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Introduction

Almost 450,000 people in metropolitan Kasgaity are either uninsured or covered by Medicaid. An
additional number of residents are underinsured with highpeys and deductibles. Many tifese

individuals rely upon safety net providers to meet their health care needs. The term safety net has
come to broadly refer to a loose network of care that includes public hospitals, federally qualified health
centers, public health departments, faith based clinics, free clinics and other independent clinics which,
either by mission or mandate provide sificant amounts of health care to people who are uninsured,
underinsured or medically underserved and who cannot easily access care or cover the costs of their
own care.

Metropolitan Kansas City has 17 safety net organizations running 33 clinics thiateppoimary health

care to patients. While this appears to be an abundance of service sites there are still critical shortages
in the amount of health care that is available to the uninsured and Medicaid populations. Additional
barriers unique to KansaCity, such as the differences in Medicaid eligibility requirements between
Kansas and Missouri, a limited regional public transportation system, limited access to the safety net
system in suburban portions of the metropolitan area and limited accessrticss in the evening and

on weekends further reduces access to timely, quality health care.

The Regional Health Care Initiative (RHCI) sponsored by the Mid America Regional Council (MARC) is a
regional initiative promoting innovative, collaborativeppaches to providing health care to the

uninsured and medically underserved. This initiative is funded through the REACH Healthcare
Foundation, Health Care Foundation of Greater Kansas City, the Sosland Foundation, Bank of America,
H&R Block Foundation, y@¥ndotte Health Foundatigrthe Hall Family Foundatioand the Sunflower
Foundation. The RHCI has worked closely with safety net providers in the Kansas City metnal area

this report is a summary of the information gained and conclusions reached fratmvtirk

Thisreport is based on data collected through a safieét survey in 2007, additional data provided by
safety net clinics as they worked on a variety of initiatives, data on emergency department visits
provided by the Missouand Kansaklospitl Associatiog and public health records from the two
states and a variety of other sources.

The safety net community in the Kansas City metro area does a heroic job against long and increasing
odds, which is described in The Safety Net Story avaidlilés web site:
http://www.marc.org/healthinitiative/assets/safetynet-story.pdf However, he intent of this report is

to identify issues facing the safety net communitthey are going to continue to have the capacity to
serve the uninsured and medically underserved. Furtther report is intended to identify needs and
strategies for increasing the capacity of the safety net system as the demand for services indieiases.
report represents a summarization of the data collected and assessments made with respect to the
safety net primary care health system in the metropolitan area. It should be mentioned that the
Regional Health Care Initiative and the Metropolitan Mémtaalth Stakeholders have recently

completed a similar assessment for the Behavioral Health Community, which is available on the Regional
Health Care Initiative web sitbftp://www.marc.org/healthinitiative/.

This report highlights the mechanics of the delivery of care in the currentinspital Safety Net
system. Future reports will focus also on the complexity of the care currently delivered by Safety Net
providers. This care is delivered in theteg of significant challenges including the remarkable social
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issues related to poverty, markedly reduced health literacjuding health literacylanguage and
cultural barriers, lack of regular connectivity to patients because of frequent changasient housing,
lack of phone service and lack of transportation.

Following are key conclusions that will be discussed at greater length in the following sections

Conclusion #t, There is a substantial and increasing need for safety net services iedgfon
that cannot be met with the existing capacity of the system.

Conclusion #2 Systemwide there is adequate safety net physical plant to serve additional
patients, as measured by exam room space, but the capacity is not evenly distributed heross t
metro area.

Conclusion #8 In terms of medical staffing the system is currently slightly strained in terms of
medical staff per patient and clearly cannot add any capacity without adding additional medical,
clinical, and administrative staff. The nefed medical staffand the safety net staff available are

not matchedacross the region. In additipeafety netclinics like all clinicsface challengem

hiring and retainin@ diversemedical staff.

Conclusion #4 There is inadequate evening an@&kend service for the safety net population.

Conclusion #§ Safety net clinics and other safety net providers do not currently havettfé
funds or technologicapacity to participat@cross providers and institutiomgth electronic
health recordsand a health information exchange. Furth#érere is not a single health
information exchangeystemthat health providers can reliably participate in.

Conclusion &¢ There is inadequate, standardizestcessiblelata for the region both on the
health ofthe population and the state of health caaeross all providers of care bosafety net
and insuranceébased care

Conclusion #¢€ Although the Regional Health Care Initiative focused on primary speeialty
care and chronic disease management are atgjor issues in providing comprehensive, quality
health care to those who are uninsured or medically underserved.

The report that follows consists of a set of findings and supporting documentation that leads to each of
the conclusions. The report condes with a set ofecommendations and elaboration that MARC and
the Regional Health Care Initiative staff feel flow from these conclusions. These recommendations are:

Recommendation #& Monitor demand for safety net services and the capacity of thetgafe
net system to meet that demand and better understand both the nature of that demand and
the capacity of the safety net system to meet that demand.

Recommendation #2 Expand weekend and evening howasd daytime hours when available

for safety net tinics and generally take every opportunity to use existing facilities to their fullest
extent as a strategy to expand the capacity of the safety net system, serve additional patients,
and provide improved access to care.



Recommendation #8 Invest in addional health care professionatsd social workeror
safety net clinics and provide aid and assistance to safety net climesrinting andretaining
health care professionals.

Recommendation #4 Expand safety net capacity in Johnson County, nmirthe river,eastern
Jackson Counjyafayette Countyand south Kansas City and Cass County.

Recommendation #§ Work with the safety net community to enhance their ability to
implement and use electronic medical records and participate in a heatimiation exchange.

Recommendation#69 ELJF YR G KS NXIA2yQa FoAfAGe G2 | O0S4a:
disease incident data in order to better understand where the most effective interventions may
be.

Recommendation #€ Continue to monitor and asse the need for enhanced specialty care in
the region and support specialty care and chronic disease management initiatives



Demand for Safety Net Services

An important element in assessing the capacity of the safety net system is to determine thet emaen
future demand for these services. With respect to safety net services this demand principally comes
from those who are uninsured and those on Medicaid*. Following are key findings with regard to
current and anticipated demand for services.

KeyFAndingca ! w/ Qa OdzZNNBy i S ad A weé digbtcotirdyMdetio kr8a isd2¢5M393 dzZNBS R A
This is casiderably higher than the 200@stimate in the Lewin Uninsured Study, which was 190,863.

The increase in uninsured in the metro area from the 190,86Bnast in the 2000 Lewin Uninsured
Study to the 2008 MARC estimate of 245,439 constitateapproximate increase in the uninsured of
28%. It is anticipated that the number of uninsured will continue to climb during the economic
downturn as workers are laioff and more businesses cut costs by eliminating health coverage.

The MARC estimate was prepared using the 2008 Current Population Survey and the 2005 to 2008
American Community Survey, both produced by the U.S. Census Bureau. This estimate covered the
counties of Johnson, Leavenworth, and Wyandotte in Kansas and Cass, Clay, Jackson, Lafayette, and
Platte in Missouri. The Lewin Uninsured Study numbers, which were cited in the Health Management
Associates 2006 stud¢ansas City Metropolitan Health Accesidy Assessmentovered the same

counties except it also covered Ray County in Missouri and did not include Lafayette County.

KeyFnding ¢ As of March 2008 there were 203,989 individuals receiving Medicaid benefits in the
eight county metro area.

TheMedicaid* figures were provided by the respective states. The eight counties inddinson,
Leavenworth, and Wyandotte in Kansas and Cass, Clay, Jackson, Lafayette, and Platte in Missouri.

Key Finding; The safety net population totals 449,428 for tresght county metro area, which i25%
of the population of the eight county metro area.

The safety net population of the uninsured and those on Medicaid comprises almost 25% of the eight
county metropolitan population. This is the population that is thimgiple clientele of the safety net
clinics.

The metropolitan population for the eight counties, based on an estimate using thet@ @RS
American Community Surveig 1,792,769.

*Medicaid is a jointly funded, Feder8tate health insurancprogram for lowincome and needy people. It covers children, the aged, blind,
and/or disabled and other people who are eligible to receive federally assisted income maintenance payments.

~ 6~



Key Finding; There is a significant health disparity for peopleilg in low-income and minority areas
with increased risk of low birth weight babies, higher incidence of death than expected, and higher

incidence of disease, such as asthma.
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Data reported bypatient zip code.

The maps above demonstrate clearly a higigree of
correlation between poverty and its location within the
metro area and the incidence of low birth weight babies;
actual vs expected deaths; and the incidence of asthma. -
data includes census data, state and local public health d.
and data fom the study of emergency department visits.



