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This policy paper examines persistent health disparities in Nebraska, drawing on
insights from a symposium that engaged more than 180 health professionals and
organizational leaders statewide. Nebraska's dual burden of rural provider shortages
and urban socioeconomic inequities highlights the need for place-based policy
solutions tailored to diverse regional drivers of health disparities—an approach
that can be adapted by other states facing similar urban—rural divides. The paper
urges Nebraska-focused public health policies with strategies other states can
adapt. Key recommendations include expanding pediatric mental health services,
implementing community-based interventions targeting social determinants
of health, and increasing access to care through telehealth, and culturally and
linguistically appropriate services. These approaches aim to advance equity in
Nebraska and inform broader national efforts to reduce health disparities.
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1 Introduction

Health disparities are preventable differences in health outcomes that are closely linked with
social, economic, and environmental disadvantage (1). These disparities disproportionately affect
low-income individuals, people of color, LGBTQ+ populations, and those in rural or under-resourced
areas, driven by factors such as discrimination, language barriers, and limited access to care,
education, and nutritious food. Health disparities accounted for approximately $93 billion in
additional medical expenses and up to $42 billion in reduced productivity resulting from early
mortality in 2023 in the United States (2). Nebraska, a Midwestern state with both urban and rural
populations, presents a distinctive combination of health disparity challenges. While its urban-rural
mix is typical of the Midwest, Nebraskas particular configuration, i.e., long distances between
population centers, significant provider shortages, and geographically isolated communities,
intensifies access issues. For example, compared to Iowa, Nebraska’s rural residents often travel farther
to reach primary or specialty care due to more sparsely distributed infrastructure. Unlike Kansas or
the Dakotas, Nebraskas urban areas such as Omaha and Lincoln also feature dense pockets of racial
and ethnic diversity, requiring culturally responsive services that are less emphasized in neighboring
states with more homogenous urban populations. In some ways, this combination parallels patterns
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seen in Western states like Oregon and Alaska, where a similar rural-urban
contrast presents unique logistical and equity challenges in delivering care.
These intersecting geographic and demographic dynamics contribute to
persistent disparities in healthcare access, especially for pediatric and
behavioral health services.

Health disparities in Nebraska are not confined to either rural or urban
settings; rather, both contain pockets of significant inequity that stem from
distinct demographic and structural challenges. As illustrated in the
Nebraska Department of Health and Human Services' Health Equity Map
(Figure 1), high health disparity scores appear in counties across the entire
state, including densely populated urban areas like Douglas and Lancaster
counties, as well as remote rural regions such as Scotts Bluff in the
Panhandle, and Hall, Hamilton, and Merrick counties, members of the
Central District Health Department. While urban counties often struggle
with issues related to concentrated poverty, racial and ethnic diversity, and
access to culturally competent care, rural counties face challenges like
provider shortages, transportation barriers, and limited healthcare
infrastructure. This dual burden highlights the need for differentiated,
place-based policy solutions tailored to the specific drivers of inequity in
each region.

This paper is guided by Bronfenbrenner’s Social Ecological Model
(1979), which conceptualizes health outcomes as the result of dynamic
interactions across multiple levels of influence, i.e., individual,
interpersonal, community, and policy (3). The model has been widely
adapted in public health to design multi-level interventions that
address both proximal and structural determinants of health (4, 5). By
situating our policy recommendations within this framework,
we highlight how macro-level policies can shape community
structures, interpersonal networks, and individual behaviors,
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ultimately supporting comprehensive and sustainable strategies for
advancing health equity.

Moreover, these challenges reflect broad health disparities seen across
the midwestern regions of the United States, where rural areas often suffer
from a lack of healthcare access and urban areas face different
socioeconomic pressures (6). To address these critical issues, the 2024
“Understanding Health Disparities in Nebraska” symposium brought
together experts from various fields, including community health,
behavioral health, public health equity, pediatric research, nutrition
education, and rural health. The event was promoted through a statewide
recruitment campaign that included emails to all local and district health
departments, federally qualified health centers across Nebraska, and tribal
health organizations serving the Omaha, Winnebago, and Ponca Tribes.
Outreach was also extended to contacts affiliated with Nebraska’s four
major universities and community organizations involved in public and
behavioral health. Additional promotion was conducted via LinkedIn,
targeting a broad statewide network of healthcare providers, public health
professionals, and academic institutions. Attendees included representatives
from diverse geographic and demographic communities, including Native
tribes in Nebraska. The Nebraska Department of Health and Human
Services Office of Health Disparities and Health Equity, featuring a Native
American liaison and district offices covering all three congressional
districts, was also represented and contributed as a guest speaker. In total,
the symposium engaged 70 in-person attendees and 112 virtual
participants, representing organizations such as healthcare providers,
community organizations, academic institutions, and public health
departments. These experts provided a comprehensive understanding of
the multifaceted nature of health disparities in Nebraska. Their insights
highlighted the need for targeted public health policies and interventions
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to promote equity and improve health outcomes (7). This brief is designed
to be accessible to both policymakers and non-specialist audiences, with
technical concepts explained in plain language to support broad
understanding and practical application.

2 Evidence sources

The policy recommendations in this paper are informed by a synthesis
of peer-reviewed research, publicly available health data, and state and
federal reports, as well as presentations and discussions from the
2024 Understanding Health Disparities in Nebraska symposium. Sources
were identified through targeted searches of databases such as PubMed and
Google Scholar, Nebraska Department of Health and Human Services
publications, County Health Rankings & Roadmaps, and national health
surveillance systems (e.g., CDC WONDER, U. S. Census Bureau). Inclusion
prioritized materials that (1) addressed Nebraska-specific health disparities
or comparable geographical contexts, (2) provided quantitative or
qualitative data relevant to the policy areas under review; and (3) came from
credible governmental, academic, or professional organizations. Gray
literature, such as policy briefs and technical reports, was included when
produced by recognized health policy or public health authorities.
Presentations from symposium experts, including community health
practitioners, behavioral health providers, public health equity leaders,
pediatric researchers, nutrition educators, and rural health specialists, were
evaluated for their relevance, alignment with existing evidence, and
applicability to Nebraska’s context. All evidence, whether from published
literature or expert presentations, was assessed for relevance, timeliness, and
applicability to Nebraska, with emphasis on data and insights that could
inform actionable, scalable policy strategies.

While the policy recommendations in this brief are grounded in
peer-reviewed literature, publicly available datasets, and insights from
subject matter experts, they are based primarily on observational
evidence and synthesis of prior work. As such, causal relationships
should be interpreted with caution, as unmeasured confounding
factors and contextual differences across communities may influence
outcomes. These recommendations should be considered as evidence-
informed strategies, with their effectiveness requiring ongoing
evaluation in real-world settings.

3 Health disparity policy at the state
level

Health disparity policy needs to be driven at the state level due to
the unique geographic, demographic, and socioeconomic challenges
each state faces. State-specific policies allow for tailored approaches
that address local conditions and needs. In addition, state-level
collaborations between public health departments and various
organizations are increasingly recognized as essential for promoting
positive public health outcomes and reducing health inequalities.
These collaborations allow for the development and implementation
of policies that are finely tuned to the specific challenges of different
regions within a state (8). For instance, the National Conference of
State Legislatures highlights the importance of state-specific health
policies in addressing rural health disparities (9). Nebraska, with its
mix of urban and rural populations, exemplifies the diverse challenges
faced by midwestern states in the U. S.
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3.1 Geographic differences

Rural areas in Nebraska face persistent healthcare challenges,
including a shortage of providers, particularly in specialty areas of
medicine and allied health. Fourteen counties lack a single primary
care physician and 61.5% of the state’s Health Professional Shortage
Areas are located in rural regions (10). Many rural counties also do
not have access to essential specialists, including obstetricians/
gynecologists, mental health providers, and oncologists, creating gaps
in care for maternal health, cancer treatment, and behavioral health
services (11, 12). As a result, rural residents are often forced to travel
long distances to urban centers or forgo needed care entirely. Patients
in these areas often travel 30 to 60 miles or more to access specialty
care. In addition, limited broadband access hinders the effective use
of telehealth as nearly 22% of rural Nebraskans lack high-speed
internet service (13) and have limited healthcare infrastructure.
Childcare availability is another critical factor shaping health and
economic stability, particularly in rural areas where the number of
licensed childcare providers is often limited, and costs can exceed the
state average. According to County Health Rankings and Roadmaps
(2025), these disparities are most pronounced in counties with high
poverty rates and limited economic opportunities (14). In Nebraska,
10 out of 70 reporting counties have less than five childcare centers per
1,000 children. These issues are common in rural areas across the U. S.,
but their specific manifestations vary by state, making state-driven
policies essential for tailoring solutions to local infrastructure,
population needs, and resource availability (6, 12, 15).

3.2 Demographic differences

Nebraska’s demographic diversity is concentrated in its urban
centers. Omaha (pop. ~483,000) is 68.8% White, 11.5% Black, 4.3%
Asian, and 12.9% Hispanic or Latino, while Lincoln (pop. ~294,000)
is 77.2% White, 4.2% Black, 4.5% Asian, and 8.8% Hispanic or Latino
(16). In contrast, rural areas, home to 28.1% of the state’s population,
are 86.0% White (17). This urban concentration of racial and ethnic
diversity calls for culturally responsive health services.

In Omaha, neighborhoods like North and South Omaha face high
poverty and food insecurity rates, reaching up to 48.5% in some areas
(18). These communities, largely composed of racial and ethnic
minorities, also experience elevated rates of chronic illness,
underinsurance, and mistrust of healthcare systems (19). In Lincoln,
immigrant and refugee groups, including Yazidi, Vietnamese, and
Sudanese populations, face language and health literacy barriers that
contribute to unmet care needs (20). In addition, LGBTQ+ youth
across the state face acute mental health disparities, with 73%
reporting anxiety and 50% seriously considering suicide, especially
among transgender and nonbinary youth (21).

These disparities are not only the result of current gaps in
culturally responsive services, but also reflect long-standing
structural inequities reinforced by past and existing policies. For
instance, redlining and discriminatory housing practices
historically restricted where communities of color could live,
limiting access to high-quality schools, healthcare, and jobs; effects
that are still visible in areas of Omaha and Lincoln today (22, 23).
In North Omabha, for example, formerly redlined neighborhoods
continue to face disinvestment and concentrated poverty,
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contributing to poorer health outcomes (18). Addressing
demographic disparities therefore requires not only the
implementation of new equitable policies, but also a critical review
of existing systems and legacy policies that may continue to

perpetuate inequity.

3.3 Socioeconomic differences

Socioeconomic status, which includes income, education,
employment, and housing stability, greatly influences health outcomes.
In Nebraska, socioeconomic disparities are evident in both rural and
urban settings (24). For example, in North Omaha, a historically
underserved urban area, the poverty rate exceeds 25% compared to
the state average of around 11% (25). In many rural counties, over 15%
of residents live below the poverty line, and high school graduation
rates are significantly lower than the state average of 89% (26). The two
root causes of poverty and lower educational attainment are
compounded by structural barriers to participation in educational
opportunities, job training programs, and safety net services. Many of
these programs have eligibility criteria based on income thresholds,
employment status, or residency requirements, which can exclude
residents who still face substantial need. In rural areas, participation
is further hindered by infrastructure gaps and broadband access—
nearly 22% of rural Nebraskans lack high-speed internet service
(13)—as well as the costs of devices, transportation, or program fees.
These same limitations inhibit telehealth offerings, reducing access to
remote education, job training, and healthcare services (discussed
further in the Healthcare Access for Underserved Populations section).
Pairing addressing structural barriers with supportive services like
financial counseling, when designed to complement fair-wage and
benefits policies, can help families navigate resources without placing
additional burdens on their time or income.

Addressing these root causes requires targeted policy actions that
complement broader health equity efforts. State policies, such as those
expanding access to affordable housing, improving educational
opportunities, increasing job training programs, and strengthening
safety net services, can be tailored to address these socioeconomic
factors, promoting health equity (8, 16). More specifically, expanding
affordable early childhood education, providing wraparound academic
and social supports in K-12 schools to improve graduation rates, and
investing in workforce development and job creation initiatives in
high-poverty areas are critical steps. These strategies should
be implemented alongside efforts to expand broadband access, reduce
participation costs, and improve infrastructure in underserved rural
communities, thereby increasing access not only to education and job
training but also to telehealth and other essential services.

Importantly, a review of current and historical policies is needed
to understand how systemic barriers, such as redlining, discriminatory
lending, and unequal infrastructure investment, have contributed to
present-day socioeconomic disparities (22, 23). These policies have
created generational wealth gaps and led to under-resourced
communities. In Nebraska, these effects are particularly evident in
urban neighborhoods like North and South Omaha, as well as rural
communities historically excluded from broadband access, quality
housing, and healthcare infrastructure (13, 18). Addressing these root
causes is essential for advancing meaningful and sustainable
health equity.
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Addressing Nebraskas health disparities requires more than a
general approach; it demands targeted, state-specific strategies that
leverage local expertise and resources. The following sections outline
concrete policy options and evidence-based interventions across key
focus areas, including pediatric mental health, social determinants of
health, and access to care, that together form a blueprint for advancing
health equity. These strategies not only respond to Nebraska’s unique
needs but also offer scalable solutions that other states with similar
profiles can adapt.

4 Pediatric mental health services
4.1 Current situation

Nebraska faces concerning trends in youth mental health that
exceed national levels. Between February 2020 and 2022, Children’s
Hospital and Medical Center reported that the share of children aged
11 and older with positive depression screenings rose from about 15%
to over 20%, reaching nearly 30% in some months, surpassing national
averages of approximately 15% (27). Consistent with national trends
during the COVID-19 pandemic, Nebraska experienced a marked
increase in youth mental health crises during this period. From 2020
to 2021, the rate rose from approximately 15 to 22%, and from 2021
to 2022 it increased further to nearly 30%. Calls to Omaha’s Boys
Town National Hotline related to child anxiety also increased by more
than 50% during the same period, signaling heightened psychological
distress (27).

Workforce shortages compound these challenges: 88 of Nebraska’s
93 counties are designated as behavioral health shortage areas, and 29
counties have no practicing mental health providers at all. Only 26%
of licensed behavioral health providers serve rural areas, further
limiting access for children outside urban centers (10). According to
the County Health Rankings ¢ Roadmaps 2025 and the Nebraska
Pediatric Mental Healthcare Access Partnership, rural areas have just
three psychiatrists per 100,000 residents compared to 11.8 in urban
areas, and 8.7 psychologists per 100,000 residents compared to 27.9 in
urban areas (28, 29). Figure 2 below illustrates the geographic
distribution of mental health providers across Nebraska in 2025, with
darker shading indicating counties with fewer providers per capita
(14). This visual highlights the pronounced disparities between rural
and urban areas, underscoring the urgent need for targeted workforce
expansion in underserved regions.

These conditions, escalating mental health concerns among youth
and critical workforce gaps, underscore the need for targeted
investments in pediatric mental health services, as emphasized by
participants at the 2024 Understanding Health Disparities in Nebraska
symposium. Their insights strongly support evidence-based,
community-rooted solutions that meet children where they are: at
school, at home, and online.

4.2 Integrated SDOH and mental health

Social determinants of health (SDOH), including access to
housing, food security, and social supports, not only shape mental
health outcomes but are also proactively improved by better mental
health. For example, stable mental health can foster stronger school
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performance, community participation, and economic resilience.
Integrated care models reflect this interplay. School-based
comprehensive mental health systems that partner with food
assistance or family resource programs have shown reductions in
behavioral incidents and improved attendance and emotional well-
being (30). Similarly, community health centers that combine
behavioral health services with social service navigation, such as
housing support or job training referrals, have reported better
treatment adherence and patient satisfaction (31). Embedding mental
health supports within broader SDOH strategies can therefore be a
powerful, sustainable approach to improving outcomes in Nebraska
and beyond. These integrated approaches, combining SDOH
interventions with mental health support, demonstrate the potential
for synergistic strategies that advance both objectives simultaneously.

4.3 Policy options for pediatric mental
health services

To ensure impact and scalability, policy options should
incorporate evidence-based programs (EBPs) with demonstrated
effectiveness in improving youth mental health outcomes.
Examples include school-based mental health training programs,
integrated behavioral health models, and telehealth-enabled
service delivery that addresses workforce shortages and access
barriers. Increased funding for mental health services, focusing on
expanding access to services, and reducing stigma are approaches

Frontiers in Public Health

supported by studies indicating that investments in school-based
mental health programs and community outreach can significantly
improve youth mental health outcomes and reduce suicide rates
(32, 33).

« Increase state and federal funding

o Expand investment in pediatric mental health services.

o In 2022, Nebraska’s behavioral health budget was
~$307 million, with ~40% from federal sources (34).

o Rural areas have only 8.7 psychologists and 3 psychiatrists per
100,000 residents, compared to 27.9 psychologists and 11.8
psychiatrists in urban regions (35).

o About 20.2% of children are diagnosed with behavioral
conditions, but only 62.4% receive counseling (36).

o Prioritize hiring and training licensed independent mental
health practitioners (LIMHPs) and school-based providers in
underserved areas.

0 Access is further constrained by insurance coverage
limitations. Many plans still impose annual session caps,
often ranging from 12 to 20, which are frequently
insufficient for children with complex needs (37). Despite
parity laws, reimbursement rates remain low in many areas,
especially under Medicaid, where provider payments in
Nebraska have not kept pace with Medicare and have been
further complicated by recent policy changes that reduced
total compensation for some patients (38). Waitlists add yet
another layer of delay. Many families, especially in rural
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areas, face multi-month waits before accessing pediatric
mental health care (39). These systemic barriers affirm that
increased funding must be paired with strategies to expand
provider capacity, enhance insurance coverage, and
accelerate access.

« Enhance community outreach programs

o Collaborate with schools, community centers, and clinics to
offer early-intervention programs.

o Focus on awareness, stigma reduction, and connecting families
to services.

 Expand telehealth services

o Increase broadband access and insurance coverage for virtual
mental health care.

o Support delivery of services like telepsychiatry and
remote therapy.

o Integrate 988 crisis services into telehealth platforms. Ensure
that telehealth providers, school-based mental health
programs, and mobile health units are equipped to connect
patients in crisis directly with the 988 Suicide and Crisis
Lifeline. This integration leverages existing resources and can
streamline crisis intervention, particularly in rural areas with
limited in-person mental health resources.

« Strengthen school-based mental health programs

o Implement in-school counseling and mental health education.

o Partner with educational systems to integrate services into
curricula and student supports.

o Incorporate evidence-based programs such as Youth Mental
Health First Aid training for teachers, school counselors, and
other school personnel to better equip them to recognize the
signs of mental health crises, respond appropriately, and
connect students to needed resources (40).

o Additionally, schools can and should facilitate access to
telehealth services. First, by ensuring broadband infrastructure
is sufficient and providing a community resource that is
accessible. Second, by designating private spaces where
students can participate confidentially in virtual mental health
sessions, schools can support access and promote participation
in mental health care (41-44). Such models have been
successfully implemented in school-based health centers
nationwide, demonstrating improved access to care, reduced
stigma, and better coordination between educational and
healthcare systems.

« Host community events and public awareness campaigns

o Organize events like mental health fairs, speaker series, and
media campaigns, which are demonstrated to improve health
care usage and outcomes, especially among younger
people (45).

o Normalize mental health conversations through schools,
libraries, churches, and local media.

4.4 Implications

Improving mental health services will enhance mental health
outcomes for children, reduce rates of suicide, development of
substance use disorders, and mental health crises, and provide long-
term benefits for physical, behavioral, and social health (8, 25). For
instance, studies show that early intervention in youth mental health
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issues can prevent the development of more severe conditions, leading
to better overall health outcomes (32, 33).

5 Social determinants of health
5.1 Current situation

Social determinants of health (SDOH) are non-medical factors
that influence health outcomes. According to Healthy People 2030,
they encompass the conditions in which people are born, grow, live,
work, and age, including socioeconomic status, environment, and
education (46). These factors significantly influence health outcomes,
accounting for up to 80% of overall health status in the United States
(24, 47). In Nebraska, disparities are evident across regions. For
example, East Omaha experiences concentrated socioeconomic
deprivation, leading to poorer health outcomes compared to more
affluent areas like West Omaha (48).

In addition to structural disparities, systemic racism and
discrimination within Nebraska’s healthcare settings further deepen
health inequities. Black, Hispanic, Indigenous, and immigrant
populations often encounter implicit bias, language barriers, and
limited access to culturally and linguistically appropriate care; factors
that contribute to mistrust in medical institutions and inadequate
treatment. For example, Yazidi and Sudanese refugee communities in
Lincoln face significant barriers related to health literacy and
navigation of the healthcare system (20). These inequities are reflected
in statewide outcomes: Nebraska’s Black infant mortality rate (11.6 per
1,000 live births) is more than double that of all other racial groups,
and obesity and delayed prenatal care rates are significantly higher
among Black and American Indian populations (49), underscoring
the urgent need to address social and systemic inequities as part of the
state’s health equity agenda.

Both obesity and delayed prenatal care in Nebraska are influenced
by a complex set of interrelated barriers that vary across communities.
Limited access to fresh, nutritious foods remains a significant
challenge. Many food banks and pantries, particularly in rural areas
and urban food deserts, primarily distribute shelf-stable, processed
items, reducing opportunities for healthy eating (18). Prenatal care
access is hindered by a shortage of obstetricians/gynecologists in rural
counties, many of which have no local providers, forcing patients to
travel long distances or forgo care entirely (10-12). Even when
services are available, insurance limitations and restrictive eligibility
criteria for support programs prevent participation, and inadequate
broadband infrastructure can make participation in telehealth and
health education difficult. These barriers often intersect, amplifying
inequities for low-income families and historically underserved
populations. Addressing them requires not only targeted new policies
but also a critical review of existing programs and regulations to
ensure they do not inadvertently perpetuate disparities, thereby
creating solutions that are both effective and sustainable.

5.2 Policy options for addressing social
determinants of health

Implement community-based interventions targeting SDOH,
including educational programs, housing initiatives, and food
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security measures. In addition, addressing health disparities requires
coordinated solutions that meet families’ interconnected needs. For
example, access to affordable childcare can enable workforce
participation, while financial counseling, when paired with policies
ensuring livable wages, can help families maximize available
resources without placing undue burden on those already working
multiple jobs.

Educational programs: Fund accessible programs on healthy
living, nutrition, disease prevention, and health literacy. Build on
models like the Center for People in Need in Lincoln and
Californias Health Navigator Program to expand statewide
efforts (50).

Affordable housing initiatives: Invest in safe, affordable housing
with

through  partnerships local governments and
housing authorities.

« Food security programs: Expand food banks, community
gardens, and nutrition workshops. Support initiatives like
teaching kitchens and DIY gardens.

o Transportation services: Improve public transit and offer

assistance, rural and

transportation especially  in

underserved areas.

Collaborative community partnerships: Build cross-sector
networks to provide wraparound services, integrating healthcare,
social services, and community organizations to offer employment
support, financial counseling, and childcare assistance. Such
comprehensive approaches can help address multiple social
determinants of health simultaneously, improving access to
resources and supporting long-term community well-being.

5.3 Implications

Addressing social determinants will reduce health disparities,
enhance quality of life, and improve overall health outcomes for
underserved populations. Initiatives such as improving housing
conditions and increasing access to nutritious foods have been shown
to significantly improve health outcomes in various communities (51).

6 Healthcare access for underserved
populations

6.1 Current situation

Underserved populations face significant barriers to healthcare
access, including a lack of insurance, transportation issues, and limited
availability of services. Nationally, rural Americans face similar
challenges, with about 20% living in Health Professional Shortage
Areas (12, 52). In Nebraska, many individuals in rural areas rely on
emergency departments for primary care due to these barriers (8).
This unbalanced use of emergency departments for non-emergency
needs leads to negative outcomes for individuals, such as fragmented
care, delayed diagnoses, and higher out-of-pocket costs (53). It also
overburdens emergency departments, reducing their capacity to
respond to true emergencies and straining healthcare resources across
the community (54).
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6.2 Policy options for expanding healthcare
access in underserved populations

To strengthen Nebraska’s public health infrastructure, the state
should expand the number and geographic reach of community
health centers in underserved areas. Increasing access to affordable
insurance coverage and providing enrollment assistance will help
individuals overcome financial barriers to care. Enhancing
non-emergency medical transportation services, particularly in rural
regions, is essential for ensuring consistent access to routine and
preventive healthcare. Finally, all healthcare settings should offer
culturally and linguistically appropriate services to better meet the
needs of Nebraska’s diverse population.

Recent changes to Medicaid eligibility and funding could have
particularly severe consequences for Nebraskas rural hospitals.
Critical access facilities, which serve as the only hospital within large
geographic areas, operate on narrow fiscal margins and rely heavily on
Medicaid reimbursements. As Nebraska Rep. Mike Flood answered
questions regarding H. R. 1, also known as the “One Big Beautiful Bill
Act)” during an Augugst 4™, 2025 public townhall, it became clear that
shifting costs to these facilities will increase uncompensated care
burdens, jeopardizing their viability (55). This risk is compounded by
provider shortages and aging infrastructure in rural communities.
National analyses similarly warn that Medicaid cuts may accelerate
rural hospital closures, further limiting access to primary and
emergency care (56-60). To sustain access, policies should include
targeted rural hospital stabilization funds, safeguards for Medicaid
expansion, and recruitment incentives to attract providers to
underserved areas.

« Expand community health centers
o Increase the number of centers in rural and underserved areas.
o Ensure availability of preventive, primary, and mental
health services.

Reference relevant legislation supporting statewide resource
distribution; assess current implementation and gaps.

« Invest in mobile health units: cross-sector tie-in
Mobile Health Units through
sector partnerships.

o Invest in Cross-
o Collaborate with public library bookmobiles, Meals on
Wheels, syringe exchange programs, and other community-
based services to deliver healthcare, screenings, and resources
directly to underserved populations.

o These partnerships can extend reach and reduce barriers for
hard-to-access communities. Oregon'’s MHU Program is an
exemplar model (61).

« Implement transportation assistance programs

o Provide free or subsidized rides to healthcare appointments.

o Collaborate with local transit providers.

o Example: Existing Lincoln-based services could serve as
local models.

« Ensure language accessibility

o Require translation, interpretation, and captioning services in
all healthcare settings.

o Offer forms and materials in multiple languages.
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o Avoid reliance on family members, especially children, for
translation (62).

 Expand telehealth services

o Improve broadband access in underserved regions.

o Support ongoing federal and local broadband
expansion programs.
Provide training for providers in telehealth delivery.
Encourage leadership from universities, especially land-
grant  institutions, on telehealth access and
workforce development.
Expand Telehealth Services across diverse delivery channels.
Build on school-based telehealth

incorporate Employee Assistance Program (EAP) telehealth

infrastructure and

offerings for working populations.

Explore policies to ensure cell phone calls, texting, and video
visits for telehealth are free for patients and do not count
against data or minutes, thereby removing cost-related barriers
to virtual care.

6.3 Implications

Enhancing healthcare access will increase utilization of preventive
and primary care, reduce reliance on emergency services, and improve
health outcomes for underserved communities. While increasing the
number of community health centers in rural areas remains an
important goal (15, 52), feasibility must be assessed in light of current
Medicaid changes and the risk of rural hospital closures. Strategic
planning should prioritize sustaining existing facilities and programs
and integrating them into broader telehealth and mobile
health strategies.

10.3389/fpubh.2025.1651092

7 Actionable recommendations

To meaningfully reduce health disparities in Nebraska, it is
essential to recognize how core policy strategies intersect across
multiple domains. Figure 3 illustrates how key actionable
recommendations, focusing on pediatric mental health, access to care,
telehealth, and social determinants of health (SDOH), are
interconnected and collectively drive progress toward health equity.
Rather than addressing these areas in isolation, coordinated action can
produce broader, more sustainable outcomes.

« Increase funding for mental health services

o Allocate state and federal resources for child and adolescent
mental health care, including expanding the workforce of
school-based mental health providers.

o Support the implementation of evidence-based programs such
as Youth Mental Health First Aid to equip educators and staff
in identifying and responding to youth mental health needs.

o Prioritize hiring and training providers in rural and
underserved areas.

o This strategy improves youth outcomes (8, 54).

« Implement community-based SDOH interventions

o Partner with local organizations to address housing, education,
and food security.

o Collaborate with schools, clinics, and community centers to
build support networks.

o Community-based approaches reduce the health impacts of
social determinants (15, 51).

« Enhance healthcare access

o Expand community health centers and mobile units in

underserved areas.

Pediatric Mental Health

Funding | Schools | Telehealth

FIGURE 3
Interconnected strategies and actionable recommendations.

Social Determinants of
Health (SDOH)

Housing | Food | Transit

Telehealth

Broadband | Training | Coverage

Access to Care

CHCs | Mobile Units | Language
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o Offer transportation assistance and language services.

o Promote telehealth to fill service gaps and reduce emergency
care reliance (15, 52).

« Education and awareness campaigns

o Launch statewide efforts to reduce stigma and promote mental
health resources.

o Educate communities about SDOH and preventive care.

o Awareness campaigns improve help-seeking behaviors and
service use (8, 15).

« Policy and legislative advocacy

o Support legislation that funds mental health, SDOH initiatives,
and care access.

o Engage a broad coalition of stakeholders, including
policymakers, healthcare providers, community leaders,
school personnel, and families, to ensure that proposed
policies are responsive to community needs and priorities.

o Conduct a systematic review of current local, state, and federal
policies to identify those that may contribute to or exacerbate
health disparities, and revise or replace them with
equitable alternatives.

o Legislative action is key to long-term, sustainable change
(51,52).

8 Ethical considerations

Expanding interventions in mental health and social determinants
of health must be undertaken with a commitment to ethical principles.
Protecting privacy, particularly in telehealth and school-based mental
health services, requires compliance with the Health Insurance
Portability and Accountability Act (HIPAA) and the Family
Educational Rights and Privacy Act (FERPA), and other relevant
regulations, alongside transparent consent processes that are
age-appropriate and culturally sensitive. Policy design should ensure
equitable access so that rural, low-income, and historically
marginalized communities benefit from new services, rather than face
additional barriers. Incorporating community input into program
development can help address cultural and linguistic needs, avoid
stigmatization, and build trust between providers and residents. These
ethical safeguards are essential for ensuring that interventions are both
effective and socially responsible.

9 Implementation challenges and
considerations

While the recommendations outlined in this policy brief are
grounded in evidence, their implementation will require careful
navigation of practical barriers. Rural and economically
disadvantaged communities in Nebraska face unique constraints,
including persistent healthcare workforce shortages, limited
funding streams, and political challenges that may delay or limit
policy adoption. For example, sustaining mobile health units or
expanding school-based mental health programs may require
stable funding beyond short-term grants, while telehealth
expansion is contingent on adequate broadband infrastructure.
Workforce pipeline programs, such as loan repayment incentives
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for rural providers, can help address shortages, but these require
legislative support and budget allocations. Similarly, building
bipartisan coalitions and engaging community stakeholders early
in the policy development process can mitigate political resistance
and improve feasibility. Positively, however, several of the policy
recommendations presented here have cross-sectional benefit e.g.,
expanding telehealth infrastructure in schools helps increase
access in rural areas where providers are scarce, provide access to
different provider types, and support pediatric mental health.
Similarly, using existing infrastructure to support mobile clinics
can provide general care, be mobilized for acute responses, and
adapted to new and/or emerging concerns. However, all approaches
require support. Integrating implementation strategies alongside
policy design will be critical to ensure these recommendations are
not only adopted but also sustained over time.

10 Conclusion

Addressing health disparities in Nebraska requires a multifaceted
approach that includes enhancing mental health services, addressing
social determinants of health, and improving healthcare access for
underserved populations. By implementing targeted policies and
actionable recommendations, Nebraska can make significant strides
toward achieving health equity and improving the well-being of all its
residents. These efforts can serve as a model for other states facing
similar health disparities, demonstrating the potential for targeted
interventions to create equitable health outcomes nationwide. Framing
our recommendations within the Social Ecological Model underscores
the need for coordinated action across policy, community,
interpersonal, and individual levels. This multi-layered approach not
only addresses immediate gaps in care and services but also builds the
structural conditions necessary for long-term, equitable health
outcomes (3-5). Future research could extend this work by conducting
a systematic review or meta-analysis to evaluate the quality,
representativeness, and methodological strengths and limitations of
the evidence base for health disparity policy interventions in Nebraska
and comparable states.
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