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Summary 

This report details an applied learning experience completed with the Flint Hills 

Wellness Coalition under the supervision of the Julie Hettinger, Health Educator at the 

Riley County Health Department and Past-Chair of the Flint Hills Wellness Coalition. 

The scope of work includes time spent as the Flint Hills Wellness Coalition intern. As an 

intern (formally known as the Coalition Liaison), the focus was on capacity building, 

communication, and health equity.  

 

 

Subject Keywords: Flint Hills Wellness Coalition, Health Equity, Riley County 
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Chapter 1 - Literature Review 

“Health equity” and “health disparities” are terms that are seen relatively often in 

regard to public health. It is important that these two terms be defined to avoid any 

confusion or inconsistencies. Health disparities are defined as “health differences that 

adversely affect groups of people who have systematically experienced greater social or 

economic obstacles to health based on their racial or ethnic group, religion, 

socioeconomic status, gender, age, or mental health; cognitive, sensory, or physical 

disability; sexual orientation or gender identity; geographic location; or other 

characteristics historically linked to discrimination or exclusion” (Braveman, 2014). 

Health equity is defined as “the principle underlying a commitment to reduce – and 

ultimately, eliminate – disparities in health and in its determinants, including social 

determinants” (Braveman, 2014). According to Braveman (2014), healthy living and 

working conditions should not be treated as commodities but should be distributed 

according to need. Braveman also makes it clear that not all health differences are 

health disparities, because health disparities must concern social justice with regard to 

the treatment of more advantaged vs. less advantaged groups when it comes to health 

and health care.  

Carter-Pokras and Baquet (2002) determined that in the context of public health, 

a health disparity should be viewed as a chain of events signified by a difference in 

environment, access to utilization of, and quality of care, health status, or a particular 

health outcome that deserves scrutiny. Most definitions of health disparities discuss 

health differences in health status and access to care as they relate to racial and ethnic 

minority, medically underserved, and poor rural populations. Nationally, racial and 

ethnic health disparities have been well documented, with data showing that individuals 

from minority populations suffer disproportionately from cardiovascular disease, 

diabetes, asthma, and cancer (Payne-Sturges, 2006). These causes are of course 

multifactorial and according to Betancourt et al. (2003) the largest contributors are those 

that are related to the social determinants of health. Members of minority communities 

tend to have lower levels of education, work in jobs with higher risk of occupational 

hazard, and tend to be more economically challenged. According to Betancourt et al. 
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(2003), Hispanic Americans represent 13% of U.S. population but represent 25% of 

Americans without health insurance. Lack of health insurance can cause adverse health 

effects like high rates of emergency department use and less access to preventative 

care. The same article stated that African Americans have been linked to poor health 

outcomes due to racism. Betancourt (2003) also notes that concern for those with 

access to care is just as great, as these populations also experience similar health 

outcomes.  

Kawachi et al. (2005) examined three separate causal interpretations of health 

disparities including (1) viewing race as a biological category which views these health 

disparities as inherited susceptibility of diseases, (2) viewing socioeconomic 

stratification as the culprit behind health disparities, and (3) treating race as a distinct 

construct of health disparities. The aim of this specific article was to dissect public and 

academic dialogue on health disparities and to highlight the idea that rather than 

treating race and class separately when we look at disparities, we should examine the 

interaction between them to begin to understand health disparities more clearly. An 

understanding of all causal interpretations of health disparities is necessary to 

understand disadvantages and inequities experienced by certain populations. There are 

still many unknowns in this area of study and more information is needed to understand 

the health implications related to these disparities.  

One area where health disparities are prominent concerns maternal outcomes. 

Love et al. (2010) points out that African-American women were twice as likely as non-

Hispanic white women to have a low birth weight infant, and the risk of infant death was 

2.4 times more likely for African American women. As a possible explanation for the 

differences in maternal outcomes, the concept of “weathering” was proposed by 

Geronimus et al. (2011). The term weathering refers to the early deterioration of health 

in African American women as a consequence of socioeconomic disadvantage 

(Geronimus, 1992). This hypothesis states that “the health of African-American women 

may begin to deteriorate in early adulthood as a physical consequence of cumulative 

socioeconomic disadvantage.” What we know is that black women experience adverse 

health outcomes as compared to their white counterparts. An article by Love et al. 

(2010) explored the idea that black women experience accelerated aging due to 
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stresses from disadvantage, bearing the responsibility for their family, and other racial 

stratifications. Love et al. (2010) also found that black women living in poorer 

communities showed significant weathering with regard to low birthweight (LBW), small 

for gestational age (SGA), and preterm birth (PTB). There is still a gap in the knowledge 

for understanding the racial differences in LBW births. For African American women, 

infant mortality is actually at its lowest during their teenage years, and birth outcomes 

worsen as these women age (Geronimus et al. 1992). This is theorized as the 

phenomenon of weathering and can be explained by socioeconomic disadvantage and 

the health of African American women.  

My applied practice experience was spent with the Flint Hills Wellness Coalition. 

The Flint Hills Wellness Coalition (FHWC) was established in 2011 to address specific 

health needs in the City of Manhattan and Riley County. These health needs focus on 

nutrition, transportation, physical activity levels, and more. The coalition works with 

citizens and groups in Riley County to develop community norms that support healthy 

behaviors and environments. Their mission is to create a healthy, equitable community 

for residents through policy, system, environmental, and personal change. The coalition 

has come a long way since they were first established, and they have been successful 

in improving access to healthy foods (establishment of Food and Farm Council), 

reducing exposure to tobacco in public parks (Clean Air Ordinance), and advocating for 

bicycle/pedestrian friendly environments. In 2015 the FHWC began developing the 

Community Health Improved Plan (CHIP) which involved over 200 stakeholders in 

reviewing data, discussing needs, and identifying priorities. In 2017 the coalition formed 

workgroups to put their results into action. Workgroups include Nutrition, Mental Health, 

Access and Coordination of Services, Active Transportation, and Advancing Health 

Equity.  

The project that I worked on focused on health equity, but more specifically, 

health equity in regard to Hispanic and African American women in Riley County. My 

project was to create a presentation to be used to educate members of the coalition 

about health equity and its importance, and to further research topics regarding health 

equity and women’s health equity in Riley County. The hope with this presentation is 
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that information gathered will be used to further investigate these topics and for it to be 

incorporated into the work being done within each of the workgroups.   

I chose to focus on this specific area of interest because of data collected by the 

Kansas Health Institute regarding possible health disparities in Riley County. Data from 

this document titled Chartbook: Racial and Ethnic Health Disparities in a Changing 

Kansas (2017) authored by Lawrence John Panas, Ph.D. was reviewed and utilized for 

creating the foundation for this project. After analyzing the data, a few points of interest 

stuck out to me including disparities in low birth weight births, premature births, births to 

mothers with less than HS education, pregnancy rates for ages 15-19, and mothers 

receiving adequate or better prenatal care. My project focus relates these data points 

back to health equity in Riley County.  
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Chapter 2 - Learning Objectives and Project Description 

I began my work with the FHWC in January of 2018 and will conclude in 

December 2018 when I transition a new intern into my position. I was the first intern for 

the coalition so this was a new experience for everyone involved. Our first meeting was 

dedicated to creating learning objectives and action items to be accomplished during my 

time with them. My time with the coalition culminated in my work on a presentation 

regarding health equity in Riley County that I will present to the coalition and will be 

utilized by the coalition after my time with them has ended. The presentation 

encompassed the knowledge that I had gained throughout my time with them and 

included information pertinent to the mission of the coalition. The learning objectives for 

my experience included: 

● Understand the difference between “health inequity” and “health disparities” and 

why this distinction is important  

● Be able to understand and describe health data and how it relates to the work 

being done within the coalition  

● Create a presentation to be used to educate members of the coalition on health 

equity issues in Riley County  

● Interview health professionals in Manhattan, KS about their role and how that 

work relates back to the concept of health equity 

● Gather personal stories and insights on health inequities in Manhattan and the 

populations that are most affected by these  

The first part of my learning experience with the Flint Hills Wellness Coalition was 

to understand the basic structure of the coalition, to understand the role that the 

administrative team played, and to understand each of the individual workgroups. 

Throughout my time with the coalition, I attended many group meetings and held my 

own individual meetings to better understand each individual and group role within the 

coalition. Large group meetings included monthly meetings with the coalition where I 

took minutes, administrative team meetings where I participated as the “coalition 

liaison”, and workgroup meetings that included Active Transportation, Nutrition, Access 

and Coordination of Services, and Health Equity. While I did not function as an active 
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member of any specific workgroup, attending their meetings was crucial to my success 

as the coalition liaison. Outside of group meetings, I also held individual meetings with 

different members of the coalition to gather updates, answer questions, and learn more 

about each workgroup’s progress. This information was gathered and reported back to 

the administrative support team to make sure everyone was updated and informed. 

Interconnectedness and transparency between administrative leaders and individual 

members was held in high priority and this was where a large sum of my efforts were 

focused from the beginning.  

Outside of attending meetings and connecting members of the coalition, I was 

also able to begin work on an outreach and communication plan for the coalition. The 

objective of this responsibility was to update the community about what the coalition is, 

as well as to build capacity and to encourage other members of the community to attend 

the monthly meetings. The first step was to create and update an Instagram page to be 

used as another outreach tool, the next step was to coordinate workgroups to update 

the coalition’s website and the information portrayed on it, and the last step was to 

create a communication plan that would guide and streamline internal and external 

communication. The improvement of communication was an ongoing theme during my 

time with the coalition and was something that was prioritized with not only the 

administrative team, but within work groups as well.  

My final project during my time with the coalition was a presentation focused on 

health equity in Riley County. When I first began working on this project, I was not sure 

what direction it would go. My main objective with it was to create a learning tool to help 

educate members of the coalition on an important population health matter. The project 

started with information from the Kansas Health Institute that was gathered between 

1999 and 2013. After pulling data specific to Riley County from Chartbook: Racial and 

Ethnic Health Disparities in a Changing Kansas, I translated it into tables and from 

there, into readable graphs. Below is an example of translating data from chartbook to 

table to graph.  
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Figure 2.1 Example of Data Obtained from Chartbook: Racial and Ethnic Health 

Disparities in a Changing Kansas 
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Figure 2.2 Example of Data Translated from Chartbook: Racial and Ethnic Health 

Disparities in a Changing Kansas Into Table 

 

 

 

Figure 2.3 Example of Data Translated from Table to Bar Graph  

 

 

After reading through the chartbook, all data relevant to Riley County was 

translated into tables (Appendix) by me and then presented by Lawrence Panas, Ph.D., 
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author of Chartbook: Racial and Ethnic Health Disparities in a Changing Kansas. After 

that, all data was then translated into more digestible graphs (Appendix). I sorted 

through those graphs and chose a few specific data points to focus on for my 

presentation on health equity. I chose to focus on these data points because of an 

inherent interest in women’s health. What was concerning to me was that the data 

pointed to possible disparities within these specific racial/ethnic groups (Hispanic and 

African American), and that women in these populations were suffering from adverse 

health outcomes. After further research on the issue of maternal health outcomes, it 

became clear to me that this was what my focus should be with this project.  

Before the start of this project, I knew little about this specific area of study and 

wanted to use this project to not only educate others, but to educate myself as well. My 

presentation was created with the intention of providing education and a new outlook on 

health equity for members of the coalition. During the process of creating my 

presentation, I conducted interviews with key experts in this area including Jennifer 

Green, Director of the Riley County Health Department; Earlisha Killen, Breastfeeding 

Consultant; Jan Scheiderman, Raising Riley; Breva Spencer, Maternal and Child 

Health; and Maria Baquero, Spanish Interpreter. The purpose of these interviews was to 

gain knowledge that could not be collected from reading necessarily, but could only be 

gathered directly from experts themselves. A sample interview guide which includes 

example questions is provided in the appendix (figure 4).  

 Specific areas of interest for my presentation on health equity were Years of 

Potential Life Lost (YPLL) rates, low birth weight births, premature births, births to 

mothers with less than a high school education, pregnancy rates for mothers age 15-19, 

and mothers receiving adequate or better prenatal care. All data was collected by the 

Kansas Health Institute from 1999-2013 and is broken down by race/ethnicity.  
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Chapter 3 - Results 

 Key findings were interpreted from interviews conducted with various 

professionals within the health department. We wanted to identify what populations 

were facing health inequities as well as possible reasons for these inequities to exist. 

After reviewing the interviews and information presented by each professional, two 

common themes came to fruition: health inequity as a function of misunderstanding and 

health inequity as a function of miscommunication. 

 

Inequity as a function of misunderstanding  

What this means is that there is a lack of understanding between those providing 

a public health service and those receiving it. Every individual is unique and has a 

different set of needs. Misunderstanding can stem from a lack of knowledge of culture, 

race/ethnicity, religion, and other health needs. Having a basic understanding of an 

individual's needs is a good start, but being able to take it one step further to truly 

understand how to best serve them is ideal. With a limited number of resources in Riley 

County, this is not always possible. But when health care and service providers are able 

to understand the needs of each individual who walks through their door, we could be 

one step closer to achieving health equity within these populations.  

The interview conducted with Jennifer Green helped to bring this theme into 

perspective. Jennifer is the director of the Riley County Health Department and works 

with a variety of populations every single day. She was the first one to introduce the 

idea of “weathering” and “accelerated aging” to me when looking at the adverse health 

outcomes that these populations were experiencing. The term weathering refers to the 

early deterioration of health in African American women as a consequence of 

socioeconomic disadvantage (Geronimus, 1992). The term accelerated aging refers to 

accelerated biological aging in response to stressors (Geronimus et al. 2011). Jennifer 

explained to me that many times African American women’s concerns are 

misunderstood when it comes to what they are experiencing during pregnancy and after 

child birth. They are often seen to be exaggerating and their complaints are brushed 

aside. It might be that health professionals are not taking into consideration the health 

differences between this population and others, it might be an issue of generalization, or 
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it could be a general misunderstanding when it comes to their specific health needs. 

These possibilities might help explain why African American and Hispanic women in 

Riley County had higher rates of premature births and low birthweight births from 1999-

2013 according to the data collected by the Kansas Health Institute.  

 

 

Inequity as a function of miscommunication 

A major issue with many individuals is communication barriers. Ideally, there 

would be a language interpreter to assist non-English speaking individuals with 

communication needs, but this is not always possible. Lack of communication causes 

everything to progress at a slower rate, and this can mean slower access to necessary 

health services. This issue of poor communication can also cause individuals to feel 

frustrated, nervous, and hesitant to seek out the services that they need. Individuals not 

understanding where they need to go next, what services they need, and what their next 

step is can quickly fall behind and get left behind.  

Maria Baquero is employed as the Spanish interpreter for the Riley County 

Health Department and primarily works with Spanish-speaking women who are 

pregnant or who have recently given birth. As someone who works with a population 

who speaks little-to-no English, Maria emphasized that a prevalent concern for these 

women is communication. She said many of these women are fearful and confused 

when it comes to health services. She mentioned an initial fear also stems from their 

status (undocumented, expired visas, etc.) and the added communication barrier slows 

everything down. Because of this and other reasons, many of the families she sees do 

not have access to services that they need. This lack of access and communication 

barrier could help explain lower rates of adequate prenatal care for Hispanic women 

compared to other races in Riley County. The information from the interview with Maria 

also ties back to data regarding pregnancy rates for mothers aged 15–19 and births to 

Riley County mothers with less than a high school education. Both of these rates were 

exponentially higher for Hispanic women compared to other races from 1999-2013.   

 

Other Interviews 
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 All five interviews conducted were very educational and informative as I sought 

out explanations for health inequity occurring in Riley County. While my interviews with 

Jennifer and Maria were more focused on specific health inequities, my interviews with 

Breva, Jan, and Earlisha were more focused on specific programs available to women 

and families through the Family and Child Resource Center through the Riley County 

Health Department. My very first interview was with Breva Spencer who works in 

Maternal and Child Health for the Riley County Health Department. Breva talked a lot 

about various programs offered through the health department in regard to maternal 

and child health including Becoming a Mom, Maternal and Infant Health Program, 

Newborn Home Visits, and the Home Visiting Program. These services provide direct 

assistance to new mothers as they transition into motherhood. Leslie James, MCH 

Clerk, reported the number of clients in the Becoming a Mother program and 2016 saw 

the highest enrollment at 186 clients. As of October of 2018, the program had 100 

clients reported. Becoming a Mom classes are focused on educating new mothers on 

parenting and life skills and offer six prenatal education classes.  

 My interview with Jan Scheiderman was focused on the Raising Riley Program. 

Raising Riley provides child care subsidies to help parents pay for quality care, early 

literacy visits, mental health consultation, family education and support, and more. The 

program has been a part of the Riley County Health Department since 2000 and has 

been instrumental for years in bringing early childhood assistance to the community. 

Jan reported a fairly even distribution in the demographics of women that utilize this 

specific program, but did note that there are income eligibilities and families eligible to 

receive services must be at or below the gross yearly income as outlined in their 

application.  

 My interview with Earlisha Killen focused on her responsibility as a breastfeeding 

consultant in Riley County. Earlisha works with low income women who are seeking 

assistance through WIC (Women, Infants, and Children Nutritional Services). She 

consults women individually to educate them about breastfeeding, sets goals with them, 

and counsels them throughout their child’s infancy. Earlisha explained during our 

interview that each woman’s needs are different when it comes to breastfeeding 

because of different backgrounds, health concerns, cultures, and income levels. She 
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works with a diverse mix of women and noted that the individualistic aspect of her work 

is extremely important in providing personalized advice and tailored information specific 

to each woman’s needs.   
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Chapter 4 - Discussion 

The information that I gathered in my interviews and was able to use in my 

presentation is just the first step in solving a larger issue at hand. The data collected by 

the Kansas Health Institute and the interviews with various health department 

employees begin to reveal a larger problem occurring not only here in Riley County, but 

all over the country. The lack of understanding for individuals by healthcare providers, 

and the communication barriers that individuals at risk are facing is keeping them from 

achieving optimal health. The findings from my interviews and data presented by the 

Kansas Health Institute support similar studies looking at health inequities for women of 

color as mentioned in the literature review.  

An article referenced in the above literature review helps support the ideas 

presented in the results chapter. Betancourt et al. (2003, p. 560) states that “variations 

in patient recognition of symptoms; thresholds for seeking care; the ability to 

communicate symptoms to a provider who understands their meaning; the ability to 

understand the prescribed management strategy; expectations of care (including 

preferences for or against diagnostic and therapeutic procedures); and adherence to 

preventive measures and medications” are all important factors to consider. These are 

the factors that influence decisions and interactions between patients and providers and 

thus contribute to health disparities. The findings from this study relate directly back to 

what I learned from my interviews and how important these interactions are.  

Dressler et al. (2005) recognized clinical barriers that can occur between 

individuals and their healthcare providers. These barriers occur when sociocultural 

differences between patient and provider are not accepted, explored, or understood. 

Patients might have a different set of cultural beliefs, different attitudes toward medical 

care, and varying trust in health service providers. Providers are now dealing with a 

more diverse population and a greater proportion of patients who are inherently different 

than them. Dressler also stressed that provider-patient communication has a direct link 

to patient satisfaction and health outcomes. Communication barriers can adversely 

affect communication and trust which can in turn lead to dissatisfaction and negative 

health outcomes. When providers do not take social and cultural factors into 
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consideration, providers could resort to generalizing and stereotyping which could in 

turn lead to biased or discriminatory treatment of patients.  

I hope to utilize this information to continue to spread awareness of this issue to 

those currently working in public health and to other individuals in our community. It is 

my hope that knowing this information will motivate and encourage public health 

professionals to take into consideration new methods and approaches in their practice. I 

think this can be done in a variety of ways and it is going to look different everywhere. 

Essentially what I hope is that new understanding is built when it comes to individuals of 

different backgrounds, cultures, and experiences. Each individual seeking service is 

unique and requires a unique set of services. Public health providers should recognize 

these unique qualities and base their services on those needs, and not just on a 

generalized understanding of people.  

While much of this information is being studied around the country, and a lot of 

literature currently exists on the topic of health equity, little research has been done in 

Riley County specifically. Riley County is so unique in that it combines people from 

university, international, military, local, and more backgrounds into one community. In 

contrast, most rural towns in Kansas have little to no diversity in their population. With 

such a mix of backgrounds and cultures in Riley County, public health professionals 

must take into consideration every factor when working with individuals. My hope is that 

information gained through my interviews and through the Chartbook will assist 

professionals as they continue their important work in our community.  

Being able to talk to public health professionals who work directly with the 

populations being discussed was a strength of this project. Their insight is invaluable 

and provides important direction for future research and possible policy development. A 

limitation was that there was no direct contact/interview/focus group with anyone 

experiencing the health inequities in question. While insight from health professionals is 

extremely valuable, individuals with direct exposure to these inequities would have 

helped to support any of the evidence that I have presented in this report. Another 

strength of this project is its relevance to Riley County and how data from the Kansas 

Health Institute was measured directly from the county and was able to describe 

adverse health outcomes for various populations in this community. Another weakness 
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was lack of quantitative data that was measured more recently. The most recent data 

from the Kansas Health Institute was from 2013 which is almost 5 years old now. More 

recent data will be necessary to ensure the relevance of the information in this report.  

To make progress in reducing and eliminating health disparities and health 

inequities, health professionals and policy makers need to move beyond discussion of 

inequality and consider what is inequitable. Our attention should be focused on what is 

avoidable and preventable based on what we know now regarding determinants of 

health. Priorities should focus on what we do know regarding how to avoid a given 

disparity, what determinants of health are amendable, and how to make changes based 

on what we know. Given the context of our given population here in Riley County, 

efforts should focus on reducing known inequities, providing training regarding health 

equity to health professionals, and encouraging open and transparent dialogue among 

the community regarding these disparities and inequities. Health professionals need to 

move beyond a generalized understanding of minority populations and begin to more 

fully understand the individuals and populations at risk for adverse health outcomes.  
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Chapter 5 - Competencies  

Student Attainment of MPH Foundational Competencies  

Table 5.1 Summary of MPH Foundational Competencies 

Number and Competency Description 

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

I focused on translating data previously 
collected into readable graphs and 
presentations.  

6 

Discuss the means by which structural 
bias, social inequities and racism 
undermine health and create challenges 
to achieving health equity at organization, 
community, and societal levels.  

My research focused on health inequities in 
our own community and the possible 
reasons for these to exist.  
 

18 Select communication strategies for 
different audiences and sectors 

I developed a communication plan to be 
used by members of the coalition to make 
communication between members and the 
community more streamlined and efficient.  

19 
Communicate audience-appropriate 
public health content, both in writing and 
through oral presentation 

Creating and posting online content for 
different audiences through Facebook, 
Instagram, and the website was a large 
portion of my internship.  

21 
Perform effectively on interprofessional 
teams 

I served as both a general member of the 
coalition, as well as a member of the 
administrative support team.  

 
Competency 4 – One of the first large projects I was able to work on during my 

time with the Flint Hills Wellness Coalition was creating presentations using data 

collected by the Kansas Health Institute. The data was collected throughout the entire 

state of Kansas from 1999-2013 and was published on March 1st, 2018 as Chartbook: 

Racial and Ethnic Health Disparities in a Changing Kansas.  Data sets ranged from 

average income, unemployment rates, poverty rates, pregnancy rates, prenatal care, 

etc. and were broken down by individual county. Part of my responsibility was going 

through each data set and pulling any relevant information about Riley County. That 

data was then put into tables and then translated into more appealing visuals. This task 

gave me the opportunity to decipher what each piece of information meant and how this 

data can be used for future research, policy development, and public health practice. 

The presentation that I made was used during a conference call with Lawrence J. 

Panas, an analyst for the Kansas Health Institute and author of Chartbook: Racial and 

Ethnic Health Disparities in a Changing Kansas.  
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Competency 6 – The latter part of my time with the coalition focused on creating 

a health equity presentation. This was a culmination of what I previously knew about 

this topic, as well as new information collected along the way. Information was gained 

through a combined means of online research and interviews with Riley County Health 

Department Employees. Employees interviewed included Jennifer Green, Director of 

the Riley County Health Department; Earlisha Killen, Breastfeeding Consultant; Jan 

Scheiderman, Raising Riley; Breva Spencer, Maternal and Child Health; and Maria 

Baquero, Spanish Interpreter. These interviews were important in learning about 

aspects of public health in Riley County and helped me to begin deciphering data and 

learning possible explanations for health inequities present in Riley County. This 

presentation was made for the purpose of educating members of the coalition on health 

equity/inequity and to help us begin more conversations about how structural and racial 

biases and disparities can have drastic consequences for the health of populations.   

Competency 18 – A large part of my experience with the coalition was helping 

the administrative team develop new ways to communicate with members of the 

coalition and with the community at large. The development of the communication plan 

was brought forward as a way to improve communication as a whole and in turn, create 

a more streamlined and efficient way of communicating. In order to make sure that the 

communication plan was something that was desired and needed, I met with members 

of each workgroup to discuss their opinions on the coalition, to hear their feedback on 

communication up to that point, as well as to discuss ways that they can be better 

supported by the administrative team. Our first goal with the communication plan was to 

improve internal communication between the administrative team, the workgroups, and 

members of the coalition. This included creating a new simplified meeting facilitation 

model, creating a Chair and Co-Chair position, and making face-to-face interaction a 

priority. The second goal of the communication plan was to raise awareness, support, 

and participation in coalition initiatives among the public. This included creating direct 

links to the coalition through our website and social media accounts, providing basic 

social media and communication training, and identifying communication specialists 

within each workgroup to engage with members of the community.  
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Competency 19 – One aspect that I wanted to focus on was reaching new 

audiences with information about the coalition and other features of community health. 

New forms of communication were developed and one that I have been able to 

continually maintain is our Instagram page. The coalition already had a Facebook page 

and utilized this form of communication frequently, but I wanted to use the Instagram 

page to reach a new audience and test out different forms of content. Content included 

highlights of individual workgroups, upcoming events, and meeting reminders. After 

searching for other similar Instagram pages, I only found a few that were poorly 

maintained and not up to date. My hope is that other people will be able to find our 

page, whether they be individuals or other wellness coalitions, and engage with us in 

that way. It was also important that we recognize the need for updated and accurate 

information on our website as well, and all workgroups were encouraged to send in 

updates as often as possible. It is my understanding that most people use our website 

as their first introduction to the coalition, so it was important that they be always be able 

to find up to date information.  

Competency 21 – Performing on various interprofessional teams within the 

coalition was by far the most important aspect of my time with them. I regularly attended 

meetings with Julie Hettinger who is the Health Educator at the RCHD and Brandon 

Irwin who is the Community Organizer, as they were the two that advised me during my 

time with the coalition. I also attended meetings with the Administrative Support Team 

who worked behind the scenes to organize large coalition meetings, write and approve 

grants for the coalition, and made other administrative decisions. Another large aspect 

of my responsibilities was regularly interacting with each workgroup, meeting one-on-

one with workgroup leaders, occasionally attending workgroup meetings, and passing 

on updates, wants, and needs to the administrative support team. Coalition meetings 

consist of community partners and individuals all over Riley County including but not 

limited to USD 383, Lafene Health Center, Pawnee Mental Health, Via Christi Health 

Center, City of Manhattan, ATA Bus, various entities within K-State, and more.  
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Table 5.2 MPH Foundational Competencies and Course Taught In 

22 Public Health Foundational Competencies Course 
Mapping 

MPH 
701 

MPH 
720 

MPH 
754 

MPH 
802 

MPH 
818 

Evidence-based Approaches to Public Health 

1. Apply epidemiological methods to the breadth of settings and 
situations in public health practice 

x  x   

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

x x x   

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

x x x   

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

x  x   

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 settings 

 x    

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

    x 

Planning and Management to Promote Health 
7. Assess population needs, assets and capacities that affect 

communities’ health 
 x  x  

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

    x 

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

  x   

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

 x x   

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

Policy in Public Health 

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

 x x x  

13. Propose strategies to identify stakeholders and build coalitions 
and partnerships for influencing public health outcomes 

 x  x  

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

 x   x 

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

 x  x  

Leadership 

16. Apply principles of leadership, governance and management, 
which include creating a vision, empowering others, fostering 
collaboration and guiding decision making  

 x   x 

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

 x    

Communication 

18. Select communication strategies for different audiences and 
sectors  

DMP 815, FNDH 880 or KIN 796 

19. Communicate audience-appropriate public health content, DMP 815, FNDH 880 or KIN 796 
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both in writing and through oral presentation 

20. Describe the importance of cultural competence in 
communicating public health content 

 x   x 

Interprofessional Practice 

21. Perform effectively on interprofessional teams  x   x 

Systems Thinking 

22. Apply systems thinking tools to a public health issue   x x  

 

Student Attainment of MPH Emphasis Area Competencies 

Table 5.3 Summary of MPH Emphasis Area Competencies 

MPH Emphasis Area: Physical Activity 

Number and Competency Description 

1 

Population health Examine and evaluate evidence-based 

knowledge of the relationship between physical 

activity and population health  

2 

Social, behavioral, and environmental 

influences 

Investigate social, behavioral and environmental 

factors that contribute to participation in physical 

activity  

3 

Theory application Examine and select social and behavioral theories 

and frameworks for physical activity programs in 

community settings 

4 
Developing and evaluating interventions Develop and evaluate physical activity 

interventions in diverse community settings  

5 Support evidence-based practice 

Support public health officials and other 

community partners in the promotion of physical 

activity with evidence-based practices  

 

 Competency 1: Population Health - During my time in the MPH program, I was able to 

learn about different aspects of population health and how the health of entire populations can 

be affected by factors such as physical activity, access to services, socioeconomic status, 

environmental safety, disease prevention, and other health factors. Regarding physical activity, 

classes including KIN 612, KIN 614, KIN 655, and KIN 805 really stressed the importance of 

active populations in regard to short and long term health effects. The most crucial part to these 

classes were population based studies that looked at the association between physical activity 

levels in populations and their health outcomes. These studies helped me to understand the 

positive effects that physical activity can have on population health including rates of chronic 
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disease, life expectancy, cognitive function, and more. Understanding this relationship will be 

important as I transition into a career in public health and will be able to educate communities 

and populations about these positive effects. What really stood out to me in terms of physical 

activity and population health was comparisons between United States and other countries in 

terms of physical activity levels and health outcomes. These comparisons helped to me put into 

perspective how we rarely value physical activity and active lifestyles over convenience in our 

country as compared to other countries around the world.  

 Competency 2: Social, Behavioral, and Environmental Influences – Examining the 

relationship between the built environment, physical activity, and population health was integral 

to me understanding the dynamics between people and their surroundings, and how those 

surroundings can help or hinder a population's health. Most interesting was realizing how much 

of an influence a certain environment has on the health of a community, and what types of 

environments are ideal for a population to thrive. One important concept that I did learn was that 

there is not one “perfect” environment, and that an individual’s success relies on a multitude of 

factors. What was most useful in understanding this concept was hands-on evaluations of a 

variety of neighborhoods, parks, etc. Evaluations utilized tools such as the Neighborhood 

Environment Walkability Score (NEWS), the Active Neighborhood Checklist (ANC), the 

International Physical Activity Questionnaire (IPAQ), and more. Most useful was understanding 

the importance of using valid and reliable tools to perform effective and consistent evaluations 

and audits of neighborhoods. After evaluations were conducted, analyses were performed to 

determine the effect certain neighborhoods and built environments had on the health of 

populations. This competency fits well with my research on health equity in our community and 

the importance in understanding how various environments and social norms can affect an 

individual’s health.  

 Competency 3: Theory Application – Brazil et al. (2005) notes the importance of 

integrating theory into research and practice because it improves methodology and can 

encourage stronger collaboration between decision-makers. Integrating theory into practice can 

also create new expectations for improvements in public health and provide a framework to 

understand the complex relationship between resources, implementation, and outcomes (Brazil 

et al. 2005). Theory essentially provides us with the understanding for why people behave in 

certain ways and helps us design effective programs to change behaviors. When a solid 

understanding of theory is reached, behavior can be understood, explained, predicted, and 

changed. I was able to apply my knowledge of theory development in my classes through 

various hands-on projects and assignments. For example, In KIN 805 I was able to review a 
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theory-based intervention and assess how effectively the researchers used this theory for their 

intervention. I was then able to discuss the strengths and weaknesses of theory-based 

interventions and how effective they are when it comes to behavior change. In KIN 655 I was 

able to work on a project that focused on using theory to develop our own intervention. My 

target population was worksite wellness and I developed an intervention based on a known 

theory that would help to improve the physical activity participation in that population. These 

classes influenced my perception of incorporating trusted theories into practice and how 

necessary it is to produce valid and reliable results.  

Competency 4: Developing and Evaluating Interventions - The development and 

evaluation of interventions was highly stressed in almost every course specific to the physical 

activity emphasis area. In KIN 614 and KIN 610, I was able to develop interventions relating to 

the built environment, food insecurity, neighborhood safety, health equity, and more. Developing 

interventions for such a variety of different health concerns forced me to step beyond my 

comfort and explore areas of interest that I might not otherwise have. The development of each 

of these interventions was meticulous, calculated, and well thought out. We had to consider 

every factor when developing each portion of our interventions and programs. While program 

development was important, just as important was evaluation. Evaluations were done from 

beginning to end and held each of us accountable to make sure that the development of our 

interventions was held to the highest standard possible.  

Competency 5: Support Evidence-Based Practice - Supporting the efforts of public 

health officials and other partners in the community was an important aspect of my time in the 

MPH program, as well as my time with the Flint Hills Wellness Coalition. One of my goals within 

the coalition was to help promote community events that supported physical activity, nutrition, 

health, and wellness. Understanding the best available practices and current research is crucial 

and was a topic of discussion at many meetings within the coalition. Being a group that 

functions strictly from grants, it is important that any money spent on a project or event is spent 

wisely. Understanding the best evidence available, incorporating preferences of the community, 

and prioritizing valid evidence was important in every decision being made. In MPH 720 we 

were able to conduct interviews with various health professionals who work in a variety of 

careers within the health field. Each student was able to conduct their own interview and then 

the rest of the class was able to listen to every interview and learn about their practice and the 

issues that many populations are facing when it comes to our healthcare system. The 

assessment of policies, organizational system, and practices taught me how to understand 

basic trends in our healthcare system, as well as how different populations are impacted by their 



26 

access to healthcare. Each interviewee stressed the importance of incorporating evidence-

based practice into their own personal practice and how applying strong, valid evidence is 

necessary to continue to improve. These professionals worked in a variety of healthcare 

settings but each one came back to the same message that it takes both clinical expertise and 

client values to be successful.   
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Appendix Figure 1 continued: Communication Plan  
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