modest improvement in
Kansas' smaller counties. To achieve further improvement will
depend on appropriate distribution of scholarship recipients com~
mitted to underserved areas.
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As of June 30, 1983, 2,759 scholarships have been awarded to 1,584
recipients. Current projections show that fewer than 90 physicians
per year are needed to reach optimum levels, with 31 per year
needed in underserved areas and 15 per year in primary care. Thus,
enough scholarships already have been given to have a substantial
impact on physician supply and distribution in Kansas.



The preparation of this plan was financially aided through a federal grant
from the Department of Health and Human Services.
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WATER QUALITY REPORT

Man has always been dependent
upon water to sustain Tlife,
however, this same human neces-
sity has spread 1illness and
disease. At its first meeting in
1885 the State Board of Health
adopted rules and regulations for
protecting public and private
water supplies. In 1904, when
the number of cases of typhoid
fever reported had reached 1,000
with over 300 deaths, Dr. Samuel
Crumbine, State Health Officer,
urged legislation placing munici-
pal water supplies and sewerage
systems under the jurisdiction of
state government. This was the
beginning of state regulation of
municipal water supplies and
sewage systems. In 1972, with
passage of the federal Clean
Water Act, a state - federal
partnership to implement a na-
tional clean water program was

initiated. Kansas now manages
all but two of the federal Water
Pollution Control Programs.

Delegation of responsibility to
the state as provided in the
Clean Water Act 1is working and
‘the state is carrying out:

- water quality monitoring

- water quality standards set-
ting

- construction grants program
administration

- permit issuance, and

- enforcement.

Congress invested $316 million
of the $633 million spent over
the Tast decade in Kansas on
municipal waste treatment facili-
ties. The  primary  emphasis
during this period was construc-
tion of new and modification to
existing municipal waste treat-
ment plants. Attention is now
turning more to sewage collection
and transportation needs. During
this same decade, Congress in-
vested over $10 million in state
management assistance grants
while state government appropri-
ated over $6 million in state
funds. The purpose of this
report is to focus attention on

1984

the results of this program over
the last decade. Great progress
has been made, but, meeting the
challenges of the future will
require continued strong support
of local officials, industry, and
all of our citizens.

OUR RESOURCES

Kansas is a 200 by 400 mile
rectangle Tocated 1in the center
of the 48 contiguous states. The
primary water source is precipi-
tation. Kansas  receives an
average of 27 inches of precipi-
tation each year, ranging from 16
inches in the extreme west to 42
inches in the southeast. Runoff
varies even more, ranging from
less than one-tenth inch yearly
in the west to over ten inches in
the southeast. On the average,
ten million acre-feet of water
flows out of the state each year,
but has varied from two million
acre-feet in 1956 to a maximum of
forty-three million acre-feet in
1951.

Kansas is between two con-
trasting regions. The eastern
part of the state with its abun-
dance of water is allied with the
eastern region of the United
States. The western part of the
state is similar to the water
deficient west. However, these
conditions change from year to
year. The entire state may have
an abundance in one year and a
scarcity of waterin another year.

The total amount of fresh
waters stored underground in
Kansas has been estimated at 400
million acre-feet -- enough to
cover the entire state with water
seven and one-half feet deep.
Geology accounts for the ground-
water availability in Kansas. In
humid eastern Kansas, the under-
ground formations - mostly Time-
stone and shale - yield little or
no water, while in drier western
and south central Kansas, under-
ground deposits of sand and

gravel yield Tlarge amounts of
water.

Kansans withdraw about six
million acre-feet of water an-
nually for municipal, domestic,
industrial, irrigation, and other
agricultural uses. In Kansas,
eight out of ten gallons of water
are used for irrigation. Only
five states exceed the amount of
water used for irrigation pur-
poses. More than 65 percent of
Kansas public water supplies rely
on groundwater as their source of
water supply. The quality of
both  groundwater and surface
runoff is strongly influenced by
natural conditions and man's
activities. Climate and geology
significantly influence the
state's water quality.

Our Knowledge about Water
Resources

- The state has approximately
20,000 miles of streams of
which 580 miles are publicly
owned (Kansas and Arkansas
rivers).

- The state has 120,000 acres of
publicly owned man-made im-
poundments.

- Approximately two-thirds of
the state is underlain by a
usable groundwater reserve of
over 400 million acre-feet.

- The surface water problems of
Kansas are diverse but are
related to the basic problem
of flooding on one extreme and
insufficient runoff on the
others extreme.

- Problems arise from extreme
variations in occurrence of
water in terms of geology,
location, time distribution
and quality.

- Groundwater reserves are
subject to fluctuation in
response  to water usage,
natural recharge, and natural
discharge.

= Mining of groundwater reserves
is occurring faster than they
can be recharged.



SURFACE WATER QUALITY ASSESSMENT

The key word to Kansas surface
water quality is variation. The
findings of Kansas water quality
assessment reflects this varia-
tion due to the extremes in
runoff in any one year and loca-
tion within the state. Streams
in the eastern portion of the
state exhibit evidence of con-
tinuous flow 1in normal years,
whereas many streams in the west

tions, has been in place since
1965 (Figure 1).

The network of sample loca-
tions is adequate to assess 90
percent of the main stem river
miles and 42 percent of the
tributary river miles.

- In the last 20 years, 6,400
samples  were collected at
2,000 locations which resulted
in over 1,000,000 pieces of
information on water quality.

More Designated Uses are
Supported

Fecal coliform is wused to
measure support of recreation
(swimming). Half the locations
where fecal coliform criteria
were exceeded were located along
major rivers (Figure 2). No
point source of pollution could
be identified for a number of
cases suggesting contamination
from nonpoint sources or natural

flow only after a cloudburst. Pollution has Decreased cases.

Our Knowledge has Increased about Pollution from municipalities, Dissolved oxygen and ammonia
Streams industry and feedlots has de- are used to define whether a
creased despite increases in stream would support fisheries.
population, farmland in pro- The locations not supporting
duction, industrial development fisheries in large part can be
and feedlots. For those streams traced to point sources of pollu-

The Kansas water quality
assessment study evaluated the
surface water resources over the

18 years of record available. where data were available, a tion (Figure 3). The finding
Each of the 62 basin segments of comparison was  made between shows:
the 12 major drainage basins 1967-77 and 1978 to date. The
contain one or more locations water quality trend analysis - 76 percent of the locations
where water quality samples are shows: sampled will support swimming.
collected on a routine basis. - 95 percent of the Tlocations
- improvement at 58 percent of sampled will support
- Thirty years ago water quality the locations for dissolved fisheries.
data were collected at only 39 oxygen and fecal coliform - 90 to 95 percent of the loca-
locations. bacteria, and tions will support agricul-
- Today 103 locations  are - improvement at 67 percent of tural uses of the water
sampled on a routine basis. the locations for ammonia. (Figure 4).
- The current monitoring net- - 67 to 82 percent of the Toca-

work, with minor modifica- tions will meet primary drink-

ing water criteria (Figure 5).
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SUBSTANTIAL PROGRESS HAS BEEN
MADE IN CLEANUP

Substantial progress has been
made in construction and opera-
tion of wastewater treatment
facilities by industries, agri-
culture and municipalities.
Limited progress has been made in
the control of nonpoint sources,
particularly with respect to soil
erosion, naturally occurring
mineral intrusion, and mining
activities.

Wastewater Treatment

Although Kansas was a leader
nationally in requiring waste
treatment before the advent of
the Clean Water Act, the pro-
vision of adequate municipal
wastewater treatment has been one
of the major accomplishments of
the past decade. With an ex-
penditure of $280 per capita in
Kansas  for  municipal sewage
systems, improvement in water
quality has been demonstrated in
recent years. 0f the approxi-
mately 2.4 million people in
Kansas in 1982:

- 1.6 million people received
acceptable Tlevels of sewage
treatment, an increase of 21
percent over 1972.  Seventy-
six percent of the state
population, is  served by
treatment facilities.

= Over a half million people or
twenty-one percent in the
state do not need central
treatment systems because they
are adequately served by
on-site disposal.

= During the decade, 37,000
persons were added to col-
lector systems.

Upgrading the level of sewage
treatment produces direct bene-
fits by  reducing pollutants
discharged to the streams of the
state (Figure 6). The most
widely used measure of municipal
pollution is the extent to which
the treated waste organic content
depletes oxygen in the receiving
water, reducing the amount avail-
able to fish and other aquatic
Tife. Municipal organic pollu-
tion decreased during the past
decade. Oxygen-demanding pol-
lutants reaching Kansas streams
fell by sixty-three percent over
the past decade. Over eighty
percent of the oxygen demanding
pollutants are discharged from
Bonner Springs; Kaw Point Plant,
Kansas City; and St. Paul. A1l
have improvements under construc-
tion or are proceeding under a
court decree. Completion of
these projects will reduce the
current  organic load signifi-
cantly.

Cost for improving municipal
sewage treatment systems over the
past decade totalled over $633
million (Figure 7). The state
and the u.s. Environmental
Protection Agency determined in
the 1984 Needs study that three
quarters of a billion dollars are
still required to bring municipal
wastewater systems up to accept-
able standards.

Industry has responded favor-
ably to the mandates of the state

OXYGEN DEMANDING POLLUTANTS GENERATED 8 DISCHARGED

1972 -1982
MUNICIPAL
361,000
3
330,000 Pounds
Pounds Generated
Generated
2 —
197,000
Pounds
Discharged
e 135,000
Pounds
Discharged
0
1972 1982

and  federal water pollution
control program during the past
decade. Industrial dischargers
have invested heavily to reduce
their water pollution. Pollution
abatement capital expenditures by
industries with 20 employees or
more amounted to $53.2 million in
1982.  Of this total, $24.0 mil-
lion was for air, $17.8 million
for water, and $11.4 million for
waste management. Annual capital
investment for the previous five
years was similar. The number of
industries under the regulatory
program has increased from 100 in
1972 to 330 in 1982. 1In 1982, of
the 134 industries with state or
federal  permits, 88 percent
complied all of the time with
permit limitations compared to 48
percent 1972 if the same criteria
had been used throughout the
decade. The 1972 standards for
discharging  industrial wastes
were significantly more lenient.

The most significant change 1in
the waste treatment programs has
been regulation of commercial
feedlots in the State of Kansas.
On January 1, 1982, there were
approximately 6.2 million head of
cattle and 1.8 million hogs in
the state compared to 3.6 million
cattle and 1.2 million hogs 1in
1950  (Figure 8). The large
commercial feedlots began devel-
opment in Kansas in the early
1950's.  This number of animals
produce wastes equivalent to that
produced by a population of
approximately 71 million people
in 1982 compared to 45 million in
1950.  The number of cattle in
commercial  feedlots increased
from 2 percent in 1965 to 20
percent in 1982. Kansas pre-
sently ranks third in the United
States in the number of cattle in
feedlots.

Figure 6

Effect of Municipal Waste
Treatment Plants on

Reducing Discharge of Pollutants



Other Local
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Local Match
$170 Million

CAPITAL COST FOR MUNICIPAL SEWAGE
TREATMENT = TOTAL $633 MILLION

<|_Other Fed.

Fed. EPA
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Figure 7 Who Is Paying The Cost Of Sewage Treatment

1972 -1982

CATTLE IN COMMERICAL FEEDLOTS
3 =
Figure 8 Effect of Waste
Treatment Programs on Commercial
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This report reviews the Kansas portion of a much larger, nation wide effort focus-
ing attention on progress toward achieving the goals and requirements of the fed-
eral Clean Water Act. The assessment represents a cooperative effort of the Associa-
tion of State and Interstate Water Pollution Control Administrators and the U.S.
Environmental Protection Agency. Our staff participated in developing the format
to derive and display the individual state responses.

OXYGEN DEMANDING POLLUTANTS GENERATED & DISCHARGED
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Figure 4  Livestock Water Assessment

Figure 5 Drinking Water Assessment



During the years 1963 through
1966, Kansas experienced 93
recorded fishkills of which 60
percent were directly attributed
to runoff from commercial feed-
Tots (Figure 9). A regulatory
program was initiated in the late
1960's to control pollution from
large commercial feedlots. By
comparison for the years 1980
through 1983 of the 219 reported
fishkills, only 6 percent could
be traced to commercial feeding
operations testifying to the
success of this program.  The
increase 1in the number of re-
ported fishkills can be attri-
buted to environmental awareness
of citizens since, many fish
kills can go undetected without
citizens calling them to the
attention of the Fish and Game
Commission or  Department  of
Health and Environment.

Nonpoint Sources of Pollution

Over the years attention has
been focused toward corrective
action to reduce the obvious
sources of pollution originating
from industry and municipalities.
There is no question that these
point sources have contributed to
the pollution problems of the
state's surface and groundwaters.
However, nonpoint sources of
pollution are diffused in nature
and are difficult to define. In
general, pollution from nonpoint
sources is carried over or
through the ground by rainfall
runoff and snow melt. Progress
has been made by municipalities
and industry in  controlling
contaminated runoff from storms.
Much still needs to be accom-
plished.

The nonpoint sources include
agricultural and urban runoff,
mineral intrusion, mining (mainly
abandoned mined lands), construc-
tion activities, and runoff from
irrigated lands. These sources
create pollution on an intermit-
tent basis and particularly
during or immediately following
rainstorms.

Nonpoint source investigations
have been conducted over the past
decade by the Kansas Department
of Health and Environment. Those
investigations with which Kansas
Department of Health and
Environment has been particularly
concerned relate to agriculture,
mineral intrusion and mining
activities. Sediment is the most
widespread nonpoint source pollu-
tant. Agricultural pesticides
are being detected more fre-
quently in the states waters and
in sediment sample analysis. The
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agricultural runoff management
program is linked to water and
soil conservation goals.

There have been two basic

assumptions about control fo
contaminants in agricultural
runoff. First, treating all

land to meet soil
conservation standards will
result in attainment of water
quality goals. Secondly, prac-
tices will be voluntarily in-
stalled if financial and tech-
nical assistance are provided.

agricultural

In order to carry out the two
assumptions several programs were
identified. The state Tlegisla-
ture has augmented the federal
program by providing the State
Conservation Commission about $3
million in cost-sharing funds
over the last several years. The
State Water Plan currently under
review, if adopted by the Kansas
Water Authority and submitted to
the legislature in its 1985
session, will recommend increased
funding for water  resources
cost-sharing programs admin-
istered by the State Conservation
Commission. Funds would be used
to accelerate land treatment on
some 27 million acres of land in
need of such treatment. In addi-

tion, Kansas had a Rural Clean
Water Project and a special
agricultural conservation water
quality project covering about

260,000 acres. The Clean Lakes
Program (Section 314 of Federal
Clean Water Act) is also being
used to implement the agricul-
tural nonpoint source management

plan. In four projects, Clean
Lake Studies will include a
watershed needs inventory. The

Phase II projects are designed to
use Clean Lakes funds on needed
watershed conservation and lake
restoration practices.

Fishkills Attributed to Runoff from Commercial Feedlots

. Intrusion of minerals or salts
into alluvial and surface waters

is a major concern in several
river segments in the State.
Intrusion 1is almost entirely a
product of natural processes

although human influences have
altered the impact of the intru-
sion. High chloride and sodium
levels reduce the quality of
water 1in the receiving streams.
An extensive study has been made
of the Solomon, Saline, Smoky
Hi11 and Kansas Rivers and their
alluvium. The brine discharae
has been estimated to range from
three-tenths to eight-tenths of a
cubic foot per second (130 to 360
gallons per minute) and the
chloride load ranges from 150 to
370 tons per day. In many loca-
tions these waters are not suit-
able on an intermittent and, in
some areas, on a continuing basis
for municipal, industrial or
agricultural purposes.

Fifty percent or more of the
samples of water taken from the
Smoky Hill River and tested for
both chlorides and sodium indi-
cate the water was not suitable
for drinking or irrigation. The
percentage of samples not suit-
able for either use was less than
10 percent downstream along the
Kansas River from Wamego. The
exception was sodium, where over
20 percent of the samples were
unsuitable for drinking water.
The State Water Plan, if adopted
by the Kansas Water Authority and
funded by the state legislature,
would initiate an  intercept
project to control naturally oc-
curring mineral intrusions which
are polluting the Saline, Smoky
Hi11, Solomon and Kansas Rivers.
Cost of the interception project
has been estimated at $7 million
with construction over 4 to 6
years with an annual operating
cost of $100,000.



In  southeast Kansas, past
lead, zinc and coal mining activ-
ities have created a pollution
threat to local streams and
aquifers. This  mining area
extends from Kansas into both
Missouri and Oklahoma. The major
deep aquifer, the Roubidoux, is
the principal source of drinking
water for the tri-state region.
Although evidence does not indi-
cate extensive migration of
contaminated waters in  the
Roubidoux 1in Kansas, increasing
use of the aquifer could induce
overlying pollution into the
aquifer.

Accidental Spiils and Leaks

Accidental spills of hazardous
materials present a possiblity of
seriously polluting both surface
and groundwater supplies. Since
spills are "accidental," no
amount of preplanning will com-
pletely eliminate these problems.
Nearly 500 spills are reported
and investigated annually.
Spills result from transportation
accidents, pipeline breaks,
storage tank leaks and overflows
as well as many other sources.
The greatest number of spills are
crude oil or refined petroleum
products.

Most spills are minor involv-
ing small quantities and are
handled fairly routinely. Some
are more serious, causing a
serious threat to public health
and safety or having potentially
serious  environmental effect.

Over ninety percent of all
spills involve petroleum pro-
ducts, with chemicals such as
acids, bases, pesticides, herbi-
cides, fertilizers, and brines
making up the rest.

The Division of Environment
has set up an emergency response
system to deal with hazardous
spills. A single call from any
person in the state will activate
this system. Personnel will be
on the site within a short time
of the call.

REGULATION OF DISCHARGERS

Compliance has improved. The
State of Kansas has an enforce-
ment policy similar to the
federal enforcement policy which
it uniformly applies against
violators. The primary emphasis
is on achieving compliance by
cooperation. However, the state
does not hesitate to take appro-
priate formal enforcement action,
if satisfactory progress is not
made. The key tools in enforce-

WASTEWATER TREATMENT PLANT COMPLIANCE
1972 -1982

Major Municipal Facilities
in Compliance

Major Industrial Facilities
in Compliance

92 % 88 %
38 of 39 Fac. 64 of 73 Fac.
48 %
330f 69 Fac.
25%
7 of 28 Fac.
1972 1982 1972 1982

Figure 10 Compliance Record of Municipal and Industrial Waste

Treatment Plants

ment are monitoring, surveil-
lance, and technical assistance
to the regulated community. In
1983, administrative orders with
civil penalties were issued for
violations in 15 different situa-
tions. By the end of the year,
13 of these violations had been
resolved.

The regulated community has
increased significantly in the
last decade.

- Municipal systems permitted
have increased from 477 to
732.

- Industrial facilities regu-
lated have increased from 100
to 330.

- Commercial facilities were not
regulated in 1972 and 40 are
now permitted in 1982.

- Agricultural feedlots permit-
ted have increased from none
int 1972 to 11,7100 ap: 1982

- Municipal compliance has been
significant (Figure 10).

- 42 percent of the facilities
do not discharge any pollu-
tants to the streams (non
discharging facilities).

= In 1972 only 25 percent of
municipal systems with a
discharge of over one million
gallons per day (28 facili-
ties) met 1982 standards. Of
the 39 facilities in this
category in 1982, 92 percent
were in total compliance.

- In 1982, 85 percent of all
municipalities were in abso-

lute compliance with their
permit Timitations.

Similarly, progress has been
made by industrial dischargers.

= 60 percent of the industrial
facilities permitted do not
discharge any pollutants to a
stream.

- 88 percent of the industrial
dischargers were in total
compliance with the permit
limitations in 1982.

In addition agricultural
feedlots have made tremendous
progress in the last decade.

- The major source of fishkills
has for practical purposes
been eliminated with control
of feedlot runoff.

- None of the permitted facili-
ties discharge to a stream.

LAKES AND RESERVOIRS

There are few natural lakes in
Kansas. Most of the natural
lakes are sink holes which were
formed by the collapse of -under-
lying geologic structure. These
natural Tlakes are neither large
nor significant 1in the overall
management of the water re-
sources. For example, the lar-
gest natural Tlake in Kansas is
located in McPherson County. It
has a surface area of 130 acres
and a maximum depth of less than
10 feet when full.



Most lakes in Kansas are
man-made - that is they are built
by federal, state, local govern-
ments and private citizens. The
largest lakes in Kansas are those
built by the U. S. Corps of
Engineers and the U. S. Bureau of
Reclamation. These federal
reservoirs store water for flood
control, dirrigation, municipal
and industrial water supply,
recreation, low flow augmentation
and other uses. Soon after
completion of the first federal
reservoir in Kansas in 1948,
Kansans soon discovered the
recreation opportunities offered
by these lakes.

Many water storage works in
the form of mill dams, channel
dams, and farm ponds, have been
constructed in Kansas since the
first settlements were made.
Cities needing a more
water supply constructed water
supply reservoirs. The Tlocal
government lakes have a combined
surface area in excess of 20,000
acres. This is small in compar-
ison to the over 100,000 acres of
lake surface behind federal
reservoirs.

These lakes and reservoirs
represent a significant resource
beneficial to aquatic Tlife,
recreation, and water supply for
domestic, agricultural and indus-
trial uses. The significance of
these resources has prompted the
state to carry out an extensive
chemical and biological monitor-
ing and surveillance program
since 1965. Our knowledge about
these lakes has increased.

- The state monitors 22 federal
reservoirs and 38 county and
city lakes.

- 0f the 71 percent of the Tlakes
monitored on a regular basis,
the waters were found to have
a supply of nutrients suffici-
ent to support significant
algae growth.

- Suspended sediments may limit
1Tight available for algae
growth in Kansas Tlakes and
reservoirs.

- A survey of 19 drinking water
supply "lakes, in 1983, showed
63 percent of the lakes were

moderately to highly eutro-
phic.

- Several pesticides have been
detected in surface water
sampling from major federal
reservoirs, county and city
lakes.

Impairment of .our lakes and

reservoirs is likely to continue,
as demand for lake water suitable
for drinking, recreation and

stable.

aquatic 1ife grows. The immedi-
ate problem 1is low Tlevels of
pesticides in drinking water and
recreational lakes. Long term
problems include the maintenance
of aquatic communities, good

quality drinking water supplies
and the 1loss of recreational
benefits in lakes and reservoirs.
These potential problems call for
strong lake - reservoir watershed
management.

GROUNDWATER RESERVES

An  estimated 400 million
acre-feet of fresh groundwater is
stored under Kansas. This water
is stored in unconsolidated
deposits of clay, silt, sand and
gravel that comprise aquifers
such as the Ogallaga formation,
river valleys, and glacial drift.
Limited amounts of groundwater
can be found in the sedimentary
rocks such as sandstone, lime-
stone and shales. Groundwater
may differ in quality within the
same aquifer. Groundwater qual-
ity can be adversely affected by
both natural sources and activi-
ties related to man.

Our Knowledge has Increased about
Groundwater

- Geology and groundwater re-
ports are available for all
counties with significant
groundwater resources.

- Baseline groundwater quality
reports are available for all
major aquifers (1976-1982).

- Data on 24 chemical properties
from 766 wells from across the

Constituents

Fluoride

Silver
Endrin

state were collected between
1976-1981 (Figure 11).
- Prevalent mineral constituents

encountered were dissolved
solids, nitrates, selenium,
iron, manganese, chloride and
fluoride.

- A Groundwater Quality Manage-
ment Plan for the State of
Kansas was published in 1982
and serves as the current
strategy for groundwater
quality protection.

- 0f sixty-seven public ground
water supplies screened for
synthetic organics, 15 were
found with detectable Tlevels
of which only one was con-
sidered unsuitable for public
drinking water.

Although  natural pollution
problems may cover a large area,
most serious pollution problems
relate to man made sources and
are confined to a restricted
geographic area -- often less
than a square mile but may extend
to 5 to 10 square miles. The
most prevalent groundwater pollu-
tion concerns expressed by local,

state, and federal officials 1in
the development of the state
groundwater quality management
plan were o0il and gas field
operations, accidental spills or
leaks, abandoned wells of all
kinds, and improper waste dis-

posal practices.

If groundwater is depleted in

certain areas of the state,
freshwater deterioration may
occur from movement of Tless
desirable (quality) waters into
the area.
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ISSUES AND CHALLENGES

The history of Kansas' de-
velopment to a large extent can
be told in terms of the use of
the state's natural resources.
Although many Kansans once shared
the misconception that these
resources could never be de-
pleted, many are now aware of the
limits of the natural resource
base and the tenuous ecological
and  economic interrelationship
upon which the future availabil-
ity and the quality of these
resources depend. The continued
availability, quality and reason-
able balanced use of the state's
land and water resources are the
keys in maintaining the state's
current productivity and pre-
serving the general quality of
life in Kansas. The state must
act with sensitivity to preserve
and protect its environmental
quality for future generations
while effectively utilizing its
natural resources. In order to
maintain this harmonious balance
there must be continued vigilance
to identify, detect, analyze,
prevent or resolve emerging prob-
lems.

Kansas' current water quality
goals include achievement of
primary drinking water standards,
maintenance of surface waters
within acceptable water quality
standards, and protection of the
quality of groundwater. These
goals are achieved through imple-
mentation of the state's environ-
mental laws and regulations. The
state has sought and been granted
the responsibility to carry out
the federal regulatory program
under the Clean Water Act, the
Safe Drinking Water Act, and
Resource Conservation and
Recovery Act.

Wastewater Treatment Plant
Funding

Every two years EPA must make
an annual report to Congress on
the cost of compliance with clean
water regulations -- and the
estimated tab is $705 million for
the next 10 years compared to
$633 million spent over the last
decade. Correction or rehabili-
tation of existing and the con-
struction of new sewers amounts
to 83 percent of the estimate.
The subsequent decade could see
the expenditure approaching a
billion dollars. Funding of
these projects may become an
issue with the shifting of the
financial burden from federal to
local governments.

Operation and Maintenance
Problems

Many publicly owned treatment
works have problems with poor
operation and maintenance and
inadequate financing. Correction
of problems with operation of
these facilities is a high prior-
ity issue with the state. To
protect the hundreds of millions
of dollars invested in the con-
struction of municipal waste
treatment works during the last
decade, it is imperative to
increase the operation and main-
tenance  skills of  operating
personnel. The state is current-
1y meeting less than half of the
training requirements under its
certification program, even
though the expenditures in this
program now exceed a quarter of a
million dollars per year. As
federal assistance to municipal-
ities for building or replacing
wastewater works is phased out,
it is essential technical as-
sistance be provided to munici-
palities  for implementing a
utility concept of wastewater
management. Most of the munici-
pal wastewater systems are not
operated on a sound utility con-
cept.

Toxic Pollutants

An issue now receiving atten-
tion, and one that will require
more effort in the immediate
future, relates to toxic pol-
lutants. Identification and
control of toxins in industrial
wastewater discharges is a con-
cern. The state has incorporated
biological monitoring require-

SUGGESTED ADDITIONAL READING

ments into industrial discharge
permits where there is a poten-
tial for toxicity. The program
has a three tiered approach. The
first phase involves conducting a
static bioassay on the effluent
to determine if toxicity is
present; then if potential prob-
Tems are identified the next step
is to undertake an internal
assessment of the industrial
process to isolate the problem;
the last step after corrective
measures are adopted is to rerun
the static test or perform a more
detailed toxicity test to deter-
mine if the corrective measures
implemented, reduced or elimi-
nated toxicity through source
control or improved treatment.

The Emerging Problems

Monitoring, surveillance and
complaint investigations identify
emerging environmental problems.
These include:

- Surface and groundwater con-
tamination from abandoned
mined areas.

= Agricultural runoff.

- Pesticides detected in lakes.

- Irrigation return flow.

= Mineral intrusion polluting
surface waters as well as
groundwaters.

- Injection of pesticides into
irrigation distribution sys-
tems.

= Toxic pollutants in municipal
and industrial wastewater
effluent.

- Groundwater pollution occur-
ring from Kansas industrial
activities.

- Low flow augmentation pro-
grams to support aquatic Tlife.

Editors note: This article was a summary of reports by KDHE and pre-
pared in compliance with Section 305b of Public Law 92-500.
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America's Clean Water, The States' Evaluation of Progress 1972-1982,
Association of State and Interstate Water Pollution Control Adminis-

trators 1984

Kansas State Water Plan, Kansas Water Authority 1985



SUMMARY

The people of Kansas for
almost a century have been con-
cerned about the quality of water
and adequate supplies. With
increasing demand has come a
growing concern for good quality
management. Assuring an adequate
supply is not sufficient - it
must also be a safe supply.
Although great progress has been
made in water cleanup during the
last decade, Kansas needs to move
progressively forward to improve
its water protection to ensure a
high quality of 1ife for our
citizens by assuring:

- better water quality in

The Department of Health and
Environment is pleased to report
its progress in restoring and
protecting the quality of Kansas
water resources. Pollution over
the last decade has decreased
and more beneficial uses are
supported due to the <improved

streams, lakes and ground-
water;

- more surface and ground water
supporting designate uses;

- more people served by adequate
sewage treatment;

- continued progress by industry
and municipalities in provid-
ing adequate treatment of
wastes; and

- progress toward
management of
sources of pollution.

effective
non-point

Clearly, much remains to be
done. Some communities need to
complete necessary improvements
or construct new plants.
Vigilance 1is required to assure
adequate control prior to dis-

agencies in meeting the goals
of the federal Clean Water Act.
Our local units of government
have provided about one-half
of the $633 million expended
to build, <improve and update
our municipal wastewater treat-
ment facilities <in the state.
This figure does not include

charging to surface waters.
Non-point sources of pollution
must be reduced, and groundwater
quality protected.

Further  progress will be
costly and more difficult, re-
quiring continued support of the
federal, state and local govern-
ment, industry and private citi-
zens.

The past decade has laid a
solid foundation. For the most
part, our water quality has begun
to improve. The progress made
toward cleaner water will serve
us well as we build on past
accomplishments in the years
ahead.

will continue to improve the
water protection and management
programs which help assure a
high quality of life for all
of our people.

)

quality of surface water runoff.
The number of municipalities,
industries and agricultural
facilities permitted under Kansas
statute increased from 600 to !
2,800 facilities over the last our progress will be a tremendous
decade. The owners and operators challenge; but' the  strength
of these facilities are meeting of ouxs econonte and  natural
the permit requirements better envi?onment depend  upon  the
than 90% of the time. This has continuing ?uPPZy of clean wat?r
been accomplished with the co- f?r UL citizens and communi-
operation of private industry ties. With the support of our
and federal, state and local legislature and citizens, Kansas

the investment made by industry
and private citizens.

(s
Barbara J. Sabol, Secretary
Department of Health & Environment

In the coming years, maintaining

John Carlin
Governor

Kansas Department of Health and Environment

Bureau of Water Protection
Forbes Field
Topeka, Kansas 66620





