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Abstract

This report provides a comprehensive overview of my Applied Practice Experience
(APE) at Clay County Medical Center (CCMC), a critical access hospital in Clay Center,
Kansas, and my Integrated Learning Experience (ILE) completed at Kansas State
University (KSU). The purpose of this experience was to apply and integrate public health
knowledge, leadership, and administrative competencies in a real-world rural healthcare
setting. The report begins with a review of literature on rural health disparities and social
determinants of health, emphasizing the challenges that rural populations face.

| completed more than 280 hours of supervised fieldwork. During this time, |
accomplished several major projects including the revision of CCMC'’s Strategic Plan and
mission and vision statements, development of two new organizational policies (Personal
Electronic Device Usage and Public Displays of Affection), creation of a standardized
policy template, and design of two process maps illustrating the Policy Development
Workflow and Billing Cycle. These efforts required the integration of competencies, not
as isolated skills, but as interconnected tools. For example, revising the Strategic Plan
required simultaneous application of leadership, systems thinking, policy development,
collaboration with executive leadership, resource management, and evidence-based
decision-making.

Through these integrated experiences, | strengthened my ability to connect
competencies and advance population health, while gaining a deeper understanding of
the ethical, financial, and operational complexities of sustaining healthcare services in
rural communities. My coursework in healthcare administration, epidemiology,
environmental health, and behavioral public health provided a foundation for analyzing
data, evaluating programs, and applying evidence-based decision-making to
administrative practice. Collectively, these experiences demonstrate the integration of
academic learning with applied public health practice and reinforce my commitment to

advancing health equity, access, and quality outcomes in rural healthcare systems.

Subject Keywords: rural healthcare systems; healthcare administration; healthcare operations;

rural healthcare access barriers; health equity; systems-thinking and strategic-planning
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Chapter 1 - Literature Review

Background

Access to healthcare is a complex concept with many key factors and relevant
considerations that affect both individuals and populations in rural and urban areas alike.
Barriers to healthcare access significantly impact health outcomes of patients (Douthit et
al., 2015). However, research clearly indicates inequities between rural and urban areas,
citing that rural populations face greater barriers to quality healthcare and experience
disproportionate burdens of chronic disease, poorer overall health outcomes, and fewer
opportunities to engage with digital health services (Aron, 2024; Douthit et al., 2015). In
addition, rural health care systems are generally less integrated and more fragmented
than those serving urban populations (Aron, 2024; Dauner & Loomer, 2021). Rural
patients may be reluctant to seek health care in rural areas based on cultural differences,
financial constraints, insufficient resources, lack of transportation, and limited internet
services (Douthit et al., 2015). Ensuring access to healthcare is a multidimensional health
challenge for many rural Americans (Coombs et al., 2022).

Rural populations are not monolithic. They are culturally heterogenous,
widespread across the United States (US), with unique economic factors and social
structures that shape public health priorities and outcomes (Coughlin et al., 2019; Dauner
& Loomer, 2021; Douthit et al., 2015; Matthews et al., 2025; National Rural Health
Association [NRHA], n.d.). Each community has a distinctive mix of characteristics,
including socioeconomic status, racial and ethnic composition, sex, age, family structure,
housing options, environmental conditions, industry presence, healthcare access,
educational attainment, historical context, and more. (Aron, 2024; Kozhimannil &
Henning-Smith, 2021; Matthews et al., 2025). Rural populations’ lack of time and
transportation, paired with geographic isolation living in remote areas compound to create
disparities in care and restrict rural Americans in their efforts to live a normal, healthy life
(Douthit et al., 2015; NRHA, n.d.). Rural residents may also have decreased access to
evidence-based public health interventions and health care services aimed at disease
prevention, screening and treatment, leading to increased mortality in these populations

(Coughlin et al., 2019). These challenges demonstrate the need for multi-level reform.



Efforts should include policy solutions that address workforce shortages, expand service
provision, strengthen rural infrastructure, and target both the rural and social determinants
of health (Douthit et al., 2015; Kozhimannil & Henning-Smith, 2021; Matthews et al., 2025;
NRHA, n.d.; Rural Health Information Hub [RHIH], n.d.-c).

Rural and Social Determinants of Health

Morbidity and Mortality

While Cyr et al. (2019) found no consistent relationship between rural residence,
diagnostic delays, and higher morbidity or mortality rates, the broader literature
contradicts this conclusion. Numerous studies demonstrate that individuals in rural areas
are more likely to be diagnosed at later stages of chronic conditions, such as cancer,
heart disease, and diabetes—and experience higher mortality rates (Coughlin et al.,
2019). Diabetes alone is over fifteen percent (15%) more prevalent in rural populations
compared to urban counterparts (Chen et al., 2018; Coughlin et al., 2019; Matthews et
al., 2025).

Rural residence is associated with a cluster of negative health risk factors and
conditions, including tobacco use, physical inactivity, obesity, food insecurity,
hypertension, mental iliness, and suicide (Aron, 2024; Chen et al., 2018; Coughlin et al.,
2019; Cyr et al., 2019; Matthews et al., 2025; NIHCM, 2023; NRHA, n.d.; Orgera et al.,
2023; Scott, 2024). Consequently, rural populations experience higher rates of morbidity,
premature mortality, and excess deaths, resulting in shorter life expectancy than urban
residents (Chen et al., 2018; Coughlin et al., 2019; HRSA, 2019; Maganty et al., 2023;
Matthews et al., 2025; Natarajan et al., 2023; NIHCM, 2023; NRHA, n.d.; Orgera et al.,
2023; RHIH, n.d.-b).

Between 1999 and 2019, the rural-urban mortality gap widened significantly: the
age-adjusted death rate in rural areas rose to 20% higher than in urban areas, up from a
7% difference two decades earlier (RHIH, n.d.-b; Scott, 2024). Each of the ten leading
causes of death in the United States shows higher rural mortality rates, including heart
disease, cancer, chronic lower respiratory disease, stroke, and unintentional injuries
(Coughlin et al., 2019; NIHCM, 2023; RHIH, n.d.-b; Scott, 2024). Rural areas also
reported higher COVID-19 death rates (RHIH, n.d.-b). Even before the pandemic, life



expectancy among rural residents was nearly three years shorter than for urban
populations (Aron, 2024; NIHCM, 2023; RHIH, n.d.-b).

Infant and child health outcomes reflect similar disparities. Rural infant mortality is
elevated due to socioeconomic disadvantage, limited healthcare access, and higher
prevalence of risk factors (RHIH, n.d.-c). Children in rural areas face increased exposure
to poverty, food insecurity, under-resourced schools, and adverse childhood experiences
(ACEs), all of which contribute to poorer lifelong health outcomes. Limited early childhood
education and childcare, which affects more than 50% of rural communities, exacerbates
these inequities (RHIH, n.d.-c). Mental health disparities are also pronounced; rural youth
suicide rates are nearly double those of urban youth, a gap that continues to widen
(Coughlin et al., 2019).

Population

Following decades of population decline, rural America has experienced modest
growth since 2020, largely attributed to migration trends during the COVID-19 pandemic
(NIHCM, 2023). Although non-Hispanic White individuals comprise the majority of rural
residents, racial and ethnic diversity is increasing; by 2020, one-fifth of rural Americans
were people of color, a proportion expected to rise (Kozhimannil & Henning-Smith, 2021;
Orgera et al., 2023). Rural populations tend to be older, include a higher percentage of
veterans, and face elevated health risks (Coughlin et al., 2019; Governmental
Accountability Office [GAQO], 2023; Kozhimannil & Henning-Smith, 2021; Matthews et al.,
2025; NIHCM, 2023). Despite comparable primary care utilization rates, rural residents
experience poorer health outcomes, driven by higher poverty, lower educational
attainment, and limited access to specialty and emergency services (Coughlin et al.,
2019; Orgera et al., 2023; Scott, 2024). Socioeconomic inequities are deeply rooted. Per
capita income in rural areas remains below the national average, and rural residents are
more likely to live below the poverty line, experience unemployment, and lack health
insurance (Chen et al., 2018; Coombs et al., 2022; Coughlin et al., 2019; Douthit et al.,
2015; Kozhimannil & Henning-Smith, 2021; NRHA, n.d.; Orgera et al., 2023; RHIH, n.d.-
b; RHIH, n.d.-c; Scott, 2024). Disability rates are also higher in rural communities
(Coughlin et al., 2019; Orgera et al., 2023; RHIH, n.d.-b).



Environmental and infrastructural challenges further compound health risks. Many
rural communities face barriers to safe and affordable housing, transportation, food, and
water (RHIH, n.d.-c). Geographic isolation often places residents in food deserts, limiting
access to nutritious options, particularly for those with low income or limited mobility
(RHIH, n.d.-c; Scott, 2024). A greater proportion of rural households depend on
Supplemental Nutrition Assistance Program (SNAP) benefits compared to urban
counterparts (NRHA, n.d.; Orgera et al., 2023). Additionally, rural areas face
environmental health risks, including exposure to pesticides, agricultural waste, and
groundwater contamination (RHIH, n.d.-c).

Healthcare access remains one of the most critical determinants of rural health.
Despite comprising roughly one-fifth of the U.S. population, rural areas are served by only
one-tenth of clinicians (Coombs et al., 2022; Cyr et al., 2019; GAO, 2023; Kozhimannil &
Henning-Smith, 2021). Over eighty percent (80%) of rural America is medically
underserved, and more than sixty percent (60%) of health professional shortage areas
are rural (NIHCM, 2023). Rural hospitals face mounting financial instability, driven by
lower patient volumes, limited service offerings, reduced reimbursement from private
payers, and competition from larger regional health systems (HRSA, 2019; Maganty et
al., 2023). Since 2010, over 110 rural hospitals have closed, with obstetric unit closures
exceeding 150 between 2004 and 2014 (GAO, 2023; HRSA, 2019). According to the
NIHCM (2023), at least twenty-five percent (25%) of rural hospitals in most states are at

risk of closure.

Barriers to Healthcare Access in Rural Areas

Rural residents face extensive and multifactorial barriers to healthcare access that
contribute to persistent health disparities and inequities (Cyr et al., 2019). Transportation
limitations, geographic isolation, provider shortages, financial constraints, and social

factors collectively reduce access to timely, quality care.



Transportation and Geography

Limited or absent public transportation and long travel distances are primary
obstacles to accessing care (Coombs et al., 2022; Coughlin et al., 2019; Douthit et al.,
2015; Maganty et al., 2023; Natarajan et al., 2023; NRHA, n.d.; RHIH, n.d.-a). Patients
without personal vehicles, paid leave, or physical mobility often miss appointments or
delay care. These challenges are compounded in geographically dispersed areas with
few healthcare facilities (RHIH, n.d.-a; Scott, 2024).

Provider Shortages

The rural provider-to-population ratio remains significantly lower than in urban
areas (Chen et al., 2018; Coombs et al., 2022; Coughlin et al., 2019; NRHA, n.d.; Orgera
et al., 2023). Fewer physicians, coupled with an aging workforce, almost 30% nearing
retirement, and a limited rural pipeline for new providers, all conspire to intensify
shortages (Maganty et al., 2023). Specialists and subspecialists are particularly scarce,
forcing primary care providers to manage complex conditions beyond their typical scope
of practice (Coughlin et al., 2019; Cyr et al., 2019; Douthit et al., 2015; Maganty et al.,
2023; Natarajan et al.,, 2023; RHIH, n.d.-a; RHIH, n.d.-b; Scott, 2024). Provider
satisfaction, fragmented communication, and limited interprofessional collaboration

further constrain access and quality (Cyr et al., 2019).

Service Availability

Many rural areas lack essential services, including home health, hospice, mental
health, substance use treatment, oral health, and reproductive care. When such services
are unavailable, emergency departments and primary care providers often absorb the
demand, straining already limited resources (RHIH, n.d.-a). Provider burnout, short
appointment durations, and limited resources limit the ability to address patients’

psychosocial and economic needs (Douthit et al., 2015; Maganty et al., 2023).
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Economic and Insurance Barriers

Financial barriers, like uninsurance, underinsurance, and limited reimbursement remain
among the strongest determinants of access. Rural residents often face fewer insurance
options, higher premiums, and reduced employer-sponsored coverage due to the
prevalence of small businesses and self-employment (Coombs et al., 2022; Coughlin et
al., 2019; Douthit et al., 2015; Maganty et al., 2023; RHIH, n.d.-a; Scott, 2024). Even
insured patients may experience limited access when providers decline certain public
insurance plans due to low reimbursement rates (Cyr et al., 2019; Orgera et al., 2023).
Rural residents often face higher co-pays and deductibles than urban residents for the
same insurance plans, and some insurers limit benefits to only urban areas. This results
in less comprehensive coverage for rural populations, contributing to greater health
disparities and inequities (Douthit et al., 2015; RHIH, n.d.-a).

Social and Cultural Barriers

Rural residents often experience low health literacy, which impedes navigation of
the healthcare system and discourages care-seeking (Chen et al., 2018; Coughlin et al.,
2019; RHIH, n.d.-a; RHIH, n.d.-c). Privacy concerns, social stigma, and limited cultural
awareness among providers are significant barriers to healthcare access in rural areas.
In small communities, patients often personally know healthcare staff as neighbors,
friends, or church members, which can make them uncomfortable seeking care,
especially for stigmatized services such as mental health, substance use, or reproductive
care. These close social ties can blur professional boundaries and raise fears about
confidentiality, leading some individuals to avoid or delay seeking treatment. Stigma and
discrimination can further discourage engagement, with some residents even feeling
judged for accessing care for common illnesses. Enhancing provider cultural competence
and integrating multiple services within the same facility can help reduce stigma and
protect patient privacy, ultimately improving access to care (Cyr et al., 2019; Douthit et
al., 2015; Maganty et al., 2023; RHIH, n.d.-a).
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Technological Barriers

Although telehealth offers potential to bridge access gaps, disparities in broadband
access, technological literacy, and insurance reimbursement limit its effectiveness.
Approximately 20% of rural residents lack broadband access, compared with only 1% of
urban residents (GAO, 2023; NIHCM, 2023; RHIH, n.d.-a). Half of rural Americans lack
access to minimum internet speed benchmarks, as set by the Federal Communications
Commission (NRHA, n.d.). These technological and infrastructural barriers perpetuate
the “digital divide,” reinforcing disparities rather than alleviating them (Chen et al., 2018;
Cyr et al., 2019; Douthit et al., 2015; HRSA 2019; Maganty et al., 2023; Orgera et al.,
2023; RHIH, n.d.-c).

Systemic and Structural Challenges

A qualitative study by Coombs et al. (2022) identified five major systemic barriers
in rural healthcare: (1) friction between rural identity and healthcare systems, (2) lack of
cultural integration, (3) fragmented provider communication, (4) disproportionate time and
resource constraints, and (5) prioritization of profit over access. Together, these structural

and cultural barriers reinforce inequities across the continuum of care.

Facilitators and Strategies to Improve Access

Despite persistent barriers, a variety of strategies and facilitators can enhance access to

care in rural communities.

Workforce and Recruitment Initiatives
Expanding the use of advanced practice providers (APPs) such as nurse
practitioners and physician assistants can mitigate provider shortages (HRSA, 2019;
Maganty et al., 2023). “Home-grown” recruitment, including training and retaining local
residents, has proven effective for workforce stability (HRSA, 2019). Incentives including
loan repayment, scholarships, and rural-focused residency programs further promote
recruitment and retention (NIHCM, 2023; Orgera et al., 2023). Additionally, increasing

pay, benefits, flexibility in working hours, and other incentives may be key to retaining
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healthcare staff (RHIH, n.d.-a). Programs such as the National Health Service Corps
(NHSC) and the Conrad 30 Waiver Program support these goals by addressing provider
maldistribution (Orgera et al., 2023).

Policy and Organizational Strategies
Policies that allocate training resources, adjust reimbursement models, and
expand insurance coverage can facilitate access (Cyr et al., 2019). Organizational
leadership and culture also play key roles through performance improvement, care

coordination, and strategic partnerships.

Telehealth Expansion
Telehealth remains a promising tool for connecting patients with both primary and
specialty care, though it requires concurrent investment in broadband infrastructure,
digital literacy, and reimbursement parity (Chen et al., 2018; Coughlin et al., 2019; Cyr et
al., 2019; Douthit et al., 2015; GAO, 2023; HRSA 2019; Maganty et al., 2023; Orgera et
al., 2023; RHIH, n.d.-a; RHIH, n.d.-c; Scott, 2024).

Financial and Logistical Supports
Sliding fee scales, subsidized care services, and transportation assistance can

directly reduce financial barriers to care (Douthit et al., 2015; Maganty et al., 2023).

Infrastructure and Service Integration

Improving healthcare infrastructure is essential to increasing access to care in rural
areas. Co-locating ancillary services, such as laboratory, imaging, therapies, and social
services, within the same facility enhances efficiency, simplifies logistics, and makes care
more convenient for patients. Integrating emergency, primary, and specialty care under
one system allows patients to access multiple services in a single visit, reducing travel
and time burdens. Beyond direct medical care, expanding supportive services such as
health education, care coordination, psychiatric care, and social services further
strengthens community health. Additionally, establishing formal collaborative networks

between local providers and visiting specialists, including rotating specialty day clinics,
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can extend access to specialized care without requiring permanent on-site staffing
(Maganty et al., 2023; Matthews et al., 2025).

Innovative Care Models
Rural-specific models—including Federally Qualified Health Centers (FQHCs),
Critical Access Hospitals (CAHs), and Rural Emergency Hospitals (REHs)—provide
frameworks for sustainable care delivery (Orgera et al., 2023). Mobile Health Clinics,
Rural Health Clinics (RHCs), Community Paramedicine, and Community Health Worker
(CHW) programs further strengthen access and care coordination (Coughlin et al., 2019;
Maganty et al., 2023; Orgera et al., 2023; RHIH, n.d.-a).

Collaborative Networks
Partnerships with large health systems, teaching hospitals, Accountable Care
Organizations (ACOs), and Clinically Integrated Networks (CIN) can increase capacity,
resource sharing, and specialty availability while supporting training opportunities in rural
areas (Coughlin et al., 2019; Orgera et al., 2023; RHIH, n.d.-a).

Clay County Medical Center

My Applied Practice Experience (APE) was completed at Clay County Medical
Center (CCMC). The primary goal for this experience was to develop the skills and
knowledge necessary to become an effective healthcare administrator in a successful
and growing rural healthcare institution. This hands-on, applied learning experience
(APE) was completed part-time between May 2025 and August 2025 with more than 280
hours spent on-site engaging in meetings, accomplishing my learning objectives,
participating in ongoing organization activities, and creation/completion of portfolio
products as detailed in Chapters 2, 3, and 5.

Clay County Medical Center is located at 617 Liberty Street, Clay Center, Kansas.
It is a cutting-edge facility, employing more than three hundred (300) staff across forty
(40) departments to provide comprehensive care to the community it serves. The facility
is a twenty-five (25) bed Critical Access Hospital, including three (3) intensive care unit

beds, three (3) obstetrics/gynecology suites, and nineteen (19) beds for inpatient care.
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The hospital is connected to the emergency department, as well as the laboratory and
radiology department.

Clay County Medical Center also includes a new mental/behavioral health clinic,
two specialty clinics with contracting providers, a surgery suite, and a wellness center
with exercise equipment and an indoor heated pool. Additionally, they offer cardiac rehab,
respiratory therapy, speech therapy, physical therapy, occupational therapy, pediatric
therapy, pain management, immunizations and vaccines, and wound care. Clay County
Medical Center also has five rural health clinics (RHC), one of which is connected to the
facility in Clay Center, while the remaining four (4) are located in surrounding
communities. The organization also owns and operates Meadowlark Hospice and Senior
Life Solutions.

Contracting providers in the specialty clinics provide care in audiology, cardiology,
dermatology, endocrinology, otolaryngology (ears, nose, throat), foot care, nephrology,
neurology, oncology, ophthalmology, orthopedics, pain management, podiatry,
pulmonology, surgery, urology, women’s health, and wound care. Outside of healthcare,
the facility is also well known among community members for its great dining experience,

with home-cooked meals daily in the kitchen and a fun atmosphere in the dining room.

Preceptor

My primary preceptor for the APE was Austin Gillard. He received his bachelor’'s
degree in business management and leadership from the University of Kansas. Mr.
Gillard then went on to earn his Master of Health Administration degree from the
University of Missouri-Columbia. Austin completed an administrative fellowship at Pratt
Regional Medical Center in Pratt, Kansas. Following this, Mr. Gillard served as the CEO
of Genoa Medical Facilities in Genoa, Nebraska. He was the CEO there for almost two
(2) years before he moved to Clay Center. Mr. Austin Gillard is the current Chief Executive
Officer (CEO) of Clay County Medical Center, a role which he has served in for more than
ten (10) years. Austin, cooperatively with his wife, also co-owns and operates the Rural
Development Group, with a goal of providing quality housing options in rural communities.

Austin is notable for his involvement in organizations outside of his work as CEO.

Austin is a Fellow of the American College of Healthcare Executives (FACHE). He was

15



awarded the Senior-Level Healthcare Executive Regent’'s Award from this organization.
Mr. Gillard is a National Rural Health Association Rural Health Fellow. As the past
president, he serves on the board of the Kansas Association of Healthcare Executives.
Austin is a member of the Board of Directors for KHIN (Kansas health information
network), which is a KONZA partner. Additionally, he is a board member of the Sunflower
Health Network. Mr. Gillard was recently elected to serve on the Board of Directors for
the Kansas Hospital Association. Outside of these numerous engagements, he excels in
his position as CEO. He has been recognized many times in the past decade by Becker’'s

Hospital Review’s annual list of “Rural Hospital and Health System CEOs to Know.”

Awards

Clay County Medical Center has received several prestigious awards, indicating
excellence in quality, service, and leadership. From the Chartis Center for Rural Health,
CCMC earned a “Performance Leadership Award” for excellence in “Patient Perspective.”
Additionally, for the 4™ time in 10 years, CCMC was recognized as a “Top 100 Critical
Access Hospital” from the Chartis Center for Rural Health. They were also honored as
second-runner up for “Health Quality Innovator of the Year,” in the category “Population
Health”, from the Health Quality Innovators national organization. Clay County Medical
Center (CCMC) also earned a 5-star rating for hospital cleanliness, recognized by the
Centers for Medicare & Medicaid Services (CMS) for exceptional performance in patient
experience. From the Women’s Choice Award®, CCMC was recognized as one of “100
Best Hospitals for Patient Experience,” as well as “Best Hospital for Emergency Room
Wait Time and Efficiency” and “Best Hospital for Emergency Care.” Becker’s Hospital
Review awards two 5-star ratings to CCMC, for “patient recommendations” and
“‘cleanliness,” based on Hospital Consumer Assessment of Healthcare Providers and
Systems (HCAHPS) survey data. From Becker’s Hospital Review, Clay County Medical
Center was also included in the list of best hospitals for nurse communication in Kansas.
Clay County Medical Center was also among those nationally recognized by the

American Heart Association for high-quality cardiovascular care.
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Additional Mentors

At Clay County Medical Center, | also was mentored by and worked closely with
the members of the Executive Committee. These include Angela Kobel, Chief Financial
Officer; Jessica Badsky, Director of Outpatient Services; Julie Crimmins, Director of
Inpatient Services; Christi Rice, Human Resources Director; Dr. John Kelley, Chief
Medical Officer/ Emergency Department Director; and Amy Burr, Hospice Program
Director.

The literature on rural health disparities, system-level barriers, and social
determinants of health directly shaped the rationale and design of my Applied Practice
Experience. Understanding how structural challenges, such as limited access to care,
workforce shortages, and financial constraints, impact rural health outcomes informed my
decision to focus on strategic planning, policy development, and workflow analysis at Clay
County Medical Center. This evidence also influenced how | approached administrative
decision-making, emphasizing the need for efficiency, clarity, and cross-departmental
collaboration to strengthen the institution’s ability to address rural health inequities. By
grounding my project in the research, | was able to integrate public health theory with
practical administrative work, ensuring that each activity supported broader goals related
to access, quality, and equity. This foundation guided the learning objectives and
responsibilities described in Chapter 2, shaping how | applied MPH competencies
throughout the APE.
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Chapter 2 - Learning Objectives and Project Description

Project Description

My Applied Practice Experience (APE), titled “Exploring Rural Healthcare
Systems: An Administrative Learning Approach to Operations, Growth, and Success”
occurred from May 2025 to August 2025, where | completed more than 280 hours on-site
accomplishing my learning objectives, activities, responsibilities, and completing my
portfolio products as detailed in Chapter 3 and executing my Master of Public Health
Competencies as detailed in Chapter 5.

The principal goal of my experience was to learn how to become an effective
healthcare administrator within a successful and growing rural healthcare institution. From
concept to execution, | was entrusted with essential weekly responsibilities that provided
hands-on exposure to healthcare operations and management. | also aimed to develop
the leadership skills and administrative knowledge necessary to understand the non-
clinical dimensions of healthcare delivery. Critical work assignments strengthened my
analytical, organizational, and decision-making abilities. In addition to the tangible
products presented later in this report, key accomplishments included researching quality-
based reimbursement programs and brainstorming quality improvement initiatives,
designing holiday schedules for ancillary services, investigating billing discrepancies in
monthly internal reports with external billing records, coordinating employee BBQ prize
distribution, and contributing to the development of new mission and vision statements.

My primary mentor and preceptor for my internship, Austin Gillard, Chief Executive
Officer, was an exceptional resource and role model. His recognition on the annual list of
“118 Rural Hospital and Health System CEOs to Know in 2025” from Becker’s Hospital
Review, for the 4" year in a row, truly shows his strategic leadership and significant impact
in rural healthcare. | am deeply grateful for the unrestricted access that | was given at
Clay County Medical Center. Immersing myself in the organization provided a
comprehensive understanding of its structure, workflows, and personnel, as well as
valuable insight into healthcare administration, financial operations, regulatory
compliance, insurance processes, and policy development. This chapter discusses

learning objectives, activities, and responsibilities completed during the APE.
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Learning Objectives

Table 2.1 Summary of Learning Objectives

e Develop and demonstrate administrative skills

¢ lllustrate ability to use electronic medical record (EMR) technology

e Advance and demonstrate communication skills

¢ |dentify new personnel, design and deliver an onboarding program

e Analyze healthcare financial management and administrative decision-making

e Analyze growth and success factors of a rural health care facility

e Learn how to propose a new facility project

e Learn about personnel, roles, and responsibilities in a rural healthcare facility

> #1- Develop administrative skills and demonstrate proficiency in these by
creating at least one agenda, coordinating at least one team meeting, and
facilitating at least one meeting, using professional communication and
scheduling tools
| communicated with team members every week to request agenda items as | made
the agendas for the Strategy meeting and Executive Committee meeting. | compiled
necessary materials for meetings, including email printouts, presentations, policies, and
any additional documents or discussion items. Over the course of the internship, |
developed more than fifteen agendas. | coordinated and facilitated more than five
meetings during the internship. | utilized professional email communication and Outlook

Calendar Scheduling Assistant to maximize availability and attendance.

> #2- After receiving training, illustrate ability to operate Cerner for necessary
internship related tasks

| was not asked, nor was | ever required, during the internship experience, to utilize

Cerner (the electronic medical record [EMR] that CCMC utilizes) for any tasks. However,

| elected to receive basic training on it to identify functions of each app within Cerner. |

learned how to run different reports, analyze data, request maintenance, merge accounts,

and upload faxes. | also was taught how to view electronic medical records and access
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registration and scheduling, as well as all apps related to finances, including for

purchasing, charges, supply usage, coding, billing, and health information management.

> #3- Demonstrate communication skills, including but not limited to large
group and small group communication through facilitation and participation
in meetings. Additionally, | will advance interpersonal communication, active
listening, and written and oral communication skills.

Much of my time during my applied practice experience (APE) was spent attending
meetings, as this is a regular occurrence for healthcare administrators. Large group
meetings | attended include department manager meetings, full medical provider staff
meetings, weekly huddle meetings, Kansas Association of Health Care Executives board
meeting, interdisciplinary hospice group meeting, and Kansas Hospital Association
meetings. Small group meetings include Strategy meetings, Executive Committee
meetings, quality meetings, human resources meetings, rural health clinic (RHC)
workflow meetings, RHC transition meetings, revenue cycle action team (RCAT)
meetings, patient and family advisory committee (PFAC) meetings, pharmacy and
therapeutics meetings, accountable care organization (ACO) meetings, and meetings
with contractors.

| also had the unique opportunity to observe/ shadow meetings with different members
of leadership and employees. For example, for the first several days there, | attended all
meetings that Austin attended, including his one-on-one weekly check-ins with executive
leaders and department managers. This helped me transition into the organization better,
as | learned who each person was and what their role entailed, as well as updates within
the organization and future goals. This inside perspective with full access to the
organization early on in my experience helped me to better to establish myself as a
member of the team and assist with projects that aligned with the values of the
organization. | also listened during meetings with lawyers to teach me about the legal
elements in healthcare administration.

| facilitated several meetings, as mentioned in learning objective #1. Additionally, |
participated in several one-on-one meetings with employees, particularly when

collaborating on projects together and during my internship interviews for my APE.
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Through participation in meetings, coordination on projects, and completion of products |
practiced active listening and advanced my interpersonal communication skills by

improving my written, verbal, and nonverbal communication skills.

> #4- ldentify new personnel to expand services, design and deliver an
onboarding program for new employees by assembling training documents,
explaining role expectations, and instructing them on using key
technologies and systems necessary for daily operations

For this objective, | worked closely with Christi Rice, Human Resources Director, and
Paige Hill, Education Coordinator, to understand the process of recruiting, hiring, and
onboarding new employees. This process begins with identifying opportunities to expand
or enhance services, followed by posting and filling new positions through HR’s formal
recruitment process.

Once a candidate is selected, Employee Health verifies health records, while HR
completes background and licensure checks, and collects essential compliance
documentation such as HIPAA and risk agreements. | observed how job offers are
extended and learned the importance of clear communication regarding expectations and
next steps.

Paige Hill guided me through the onboarding and orientation process, including the
design and coordination of orientation days. She collaborates with HR, IT, marketing, and
department heads to ensure new employees receive information on organizational
policies, benefits, technology access, and department workflows. During this period, new
hires are introduced to the organization’s mission, vision, values, and key technologies
such as Paycor and the electronic medical record.

Following general orientation, employees complete department-specific training and
on-the-job learning focused on their roles, systems, and procedures. Performance and
integration are assessed at 30-, 60-, and 120-day intervals before the probationary period
concludes.

As an intern, my own onboarding was an abbreviated version of this process. Later, |
assisted in orienting a new intern by providing a facility tour, outlining role expectations,

demonstrating key technologies, and briefing him on ongoing projects.
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> #5- Analyze healthcare financial management and administrative decision-
making to understand how budgeting, planning, and policy influence system
growth and sustainability

Successful healthcare management relies heavily on sound financial oversight and
strategic planning. Through meetings with Angela Kobel, the Chief Financial Officer, |
learned how to interpret key financial documents, including budgets, balance sheets,
and statements of revenue and expenses, as well as the annual cost report submitted
to the Centers for Medicare and Medicaid Services (CMS). | analyzed discrepancies
between internal financial reports and external billing records, reinforcing the
importance of reconciliation and accuracy in fiscal management.

By reviewing contracts with medical providers and other essential service vendors,
and participating in project budget discussions, | gained insight into how financial
decisions, resource allocation, and legal considerations impact organizational
operations and growth. My involvement in construction meetings enhanced my
understanding of cost management, timelines, and contingency planning.

Additionally, | developed a broader perspective on the role of payers, including
governmental payers (e.g. Medicare, Medicaid, Tricare), commercial payers (e.g.
BlueCross Blue Shield, Cigna, United Healthcare, Aetna), and self-pay (e.g. co-pay,
co-insurance, deductibles and underinsured and uninsured individuals), and how they
influence healthcare revenue and sustainability. Researching quality-based
reimbursement programs (QBRPs) deepened my understanding of the relationship
between quality care, evidence-based practice, and financial incentives.

Finally, observing new innovations such as Al charting, workflow redesign, and
EMR updates illustrated how leadership balances productivity, financial sustainability,
and quality of care. Updating the strategic plan and revising organizational policies
further strengthened my understanding of how budgeting, planning, and policy

development collectively support system growth and long-term success.
> #6- Analyze growth and success factors of a rural health care facility by

conducting interviews with healthcare leaders, participating in meetings

with stakeholders, and attending board meetings
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To analyze the growth and success factors of Clay County Medical Center
(CCMC), | conducted qualitative interviews with organizational leaders and performed
a thematic analysis of their responses. Several key themes emerged that reflected the
organization’s culture, leadership approach, and strategic direction.

Leaders consistently emphasized the importance of a positive organizational
culture, servant leadership, and strong team buy-in. Team empowerment and
interdepartmental collaboration are crucial for organizational prosperity. They
highlighted a collective “we” mentality, recognizing that shared responsibility
contributes to both patient outcomes and institutional success. Many described a
passion for rural healthcare, commitment to serving others, and a growth mindset
centered on adaptability, continuous improvement, and innovation. Additional themes
included strategic and forward-thinking leadership and a dedication to high-quality,
accessible care that extends beyond patients to families, employees, and the broader
community.

Community engagement, education, and outreach were seen as essential to
improving population health and expanding access to services. Leaders also noted
the strategic role of marketing in “controlling the narrative,” effectively communicating
services, promoting organizational strengths, and encouraging patients to seek care
locally. Additionally, they highlighted the importance of addressing social determinants
of health and maintaining close connections with the community.

Leadership at CCMC is both top-down and proactive, fostering an environment
that encourages creative and strategic thinking to address challenges and develop
sustainable solutions. Leaders described cultivating a culture of change, with a strong
focus on growth, learning, and continuous development. The organization’s visionary
leadership ensures that new ideas are actively explored and implemented to improve
patient care and operational efficiency.

Success was often defined in terms of financial sustainability, team satisfaction,
staff retention, and the ability to provide necessary resources for employees to thrive.
Challenges included patient affordability, limited rural resources, geographic barriers,
and state and federal policies that may not always align with rural healthcare realities.
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Leaders noted that changing policies and regulations can further complicate
compliance and impact rural healthcare delivery.

In addition to the interviews, | regularly participated in internal and external
meetings, gaining perspective on decision-making processes and organizational
strategies that shape rural healthcare delivery. | also attended the Board of Trustees
meetings on June 23 and August 18, which provided deeper insight into leadership
priorities, governance, and strategic planning within a successful and growing rural

healthcare system.

> #7- Learn how to propose a new facility project by developing a detailed
proposal, identifying and securing funding, and collaborating to design a
facility plan
Throughout my internship, | had the opportunity to observe the construction of new
facilities and the implementation of new clinical services at Clay County Medical Center.
| attended meetings with the construction team, participated in regular walk-throughs, and
joined transition and hiring meetings related to new positions. Participating in construction
project update meetings gave me a deeper understanding of budgeting and resource
management, including costs of supplies and labor, allowances and contingencies,
consideration of timelines, the collaborative process among contractors (e.g. roofing,
painting, flooring) as well as factors that may disrupt construction such as weather,
inspections, and back-order for supplies. These experiences provided valuable insight
into the processes, decision-making, and collaboration necessary to successfully plan
and execute facility expansion projects.
| gained a broad understanding of the planning, approval, and bidding processes
involved in healthcare facility development. | also learned how financial feasibility is
assessed, including determining whether expansion can be funded internally or if external
funding sources, such as grants, are needed. Additionally, | gained an understanding of
the regulatory considerations that apply not only to the physical construction of healthcare
facilities but also to the services provided within them. Equally important, | observed how
the organization engages with the community to identify healthcare needs, expand

service locations, and increase access to care in rural areas.
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> #8- Learn about personnel, roles, and responsibilities necessary for the

implementation and success of a rural healthcare facility

To understand the personnel, roles, and responsibilities essential for the
implementation and success of a rural healthcare facility, | gained firsthand experience
working alongside team members across multiple departments at Clay County Medical
Center. Through meetings, shadowing opportunities, and collaboration with clinical,
administrative, and support teams, | learned how each role contributes to operational
efficiency, patient care quality, and organizational sustainability. | observed how effective
communication, clear role delineation, and shared accountability are critical to
maintaining smooth operations.

Additionally, | examined the organizational chart to better understand reporting
structures and the hierarchy within the facility. Reviewing job descriptions and
participating in the hiring and onboarding processes (through Learning Objective #4)
provided valuable insight into personnel management and workforce development.
Observing, collaborating on projects, and attending meetings (described in Learning
Objective #3) further reinforced my understanding of how coordinated teamwork drives
success in a rural healthcare environment. The creation of internship products and
completion of related competencies also directly supported the achievement of this

learning objective.

Activities and Responsibilities

Table 2.2 Summary of Themes of Activities and Responsibilities

e Leadership Observation and Organizational Culture

e Administrative & Leadership Development

e Operational Responsibilities

e Policy and Governance

e Financial & Resource Management

e Quality Improvement

e Human Resources and Personnel Management

e Community Health & Public Health Integration
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¢ Marketing & Communication

e Systems Thinking & Project Design

e Clinical and Compliance Exposure

Leadership Observation and Organizational Culture

« Attended meetings that reflected collaboration and shared decision-making across
departments.

e Learned how culture, communication, and leadership styles shape organizational
effectiveness.

o Observed servant leadership across all levels, particularly among the CEO and
executive team, who regularly asked “What can | do for you?” to all they
encountered

o Participated in leadership discussions on technology, safety, and operational
services.

o Witnessed leaders intentionally reinforce CCMC’s mission, vision, and values at
the beginning of meetings.

« Shadowed leaders and professionals across clinical, administrative, and support
departments.

e Observed top-down leadership practices and decision-making processes.

e« Reviewed and analyzed the organizational chart to understand roles, reporting
relationships, and departmental functions.

« Participated in projects, processes, and activities in progress at CCMC, including

o Riley Family Physicians expansion project

o Hire and train new mental health providers

o Expand services offered and hire professionals in different specialty areas
o Move providers into new suite

o Open vaccine and immunization clinic

Administrative & Leadership Development
e Developed a deeper understanding of healthcare administration, leadership, and

operations in a rural setting.
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Participated in leadership and department meetings with executives and
department heads.

Engaged in strategic discussions emphasizing proactive leadership, creative and
strategic thinking, and fostering a culture of growth and learning.

Collaborated with administrative teams to learn how to streamline internal clinical,
financial, and administrative workflows and communication.

Executed reflective learning through report writing, product creation, and
evaluation of competencies

Participated in strategic discussions on new treatment options and service
expansion.

Strengthened communication, teamwork, and analytical skills through cross-
departmental collaboration.

Observed and documented workflows across multiple departments to understand
operational efficiency.

Learned how to support department heads in scheduling, staffing, and

communication tasks.

Operational Responsibilities
Contributed to the development of new mission and vision statements for Clay
County Medical Center through the organization and facilitation of stakeholder
discussions
Developed weekly agendas for leadership meetings
Evaluated and revised the Strategic Plan
Designed holiday schedules for ancillary service departments.
Investigated billing discrepancies between internal monthly reports and external
billing records
Helped coordinate hospital-wide events such as the employee BBQ and assisted
with prize selection and distribution.
Supported policy development and revision initiatives.
Researched quality-based reimbursement programs and brainstormed quality

improvement initiatives.
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Created process maps to visually represent organizational workflows, such as
billing cycles and policy development processes.

Assisted in the creation and implementation of new organizational policies using a
standardized policy template.

Utilized Microsoft Office Suite to create documents, manage spreadsheets,
prepare presentations, and handle professional email communication.

Supported the CEO after reviewing policies, procedures, and organizational
documents by finalizing approval in PolicyManager for him

Collaborated with another intern and provided orientation and project training.
Assisted the dietary department to cover shifts during staffing shortages.

Served sno-cones to team members, patients, and community members as part

of a community engagement event.

Policy and Governance

Reviewed blueprints and facility layouts for building and expansion projects.
Met with legal counsel to discuss provider contractual concerns.
Discussed implications of changing state and federal policies on operations and
personnel.
After the CEO reviewed and approved organizational documents, | was trusted to
finalize his approval in PolicyManager on a wide range of policies of procedures.
Notable documents included:

o Quality Assessment and Performance Improvement (QAPI) plan

o Consent forms and procedural instructions

o Billing procedures and test sheets

o Hazard and vulnerability analyses

o Strategic National Stockpile (SNS) management

o Hospice safety protocols and aromatherapy treatment guidelines

o Communication and confidentiality policies

o Mobile device agreement and nursing schedule agreements

o Declarations of Intent
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o Emergency operations and disaster response plans, including evacuation
protocols (active shooter, bomb threat, cyber security incident, hazardous
materials, infectious diseases, natural disaster, etc.)

o Emergency department education and poisoning policies

o New hire orientation program and checklist

o Other clinical and administrative policies and procedures

Financial & Resource Management
Learned about financial systems, reimbursement models, and billing processes.
Designed a process map to explain the financial workflow within healthcare billing
cycles.
Gained exposure to budgeting principles and resource management tools.
Reviewed contracts with medical providers and external vendors (e.g., EMR
technology company, pharmacy services, utilities, and materials management).
Learned how financial, regulatory, and insurance considerations influence

administrative decisions.

Quality Improvement
Participated in discussions and initiatives addressing healthcare quality metrics
and patient outcomes.
Contributed to the design and review of quality and compliance-related policies.
Learned how to develop internal tools for tracking progress and ensuring

accountability.

Human Resources and Personnel Management
Gained experience with corrective action and disciplinary processes, including
appropriate language and referencing policies.
Learned about payroll operations, benefits administration, and full-time equivalents
(FTE).
Participated in the hiring and onboarding process for new employees, reviewing

job descriptions and organizational structure.
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Learned the importance of job titles, descriptions, and role expectations in HR
documentation.

Examined personnel roles and responsibilities critical to successful rural
healthcare operations.

Learned about the importance of HR and leadership understanding and enforcing
organizational policies

Engaged in staff training and organizational development activities.

Observed personnel transitions and leadership development during organizational
growth.

Participated in discussions on training new leaders and ensuring role readiness.
Learned about Emergency Medical Leave (EML) and the Family and Medical
Leave Act (FMLA).

Community Health & Public Health Integration
Explored how addressing social determinants of health impacts healthcare
delivery in rural settings.
Participated in initiatives connecting public health and healthcare administration.
Observed community outreach and patient engagement activities designed to
improve access to care.

Discussed strategies for improving health equity in rural populations.

Marketing & Communication
Participated in discussions on “controlling the narrative” through marketing and
communication strategies.
Observed how internal and external communication practices shape
organizational reputation and engagement.
Drafted professional communications and assisted with written materials for

internal and external stakeholders.

Systems Thinking & Project Design
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Applied systems thinking tools (process mapping) to analyze organizational
workflows and provide visual tools.

Designed population-based policies to improve patient satisfaction and quality
outcomes.

Created replicable frameworks to support continuous improvement and data-
driven decision-making.

Integrated perspectives from multiple sectors (clinical, administrative, financial) to

promote organizational success.

Clinical and Compliance Exposure
Received training on the electronic medical record (EMR) system.
Learned about the drug formulary, pharmacy operations, and DEA regulations.
Participated in Quality and Corporate Compliance meetings.
Learned about performance improvement plans and evaluation procedures.

Reviewed confidentiality practices for both patient and business information.

Key Learnings and Takeaways
Witnessed how forward-thinking leadership contributes to continuous growth and
success across the organization.
Recognized the importance of teamwork, shared staffing, and collaboration across
departments.
Observed that organizational buy-in from all levels (community, patients, team
members, leadership, and Board of Trustees) is key to success.
Learned that servant leadership and mission-driven decision-making enhance
organizational culture and employee satisfaction.
Learned that every role is vital to effective healthcare delivery.
Observed the necessity of clear communication among all personnel to maintain
smooth operations.
Understood the importance of confidentiality, using minimal language on agendas

and safeguarding sensitive information.
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Noted that employee appreciation and recognition are essential for morale and
retention.
Learned the philosophy of valuing patients and treating the patient as a whole

person: mind, body, and spirit; never as a room number or diagnosis.

Meetings Attended
Executive Committee meetings
Strategic Planning meetings
Rural Health Clinic (RHC) Workflow and RHC Transition meetings
Department Manager and Leadership Huddles (daily and weekly)
Full Medical Staff and Executive Medical Staff meetings
Patient and Family Advisory Committee (PFAC) meetings
Interdisciplinary Group (IDG) meetings
Quality, Compliance, and HR Department meetings
Kansas Association of Healthcare Executives (KACHE) and Kansas Hospital
Association (KHA) meetings
Revenue cycle action team (RCAT) meetings
Pharmacy and therapeutics (P&T) meetings
Corporate Compliance meetings
Meetings with contractors, construction teams, lawyers, and outside

healthcare/non-healthcare partners

32



Chapter 3 - Results

My engagement throughout the Applied Practice Experience (APE) at Clay County
Medical Center (CCMC) deepened my understanding of healthcare management and
produced tangible deliverables that benefitted the organization. Collectively, these
products supported my personal and professional growth and the organization’s
operational and strategic goals. This chapter provides a detailed discussion of the results
of my work.

Table 3.1 Summary of Portfolio Products

Portfolio Product Description

Originally established in 2023 by the
Executive Committee, the Strategic Plan
was assigned to me to review and update.
1 | Strategic Plan | incorporated a new mission and vision
statement and presented the revised plan
to the Board of Trustees at the conclusion
of my internship.

Developed an interview guide and
conducted interviews with all members of
the Executive Committee to assess factors
contributing to CCMC'’s growth and
success. | then performed a qualitative
analysis to identify key themes.

New policy written and developed for the
3 | Personal Electronic Device Usage Policy organization to govern the use of personal
electronic devices while at work

New policy written and developed for the
4 | Public Displays of Affection (PDA) Policy organization to address public displays of
affection within the workplace

2 | Interview guideline and qualitative analysis

Composed a standardized policy template
5 | Policy Template to streamline the creation of new policies
and the revision of existing ones

6 | Agendas Created agendas weekly for meetings
Designed a visual graphic to describe the
billing cycle process

Constructed a process map to explain the
workflow involved in policy development

7 | Billing Cycle process map

8 | Policy Development Workflow process map
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Portfolio Product #1: Strategic Plan

The first portfolio product is the updated Clay County Medical Center Strategic
Plan. This document was originally developed several years before my internship, and |
was tasked with reviewing, evaluating, and revising it to reflect the organization’s current
direction. | met with the executive team on several occasions as well as other key
department managers to integrate their feedback into the report and ensure alignment
with organizational priorities. | also facilitated discussions to revise the mission and vision
statements, leading to the adoption of new, consensus-based statements that better
represent CCMC’s current values and goals. These revised statements were incorporated
into the document. Upon completion, | presented the updated Strategic Plan to the Board
of Trustees at the conclusion of my internship. To preserve confidentiality, this report
includes only select, pre-approved excerpts relevant to specific competencies. The
Strategic Plan addresses Competencies 10, 14, 16, 18, and 21, as reported in Chapter
5.

Portfolio Product #2: Interview Guideline and Qualitative Analysis

The second product is an Interview Guideline developed to conduct structured
interviews with all members of the Executive Committee. These interviews enhanced my
understanding of leadership roles, rural healthcare administration, organizational growth,
and success factors at CCMC. | conducted a qualitative analysis of the interviews to
identify recurring themes, as discussed in Learning Objective #6 (Chapter 2). This activity
fostered deeper insight into leadership styles and organizational culture. The Interview
Guideline and qualitative analysis are used to accomplish Competency 18, as described

in Chapter 5 of this report.

Portfolio Products #3 and #4: New Organizational Policies

The third and fourth deliverables are the development of two new policies: the
Personal Electronic Device Usage Policy and the Public Displays of Affection (PDA)
Policy. Both were created in collaboration with the Human Resources Director, Christi
Rice, and other stakeholders through research, peer consultation, and small-group

discussions. These policies addressed ethical, professional, and operational issues
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related to workplace behavior and productivity. Additionally, portions of the Code of
Conduct were revised to clarify language related to harassment, PDA, and
professionalism. These products demonstrated my ability to balance competing
perspectives, apply ethical reasoning, and draft practical policies that strengthen
organizational culture. Portfolio Products #3 and #4 are used to achieve Competencies
9, 12, 14, 16, 18, and 21, as illustrated in Chapter 5.

Portfolio Product #5: Policy Template

To support policy standardization across departments, | developed a Policy
Template to ensure consistent formatting, structure, and language across organizational
documents. During my policy review process, | observed variations in style and formatting
among existing policies. The new template addressed these inconsistencies and provided
team members with a clear framework for policy creation and revision. This tool promotes
efficiency, clarity, and accountability within CCMC’s policy management system. The
Policy Template fulfills Competencies 9, 12, and 16, as detailed in Chapter 5.

Portfolio Product #6: Meeting Agendas

Throughout my internship, | collaborated with executive leaders to develop
meeting agendas for recurring sessions, including Executive Committee and Strategy
Meetings. These agendas provided structure, ensured efficient use of time, and
supported informed decision-making. For this report, | have included sample agenda
items and mock agendas that correspond with specific competencies while preserving
organizational confidentiality. The agendas address Competencies 14, 16, and 18, as

noted in Chapter 5.

Portfolio Product #7: Billing Cycle Process Map

The seventh deliverable is a Billing Cycle Process Map illustrating the sequential
flow of financial operations within the healthcare system. After learning about the billing
cycle through discussions with the Chief Financial Officer, Angela Kobel, and participation
in Revenue Cycle Action Team (RCAT) meetings, | created this visual graphic to explain

the process. This tool identifies key steps, influential factors, and feedback loops,
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clarifying how departments collaborate to ensure accurate and timely filing and
reimbursement. Additionally, the process map can highlight potential inefficiencies and
areas for improvement in communication and workflow. The Billing Cycle Process Map

works to attain Competencies 10 and 22, as chronicled in Chapter 5.

Portfolio Product #8: Policy Development Workflow Process Map

The final deliverable is the Policy Development Workflow Process Map, which
outlines the structured sequence of stakeholder engagement, review, and approval during
policy creation. This visual tool clarifies the roles and inputs, and how each stage and
decision point across departments connects within the process, emphasizing
transparency and consistency in governance. The process map promotes understanding
of the policy-making system and serves as a reference for future policy development at
CCMC. This product is used to fulfill Competencies 9, 12, 14, 18, and 22, as defined in
Chapter 5.
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Chapter 4 - Discussion

This report represents a comprehensive overview of my Applied Practice
Experience (APE) at Clay County Medical Center (CCMC), where | completed over 280
hours of professional engagement. Throughout this experience, | had the privilege of
working alongside a dedicated and compassionate team whose commitment to
advancing rural healthcare deeply inspired me. The projects | contributed to, ranging from
updating the Strategic Plan and developing policies to conducting research on Quality-
Based Reimbursement Programs (QBRP), allowed me to apply public health theory in
meaningful, practice-based ways. These experiences enhanced my understanding of
how coordinated planning, effective leadership, and resource management drive
successful healthcare delivery in rural settings.

| am sincerely grateful to the leadership and team members at CCMC for their
mentorship, collaboration, and openness in sharing their knowledge. My work not only
supported the organization’s ongoing quality improvement and strategic initiatives but
also contributed tools and resources that can be used for future planning and
performance evaluation. The updated strategic plan and standardized policy template will
help ensure greater alignment, accountability, and efficiency as CCMC continues to grow
and adapt. Additionally, my research on QBRP initiatives equipped the organization with
actionable insights into optimizing reimbursement opportunities, supporting both
sustainability and high-quality care delivery.

This experience also reinforced many of the concepts explored in Chapter 1 of this
report, particularly those related to healthcare access, quality improvement, and systems-
level approaches to rural health. CCMC exemplifies many of the principles highlighted in
the literature, including the importance of removing barriers to care and developing
innovative solutions to serve rural populations. Through initiatives such as MDsave,
transportation assistance, rural health clinics, visiting specialists, and the preventive care
coordinator, CCMC demonstrates a proactive commitment to improving accessibility,
affordability, and continuity of care for its community.

On a personal level, this internship profoundly shaped my understanding of rural

healthcare leadership. | have learned to think more strategically, communicate more
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effectively across departments, and approach problem-solving with both creativity and
compassion. These lessons will guide me throughout my career as | continue to advocate
for equitable healthcare access and sustainable rural health systems. | also hope to one
day give back to the next generation of public health professionals by serving as a
preceptor, providing the same mentorship and learning opportunities that CCMC so
generously extended to me.

Limitations and Challenges

Research on rural healthcare access faces several key limitations that affect the
accuracy, consistency, generalizability, and comparability of findings. One major
challenge is the lack of uniformity in defining “rural” and “access.” Studies often use
inconsistent or arbitrary definitions, with some including only physicians while others
include a broader range of healthcare professionals. This inconsistency makes
comparisons across studies difficult and limits the reliability of findings. Many studies also
oversimplify the concept of access to care, failing to account for the diversity of rural
communities, which differ greatly in geography, population characteristics, infrastructure,
and socioeconomic conditions. As a result, what constitutes a barrier in one region may
not apply to another. Additionally, some systematic reviews and empirical studies relied
solely on peer-reviewed literature or recent publications, excluding grey literature and
older yet still relevant data. This narrowed focus can create gaps in understanding the
broader context of rural health systems and trends over time.

Methodological limitations also contribute to research inconsistency and bias.
Many studies rely on self-reported or subjective data, introducing reporting and social
desirability biases, while others use cross-sectional designs that cannot infer causation.
Even expert reviews and qualitative analyses carry inherent subjectivity, as
interpretations can differ across researchers and contexts. Sampling methods such as
purposive or snowball sampling can further limit the generalizability of qualitative findings,
particularly when study participants are few or represent narrow professional groups.
Variability in measurement tools, such as adapting or redefining existing scales, can

distort findings and reduce comparability between studies.
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One systematic review used predetermined categories to classify articles;
however, when studies did not clearly align with these categories, the resulting analysis
was weakened and produced unreliable findings. Another study conducted interviews
only until thematic saturation was reached, which was defined as three consecutive
interviews yielding no new information, and included only 20 physicians, limiting both its
rigor and generalizability. As with most qualitative research, the findings were also
inherently subjective. Additionally, one study that claimed to be comprehensive was
constrained by a limited population and low response rates. It lacked background data for
several variables of interest and acknowledged inappropriate category combinations in
its analysis. Furthermore, the study may have failed to assess influential factors that could
have affected its results and interpretations; accounting for these variables would have
improved the study’s validity.

Moreover, attempts to isolate urban-rural differences sometimes overemphasize
geographic barriers while overlooking social, policy, and behavioral factors that influence
access. Differences in state and local policies, insurance coverage, infrastructure, and
community resources all affect health behaviors and care availability, making it difficult to
draw broad, evidence-based conclusions. The multifaceted nature of healthcare access,
spanning individual, social, environmental, and system-level factors, makes it difficult to
capture its full complexity in a single framework or study design. Collectively, these
limitations highlight the challenges of studying healthcare access in rural America and
underscore the need for more standardized, comprehensive, and context-sensitive

research approaches.

Future Directions
Improving health and healthcare access in rural America will require stronger
collaboration between federal agencies, nonprofit organizations, and local communities.
The growing conceptualization of rural public health, which integrates healthcare delivery
with broader public health approaches, can help ensure that strategies address both
medical and social determinants of health. Policymakers and researchers must move
beyond comparing rural and urban outcomes in simplistic ways; such comparisons often

highlight deficits without identifying actionable solutions. Instead, rural communities
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should be recognized for their unique strengths, resilience, and diverse challenges rather
than portrayed as disadvantaged or in need of saving.

Addressing the rural-urban healthcare gap will require multifaceted policy
initiatives that reflect the diversity of rural settings. Efforts should focus on reducing the
number of uninsured residents, increasing funding for rural clinics, expanding telehealth
reimbursement alongside broadband infrastructure, and supporting flexible payment
models. Workforce strategies must go beyond physician recruitment to include expanding
the role of advanced practice providers and developing stronger incentives, such as
enhanced rural training programs and scope-of-practice flexibility. Policies like the
expansion of the Conrad 30 program and rural fellowship opportunities can also help
strengthen local healthcare capacity.

To ensure policy effectiveness, Congress and federal agencies should prioritize
funding to improve rural health data collection and analysis. Existing research has not
adequately demonstrated how customized care models and frameworks could more
effectively meet the diverse needs of different populations. Current data often fail to
capture local variation, making it difficult to tailor evidence-based strategies and
interventions to specific communities. Future research should adopt more rigorous,
multilevel approaches that examine contextual factors, such as socioeconomic
conditions, education, and environmental influences, that shape health outcomes.
Greater attention is also needed on the adequacy and quality of specialty and primary
care in rural areas, as well as mental health and chronic disease management.

Ultimately, sustainable improvement in rural health will depend on policies and
research that are locally informed, data-driven, and equity-focused. Strengthening rural
healthcare systems requires not only clinical interventions but also community

investment, social support, and policies that reflect the complex realities of rural life.

Research Summary
Inadequate access to healthcare continues to be a major concern across the
United States, particularly in rural regions where provider shortages, fragmented systems,
geographic isolation, and structural barriers hinder effective service delivery. These

factors not only restrict access but also diminish care quality and exacerbate disparities
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in health outcomes. To address these inequities, each dimension of healthcare access
must be continuously monitored, evaluated, and strengthened to ensure that rural
Americans receive equitable, acceptable, and effective care.

Rural communities are diverse and complex, each shaped by distinct
socioeconomic composition, cultural context, environmental exposures, and public health
priorities. Because of this variability, universal approaches to healthcare access are
unlikely to succeed. Instead, interventions must be tailored to the unique needs and
characteristics of each community. Addressing these challenges requires a
comprehensive, multilevel, and multisectoral approach that includes collaborative
partnerships with key stakeholders, application of rural-specific research methods,
targeted program design, engagement of trusted community members, and continuous
assessment. The emerging field of rural public health provides a valuable framework for
integrating healthcare and public health perspectives, which fosters a more holistic
understanding of the determinants shaping rural health outcomes.

Efforts to improve rural health must also move beyond simple rural-urban
comparisons, which often oversimplify complex issues and portray rural communities as
destitute and disadvantaged. Instead, reframing the narrative to recognize the
uniqueness and resourcefulness of rural populations allows for a more balanced and
constructive approach to rural health equity.

Finally, future reforms should focus on context-specific and community-informed
strategies that address systemic barriers at multiple levels, including societal, policy,
community, organizational, interpersonal, and individual. This includes investing in rural
infrastructure, expanding workforce development and training opportunities, improving
health system coordination, and ensuring culturally responsive care models.
Strengthening rural healthcare will depend on coordinated policies, inclusive research,
and genuine partnerships. Conceptual frameworks that incorporate multilevel
determinants of access can help guide this work toward reducing disparities and

achieving sustainable, equitable health outcomes across rural America.
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Conclusion

This Applied Practice Experience represents the culmination of my graduate
training in public health and demonstrates the integration of research, practice, and
professional growth. Grounded in my background research on rural healthcare access,
the experience allowed me to translate academic theory into applied strategies within a
real-world setting. The learning objectives | established guided my efforts and were
achieved through completion of multiple projects that advanced organizational efficiency
and informed future strategic planning at Clay County Medical Center. Concepts from the
rural health literature review of Chapter 1 shaped the questions | asked, the priorities |
recognized, and the approach | took when developing portfolio products such as the
updated Strategic Plan, qualitative interview analysis, process maps, and organizational
policies described in Chapter 3.

The internship provided a platform to strengthen key public health competencies,
including program evaluation, policy development, and interprofessional collaboration.
Through activities such as process mapping, strategic plan revision, and policy workflow
analysis, | contributed to initiatives that support sustainable operations and equitable
access to care for rural residents. Each task required critical thinking, adaptability, and an
understanding of how clinical, administrative, and financial systems interact to achieve
shared organizational goals. This synthesis underscores the relevance of my internship
to the field of rural health and demonstrates how the literature not only framed my project’s
rationale but also guided the development, interpretation, and practical application of my
work.

The research conducted throughout this experience highlighted the persistent
complexity of rural health disparities and the limitations that challenge our ability to study
them effectively. Variability in definitions, data collection, and regional contexts
complicates the translation of findings into policy and practice. However, by
acknowledging these challenges, this project reinforces the need for locally informed,
evidence-based approaches that integrate both healthcare delivery and public health
perspectives. The insights summarized in Chapter 4 support the need for context-specific,
data-informed decision-making. By connecting the literature to the real-world challenges

faced by CCMC, | gained a deeper understanding of how rural hospitals operationalize
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evidence-based strategies despite limited resources, geographic isolation, and workforce
constraints. This project affirmed the importance of forward-thinking leadership and
illustrated how rural healthcare organizations like CCMC can serve as exemplars of
resilience and innovation in addressing persistent access barriers.

My coursework provided the academic foundation for this applied work, while the
internship allowed me to refine these skills through practice. Together, these experiences
have strengthened my capacity to design, evaluate, and implement interventions that
address structural and organizational barriers to healthcare access. The integration of
academic preparation (Chapter 1), applied experience and portfolio products (Chapters
2 and 3), attainment of foundational public health competencies (Chapter 5), and research
insights and implications (Chapter 4) offers a cohesive understanding of rural health
systems and demonstrates the relevance of this work to broader discussions of health
equity and rural system resilience. The APE has also deepened my professional
commitment to serving rural communities and ensuring that health systems are both
proactive and responsive to the populations they serve.

Ultimately, this report reflects the integration of academic preparation, applied
learning, and professional development. The lessons gained from this experience will
continue to guide my contributions to rural health leadership, evidence-based practice,

and the pursuit of equitable healthcare access for all.
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Chapter 5 - Competencies

Student Attainment of MPH Foundational Competencies

The Master of Public Health (MPH) program at Kansas State University (KSU) is
structured around twenty-two (22) Foundational Competencies organized within eight (8)
major topic areas. Foundational Competencies cover topics in “Evidence-Based

” “*

Approaches to Public Health”,

Public Health and Health Care Systems”, “Planning and
Management to Promote Health”, “Policy in Public Health”, “Leadership”,
“‘Communication”, “Interprofessional Practice”, and “Systems Thinking”.  These
competencies represent the essential knowledge, skills, and values expected of all MPH
graduates and serve as the foundation for both coursework and applied learning
experiences.

The MPH curriculum integrates these competencies through five (5) core courses:
MPH 802: Environmental Health, MPH 720: Administration of Healthcare Organizations,
MPH 818: Social and Behavioral Bases of Public Health, MPH 701: Fundamental
Methods of Biostatistics, and MPH 754: Introduction to Epidemiology. Each course
contributes to competency development by providing theoretical frameworks, analytical
tools, and applied coursework project experiences that prepare students to address
complex public health challenges.

As part of the Applied Practice Experience (APE), students select a minimum of
five (5) competencies to address through the creation of applied public health products
that demonstrate competency attainment. This chapter details achievement of eight (8)
of the twenty-two (22) Foundational Competencies through the development of eight (8)
public health products during my Applied Practice Experience. Table 5.1 provides a
summary of the competencies and how they were achieved through products. Each
section outlines the competency addressed, describes the related product, and explains
how theoretical knowledge from the MPH core curriculum was applied in practice.

Table 5.2 provides the complete list of foundational MPH competencies and

demonstrates how each core course aligns with the corresponding competency areas.
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Table 5.1 Summary of MPH Foundational Competencies

Number and Competency Description
I designed a policy template, established
9 Design a population-based policy, two new policies for CCMC, and created a
program, project or intervention visual process map to outline the policy
development workflow
I developed a billing cycle process map to
Explain basic principles and tools of explain the financial workflow in healthcare
10 . .. )
budget and resource management and contributed to revising the Strategic
Plan to address resource management
12 Discuss the policy-making process, I constructed a process map to describe the
including the roles of ethics and evidence | process, including inputs and outputs
Advocate for political, social or economic I promoted health initiatives through pohcy
.. or development and Strategic Plan revisions
14 | policies and programs that will improve :
o . that addressed community and
health in diverse populations .
organizational needs
I led the revision of the Strategic Plan,
16 Apply leadership and/or management coordinated policy creation, and mentored a
principles to address a relevant issue new intern to support organization
development
I adapted communication approaches across
18 Select communication strategies for team member and community groups
different audiences and sectors through written, verbal, and visual strategies
to ensure clarity and engagement
. I collaborated with leaders across clinical,
Integrate perspectives from other sectors . . i
s administrative, and financial departments to
21 | and/or professions to promote and . . .
. align organizational strategies and promote
advance population health )
community health
Apply a systems thinking tool to visually | I applied systems thinking to create two
22 | represent a public health issue in a format | process maps that visualize complex
other than a standard narrative organizational workflows

Competency 9:

intervention”

“Design a population-based policy,

program, project or

During my Applied Practical Experience (APE) at Clay County Medical Center
(CCMC), | gained hands-on experience designing organizational policies and strategic
initiatives that impact both team members and the surrounding rural population. Working
with the executive leadership team, we identified several workplace needs that lacked
formal guidance. In collaboration with the Human Resources Director, Christi Rice, |

developed two new organizational policies, the Personal Electronic Device Usage Policy
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and the Public Displays of Affection (PDA) Policy. These policies were created to
strengthen professional conduct standards and support effective performance
management. To ensure alignment with best practices, we researched policies from peer
institutions and incorporated feedback from internal stakeholders. | took the lead in
drafting the policy language that aligned with both best practices and CCMC’s
organizational culture, while Christi provided guidance and administrative oversight
throughout the process. To support future policy creation, | also designed a Policy
Development Workflow process map and standardized Policy Template to ensure
consistency and clarity in future policy-making.

In addition to policy development, | contributed to the revision and refinement of
CCMC'’s Strategic Plan. This work provided valuable insight into how organizational goals
and strategic priorities are developed into measurable interventions that promote
operational excellence and community health outcomes. Through this process, | became
familiar with multiple programs that align with population-based health improvement. For
example, the Patient and Family Advisory Committee (PFAC) strengthens patient
engagement by creating a structured forum for community feedback, while the Senior Life
Solutions program provides outpatient group therapy for adults 65 and older facing life
transitions and challenges related to aging. Similarly, the Wellness Committee promotes
team member health through weekly “Wellness Wednesday” communications and
activities such as mental health awareness walks and seasonal wellness challenges,
fostering a positive and resilient workplace culture.

Beyond these specific projects, my experience allowed me to observe and
participate in a variety of CCMC initiatives aimed at improving community access to care,
such as the use of MDsave for price transparency, the expansion of Rural Health Clinics
(RHCs), and contracting with visiting specialists to broaden access to preventive and
specialty care. | also observed how evidence-informed policies, quality-based initiatives
(e.g., QBRP), and community engagement efforts are integrated into the broader strategic
vision to advance health equity in a rural setting. Collectively, these experiences
enhanced my ability to design and evaluate population-based strategies that align with
institutional priorities and public health goals. They also demonstrated how healthcare

organizations integrate administrative strategy, quality improvement, and community-
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based interventions to advance rural health equity. This competency and my related
experiences were directly informed by KIN 710: Program Planning and Evaluation, MPH
720: Administration of Healthcare Organizations, and MPH 754: Introduction to
Epidemiology. These courses provided the theoretical and analytical foundation to
design, evaluate, and sustain population-based interventions within a healthcare

organization.

Competency 10: “Explain basic principles and tools of budget and resource
management”

Effective financial management is a cornerstone of healthcare administration,
ensuring that organizations can deliver high-quality, sustainable, and equitable care.
During my Applied Practical Experience (APE) at Clay County Medical Center (CCMC), |
gained comprehensive exposure to financial and resource management practices that
sustain hospital operations and support strategic growth. To demonstrate this
competency, | developed a Billing Cycle Process Map that outlines the key steps of the
healthcare financial workflow, from patient registration and clinical documentation to
coding, billing, and accounts receivable. The process map also identifies internal and
external factors that can influence financial performance, such as insurance denials, prior
authorization requirements, incomplete documentation, or incorrect coding.

| met regularly with CCMC’s Chief Financial Officer, Angela Kobel, to deepen my
understanding of the organization’s financial systems. During these sessions, | learned
to interpret essential financial documents, including the annual budget, balance sheet,
and statement of revenue and expenses. | also learned about the annual cost report
required by the Centers for Medicare and Medicaid Services (CMS) and gained insight
into how this document reflects a facility’s operational costs and reimbursement structure.
In addition, | attended Revenue Cycle Action Team (RCAT) meetings, which provided
firsthand experience in analyzing financial data, identifying process inefficiencies, and
strategizing improvements to increase profitability and productivity while maintaining
patient-centered care.

As part of this process, | examined discrepancies between internal monthly reports

and external billing records for contracted providers by comparing work-relative value
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units (WRVUSs), current procedural terminology (CPT) codes, revenue codes, and patient
encounter data. This analysis underscored the importance of accuracy, timely data entry,
and reconciliation to ensure sound financial management. | also explored payer
structures and their influence on financial operations, learning about governmental (e.g.,
Medicare, Medicaid, Tricare), commercial (e.g., Blue Cross Blue Shield, Cigna, United
Healthcare, Aetna), and self-pay systems (e.g., co-pay, co-insurance, deductibles and
underinsured and uninsured individuals). Researching quality-based reimbursement
programs (QBRPs) and value-based care (VBC) taught me about quality initiatives,
practicing evidence-based medicine, facility charges, national provider identifier (NPI)
codes, and the role insurance and reimbursement plays in the financial success of a
healthcare facility.

Through attendance at multidisciplinary financial and administrative meetings, |
gained insight into the balance between financial sustainability and quality patient care. |
learned how innovation, such as implementing artificial intelligence (Al) charting, Dragon
dictation software, and new electronic medical record (EMR) workflows, can enhance
efficiency but must also be budgeted with consideration of staff training, subscriptions,
and maintenance costs. Additionally, participating in construction update meetings and
contract reviews with both internal and external providers taught me about budgeting for
capital projects, evaluating labor and supply costs, and navigating challenges such as
supply delays or inspection requirements.

| also reviewed professional service agreements (PSAs) primary and specialty
medical providers and business contracts with technology vendors, laboratory and
pharmacy providers, and utility companies, which expanded my understanding of how
contractual and financial decisions affect organizational operations. These experiences
highlighted the interconnectedness of budgeting, contract negotiation, and resource
management in maintaining a financially sound healthcare organization.

Through these applied experiences, | developed a clear understanding of how
budgeting and resource management support the broader strategic goals outlined in
CCMC'’s Strategic Plan. | saw how the organization monitors profitability, patient care

quality, and personnel growth through its performance scorecards, addressing key
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indicators such as revenue sources, accounts receivable, bad debt, and HCAHPS
performance.

Collectively, these experiences strengthened my ability to interpret financial data,
analyze reimbursement systems, and apply resource management tools to support
organizational decision-making. This competency and my related experiences were
informed by MPH 720: Administration of Healthcare Organizations, KIN 710: Program
Planning and Evaluation, and MPH 754: Introduction to Epidemiology, which provided the
theoretical foundation for understanding healthcare financing, cost analysis, and efficient
resource utilization. In summary, my APE allowed me to bridge classroom learning with

real-world financial management practice.

Competency 12: “Discuss the policy-making process, including the roles of ethics
and evidence

At Clay County Medical Center (CCMC), the policy-making process closely mirrors
governmental systems, emphasizing stakeholder input, ethical review, and evidence-
based decision-making. During my Applied Practical Experience (APE), | actively
contributed to this process by developing two new policies, revising two existing ones,
and designing a standardized policy template and a Policy Development Workflow map
to guide future policy creation and review. These resources now help employees
understand how organizational policies are conceived, developed, and implemented.

The policy process at CCMC begins with ideation, when an individual or group
identifies a gap, issue, or need for a new or revised policy. Once a draft is written, it
requires multiple levels of stakeholder review, and final approval by the Board of Trustees.
Each step involves revisions based on feedback, ensuring alignment with organizational
standards, ethical expectations, and regulatory compliance. Once approved, policies are
distributed to employees via an electronic policy management system for review and
acknowledgment. This iterative process ensures not only policy accuracy and clarity but
also organizational buy-in, which is crucial for successful implementation and adherence.

My collaboration with the Human Resources Director, Christi Rice, was
instrumental in understanding the importance of transparency and inclusivity in policy-

making. Together, we reviewed comparable policies from peer institutions and consulted
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with internal staff to ensure that new policies were both necessary and contextually
appropriate. The two policies | developed, the Personal Electronic Device Usage Policy
and the Public Displays of Affection (PDA) Policy, addressed real organizational needs
identified by leadership. Through this work, | observed how ethical principles guide policy
formulation, particularly when addressing sensitive topics such as employee conduct,
privacy, and professionalism. For instance, the PDA Policy was developed to prevent
inappropriate workplace behavior and maintain a professional environment, while the
Personal Electronic Device Usage Policy required balancing competing ethical
considerations: employee autonomy versus patient privacy, workplace safety, and
productivity. We considered how improper device use can compromise patient
confidentiality and reduce productivity, and how ambiguous behavior guidelines can
create ethical and disciplinary challenges.

Throughout this process, | applied an evidence-informed approach, reviewing best
practices, and human resource management literature to guide policy content and
language. Engaging multiple levels of leadership underscored the importance of
transparency, structured communication, and stakeholder buy-in in ethical decision-
making. These experiences deepened my understanding of the intersection between
organizational ethics, regulatory standards, and policy enforcement in healthcare
settings.

This competency and my related experiences were informed by FNDH 600: Public
Health Nutrition, MPH 802: Environmental Health, MPH 710: Introduction to One Health,
MPH 720: Administration of Healthcare Organizations, and MPH 818: Social and
Behavioral Bases to Public Health. These courses provided a theoretical foundation for
understanding how ethics, evidence, and intersectoral collaboration shape public health
policy and organizational decision-making. Overall, | learned how policy development
serves as a mechanism for institutional accountability, continuous improvement, and
alignment with the organization’s goals to provide equitable and high-quality care in a

rural setting.

Competency 14: “Advocate for political, social or economic policies and programs

that will improve health in diverse populations”
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During my applied learning experience (APE) at Clay County Medical Center
(CCMC), | strengthened my ability to advocate for organizational policies and community-
based programs that promote health equity and improve outcomes for diverse
populations. This competency was demonstrated through multiple initiatives, including my
work developing new organizational policies and updating the Strategic Plan.

My experience creating two new policies (as discussed in depth in Competencies
9 and 12), the Personal Electronic Device Usage Policy and the Public Displays of
Affection (PDA) Policy, enhanced my understanding of advocacy within organizational
structures.

Updating CCMC'’s Strategic Plan provided another opportunity to apply advocacy
and leadership skills. Through this project, | encouraged executive leaders to reflect on
the organization’s past successes and to take proactive steps toward future goals. |
presented the updated plan to the Board of Trustees, highlighting current initiatives and
new strategic priorities. This process not only improved my ability to communicate with
decision-makers but also demonstrated how advocacy operates at a systems level within
healthcare organizations.

Throughout my internship, | also observed several community-based programs
that directly improve health in diverse populations. Examples include the Transitional
Care Management (TCM) program, which strengthens communication and follow-up care
for recently discharged patients. The development of an Immunization and Vaccine Clinic
and a Behavioral Health Clinic further exemplify CCMC'’s efforts to enhance equitable
access to care in the rural communities they serve.

Additional initiatives, such as the community baby shower event, transportation
assistance program, and use of the MDsave platform, demonstrated advocacy in action,
addressing financial, geographic, and informational barriers to care. These projects
illustrated how policy, planning, and partnerships intersect to improve health outcomes
and access for rural populations.

Through these diverse experiences, | applied strategic thinking, communication,
and leadership skills to advocate for programs and policies that enhance health equity.

This competency allowed me to recognize the importance of collaboration, resource
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mobilization, and evidence-informed decision-making in advancing population health at

both organizational and community levels.

Competency 16: “Apply leadership and/or management principles to address a
relevant issue”

Leadership and management principles were at the core of my applied learning
experience (APE) as | worked to develop the skills essential for becoming an effective
healthcare administrator. Throughout my internship at Clay County Medical Center
(CCMC), | applied leadership practices such as creating a vision, fostering collaboration,
guiding decision-making, and improving organizational efficiency through strategic and
evidence-based management.

A primary example of leadership in action was my role in updating the
organization’s Strategic Plan, including revising the mission and vision statements. To
ensure representation across departments, | engaged over forty department managers
to gather feedback and synthesize diverse perspectives. Recognizing that progress
required structure and clarity, | introduced an innovative approach by deconstructing the
mission and vision statements by parts of speech, which helped the Executive Committee
come to consensus on meaningful, unified statements that aligned with CCMC'’s
organizational goals and values.

In addition to leading large-scale strategic discussions, | collaborated weekly with
the Executive Committee to develop and refine meeting agendas, ensuring that priorities
were communicated effectively and that all initiatives aligned with broader organizational
objectives. | also identified an operational gap, the absence of a standardized format for
policy development, and created a policy template to promote consistency and efficiency
across departments. This initiative demonstrated my ability to recognize process
inefficiencies and design practical solutions that improved organizational functioning.

| also demonstrated leadership by mentoring a new intern, orienting him to the
organization, and providing guidance on ongoing projects, scheduling, and meeting
coordination. This mentoring role required communication and foresight to ensure the
continuity of key initiatives beyond my internship. Additionally, | took initiative to research
a Quality-Based Reimbursement Program (QBRP) for CCMC, coordinating
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communication between an insurance representative, the Director of Outpatient Services,
and the billing department. Together, we identified provider metrics, National Provider
Identifiers (NPIs), and performance benchmarks that strengthened the organization’s
preparedness to engage in value-based reimbursement models.

One of the most influential aspects of my leadership development came through
observation and reflection. Working closely with my preceptor, Chief Executive Officer
Austin Gillard, | learned how servant leadership shapes organizational culture. His
consistent approach, asking, “What can | do for you?”, modeled humility, empathy, and
service to others. Whether advocating for wage increases, celebrating staff through
community events, or personally helping in the cafeteria when short-staffed, he
demonstrated that effective leadership is grounded in respect, collaboration, and action.
His example influenced my own leadership philosophy and reinforced the importance of
leading with service, compassion, and accountability.

These collective experiences exemplify how | applied leadership and management
principles to identify organizational needs, create structure from complexity, foster
teamwork, and drive positive change. By integrating vision, communication, and servant
leadership, | contributed to the development of sustainable processes and strengthened
my capacity to lead effectively within healthcare administration.

Competency 18: “Select communication strategies for different audiences and
sectors”

This competency was achieved through continuous adaptation of communication
styles and methods across a wide range of professional settings during my internship. |
routinely engaged with executive leaders, department managers, clinical staff, community
volunteers, and patients, each requiring distinct approaches to effectively share
information and ideas. My ability to assess audience needs and modify communication
accordingly was essential to advancing projects and fostering collaboration.

In “RHC Workflow” and “RHC Transition” meetings, | primarily listened and took
detailed notes to summarize for the CEOQ, recognizing my role as an observer and learner.
In contrast, during Executive Committee meetings, | actively participated and

communicated using more advanced, professional language appropriate for upper-level
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management. In contrast, my communication style during Patient and Family Advisory
Committee (PFAC) meetings was more conversational and simplified to ensure
comprehension among participants with varying levels of health literacy. | also
demonstrated situational awareness and adaptability, recognizing, for example, when
handwritten notes were more appropriate than laptop use to align with the meeting’s
communication norms. When facilitating meetings, | created structured agendas to guide
discussion and maintain focus on objectives.

My written communication skills were strengthened through developing and
revising organizational policies and the Strategic Plan. | used color-coding and in-
document comments to clearly explain changes, provide rationales, and invite feedback
from key stakeholders. | also created a Policy Development Workflow visual to convey
procedural information in a clear, accessible format. These strategies ensured that
complex ideas were communicated effectively across different audiences and learning
styles.

Conducting qualitative interviews with team members further enhanced my
interpersonal communication and active listening skills. | maintained professionalism and
confidentiality while creating an open and comfortable environment for participants to
share insights. Additionally, my collaboration with the Marketing and Human Resources
departments to prepare materials for an employee celebration required clear written
communication using organized spreadsheets and detailed documentation.

Through these experiences, | strengthened my ability to select and apply
communication strategies across multiple contexts—verbal, written, and visual. My
coursework in FNDH 880: Professional Communication, MPH 818: Social and Behavioral
Bases of Public Health, KIN 710: Program Planning and Evaluation, and MPH 720:
Administration of Healthcare Organizations reinforced these skills by providing
frameworks for message tailoring, cultural sensitivity, and professional correspondence.
Collectively, these experiences advanced my competency in communicating effectively

across diverse audiences and sectors within public health and healthcare administration.

Competency 21: “Integrate perspectives from other sectors and/or professions to

promote and advance population health”
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This competency was achieved through extensive collaboration with professionals
from a wide range of disciplines, each contributing distinct expertise to advance shared
organizational and population health goals. Throughout my internship, | actively worked
with executive leaders and department managers representing clinical, financial,
operational, human resources, hospice, and community-based functions. Integrating their
diverse perspectives allowed me to develop a comprehensive understanding of how
multiple sectors intersect to influence organizational performance and health outcomes.

My work to evaluate and update the Strategic Plan involved continuous
engagement with members of the Executive Committee, including the Chief Executive
Officer, Chief Financial Officer, Human Resources Director, Chief Medical
Officer/Emergency Department Director, Hospice Program Director, and the Directors of
Inpatient and Outpatient Services. Each individual provided specialized insights based on
their professional discipline, ensuring that the plan reflected balanced priorities across
patient care, fiscal responsibility, and workforce development.

Similarly, in drafting and revising organizational policies, | sought input from both
executive leadership and more than forty department managers, representing clinical,
administrative, and support services. This inclusive process strengthened the quality and
applicability of the policies by capturing the operational realities and professional
expertise of multiple sectors. | also participated in interdisciplinary meetings, including
Quality, Strategy, and Patient and Family Advisory Committee (PFAC) meetings, where
integrating perspectives from clinicians, administrators, and community members were
essential to aligning organizational efforts with population health needs.

Through interviews and one-on-one meetings with staff, as well as participation in
large and small group discussions, | further developed my ability to synthesize diverse
viewpoints into unified objectives. These collaborations highlighted the importance of
multidisciplinary partnerships and systems thinking in addressing complex public health
challenges.

My coursework, including MPH 720: Administration of Healthcare Organizations,
MPH 818: Social and Behavioral Bases of Public Health, KIN 710: Program Planning and
Evaluation, MPH 802: Environmental Health, DMP 710: Introduction to One Health, and

FNDH 600: Public Health Nutrition, reinforced these experiences by emphasizing
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collaboration, leadership, and integration across disciplines to promote sustainable
improvements in population health. Collectively, these academic and professional
experiences strengthened my ability to bring together multiple perspectives to advance

organizational and community well-being.

Competency 22: “Apply a systems thinking tool to visually represent a public
health issue in a format other than a standard narrative”

This competency was achieved by applying systems thinking tools to visually
represent complex organizational processes. | developed two process maps: one
illustrating the billing cycle and another outlining the policy development workflow, to
demonstrate the relationships between inputs, actions, and outcomes across multiple
departments. These visual representations revealed how various components of the
system interact, influence one another, and ultimately affect organizational efficiency and
population health outcomes.

The billing cycle process map clarified the flow of information and responsibilities
from patient registration through claim submission and reimbursement, identifying
opportunities for improved communication between departments. The policy
development workflow diagram captured each stage of policy creation, from identifying a
need and drafting language to executive review, approval, and dissemination. By
visualizing these processes, | was able to pinpoint potential delays, redundancies, and
areas where collaboration or feedback loops could be strengthened.

This exercise reinforced my understanding of systems thinking as an essential tool
for organizational analysis and public health improvement. It provided a framework for
recognizing how small adjustments within one part of a system can have broad impacts
elsewhere, a concept also emphasized throughout my coursework in MPH 754:
Introduction to Epidemiology, MPH 802: Environmental Health, MPH 720: Administration
of Healthcare Organizations, KIN 710: Program Planning and Evaluation, and MPH 818:
Social and Behavioral Bases of Public Health. These courses collectively enhanced my

ability to apply systems-level analysis to real-world public health challenges.
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Table 5.2 MPH Foundational Competencies and Course Taught In

MPH | MPH | MPH | MPH | MPH

22 Public Health Foundational Competencies Course Mapping 701 220 | 754 | 802 | 818

Evidence-based Approaches to Public Health

1. Apply epidemiological methods to settings and situations in public

X X
health practice

2. Select quantitative and qualitative data collection methods
appropriate for a given public health context

3. Analyze quantitative and qualitative data using biostatistics,
informatics, computer-based programming and software, as X X X
appropriate

4. Interpret results of data analysis for public health research, policy or

) X X
practice

Public Health and Health Care Systems

5. Compare the organization, structure, and function of health care,
public health, and regulatory systems across national and international X
settings

6. Discuss the means by which structural bias, social inequities and
racism undermine health and create challenges to achieving health X
equity at organizational, community, and systemic levels

Planning and Management to Promote Health

7. Assess population needs, assets and capacities that affect
communities’ health

8. Apply awareness of cultural values and practices to the design,
implementation, or critique of public health policies or programs

9. Design a population-based policy, program, project or intervention X

10. Explain basic principles and tools of budget and resource
management

11. Select methods to evaluate public health programs X X X

Policy in Public Health

12. Discuss the policy-making process, including the roles of ethics and
evidence

13. Propose strategies to identify relevant communities and individuals
and build coalitions and partnerships for influencing public health X X
outcomes

14. Advocate for political, social, or economic policies and programs that
will improve health in diverse populations

15. Evaluate policies for their impact on public health and health equity X X

Leadership

16. Apply leadership and/or management principles to address a
relevant issue

17. Apply negotiation and mediation skills to address organizational or
community challenges

Communication

18. Select communication strategies for different audiences and sectors FNDH 880

19. Communicate audience-appropriate public health content, both in FNDH 880
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22 Public Health Foundational Competencies Course Mapping

MPH | MPH | MPH | MPH | MPH
701 720 754 | 802 | 818

writing and through oral presentation to anon-academic, non-peer
audience with attention to factors such as literacy and health literacy

20. Describe the importance of cultural humility in communicating public

health content X X
Interprofessional Practice
21. Integrate perspectives from other sectors and/or professions to
promote and advance population health X X
Systems Thinking
22. Apply a systems thinking tool to visually represent a public health « «

issue in a format other than standard narrative

Student Attainment of MPH Emphasis Area Competencies

In addition to the Foundational Competencies, each student in the Master of Public

Health (MPH) program at Kansas State University must demonstrate attainment of

emphasis area—specific competencies that align with their chosen area of specialization.

Each emphasis area includes five (5) competencies designed to build advanced

knowledge and practical skills relevant to the student’s professional focus. As part of the

culminating Integrative Learning Experience (ILE), students are required to document and

explain how these competencies were achieved and applied through coursework and the

Applied Practice Experience. The following section outlines attainment of the five (5)

emphasis area competencies for the Public Health Nutrition emphasis.

Table 5.3 Summary of MPH Emphasis Area Competencies

MPH Emphasis Area: Nutrition

Number and Competency

Description

Information literacy of public health Inform_publlc health practice thrOUQh
1 " analysis of evidence-based policy,
nutrition .
systems, and environmental change.
) Compare and relate research into Exgmine chronic disegse surveillancg,
practice policy, program planning and evaluation,
and program management, in the context
of public health nutrition.
3 Population-based health Critically examine population-based
administration nutrition programs
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Examine epidemiological concepts of
4 | Analysis of human nutrition principles | human nutrition in order to improve
population health and reduce disease risk

Analyze and evaluate nutritional research
studies related to the relationship
between diet and chronic disease
prevention

Analysis and critique of functional
5 | foods, nutraceuticals, and dietary
supplements

Nutrition Competency #1- Information literacy of public health nutrition

This competency is informed by coursework in MPH 802: Environmental Health,
MPH 720: Administration of Healthcare Organizations, KIN 710: Program Planning and
Evaluation, and MPH 818: Social and Behavioral Bases of Public Health. These courses
collectively provided a strong foundation in understanding how policies, organizational
systems, environmental factors, and behavioral influences interact to shape public health
outcomes and promote healthier communities. The primary course, FNDH 600: Public
Health Nutrition, allowed me to complete this competency through an assignment to
“‘Analyze the Shape Up Somerville project as a policy, systems, and environmental (PSE)
change strategy”. By engaging with evidence-based research and evaluating different
PSE interventions, | learned to critically assess how policies, programs, and
environmental changes can improve public health. This competency strengthened my
skills in reviewing evidence, interpreting findings, and translating research into strategies
that improve population health and support effective public health practice.

Nutrition Competency #2- Compare and relate research into practice

This competency is informed by coursework in MPH 720: Administration of
Healthcare Organizations, KIN 710: Program Planning and Evaluation, MPH 754:
Epidemiology, and FNDH 820: Functional Foods for Disease Prevention. Through these
courses, | developed the ability to examine chronic disease surveillance data, apply
research findings, and translate them into public health initiatives. The primary course for
this competency, FNDH 600: Public Health Nutrition, gave me the following assignment
to accomplish this competency: "Consider surveillance data in combination with the
National Diabetes Prevention Program in planning to implement and evaluate a
countywide public health initiative." This competency was strengthened by analyzing
county-level data on diabetes, obesity, and other risk factors and designing interventions
informed by evidence-based programs, such as the National Diabetes Prevention
Program. By integrating surveillance data, policy considerations, program planning, and
evaluation strategies, | learned to plan initiatives that target population needs, assess
feasibility and sustainability, and identify opportunities for environmental and systemic
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change. This process enhanced my skills in applying research to practical public health
settings, ensuring that interventions are both evidence-informed and tailored to the
communities they are intended to serve.

Nutrition Competency #3- Population-based health administration
Through coursework in FNDH 600: Public Health Nutrition, | gained experience

critically examining population-based nutrition programs such as the Supplemental
Nutrition Assistance Program (SNAP) and the Special Supplemental Nutrition Program
for Women, Infants, and Children (WIC). This assignment required an in-depth
comparison of the two federally funded programs, focusing on eligibility criteria, target
populations, funding structures, and program outcomes. By analyzing how these
programs address food insecurity and nutritional risk among low-income populations, |
learned how administrative design and policy decisions influence program accessibility
and effectiveness. This competency was further informed by coursework in MPH 720:
Administration of Healthcare Organizations, MPH 818: Social and Behavioral Bases of
Public Health, and KIN 710: Program Planning and Evaluation, which strengthened my
understanding of how public health administrators manage, evaluate, and improve large-
scale nutrition programs. Collectively, these experiences enhanced my ability to critically
assess population-based nutrition initiatives, recognize systemic barriers, and identify

strategies to improve program reach and health outcomes.

Nutrition Competency #4- Analysis of human nutrition principles
This competency is informed by coursework in MPH 754: Epidemiology and FNDH

820: Functional Foods for Disease Prevention. These courses deepened my knowledge
of research design, data interpretation, and evidence-based practice. Through
coursework in FNDH 600: Public Health Nutrition, | developed the ability to examine
epidemiological concepts of human nutrition to improve population health and reduce
disease risk. This competency was demonstrated through an assignment that required
describing how six primary epidemiological study designs, including case reports and
series, cross-sectional, ecological, case-control, cohort, and randomized control trials,
inform public health nutrition research and practice. By exploring the strengths and

limitations of each design, | gained an understanding of how epidemiological evidence is
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generated, interpreted, and applied to address nutrition-related health outcomes at the
population level. Collectively, these experiences enhanced my ability to critically evaluate
nutrition research and apply epidemiological principles to guide interventions that promote

health and reduce chronic disease risk.

Nutrition Competency #5- Analysis and critique of functional foods, nutraceuticals,
and dietary supplements

Through FNDH 820: Functional Foods for Disease Prevention coursework, |
learned about functional foods, nutraceuticals, and dietary supplements, as well as how
to research, analyze, and critique both the products themselves and the studies
evaluating their effects. | also learned about policy, regulations, and processes related to
these items. This course emphasized the evidence-based relationships between diet and
chronic disease prevention.

For this course and to accomplish this competency, | conducted a systematic
literature review titled: “Evaluating the Role of Cruciferous Vegetables in Cancer
Prevention: A Review of Current Research and Future Directions.” This graduate-level
literature review critically analyzed and synthesized current research evaluating the
potential role of cruciferous vegetables and their bioactive compounds, such as
glucosinolates, isothiocyanates, and sulforaphane, in the prevention of various cancers.
The project required identifying, evaluating, and interpreting peer-reviewed research
studies to determine both the strength and limitations of evidence supporting dietary
interventions in chronic disease prevention. Through this project, | demonstrated the
ability to critically appraise functional food research by assessing study design,
methodology, sample size, statistical significance, and potential confounders. | also
applied evidence-based reasoning to connect dietary bioactive compounds to
physiological mechanisms of disease prevention. The review highlighted the need for
ongoing, large-scale, and longitudinal research to further validate these relationships and
translate findings into clinical and public health practice.

By examining the mechanisms through which specific food components and
bioactive compounds influence health outcomes, | developed the ability to assess the

validity and reliability of nutrition-related research. This course strengthened my skills in
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evidence appraisal, synthesis of findings, and application of nutritional science to improve
population health and reduce disease risk. This competency reinforced the importance of
evidence-based practice and scientific literacy in healthcare administration and public
health leadership.
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Appendix 1: Strategic Plan

Selected excerpts from the Strategic Plan: For competency # 10
e Drive continued development of our team members through orientation,
career growth, mentoring, and educational opportunities.
e Enhance the value of team members through recognition programs, closed
loop communication, and relationship techniques.
o Budgeted $  per employee for recognition years
e Annual celebration
o BBQin June
o Budgeted $ for venue, catering, activities, and prizes
e Improve our patient communication
o Strategic interventions:

*» Phone and other means of communication (patient portal),
need to reflect higher level of customer service (external and
internal)

e Department level survey questions
o This was previously cost prohibitive. Need to reassess price.
*» Find alternative ways to accomplish the same goal while
being fiscally responsible
e Emergency preparedness
o Blizzard report completed Month, Day, Year in response to a real
event
o Contaminated patient report completed Month, Day, Year in
response to a real event
e Build a collaborative relationship with the health department
e Evolve our business model to maintain sustainability through succession
planning and organizational alignment
o Outline what positions will need filled in the next five years
e Improve profitability and long-term financial strength of the organization
o Start Revenue Cycle Action Team (RCAT) meetings monthly
o Strategic interventions:

= Review coding, billing, aged, denials, charges, and cost of
services timely and consistently

= Pare down on supplies we currently stock

o Focus on clinical initiatives to improve profitability

Selected excerpts from Strategic Plan: For competency #14
e Improve the wellness of our team members thought ongoing well-being strategies,
with a mental health focus
e Patient family advisory committee
e Educate the patient population on wellness needs at all stages of life
o Strategic interventions:
= Advanced care planning
= Health insurance
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= Hospice
=  Womens night
=  Community baby shower
e Focus our safety efforts on all patients and our team members
o Monitor admission process and ER admission times
Pediatric safety
Depression screening
Fall risk assessment
Postpartum
o Staff education and skills training
Independent living
Preventive care (coordinator)
Expand (specialty) service lines
MD Save
e Farm safety
Selected excerpts from Strategic Plan: For competency #21
e Physical and mental health improvement
o Wellness committee
e Decrease our readmission in the ER and inpatient unit
e Services outside of the school year
o Therapies
e Develop a multi-disciplinary team for patient care review
o Length of stay
o Readmission rates
o Utilization review
e Discharge orders
e Educate the patient population on wellness needs at all stages of life
o Strategic interventions:
= Advanced care planning
Health insurance
Hospice
Womens night
Community baby shower
e Focus our safety efforts on all patients and our team members
o Monitor admission process and ER admission times
Pediatric safety
Depression screening
Fall risk assessment
Postpartum
o Staff education and skills training
Independent living
Preventive care (coordinator)
Expand (specialty) service lines
MD Save
Farm safety

O
(@)
(@)
(@)

@)
(@)
@)
(@)
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Appendix 2: Interview Guideline and Qualitative Analysis

Introductory script to be read before interview:
“Hi thanks for joining me today and allowing me to interview you. I'll be conducting this interview
today for personal knowledge, and as a learning objective that | created for my internship and
MPH program. If it is okay with you, | would like to take notes today to review later. No information
directly from your interview will be shared with anyone else. | plan to do a qualitative analysis of
all the interviews | conduct to try to establish ‘themes’. Is it okay if | take notes while we talk?
| will ask you a bunch of questions, and if you don't have an answer to one, just let me know and
we can skip over it or we can come back to a question also. There may be some questions that
you feel are not applicable to the type of work which you do-in that case just let me know and we
can skip over it, or if you have thoughts in which it is related in a different way, you can tell me
that too.”
Background
e What is your name?
o Please describe your main role and responsibilities. What is the title of your role? What
does a day/ week in your life look like?
CCMC Connection
¢ How long have you been with CCMC?
o Why did you choose rural health care? Why CCMC?
o Whatis your favorite and least favorite thing about CCMC specifically?
e How does CCMC collaborate with other providers or facilities? Do you in your role
collaborate with professionals outside of CCMC?
Roll specific
o How do you define success in your position?
o What is your favorite part of your job? What is your least favorite part of your job?
¢ What is something that needs addressed or completed on your to-do list?
e Have there been any successful innovations (clinical, operational, or financial)
implemented recently? Anything implemented to create better efficiency?
o Do you feel limited in your role in any way? If so, how?
e How much, if applicable, does changing federal/ state policy affect you in your position?

And how, in what ways?

68



Personal leadership

o Do you manage anyone? Is there anyone working “under” you?

O

O

O

O

O

What do these relationships look like?

How do you practice leadership with them?

What is your leadership style?

How do you hold others accountable? What do check-ins look like?

Has your leadership style changed? If yes, describe how.

o Who is your supervisor and what is your relationship like with them?

O

O

O

CCMC success
What factors do you think contribute to the success of CCMC?
What factors do you think contribute to the growth of CCMC?

What performance metrics are most important to you?
How is your success “measured’?
Do you like the way your supervisor interacts with you? What would you keep

and what would you change about this relationship?

What sets CCMC apart from other healthcare facilities? Other critical access hospitals?

And other jobs in general?

What role do you personally play in the growth and success of CCMC?

What keeps you up at night?
What gives you hope about the future of CCMC?

If you could change anything about your job or the organization, what would it be?

Future opportunities

Rural health care

Where do you see the greatest opportunity for improvement or investment in rural health

care over the next five years?

What advice would you give to someone looking to lead in rural health care settings?

What are the biggest challenges CCMC faces in delivering care to rural populations?

How do workforce shortages (physicians, nurses, support staff) affect operations and care

delivery?

How do you assess community needs and decide on new services or investments?

How do you address access to care for underserved or geographically isolated patients?

What strategies have you used to grow services or patient volume in a rural area?

What role, if any, does telehealth play in your strategy for access and outreach?
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Financials
e How has reimbursement (e.g. Medicare/ Medicaid) affected your growth strategy?
e What steps are you taking to diversify revenue or control costs without sacrificing quality?
¢ How do you balance financial sustainability with mission driven care?
Quality
o What initiatives have been most effective in improving health outcomes or patient
satisfaction?
e How do you engage with community health or social services to address broader health
determinants?
General wrap up
Thank you so much for your time today. | appreciate your openness and honesty to further my
personal learning and professional development towards rural healthcare administration. Before
we end the conversation,
o s there anything else you would like me to know?

e Is there anything | can do for you?
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Appendix 3: Personal Electronic Device Usage Policy

Clay County Medical Center
Policy: Personal Electronic Device Usage
Purpose

The purpose of this policy is to ensure a safe, productive, and professional work
environment by limiting the use of personal electronic devices during working hours.
Excessive or inappropriate use of such devices can lead to decreased productivity, safety
hazards, and distraction from work-related responsibilities.

While the default expectation is that use of personal electronic devices should be limited
during working hours, department managers may authorize use if itis deemed necessary to
support productivity or operational efficiency.

Scope

This policy applies to all employees across all departments and roles.

Personal Responsibility

Employees are expected to use sound judgment and respect shared workspaces. Activities that
disrupt coworkers, reduce productivity, or give the appearance of disengagement will be
addressed accordingly.

Personal Communication Cell Phone Use

We understand that occasional personal phone calls, text messages, and other forms of
messaging may take place during working hours. However, we ask that employees keep
personal communications to a minimum and ensure that work-related responsibilities
remain the top priority. Unless it is an emergency, personal communications should not
interfere with productivity or disrupt the work environment.

Departmental Discretion

Department managers may implement additional guidance, restrictions, or approved exceptions
to this policy based on specific job functions or operational needs. Any department-level
changes must:

e Be communicated clearly to all affected staff

» Be consistent with overall safety and productivity standards
» Be approved by senior leadership or Human Resources when appropriate
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Enforcement

; i ropriate use
* Supervisors will monitor compliance and may address exceptions or inapprop

directly. NPp—
* Repeated or blatant misuse may be addressed through the organization's pr 4
disciplinary process.
. Reasgnabrlz zccommodations may be made for documented medical or sensory needs,
coordinated through department management and Human Resources'. B i
« Department managers will decide what, if any, accommodations to this policy wi
made, on a case-by-case basis and within each specific department.
o Exceptions to this policy should be thoroughly documented with HR.

sive

Questions and Clarifications

For any questions regarding this policy or to request an accommodation, employees should
contact their supervisor or the Human Resources department.
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Policy:

Personal Entertainment Use

+ The use of personal devices to play games, watch television and videos, and stream
content, listen to podcasts, and access social media during working hours may only
occur during scheduled breaks.

» Music may be played on a personal electronic device if approved by a manager.
Music must be work appropriate, following all other guidelines, policies, and
professional standards. Music must be played at an acceptable level to be
respectful of others working.

o Notfollowing rules of appropriate volume level and appropriate choice of
music, may cause privileges to be revoked as necessary.

Earbud/Headphone Use

» The use of earbuds or headphones is prohibited during working hours unless
approved by a supervisor for specific work-related tasks or trainings. Earbuds and
headphones may be used during scheduled breaks without prior approval.

Etiquette:

« Be respectful of guests, patients, team members, etc. by removing earbuds if someone
approaches you and wants to talk. Employees should take ear buds out and focus on the

conversation.
 Additionally, if using earbuds or similar listening device while attending a training,

watching a webinar, etc. the common appropriate courtesy is to place a sign notifying

you are “in a meeting” on your door in single offices or in a visible area on your desk if in
shared offices.
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Concerns:

* Toreportaconcern or suspected breach of policy, please contact your department
manager or Human Resources as soon as possible. Follow-up the report with an

email, summarizing the issue to ensure proper documentation. All reports will be

handled confidentially and in accordance with CCMC's procedures for addressing
workplace concerns.

Acknowledgment

Clay County Medical Center values a productive, respectful, and safe working environment for

all employees. Employees are required to acknowledge receipt and understanding of this
policy and agree to abide by its terms.

Employee Acknowledgment Form

| have read and understand the Personal Electronic Devices Policy and agree to comply
with all provisions stated.

Employee Name:

Signature:

Date:
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Appendix 4: Public Displays of Affection (PDA) Policy

CIAYCOUNDY
+MEDICAL CENTER

T
i REFERENCE #

Public Displays of Affection

EFFECTIVE:
DEPARTMENT: Human Resources

REVIEWED LAST:

REVISED: 08/25
APPROVED BY:

Clay County Medical Center
Public Displays of Affection (PDA) Policy

Purpose:
To maintain a professional and respectful workplace environment that supports patient trust,

employee comfort, and the reputation of the healthcare facility.

Scope:
This policy applies to all CCMC employees across all departments and roles, and all CCMC

representatives including but not limited to volunteers, students, instructors, contractors, and
vendors.
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Personal Responsibility:
Employees are expected to use sound judgment and respect shared workspaces. Activities that

disrupt and/or disturb coworkers and guests, reduce productivity, or give the appearance of
disengagement will be addressed accordingly.

All employees are expected to maintain professional conduct in the workplace, including refraining
from inappropriate or excessive public displays of affection (PDA). Each individual is personally
responsible for ensuring that their behavior aligns with the company's values of professionalism

and respect.

« Employees agree to:
o Conduct themselves in a manner appropriate to a professional work environment at

all times.

o Be mindful of how personal interactions may be perceived by others in the workplace,
including patients, colleagues, and visitors.

o Respect workplace boundaries and avoid behavior that could cause discomfort,
distraction, or create an unprofessional atmosphere.

o Exercise discretion in personal relationships to prevent any real or perceived conflicts
of interest or favoritism.

Failure to uphold these standards may result in corrective action, up to and including disciplinary
measures, as determined appropriate by management.

Policy Statement:

Professional conduct is essential in maintaining the integrity and effectiveness of our healthcare
environment. Public displays of affection (PDA) among employees—including but not limited to
kissing, prolonged hugging, or other intimate physical contact—are not appropriate in the
workplace.

Such behavior may be perceived as unprofessional, distracting, or even uncomfortable for
patients, visitors, and colleagues. It may also undermine the therapeutic and respectful
atmosphere we are committed to providing.
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Guidelines:

* Permissible Conduct: Friendly greetings such as a brief hug or handshake are
acceptable when culturally or situationally appropriate and mutually welcome.

* Inappropriate Conduct: The following are considered inappropriate in the workplace
and may be subject to disciplinary action:

o Kissing

o Prolonged or close physical contact suggestive of romantic intimacy

o Holding hands in patient care areas

o Any other behavior deemed disruptive or unprofessional by management

e Locations: This policy applies in all areas of the facility and its premises, including
patient care areas, staff lounges, hallways, lunchroom, parking lots, and administrative
offices.

Reporting:

To report a concern or suspected breach of policy, please contact your department manager or
Human Resources as soon as possible. Follow-up the report with an email, summarizing the issue
to ensure proper documentation. All reports will be handled confidentially and in accordance with
CCMC's procedures for addressing workplace concerns.

Enforcement:

Supervisors and managers are responsible for addressing violations of this policy in a timely and
respectful manner. Continued or serious breaches may result in progressive disciplinary action, up
to and including termination.

2
Questions and Clarifications:

Employees with questions about this policy or who wish to report a concern should contact the
Human Resources department.

Employee Acknowledgment Form
I have read and understand the Public Displays of Affection Policy and agree to comply with all

provisions stated.

Employee Name:

Signature:

Date:
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Appendix 5: Policy Template

Title of Policy
Purpose: the purpose of this policy is to [insert purpose].

Scope: this policy applies to [insert which employees, departments, or personnel which is
applies]. Ex: This policy applies to all CCMC employees across all departments and roles,
and all CCMC representatives including but not limited to volunteers, students, instructors,
contractors, and vendors.

Policy:
Details
Details
Details
Reporting: If applicable — standardized

To report a concern or suspected breach of any CCMC policy, please contact your
department manager or Human Resources as soon as possible. Follow-up the report with
an email, summarizing the issue to ensure proper documentation. All reports will be
handled confidentially and in accordance with CCMC’s procedures for addressing
workplace concerns.

Enforcement: If applicable — can be reworded as necessary

Supervisors and managers are responsible for addressing violations of this policy in a
timely and respectful manner. Continued or serious breaches may result in progressive
disciplinary action, up to and including termination.

Personal responsibility: If applicable — can be reworded as necessary

Employees are expected to use sound judgment and respect shared workspaces. Activities that
disrupt and/or disturb coworkers and guests, reduce productivity, or give the appearance of
disengagement will be addressed accordingly.

All employees are expected to maintain professional conduct in the workplace, including
refraining [ insert inappropriate behavior or corrective action needed here]. Each individual is
personally responsible for ensuring that their behavior aligns with the company's values of
professionalism and respect.
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Questions and Clarifications: -- can be changed as needed but should always be
included

For any questions regarding this policy or to request an accommodation, employees should
contact their supervisor or the Human Resources department.

Or

Employees with questions about this policy, or who wish to report a concern should
contact the Human Resources department.

Employee acknowledgement: if applicable

| have read and understand the [insert policy name here] Policy and agree to comply with
all provisions stated.

Employee Name:

Signature:

Date:

-developed by Erin Rose May, Intern CEQO, 2025.
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Appendix 6: Agendas

Selected excerpts from various agendas: for competency 14

Advanced care planning

QAPI

Immunization and vaccine clinic
Telehealth appointments

MD Save

Behavioral / Mental health clinic
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J~ CLAY COUNTY
MEDICAL CENTER

l Our Family. Caring for Yours.

Strategy Meeting Agenda Example

Date
Growth
e Jtem A
e JtemB
In process:
e JtemC
e JtemD
Hold:
e IJtemE
e JtemF
e JtemG

Operations

e Jtem 1

e Jtem?2

e Jtem3

e Jtem4
In process:

e Jtem5

e Jtem©6
Hold:

o Item7
*Notes:

“items” may be related to personnel, staffing, scheduling, policies, financials, procedure and
treatment options, facilities, programs, projects, interventions, challenges, conflicts, strategies,

materials, data metrics, legals, contracts, insurance, etc.
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Executive Committee Agenda Example
Date
Austin:

e Construction update

e General update

e Recruitment update
e Goals

e (General update
e Staffing update
e Specialty clinic
Angela:
e General financial update
e Last month finances

Julie:

e General update
e (Quality update
e Mock survey

Christi

e HR update

e Time card

e Performance improvement plan
e Policies

e (General update
o Staffing

Dr. Kelley

e (General update
e Recruitment update

Erin

e Policies
e Strategic plan
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Appendix 7: Billing Cycle Process Map

Billing Cycle

Registration

Patient Encounter Health Information
Management /

Coding

Billing Accounts
Receivable

*Patient demographics
*Insurance
information/
verification of
eligibility

*Collects co-pay

Description:

*Details of visit are
written in (EMR)
Information about
patient’s condition
and services
performed

*The EMR becomes a

*Maintains and
organizes EMR

*Ensures accuracy
and completeness

*Uses standardized
coding including ICD-
10, CPT, and HCPCS

*Claims go through
“scrubber” to identify
errors

*Claim is submitted to
initial payer

*Payment or insurance
denialis received

*Receives EOB from
insurance company
*Posts payments to
patient accounts
including
adjustments

*Patient responsible

legal medical record sUses CDM and Bills secondary payer for remainder of
documentation to Denials appealed charges
apply charges to through corrections *Statements sent to
claim and resubmitted patients
*Follow-up on patient
bills; financial
assistance
s > S 2 & = NS 2 L& 2
*Errors + Late, missing, *Errors *Insurance denials *Charity care
«ABN incomplete, or *DNFB *Timely filing *Bad debt
*Prior authorization Sfroneous: *Maximizing charges *Payment methods *Contractual
eServices offered documentation on claim adjustments

- Abbreviation key:
- EMR = electronic medical record

Supplies used

Pricing from
GPO/

materials

management

+ EMRAI
documentation

software used

EMR dragon dictate

ICD - 10 = intemnational classification of diseases, 10" edition

CPT = current procedural technology
HCPCS = healthcare common procedure coding system

CDM = charge description master
EOB = explanation of benefits

ABN = advanced beneficiary notice
GPO = group purchasing organization
Al = artificial intelligence

DNFB = discharged, not final billed
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*Payer types
*Charges for services
*Generally based

*Consistent filing and
billing

*Non-covered charges
*Out of timely filing
*No prior authorization
*Registration errors
*Coding/claims errors
*Duplicate charges
*Insurance
deductibles




Billing Cycle

Description:

Registration

*Patient demographics

*Insurance
information/
verification of
eligibility

*Collects co-pay

Patient Encounter

- 2

*Details of visit are
written in (EMR)

*Information about
patient’s condition
and services
performed

*The EMR becomes a
legal medical record

r
*Errors

*ABN
*Prior authorization
*Services offered
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« Late, missing,
incomplete, or
erroneous
documentation

« Supplies used
*  Pricing from
GPO/
materials
management

« EMRAI
documentation

« EMRdragon dictate
software used
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Health Information

Billing Accounts

Receivable

Management /
Coding

*Maintains and
organizes EMR

*Ensures accuracy
and completeness

*Uses standardized
coding including ICD-
10, CPT, and HCPCS

*Uses CDM and
documentation to
apply charges to
claim

*Claims go through
“scrubber” to identify
errors

*Claimis submitted to
initial payer

*Payment or insurance
denialis received

*Bills secondary payer

*Denials appealed
through corrections
and resubmitted

f
*Errors

*DNFB
*Maximizing charges
on claim

* Abbreviation key:

s
f
*|Insurance denials
*Timely filing
*Payment methods
*Payer types
*Charges for services

*Generally based
on MAP rate

*Consistent filing and
billing

N\

*Receives EOB from
insurance company

*Posts payments to
patient accounts
including
adjustments

*Patient responsible
for remainder of
charges

eStatements sent to
patients

*Follow-up on patient
bills; financial
assistance

Z

*« EMR =electronic medical record
= |CD-10 = intemational classification of diseases, 10" edition
* CPT = current procedural technology

HCPCS = healthcare common procedure coding system

CDM = charge description master
EOB = explanation of benefits

ABN = advanced beneficiary notice
GPO = group purchasing organization
Al = artificial intelligence

DNFB = discharged, not final billed
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f
*Charity care

*Bad debt

eContractual
adjustments

*Non-covered charges
*Qut of timely filing
*No prior authorization
*Registration errors
*Coding/claims errors
*Duplicate charges
eInsurance

\_ deductibles




Appendix 8: Policy Development Workflow Process Map

Policy Development Rescarch topic
Collaborate with peers
Workflow extemnally
/‘ Consider ethics and evidence
Incorporate opinions from
internal staff
Allemployees
review new ‘\ \q
policy

Utilize Policy
Template for
standardization

[

)

-\

\

o

/

J
K-
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