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Introduction

This third edition of the Regional Health Assessment Report 
provides updated data and analysis to help policy makers, 
health care professionals and others better understand 
the current health status of the Kansas City region and the 
challenges and barriers faced by those who are medically 
vulnerable.

Building on work done in the first assessment, prepared by 
the Mid-America Regional Council on behalf of the REACH 
Healthcare Foundation in 2010, and an update published in 
2013, this report explores health data and trends related to 
these hypotheses: 

 z Vulnerable populations are increasing and while the highest numbers are still 
geographically concentrated,  these populations are dispersing as they grow, creating 
issues in new places.

 z The number of people with access to health insurance is increasing, primarily due to 
the Affordable Care Act, but state expansion of Medicaid would have a substantial 
impact. Geographic disparities remain. 

 z Health outcome trends are improving, except for obesity and diabetes. Geographic 
disparities in health status remain significant due to concentrations of vulnerable 
populations. 

 z There are significant shortages of medical professionals in some areas.

 z Health data continues to be fragmented and often not available at small enough 
geographies to make tactical decisions. The region needs a more collaborative and 
comprehensive system of collecting, accessing and using health data.

The report focuses on two overlapping geographical areas: the REACH Healthcare 
Foundation’s geographic service area, which includes Johnson, Wyandotte and Allen 
counties in Kansas and Jackson, Cass and Lafayette counties in Missouri, plus those 
portions of the city of Kansas City that are within Clay and Platte counties; and the MARC 
region, which includes Johnson, Leavenworth, Miami and Wyandotte counties in Kansas 
and Cass, Clay, Jackson, Platte and Ray counties in Missouri. 
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Executive Summary

This is the third biannual Regional Health Assessment prepared by the Mid-America 
Regional Council (MARC) and commissioned by the REACH Healthcare Foundation. The 
intent of the Regional Health Assessment is three-fold:

 z Bring together secondary data on health and health care for the Kansas City region in 
a single place that can be accessed by the medical and health communities as well as 
the public.

 z Provide an assessment of current and potential future health-related issues and spark 
conversation within the community about how to address these issues.

 z Foster a discussion about how the region can improve access to health data and make 
better use of data to improve health outcomes.

The Regional Health Assessment focuses particularly on medically vulnerable populations 
— people who, because of income, race or ethnicity, lack of health insurance, age, 
disability, or limited English, may be more likely to experience health issues or have 
difficulty accessing quality health care. Together, these vulnerable populations make up a 
substantial — and growing — part of the region’s population. If we are to have a healthy 
region, we must address the health concerns of these populations. Additionally, careful 
attention to trends among these vulnerable populations may help predict future health 
issues for the region.

The Regional Health Assessment is divided into four sections, each with a series of issue 
briefs that outline key findings for particular topics:

I. Vulnerable Populations — Examines the socio-economic and demographic 
characteristics, such as age, race and poverty, that can cause people in the region to 
be medically vulnerable.

II. Health Insurance Coverage — Explores characteristics of the uninsured population 
in the region, including employment status, and examines early impacts of the 
Affordable Care Act.

III. Health Status and Disparities — Provides data on leading causes of death and other 
health trends, and examines disparities by geography and by race and ethnicity.
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IV. Access to Care — Discusses the accessibility of quality health care in the region, particularly for
vulnerable populations, and the status of the health workforce.

Together, the issue briefs that follow in each section of this report form a comprehensive picture of 
the region’s overall health. The report may be viewed as a whole, or individual issue briefs can be used 
independently. We hope that this approach will foster a wider use of the information and spark more 
discussion about individual health issues.

Initial conclusions

Based on the data and analysis in each of these sections, some broad conclusions can be drawn from the 
Regional Health Assessment.

 z Vulnerable populations are increasing across the region. 

• The rates of populations in poverty, especially among children, are increasing and spreading —
especially in the suburbs.

• Non-white populations are also increasing rapidly and dispersing across the region.

• Older adults and minority youth are particularly fast-growing populations.

 z The number of uninsured has shown a significant decline with the implementation of the Affordable 
Care Act.

 z Regional health outcomes are generally improving, with declining mortality rates from chronic 
diseases and fewer preventable hospitalizations.

 z Disparities persist across geography, race and ethnicity and income — possibly the biggest health 
challenge the region faces.

 z Rural areas are still experiencing health workforce shortages and are home to larger numbers of older 
adults. This is reflected in relatively poorer health outcomes.

 z The region needs better, more accessible health data to support more effective interventions, 
including:

• Comparable data across the state line.

• More timely data.

• More data at geographies smaller than county level.

• More data on mental health and oral health.

• More sharing of data among public health agencies, hospitals, health care providers, mental
health providers, universities and oral health providers.

Three stories about regional health

The Regional Health Assessment contains a wealth of data and draws a number of conclusions about 
individual health and health care issues. Three principal stories have emerged from this data that 
demonstrate the interdependence of demographics, health and health care.

1. We’re doing a better job of managing chronic diseases.

Chronic diseases such as heart disease, stroke, respiratory disease and diabetes, are not only major 
causes of death, but they also cause long-term suffering, family stress and financial stress, particularly 
for those with limited incomes. Treatment of these diseases places a major burden on the health care 
system.
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Death rates for many diseases are declining, even where prevalence is up, indicating improvements in 
chronic disease management. 

Even where prevalence is up, such as for diabetes, mortality is down. This indicates improvements in 
chronic disease management. 

While the region is making positive strides in managing and treating chronic diseases, more could be done 
to slow or reverse the prevalence of obesity, which is often a precursor for diabetes or heart disease. 
While mortality rates are declining, premature deaths, measured by years of potential life lost are still high, 
particularly in rural and urban counties.

Questions for consideration:

 z What is occurring within the health system that is contributing to generally positive changes in chronic 
disease prevalence and mortality rates?

 z How can the health care community make sure to extend these improvements to the entire 
population?

Cancer Deaths, 2003 vs. 2013
Rates per 100,000 population

Heart Disease Deaths, 2003 vs. 2013
Rates per 100,000 population
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Change in Diabetes Death Rates
Per 100,000 population, 2003–2013
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2. Things are looking up, but not for everyone.

Health outcomes in the region, as measured by disease incidence and mortality, are generally improving. 
However, these positive outcomes often are not as noticeable for vulnerable populations.

Because vulnerable populations — particularly those in poverty and people of color — are growing across 
the region, in both percentages and absolute numbers, it is critical to address their disproportionately 
poorer health outcomes. Without intervention, changing demographics could lead to a potential decline in 
regional health outcomes and even greater disparities. Data on preventable hospitalizations and growing 
minority populations provides a good illustration of this dynamic.  

Preventable hospitalizations for both acute and chronic conditions are declining in every county, indicating 
a marked improvement in patient care and chronic disease management. However, when viewed 
by race rather than geography, we see improvement in both categories only for whites. Preventable 
hospitalizations are still rising for blacks with chronic conditions, and for Asians and Hispanics in both 
categories.

This is not just a current health-disparities issue, but a longer-term health-systems issue, as these very 
these very populations are growing within the region. The number of blacks and Hispanics is growing in 
almost every county and outpacing the growth of the population as a whole.
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While the region is doing a good job of addressing positive health outcomes, its record in addressing 
health disparities may become a bigger issue in the future as vulnerable populations grow. 

Questions for consideration:

 z What happens as these vulnerable populations become a larger part of the total population?

 z What are effective strategies for addressing health disparities?

3. Access to health insurance leads to stronger health outcomes, and the Affordable Care Act is already 
having an impact on the rate of uninsured.

A major way to improve the health of the region, especially for vulnerable populations, is to increase 
access to health insurance coverage. The relationship between health insurance and health outcomes 
is undeniable. People without health insurance are less likely to receive preventive care, advice and 
support, and more likely to rely on expensive emergency room visits than to see a primary care physician. 
Understanding the characteristics of uninsured populations can inform strategies to address gaps in 
insurance coverage.  

2013 data, gathered prior to the implementation 
of ACA-required health insurance exchanges, 
shows that about half of area residents rely on 
employer-provided insurance coverage. Between 
2009 and 2013 the number of people covered 
by employer-based insurance declined by 2.3 
percent, while the number of uninsured held 
steady. The number of those on Medicare and 
Medicaid increased, by 1.6 and 1.0 percent 
respectively. The decline in employer-based 
health insurance coverage is expected to 
continue.

More than half of the uninsured — 52.8 percent — have jobs, but many are employed in industries that 
offer lower wages, require fewer skills, and often provide less than full-time work. 

For workers who cannot access employer-provided coverage, the Affordable Care Act has introduced 
new coverage options. The number of uninsured dropped significantly after the federal health insurance 
marketplace held its first open enrollment period in late 2013/early 2014. Enroll America, a national 
nonprofit organization focused on maximizing the number of Americans who enroll in and retain 
coverage, calculated declines in uninsured rates in every county in the region.

Health Insurance Coverage by Type
Kansas City MSA, 2013

Employer only  52%
Medicare  11%
Medicaid only  9%
Direct purchase only  6%
All other  8%
Uninsured  13%

2013 2014
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Had the state legislatures in Kansas and Missouri opted to extend Medicaid eligibility, Enroll America 
estimates that the rate of the uninsured would have declined even further.

County-level data for the second open enrollment period (late 2014 to early 2015) is not yet available, and 
the Affordable Care Act still faces political and legal hurdles. As the status of health insurance exchanges 
remain in flux, it will be important for the region to stay engaged and monitor the impacts of the changing 
insurance landscape on the region’s health, especially on those who are medically vulnerable.

Questions for consideration:

 z What will be the long-term impact of the ACA on vulnerable populations? On safety net clinics?

 z How do improvements in insurance status translate to better health outcomes? 

Conclusion

These stories, along with the data and analysis provided in the following pages, are intended to 
spark conversation and inspire action to improve the health of the region. We hope that people and 
organizations will use this data to better understand the changing trends that are underway in the region 
and how they may impact our health future. There are many more “stories” to be found in this data and 
we hope those stories will lead to a healthier region.

Actual decrease in uninsured, 2013–2014 Estimated decrease with Medicaid expansion
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Estimated Impact of Medicaid Expansion on Percent Uninsured by County
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I. Vulnerable Populations

To a large extent, a person’s health status can be determined by whether he or she 
belongs to one or more vulnerable populations. Because of socio-economic factors and 
demographic characteristics, these groups are often the most medically vulnerable in the 
community. This vulnerability is often correlated to geography, as vulnerable people are 
more likely to live in the most disadvantaged parts of the region. The following issue briefs 
provide data on the status, characteristics and trends of key indicators of vulnerability:

 z Poverty — People with very low incomes often lack access to health care and live in 
environments that are not conducive to good health.

 z Age — The very old and the very young are more vulnerable to a wide variety of 
health conditions, and may also have difficulty accessing quality care.

 z Race and Ethnicity — Racial and ethnic minorities are highly correlated with poverty 
and poorer access to health care.

 z Other — People with limited English proficiency, undocumented immigrants, the 
homeless, the undereducated, the disabled and those without health insurance are 
most likely to be medically vulnerable. 

Analysis of the health status and trends of vulnerable populations provides the community 
with a lens through which we can begin to predict changes in health trends. Based on the 
changing demographics and other trends outlined in this report, the following potential 
health impacts seem likely:

1. With a growing older adult population, the region will experience an increase in health 
issues related to age, such as Alzheimer’s disease. Already, we see an increasing 
incidence of this disease while many other chronic diseases are declining.

2. Growing numbers of minority youth will require more attention to the health issues 
they face today, in order to avoid chronic health problems later in life.

3. Both poverty and diversity are on the rise. Since minorities and low-income people are 
more likely to experience health issues — and less likely to have access to adequate 
health care —  an increased focus on how best to ensure adequate health for these 
populations is warranted.

Mid-America Regional Council  and REACH Healthcare Foundation
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4. As poverty and diversity spread to the suburbs, it raises questions of whether there are 
adequate safety net facilities located in these communities. At the same time, there is 
a continued increase in these vulnerable populations in the urban core, so relocating 
facilities will not solve the problem. The region will need to maintain the existing safety 
net infrastructure and expand to meet growing needs.

5. Issues related to language, culture, disabilities and other needs will continue to impact 
community health and how health care services are provided.

In many ways, the Regional Health Assessment paints a generally positive health picture 
for the region, with declining mortality rates and a reduction in most preventable 
hospitalizations. However, a close examination of vulnerable populations indicates that these 
groups are growing, and often at a faster rate in the Kansas City region than in the nation as a 
whole. If these trends continue, we can expect an increased strain on the health care system 
and increases in disease incidence and mortality. 
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Key Findings: Age

The older adult population is increasing, and will continue to grow substantially over the 
next three decades.

Like the rest of the United States, the 
region is at the beginning of a surge in 
numbers of older adults. The population 
over age 65 is expected to double over 
the next three decades. This growth will 
put added pressure on the entire health 
care system in terms of demand for 
services, the types of services needed, 
and cost of services.

Since 2000, every county except 
Wyandotte has seen a significant growth 
in the percent of its population over 
age 65. The region’s rural counties have 
higher concentrations of older adults as a 
percent of total population.

In absolute numbers, Johnson County has 
seen by far the largest growth in this age 
group, accounting for 45 percent of the 
regional total.

Both the very young and the very old are likely to be 
medically vulnerable. Adults over age 65 are more 
likely to encounter diseases related to aging, such 
as Alzheimer’s disease, or more advanced chronic 
conditions such as diabetes and heart disease. They are 
also more likely to suffer from multiple conditions, and 
may have mobility issues that impede access to care.

Total Population Age 65 and Older 1,2

Young people are likely to be medically vulnerable, too, 
but for different reasons. Minority youth and those 
who live in poverty often have limited access to quality 
care, healthy food or opportunities for recreation and 
physical activity. Poor health habits and outcomes in 
early years can lead to life-long health problems.

Mid-America Regional Council  and REACH Healthcare Foundation
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2000 2013

Cass County (CA) 9,623 14,037

Clay County (CL) 19,886 26,155

Jackson County (JA) 82,036 86,059

Lafayette County (LA) 5,070 5,532

Platte County (PL) 6,496 10,661

Ray County (RA) 2,969 3,568

Allen County (AL) 2,585 2,482

Johnson County (JO) 45,041 62,967

Leavenworth County (LV) 6,807 8,857

Miami County (MI) 3,373 4,524

Wyandotte County (WY) 18,416 17,154
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Change in Population Age 65+, 2000–2013 1,2
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+17,926

+2,050
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+6,269

+4,023

+462 +599

-103
-1,262

+4,165+4,414
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In total numbers
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Just over 25 percent of the region’s population is under 18, and a rapidly 
growing percentage of this group are minorities.

Youth comprise just over 25 percent of the 
region’s population — compared to 23.7 percent 
nationally — with a fairly evenly distribution 
across the counties. Although the number of 
youth grew from 2000 to 2013 (primarily in 
Johnson and Clay counties), this group has 
declined as a percent of overall population in 
every county, as other age groups grew faster.

The composition of our youth population is 
changing. In 1980, 21 percent of the population 
under 18 were minorities; in 2013, 36 percent 
are minorities, and that number is expected 
to rise to more than 50 percent by 2040. Since 
minorities are often more medically vulnerable, 
this increase in young people of color may 
impact both short- and long-term health and 
health care. 

The median age of the non-white population 
is lower than that of whites, with significant 
variation across races and ethnicities.

A higher percentage of young people live in poverty than the population as a whole, 
and the numbers are growing. 

Sources: 
1. U.S. Census Bureau, American Community Survey — http://www.census.gov/acs/www/ 
2. 2000 U.S. Census data, MARC Metro Dataline — http://www.marc.org/Data-Economy/Metrodataline/Population/Census-2000 
3. Equity Profile of the Kansas City Region, 2013— http://www.marc.org/Regional-Planning/Creating-Sustainable-Places/Plans/ 

Social-Equity

White Black Other Hispanic*

Cass County (CA) 23,199 1,121 1,741 1,680

Clay County (CL) 47,141 3,646 6,770 5,300

Jackson County (JA) 94,274 46,744 23,451 21,517

Lafayette County (LA) 7,365 90 547 305

Platte County (PL) 18,330 1,628 2,206 1,746

Ray County (RA) 5,375 49 302 194

Johnson County (JO) 119,949 6,982 17,003 15,295

Leavenworth County (LV) 15,547 1,236 2,335 1,569

Miami County (MI) 8,204 73 383 402

Wyandotte County (WY) 25,361 11,643 7,792 16,778

 

Population Under Age 18, 2013 1

39

31
26

32 35

17

Median Age by Race/Ethnicity 3

White

Black

Hispanic*

OtherAsian/Pacific
Islander

Native
American

*Hispanic ethnicity may be of any race.

The percentage of youth under age 
18 in the Kansas City region who live 
in poverty stands at 17.8 percent in 
2013 — substantially higher than the 
12.4 percent of the total population 
in poverty.

From 2000 to 2013, the percent of 
youth in poverty grew in nine of the 
11 counties in the region.
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Percent Change in Youth Living in Poverty, 2000–2013 1,2

2000 2013
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US
32%

Key Findings: Race and Ethnicity

As a whole, the metro area is somewhat less racially and ethnically diverse than the nation.

Racial and ethnic diversity is increasing, and at a faster rate than the national average.

Race and ethnicity are highly correlated with poverty 
and thus often with health outcomes. How minority 
populations are growing, moving and changing has a 
significant impact on society, including health and how 
we address health issues.  In general, the 11-county 
region is somewhat less racially and ethnically diverse 

than the national average. Only the two most urban 
counties (Wyandotte and Jackson) have percentages 
of non-white populations that equal or exceed the 
nation’s. The region is more diverse than both Missouri, 
with 19.3 percent of its population non-white, and 
Kansas, with 22.2 percent.

Mid-America Regional Council  and REACH Healthcare Foundation
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White 
Population

Non-White 
Population

Cass County (CA)  89,051  10,824 

Clay County (CL)  187,971  37,145 

Jackson County (JA)  427,020  248,621 

Lafayette County (LA)  30,783  2,405 

Platte County (PL)  76,045  14,797 

Ray County (RA)  22,052  1,238 

Allen County (AL)  12,194  1,124 

Johnson County (JO)  451,270  101,677 

Leavenworth County (LV)  61,552  15,450 

Miami County (MI)  30,534  2,148 

Wyandotte County (WY)  68,319  90,029 

 

There is a significant variation among the 11 
counties in the change in non-white population 
between 2000 and 2013, as shown in this chart. 
The non-white population doubled (or almost 
doubled) during this period in the suburban 
counties of Johnson, Cass, Clay, and Platte. Non-
white populations also increased substantially, 
although at lesser rates, in other counties. 

While the region is less diverse overall than the 
national average, non-white populations grew 
faster in the Kansas City Metropolitan Statistical 
area (37 percent) than for the U.S. (32 percent) 
from 2000 to 2013.

Percent Change in Non-White Population , 2000–2013 1,2

Population Totals, 2013 1
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Percent Non-White Population , 2013 1
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36.7
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26.0

124%
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18%
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35%
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In absolute numbers, minority populations grew the most in urban and suburban counties.

The absolute change in non-whites shows a 
somewhat different picture than percentage 
change. The urban counties of Jackson and 
Wyandotte saw substantial absolute gains in 
the non-white population from 2000 to 2013. 
However, the largest absolute gain came in 
suburban Johnson County, and a substantial 
gain occurred in Clay County as well.

The makeup of the growing 
diversity in the region varies 
across the counties. From 2000 
to 2013, the Hispanic population 
grew significantly in every county, 
outpacing overall growth by a wide 
margin in each county. The growth 
of the black population varied across 
the counties, but was substantial in 
percentage terms in Johnson, Cass, 
Clay, and Platte counties.

Change in Non-White Population, 2000–2013 1,2

Johnson County, Kansas +52,045

Jackson County, Missouri +37,327

Clay County, Missouri +19,688

Wyandotte County, Kansas +13,609

Platte County, Missouri +7,264

Cass County, Missouri +5,991

Leavenworth County, Kansas +3,031

Lafayette County, Missouri +715

Miami County, Kansas +701

Ray County, Missouri +321

Allen County, Kansas +227

 

Total Population by Race 1

Kansas City MSA, 2013

White 1,498,089
Black 250,987
Am. Indian 7,352
Asian 47,982
Pac. Islander 3,017
Other 3,328
2+ Races 45,557

Total Population by Ethnicity
Kansas City MSA, 2013

Non-Hispanic 91.7% Hispanic 8.3%

The Hispanic population is growing in every county, while black population growth varies.

CA CL JA LA PL RA AL JO LV MI WY

150%

100%

50%

0%

Percent Change in Population, 2000–2013 1,2

Total Black Hispanic

Sources: 
1. U.S. Census Bureau, American Community Survey — http://www.census.gov/acs/www/ 
2. 2000 U.S. Census data, MARC Metro Dataline — http://www.marc.org/Data-Economy/Metrodataline/Population/Census-2000 
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Key Findings: Poverty

The region’s poverty rate is below the national average, but there is considerable 
variation across counties.

The poverty rate is increasing in every county in the region.

The Kansas City Metropolitan Statistical Area’s poverty 
rate (the number of people living in poverty divided 
by population) is about 3 percent below the national 

Poverty Rates by County , 2013 1

average, but rates vary widely across counties, from a 
low of 6.5 percent in Johnson County to a high of 23.9 
percent in Wyandotte County.

Mid-America Regional Council  and REACH Healthcare Foundation
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7.4

11.6
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6.5

10.7
9.5

23.9

MSA
12.5

US
15.4

Population 
in Poverty

Poverty 
Rate

Cass County (CA) 8,775 8.9%

Clay County (CL) 20,049 9.0%

Jackson County (JA) 115,437 17.4%

Lafayette County (LA) 3,069 9.5%

Platte County (PL) 6,683 7.4%

Ray County (RA) 2,656 11.6%

Allen County (AL) 2,174 17.0%

Johnson County (JO) 35,813 6.5%

Leavenworth County (LV) 7,607 10.7%

Miami County (MI) 3,018 9.5%

Wyandotte County (WY) 37,432 23.9%

 

Between 2000 and 2013, the poverty rate grew, both 
across the nation and in every county in the region. 
Nationally, the rate grew by 3 percent, from 12.4 

percent in 2000 to 15.4 percent in 2013. For the MSA, 
the poverty rate grew somewhat faster, from 8.6 
percent in 2000 to 12.5 percent in 2013.
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2000 2013

Poverty Rates by County , 2000–2013 1,2

$24,250 

2015 
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is an annual household 
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In percentage terms, poverty is growing most rapidly in suburban counties, 
while in absolute numbers, the growth is highest in urban counties.

To better understand what the 
increasing poverty trend means for the 
region, it is informative to look at the 
data both in percentage terms and in 
absolute terms. 

Percent Change in Population in Poverty, 2000–2013 1,2

Total Change in Population in Poverty, 2000–2013 1,2

CA CL JA LA PL RA AL JO LV MI WY

US
38%

88%

103%

50%

9%

92%

71%

4%

134%

84%

97%

45%
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+81

+38,629

+10,151

+4,111

+253
+3,206

+1,099

+20,490

+3,479
+1,487

+11,659

In percentage terms, poverty is growing 
fastest in the suburban counties of Johnson, 
Clay, Miami and Platte. Also, with the 
exception of Allen and Lafayette counties, 
poverty is growing faster than the national 
average in every county in the region, and in 
some cases significantly faster. 

However, when we look at growth in the 
absolute numbers of people in poverty, a 
considerably different picture emerges. 
The most growth by number is occuring in 
Jackson, Johnson and Wyandotte counties.  
Clay County also has significant growth in 
numbers.

CA
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JA
LA

PL RA
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MI

WY

Mostly Urban
Mostly Suburban
Mostly Rural
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Sources: 
1. U.S. Census Bureau, American Community Survey — http://www.census.gov/acs/www/ 
2. 2000 U.S. Census data, MARC Metro Dataline — http://www.marc.org/Data-Economy/Metrodataline/Population/Census-2000

Pockets of concentrated poverty are even more apparent at smaller geographies.

The uneven distribution of poverty is even more apparent at the census tract level.  The map below shows the 
highest concentrations of poverty in the urban core, but there are significant pockets of people in poverty in 
suburban areas such as the I-35 corridor in Johnson County, the city of Leavenworth, and parts of Clay County.

Poverty is a major social determinant of health and 
health care access. A lack of income impacts a family’s 
health in several ways:

• It limits healthy lifestyle choices, since people may 
not be able to afford or easily access healthier 
foods and opportunities for activity and recreation. 

• It often coincides with a poor physical environment 
for health, with greater exposure to pollutants.

Distribution of 
Poverty by Census 
Tract, 2013 1

Poverty Rate
Less than 7%
7.1% to 15%
15.1% to 30%
30.1% to 40%
40.1% or Greater

Poverty impacts both family and community health.

• It makes it more difficult to access quality health 
care, especially for those who do not have health 
insurance.

As the previous charts illustrate, both the number of 
people living in poverty and the growth of poverty are 
unevenly distributed across the metro. The individual 
burdens of poverty, particularly health burdens, and 
the public costs of addressing these burdens also vary 
by county. 
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2010: 65,000
2012: 75,000

Key Findings: Other Vulnerable Populations

Linguistic isolation in the metro is well below the national average, but growing.

Undocumented populations, who often lack access to health care, are on the rise.

People who don’t speak English very well tend to have 
more difficulty accessing medical care and health 
information. They may also have cultural perceptions 
about health and medical care that differ from the 
population as a whole. The U.S. Census Bureau 
measures linguistic isolation through its American 
Community Survey, tabulating the number of people 

over age 5 who speak English “less than very well.” In 
the Kansas City MSA, about 4 percent of the population 
is linguistically isolated, compared to 8.1 percent 
nationwide. However, the region’s linguistically isolated 
population is growing faster than the nation, with a 
35.8 percent increase from 2000–2013, compared to 
18 percent for the U.S.

Mid-America Regional Council  and REACH Healthcare Foundation
Regional Health Assessment March 2015  |  www.marc.org/healthassessment

People without documentation often do not have 
the resources to access health care and may 
be reluctant to access medical care, including 
emergency rooms. 

While there is no valid count of this population, 
the Pew Hispanic Center provides estimates by 
state. In its 2014 study, based on 2012 data, the 
center estimated there were 65,000 undocumented 
immigrants in Missouri and 75,000 in Kansas, an 
increase of 10,000 for each state over Pew’s 2010 
estimates. 

Using these state figures in combination with 
linguistic isolation data, MARC estimates that there 
are approximately 42,325 undocumented residents 
in the 11-county area (25,425 on the Kansas side of 
the region and 16,900 on the Missouri side). This is 
slightly higher than 2010 estimates.

12%

9%

6%

3%

2000 2013

CA CL JA LA PL RA AL JO LV MI WY

Linguistic Isolation by County, 2000 and 2013 1,2

Percent of population over age 5 who speak English less than very well

85% of the
region’s linguistically
isolated population is

concentrated in

3 counties

JACKSON
23,673

20,773

18,234

JOHNSON

WYANDOTTE

2010: 55,000
2012: 65,000

Estimates of Undocumented Populations 3

Statewide totals

2010: 20,500
2012: 25,425 2010: 19,200

2012: 16,900

Regional totals
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2008–2009 2009–2010 2010–2011 2011–2012 2012–2013 2013–2014

Cass County 84 224 320 316 412 452

Clay County 1,425 910 682 637 741 746

Jackson County 2,022 2,386 2,841 3,256 3,990 4,242

Lafayette County * 76 56 57 63 90

Platte County 308 174 228 234 228 182

Ray County 2 0 0 3 7 13

Allen County * * 26 11 22 0

Johnson County 576 746 902 1,161 1,240 1,254

Leavenworth County 17 416 556 511 1,004 591

Miami County 59 134 75 101 86 95

Wyandotte County 436 1,179 1,251 1,036 1,133 1,422

Total 4, 929 6,245 6,937 7,323 8,926 9,087

 

Number of Homeless Youth by County and School Year 4

Homeless populations, especially youth, are particularly vulnerable.

Homeless populations are very vulnerable to medical 
issues and often have difficulty accessing consistent 
medical care except through emergency rooms. This 
population is also difficult to measure. In a 2014 point-
in-time count, service agencies in Jackson, Johnson 
and Wyandotte counties identified 2,360 homelss 
individuals. Just over 50 percent were black, 41 percent 
white and 9 percent Hispanic. This count is universally 
thought to be very low compared to the actual number 
of homeless in the region.5 

Another nationally accepted means of estimating 
homeless populations is to figure 6.3 percent of the 

People with disabilities — particularly 
those with limited mobility — often 
face special concerns that impact their 
health and access to health care.

Disability categories include vision, 
hearing and cognitive impairments; 
ambulatory difficulties; and self-care 
and independent-living limitations.

More than 10 percent of the region’s population has some type of disability, and that number 
rises to more than 35 percent for older adults.

total population living below 100 percent of the 
federal poverty level. Using this formula, there are an 
estimated 15,291 homeless individuals in the region.

A 2014 report prepared for MARC by the University 
of Missouri Institute of Public Policy documented 
homelessness among K-12 schoolchildren in the Kansas 
City region (not including Allen County). The report 
found a steady increase in the number of homeless 
youth — almost doubling between the 2008–2009 
school year and 2012–2013 — and substantially higher 
numbers than the point-in-time counts.

45%

40%

35%

30%

25%

20%

15%

10%

5%

Percent of Total Population 
with a Disability

Percent of Population under 
18 with a Disability

Percent of Population 65 and 
older with a Disability

Percent of Population with a Disability, 2013 1
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A lack of education is closely correlated to poverty and other vulnerabilities.

Education level is a measure that is closely correlated 
with other vulnerable population measures such as 
poverty, race and ethnicity, and linguistic isolation. 
Adults with less than a high school education are 
distributed across counties in a pattern similar to 

In many cases persons are medically vulnerable because they do not have access to health insurance. This issue 
is covered by issue briefs on insurance and the Affordable Care Act. Some key characteristics1 of the uninsured:

poverty, with suburban communities having lower 
percentages and urban and rural counties having 
higher percentages. Most counties and the region are 
doing significantly better by this measure than the 
nation as a whole.

Sources: 
1. U.S. Census Bureau, American Community Survey — http://www.census.gov/acs/www/ 
2. 2000 U.S. Census data, MARC Metro Dataline — http://www.marc.org/Data-Economy/Metrodataline/Population/Census-2000 
3. Pew Research Center Hispanic Trends, 2014 report— http://www.pewhispanic.org/2014/11/18/unauthorized-immigrant-totals-rise-in-

7-states-fall-in-14/ 
4. Missouri Department of Elementary and Secondary Education and Kansas Department of Education. Kansas does not report when the 

number is below 10. Lafayette County, Missouri, data is unavailable for 2008–2009.
5. Homelessness Task Force of Greater Kansas City

US
14.0

MSA
9.48.0 8.2

11.7
13.1

5.8

11.7 11.4

4.4

7.9
6.5

21.8

Percent of Population with less than a High School Education, 2013 1
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People without health care insurance are also medically vulnerable.

13% 60% 43% 88% 47% 
of the region’s 
residents are 

uninsured.

of the  
uninsured are 

employed.

are employed
less than
full time.

have less than  
a bachelor’s

degree.

are  
minorities
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II. Health Care Insurance

The Regional Health Assessment documents many potential barriers to healthy outcomes 
and quality care, but arguably the most important of these is health insurance. This 
provides families, no matter their means, access to quality health care.

Understanding common characteristics of those who do not have coverage can help 
the community address this gap. The following issue briefs provide data on the status, 
characteristics and trends of key indicators of health insurance coverage:

 z Insurance status — Explores current trends in health insurance coverage and 
characteristics of those who are uninsured.

 z Impact of the Affordable Care Act (ACA) — Reviews the impact the first year of 
implementation of the federal health care exchange had on the rates of the uninsured, 
and the impact that could come from extending Medicaid eligibility to a larger 
segment of the adult population.

An analysis of the data provided in the sections below provide the following picture of 
health insurance and uninsurance in the region:

1. Through 2013, prior to implementation of health insurance exchanges under the 
ACA, just over 50 percent of the region’s population had employer-provided health 
insurance. This figure has been declining for a number of years.

2. The percent of uninsured has remained steady, prior to the ACA, at about 13 percent 
of the population.

3. A higher percentage of working age adults aged 18 to 64 are uninsured, at 18 percent.

4. More than half (52.8 percent) of the uninsured who are working age have jobs, but 
those jobs are often in low-skill, low pay industries and offer less than full-time hours. 

5. The uninsured tend to have lower incomes and less education than the population as 
a whole.

6. The federal health exchange implemented in Missouri and Kansas under the ACA has 
had a significant impact in lowering uninsured rates in all counties.

Mid-America Regional Council  and REACH Healthcare Foundation
Regional Health Assessment March 2015  |  www.marc.org/healthassessment
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7. Had the states opted to extend Medicaid eligibility to a larger percent of the adult 
population, the rates of the uninsured would have been lowered even further.

The ACA was designed to decrease the number of uninsured across the nation and improve 
the ability of all citizens to access quality health care. The ACA relies on two strategies to 
reduce the number of uninsured: offering affordable coverage through state health insurance 
exchanges, and expanding Medicaid. Both Missouri and Kansas rely on the federal health 
insurance marketplace, rather than state exchanges, and neither state has opted to expand 
Medicaid. 

The impact of the ACA will take a number of years to fully measure, although it has already 
had a significant impact in lowering the number of uninsured across the Kansas City region. 
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Key Findings: Insurance Status and Characteristics

There are uninsured residents in every county, but the highest concentrations are 
found in Jackson, Johnson and Wyandotte counties.

Health insurance coverage is a critical element 
of access to health care. Understanding common 
characteristics of those who do not have coverage can 
help the community address this gap.

Through its American Community Survey (ACS), the 
U.S. Census Bureau has collected data on health 
insurance coverage since 2009. Five-year ACS data, 
with a moving average of data from 2009 through 
2013, allows analysis of more sample sizes, including 
rural counties with smaller populations. (Note: This 
data was collected before the implementation of the 

Affordable Care Act. People who enrolled through 
health insurance marketplaces in 2013 did not have 
coverage before January 2014.)

Five-year ACS data shows that the largest 
concentrations of uninsured in percentage terms are 
found in both urban and rural counties. In absolute 
terms, however, the highest numbers of uninsured 
are concentrated in Jackson, Johnson and Wyandotte 
counties. More than 77 percent of all uninsured people 
in the region live in one of those three counties.

Mid-America Regional Council  and REACH Healthcare Foundation
Regional Health Assessment March 2015  |  www.marc.org/healthassessment

13%

Cass County (CA) 10,969

Clay County (CL) 22,543

Jackson County (JA) 110,196

Lafayette County (LA) 3,747

Platte County (PL) 6,993

Ray County (RA) 2,018

Allen County (AL) 1,955

Johnson County (JO) 48,083

Leavenworth County (LV) 6,638

Miami County (MI) 3,657

Wyandotte County (WY) 37,553

Total 254,352
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Percent Uninsured 1

5-year data reported 2013
Number Uninsured 1

5-year data reported 2013

Combined 
Region
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Being white, having an income below the median, and working part-time are the most 
common characteristics of the uninsured.

During the five-year survey period ending in 2013, 
whites made up a majority of the uninsured, at 53 
percent, though this is far below their 74 percent 
representation in the general population. Not 
surprisingly, those living in households near or under 
poverty made up the second largest population of 
uninsured residents, at 43 percent. This is followed 
closely by the 37 percent of the uninsured who are 
working less than full time. (Because the groups shown 
overlap, these percentages sum to more than 100.) 

What is surprising, perhaps, is that those in households 
making incomes above the poverty line but less than 
the region’s median, corresponding roughly to the 
$25,000 to $50,000 category, comprised a third of the 
uninsured despite their relatively middle-class status. 
Minorities also made up a substantial portion of the 
uninsured, with Hispanics 22 percent and blacks 19 
percent of the total. (See chart on next page.)
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Characteristics of the Uninsured 1

Kansas City MSA
53%

43%
37%

33%
30%

22%
19% 18% 18% 16% 15% 14%

White, non-
Hispanic

Under 1.38  
of poverty

Income 
$25,000–
$49,999

Hispanic 1.38 to 1.99 
of poverty

Not a 
citizen

Unemployed

Not a full-
time worker

Income under 
$25,000

Black, non-
Hispanic

19–25 
years old

No high 
school degree

While many types of residents are more likely to be uninsured than average, this is 
especially true for those who are not U.S. citizens or who are unemployed.

The picture changes considerably if we consider 
which groups of regional residents are most likely to 
be uninsured. A majority of those who aren’t U.S. 
citizens — which includes students and workers here 
on temporary visas as well as the undocumented — 
didn’t have health insurance during the five-year survey 
period ending in 2013, and won’t be helped by the 
ACA since it specifically excludes non-citizens. Nearly 
half the unemployed (46 percent) were also uninsured.  
Other groups with significantly greater than average 
likelihoods of being uninsured include Hispanics, 

those without a high school degree, and those in or 
near poverty, where about one in three had no health 
insurance during the period. Though still elevated, the 
likelihood of being uninsured drops to about one in 
four for young adults under the age of 26 and part-
time workers, while those living in households with 
moderate incomes and blacks have about a one in five 
chance of going without health insurance.  Meanwhile, 
one in 11 white, non-Hispanics are uninsured, a rate 
significantly below the regional average of one in eight. 

  

Populations Most Likely to be Uninsured 1

Kansas City MSA

54%

46%

34% 33% 30%
28% 26% 26% 23% 21% 20%
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White, non-
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Hispanic Under 1.38  
of poverty

Not a full-
time worker

1.38 to 1.99 
of poverty

Black, non-
Hispanic



While the distribution of the general population in the 
Kansas City region is spread relatively equally across 
age groups, this is not true for the uninsured. Fully 60 
percent of uninsured are concentrated between the 
ages of 18 and 44, compared to only 36 percent of the 
noninstitutionalized civilian population as a whole. 

The percentage of the uninsured who are adults under 
the age of 35 is twice as high as might be expected 
from region’s overall age distribution. As a result, 
the median age of the uninsured, at 32.3 years, is 

Because the uninsured tend to 
be younger than average, only 
9 percent of the uninsured are 
disabled, compared to 11 percent 
of the noninstitutionalized civilian 
population. In addition, the group 
most likely to be disabled, the 
elderly, are eligible for Medicare 
coverage, and so largely excluded 
from the ranks of the uninsured. 

The uninsured are less likely to be disabled than the general population.
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Unlike the general population, the majority of the uninsured are young adults between 
the ages of 18 and 44. 

significantly lower than that of the region as a whole, 
at 36.5 years. This is true even though children are 
underrepresented in the ranks of the uninsured.

Note: Data comparing the uninsured to the total 
noninstitutionalized civilian population is not published 
for all counties — only those with populations over 
100,000. The following charts show data for the Kansas 
City metropolitan statistical area, rather than the 
MARC/REACH service areas. As a result, Allen County, 
Kansas, is not included.

Age Distribution 1

Kansas City MSA, 2013

Disability Status 1

Kansas City MSA, 2013
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100%
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80%
70%
60%
50%
40%
30%
20%
10%

Total Noninstitutionalized Civilian Population Uninsured

Total Noninstitutionalized Civilian Population Uninsured

Under 6 6–17 18–24 25–34 35–44 45–54 55–64 65+

With a Disability No Disability



Race and ethnicity are two different ways of classifying 
a population. Hispanics or Latinos may be of any 
race, and many identify their race as white. It is the 
intersection of race and ethnicity that defines majority 
vs. minority populations. In metropolitan Kansas City, 
people who are white, non-Hispanics form a large 
majority, constituting nearly three-quarters of the 
region’s total noninstitutionalized civilian population.  
By contrast, all minorities together comprise a little 
more than one-quarter of the total. Among the 

Whites are underrepresented among the uninsured, while minorities are overrepresented.

uninsured, however, white non-Hispanics constitute 
only a slim majority, 53 percent, while minorities 
account for 47 percent. Hispanics or Latinos are 
particularly overrepresented, comprising 22 percent 
of the uninsured even though they are only 8 percent 
of the total population. Non-Hispanic blacks and other 
minorities are also overrepresented, though to a lesser 
degree, as they make up 25 percent of the uninsured 
but only 18 percent of the total population.   

Geographically, uninsured whites align closely with high poverty census tracts. Minorities 
are more likely to be uninsured wherever they live.

Percent of Uninsured by Census Tract 1

White, Non-Hispanic Black, Non-Hispanic Hispanic

0–9% 10–19% 20–34% 35–49% 50–100%
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Race and Ethnicity 1  |  Kansas City MSA, 2013

Total Noninstitutionalized 
Civilian Population

Uninsured

White  Alone

Black Alone

Asian Alone

All Other

White Alone, Not Hispanic or Latino

Hispanic or Latino of Any Race

Other Minorities

RACE

ETHNICITY

66%
79%

19%
12%

3%
2%

12%

74%
22%

8%
25%

18%

53%

6%



About 80 percent of the uninsured 
were born in the U.S., automatically 
making them citizens. Another 4 
percent of uninsured residents 
were born abroad, but have since 
become U.S. citizens. Even so, those 
without health insurance are four 
times more likely to not be a citizen 
than the general civilian population. 

Nearly six out of seven uninsured residents are U.S. citizens.

Over one-quarter of the uninsured 
moved to a new home in the last year, 
compared to 16 percent of the general 
population.  Most moves were to 
another home in the same county. Only 
1 percent of the uninsured moved to the 
Kansas City region in the last year from 
another country. In general, high rates of 
residential mobility make it more difficult 
for disadvantaged populations to get the 
services they need and for their children 
to establish the relationships needed to 
do well in school. 

The uninsured are much more likely to have moved to a new home in the last year than 
the typical resident, but only 1 percent moved here from abroad. 

The uninsured are nearly 2½ times more 
likely to have not graduated from high 
school, as is typical among the adult 
population 25 years and over in the Kansas 
City region. They are about one-third as 
likely to have graduated from college with a 
bachelor’s degree.  

The uninsured tend to have less education, leading to employment in occupations where 
part-time work is the norm and an unemployment rate three times the regional average.
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Nativity and U.S. Citizenship Status 1

Kansas City MSA, 2013

Moved in the Last Year 1

Kansas City MSA, 2013

Educational Attainment 1

Kansas City MSA, 2013
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As a result, nearly two-thirds of the uninsured are employed in service occupations or in construction and 
maintenance occupations, compared to a little over one-third of the general working-age population. Meanwhile, 
the uninsured are less than half as likely to be employed in management, business or science.  

The low-skill nature of the occupations of the uninsured make them prone to part-time employment. Fully 43 
percent of the uninsured worked part-time, compared to only 28 percent of the civilian population 16 to 64 years 
of age. As a result, while slightly more than half of the region’s overall working-age population under 65 worked full 
time, only one-third of the uninsured were able to do so.  

While working part-time maximizes chances for employment, it also makes it easier to fall back into unemployment. 
The uninsured were three times as likely to be unemployed as the overall working-age population in the Kansas City 
region. Also contributing to this disparity is that a larger proportion of the uninsured want to work — 76 percent of 
the uninsured are in the labor force, compared to only 70 percent of the general population 16 years and over.  
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Work Experience 1  |  Kansas City MSA, 2013
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Occupation 1  |  Kansas City MSA, 2013
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Employment Status 1  |  Kansas City MSA, 2013
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Over 70 percent of uninsured workers earn less than $25,000 a year in wages and salaries, compared to 
only 40 percent of the Kansas City region’s overall working-age population. As a result, the median annual 
earnings for uninsured workers is $16,330, or about half the $32,820 median earnings for the working-age 
population as a whole. 

Combining multiple earners in a household can help generate middle-income households from low-earning 
individuals. However, this strategy appears insufficient to greatly impact the relative fortunes of uninsured.  
About 63 percent of uninsured individuals live in households earning less than $50,000, compared to only 
36 percent of the total household population in the region. The median annual household income of the 
uninsured is less than half that of the overall population, $27,584 vs. $56,710 respectively. 

The uninsured have half the wages, half the household income and twice the poverty rate 
of the general population in the Kansas City region.  
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Annual Wages and Salaries 1

Kansas City MSA, 2013
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Household Income 1

Kansas City MSA, 2013
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Low household incomes make living in or near poverty the norm for the uninsured. Fully 30 percent of 
uninsured individuals — nearly one in three — live below the official federal poverty line (shown as 100 
percent of poverty in the chart above), compared to 13 percent of the overall regional population. Because 
the official poverty line hasn’t been adjusted for increasing costs of health care, child care and transportation 
since the poverty rate was first defined in the 1950s, 200 percent of poverty is often used as an alternative 
measure of the income required to avoid an impoverished standard of living. Even using this measure, the 
uninsured continue to be represented at more than twice the rate of the general population, 61 percent to 
29 percent respectively.
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Ratio of Income to the Poverty Level 1

Kansas City MSA, 2013
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Just over half of the people in the region rely on employer-provided health care insurance, 
though this is declining.

Health Insurance Coverage by Type 1

Kansas City MSA, 2013

Employer only  52%
Medicare  11%
Medicaid only  9%
Direct purchase only  6%
All other  8%
Uninsured  13%

As the economy suffered through the Great 
Recession and the weak employment recovery 
that followed, many people lost their jobs and 
poverty increased. As a result, the number of 
people obtaining health insurance coverage 
from their employers declined by five percent 
between 2009 and 2013. In turn, the percentage 
of residents with employer-based health 
insurance dropped from 54 percent in 2009 to 
52 percent in 2013. Remarkably, the number 
of people without health insurance did not 
experience a commensurate increase. In fact, 
the number of uninsured individuals actually 
declined by one percent over the period. 
This is due to a number of factors, including 
increases in Medicaid participation by the poor, 
an aging baby-boom population able to take 
advantage of Medicare, and rising utilization 
of direct purchase options. Use of these 
options is expected to increase rapidly due to 
implementation of the Affordable Care Act. We 
will get our first look at how this changes the 
distribution of health coverage in Fall 2015.  

-5% -10% -1%
+16% +12% +12%

Employer 
Only

Medicare Medicaid 
Only

Direct 
Purchase

All Other Uninsured

Change in Coverage by Type, 2009–2013

Sources: 
1. U.S. Census Bureau, American Community Survey — http://www.census.gov/acs/www/ 



Key Findings: Affordable Care Act Impact

In its first year, the ACA had a significant impact on the rate of uninsured in the region.

The Affordable Care Act (ACA) was designed to 
decrease the number of uninsured across the nation 
and improve the ability of all citizens to access quality 
health care. The ACA relies on two strategies to reduce 
the number of uninsured:

• Provide state health insurance exchanges that 
allow individuals could purchase health insurance 
across a spectrum of coverage and price options, 
and provide subsidies to make these policies 
affordable to those with lower incomes.

• Extend eligibility coverage for Medicaid to those 
who are below or nearly below the federal poverty 
level. Due to a U.S. Supreme Court decision, this 
extension of eligibility was made a state option.

Both Missouri and Kansas opted not to create state 
exchanges, instead allowing residents to enroll 
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2013 2014

Cass County (CA) 13% 10%

Clay County (CL) 12% 10%

Jackson County (JA) 19% 14%

Lafayette County (LA) 16% 12%

Platte County (PL) 11% 9%

Ray County (RA) 16% 12%

Allen County (AL) 21% 15%

Johnson County (JO) 10% 9%

Leavenworth County (LV) 14% 11%

Miami County (MI) 12% 10%

Wyandotte County (WY) 26% 18%

 

2013 2014

for coverage through the federal health insurance 
marketplace. As of the publication of this report, 
neither state has opted to extend Medicaid eligibility.

The impact of the ACA will take a number of years 
to fully measure. It is not yet reflected in American 
Community Survey health insurance data, as coverage 
through the federal marketplace did not begin until 
January 2014 at the earliest. However, Enroll America, a 
national nonprofit organization that tracks enrollment, 
has provided some useful data.

According to Enroll America’s estimates, the number of 
uninsured dropped in every county in the region after 
the first open  enrollment period that ended in early 
2014. Counties with the highest rates of uninsured, 
primarily urban and rural areas, saw the greatest 
impact. Wyandotte County’s percent of uninsured 
dropped the most, by 8 percent. 

CA CL JA LA PL RA AL JO LV MI WY

25%

20%

15%

10%

5%

Change in Percent Uninsured by County, 2013–2014 1
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Had Medicaid been extended in the region, the impact would have been 50 to 100% greater.

Although neither Kansas nor Missouri chose to 
extend Medicaid coverage to additional residents in 
2014, Enroll America provided estimates of how such 
an extension would have impacted the number of 
uninsured. These estimates help clarify the Medicaid 
gap and the importance of expansion to the uninsured.

The chart below compares the decline in uninsured 
due to ACA enrollments (from the previous page) to 
estimates of how much the percentage of uninsured 
would have fallen if Medicaid had been expanded. 
Counties in the region would have experienced a 50 to 
100 percent greater decline in uninsured. 

Actual decrease in uninsured, 2013–2014 Estimated decrease with Medicaid expansion

CA CL JA LA PL RA AL JO LV MI WY

-2%

-4%

-6%

-8%

-10%

-12%

-14%

Estimated Impact of Medicaid Expansion on Percent Uninsured by County 1

2013 Percent
Uninsured

2014 Percent 
Uninsured

Estimated Uninsured Had 
Medicaid Been Expanded

Cass County (CA) 13% 10% 7.2%

Clay County (CL) 12% 10% 7.1%

Jackson County (JA) 19% 14% 10.3%

Lafayette County (LA) 16% 12% 8.7%

Platte County (PL) 11% 9% 6.5%

Ray County (RA) 16% 12% 8.7%

Allen County (AL) 21% 15% 11.3%

Johnson County (JO) 10% 9% 6.6%

Leavenworth County (LV) 12% 10% 7.2%

Miami County (MI) 14% 11% 8.2%

Wyandotte County (WY) 26% 18% 13.5%
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Enrollment rates grew substantially in the second year of ACA open enrollment. 

During the second ACA open 
enrollment period, which ended in 
spring 2015, enrollment rates grew 
substantially in all counties compared 
to 2014. Clay, Platte, Ray and Johnson 
Counties all have enrollment rates 
— enrollees as a percentage of the 
population 18 to 64 years of age —  
of at least 7 percent.

Not enough time has elapsed for 
Enroll America to calculate the 
impact of enrollments on the percent 
of residents who are uninsured by 
county, we expect to see continued 
significant improvements d once the 
final tabulations are completed.

 

In terms of sheer numbers, the area’s 
largest counties saw the largest 
increases in ACA enrollment, with 
both Jackson and Johnson counties 
experiencing growth of 10,000 or 
more enrollees, followed by Clay 
County and Wyandotte County, which 
saw increases of 3,500 and 2,300 
enrollees respectively. 

The area’s smaller, more rural 
counties tended to add enrollees at a 
faster pace than the larger counties, 
with Ray County, Allen County and 
Miami County all experiencing 
increases in excess of 100 percent.

CA CL JA LA PL RA AL JO LV MI WY

ACA Enrollment Rates, 2014 and 2015 1

Enrollee percent of population age 18–64

8%

7%

6%

5%

4%

3%

2%

1%

20152014
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Numeric Change in ACA Enrollment, 2014–2015 1

Percent Change in ACA Enrollment, 2014–2015 1

+1,887

+83%

+67% +63%
+73% +72%

+108%
+120%

+64% +66%

+125%

+55%

+3,544

+11,135

+605
+1,384

+462 +188

+10,004

+792 +753

+2,345

CA CL JA LA PL RA AL JO LV MI WY



Source: 
1. Enroll America and Civis Analytics — http://www.enrollamerica.org/ 
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Percent of Population Age 20–64
Enrolled in Health Insurance

Coverage through  
ACA Marketplace

Open Enrollment 1
October 2013–April 2014

Percent of Population Age 20–64
Enrolled in Health Insurance

Coverage through  
ACA Marketplace

Open Enrollment 2
November 20134–February 2015

0

0.1–4%

4.1–6%

6.1–8%

8.1–13.3%



III. Health Status and Disparities

Community health outcomes are often a factor of specific behaviors, socio-economic circumstances and 
the environments in which people live, as well as their access to quality health care. Comparing trends 
over time and disparities by geography and race or ethnicity can help communities identify and address 
health issues. The following issue briefs provide data for key indicators where changes in behavior, 
resource allocation or policies could have an impact on community health, including:

 z Lost Potential/Births and Deaths — Measures the years of potential life lost to premature death, 
infant mortality and low-birth weight babies.

 z Diabetes and Obesity — Measures the prevalence of these two conditions, the rate of change and 
trends in hospitalizations.

 z Leading Causes of Death — Measures incidence and trends in rates of death due to heart disease, 
cancer, diabetes, Alzheimer’s disease, stroke and suicide.

 z Preventable Hospitalizations — Measures trends in hospitalizations for both acute and chronic 
conditions that are preventable, including illnesses such as pneumonia and influenza and chronic 
conditions such as heart disease, respiratory ailments, diabetes and hypertension. 

 z Mental Health — Measures the number of poor mental health days experienced by residents, 
hospital discharge rates for mental disorders and deaths by suicide.

 z Oral Health — Measures the number of adults who have poor dental health, those who have not 
received dental care in the last 12 months, and access to dental care.

 z Health Disparities — Summarizes health disparities identified for various health outcomes, 
comparing by geography (rural, urban and suburban counties) and by race or ethnicity. 

There are two major takeaways from the data in this section. First, in broad terms, health seems to be 
improving in the region. Preventable hospitalizations are trending down, and so are mortality rates for 
major diseases. Although obesity and diabetes continue to increase, the rate of increase for obesity has 
slowed.

Second, we should note that not all residents of the region are experiencing these positive trends. While 
declining overall, preventable hospitalizations are on the rise for minority populations. Mortality rates 
vary widely across the 11 counties in the study area, with rural and urban counties still experiencing 
much higher incidence of premature death than suburban counties. Also, obesity prevalence is 
significantly higher for blacks and Hispanics than for whites, and the mortality rate from diabetes 
is twice as high as that for whites. Targeting resources to better serve people in specific places and 
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specific groups who are experiencing poorer health outcomes could improve overall regional 
health. This will become an increasing issue if not addressed, because these populations are 
increasing in numbers and are migrating to all corners of the region.

Additional conclusions from the data found in this section include:

 z While premature death is decreasing in most counties, there is still a wide variation 
across the  region with suburban counties significantly outperforming rural and urban 
counties.

 z Heart disease and cancer remain the leading causes of death in the region by a significant 
margin. However, mortality rates from these diseases are decreasing in most counties.

 z Preventable hospitalizations continue to decline across the region as a whole, but this is 
not the case for black and Hispanic populations.

 z Obesity and diabetes rates continue to rise, but the increase in obesity rates has slowed.

 z One exception to the declining mortality rates is for Alzheimer’s disease. This increase, 
seen mostly in rural counties, is the first consequences of the rapidly rising older adult 
population.

 z Another exception is rising suicide rates, indicating a need for a stronger focus on mental 
health care. 
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Key Findings: Lost Potential/Births and Deaths

Years of Potential Life Lost is declining slightly overall, but is still highest in the most 
urban and most rural counties.

Infant mortality rates have declined significantly in most counties.

One key measure of community health outcomes is 
Years of Potential Life Lost (YPLL). This measures the 
lost potential of premature deaths, those that occur 
before age 75. YPLL is measured as the number of years 
lost per 100,000 in population, with a higher number 

12,000

10,000

8,000

6,000

4,000

2,000

indicating more years lost to premature death. The 
YPLL numbers are highest in the most urban counties 
(Wyandotte and Jackson) and the most rural (Allen and 
Ray). There is a small, but measurable, decline in YPLL 
from 2010 to 2014 in every county but Ray.

Mid-America Regional Council  and REACH Healthcare Foundation
Regional Health Assessment March 2015  |  www.marc.org/healthassessment

Years of Potential Life Lost2

Per 100,000 population, 2010 vs. 2015

2010 2015

CA CL JA LA PL RA AL JO LV MI WY
Note: 2015 totals include data from 2010–2012; 2010 totals include data from 2004–2006 

Infant mortality rates declined significantly in most 
counties between 2004–2008 and 2009–2014. 
(Because of the small numbers, five-year periods 
are used to calculate reliable rates.)  On average, 
infant mortality rates fell by 24 percent. Allen County 
showed the steepest drop, a 65 percent reduction. 
Cass, Lafayette and Jackson Counties also saw declines 

that exceeded the regional pace.  Clay County saw no 
change, while Platte and Ray Counties experienced a 
substantial increase. Only Wyandotte and Ray counties 
remain significantly above the Healthy People 2020 
goal of no more than six infant deaths per 1,000 live 
births. Jackson and Platte are slightly above this goal, 
but well within reach.
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Infant Mortality Rates Per 1,000 Live Births, 2004-2008 vs. 2009-2013 3,4
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Low birth weights vary somewhat by county, with the highest rates in urban counties

The percent of babies with low birth weights is another 
measure of community health that is at the confluence 
of health behaviors and socio-economic status. Low 

National data indicates a significant 
difference in infant mortality between the 
black population, with 12.7 deaths per 
1,000 live births, and white and Hispanic 
populations, with both below six deaths 
per 1,000 live births. Both Missouri and 
Kansas have somewhat higher rates, but 
the disparity is the same. 

Sources: 
1. Community Commons— http://assessment.communitycommons.org/CHNA/report.aspx?page=6&id=628 (requires registration)
2. County Health Rankings — http://www.countyhealthrankings.org/ 
3. Kansas Information for Communities (KIC) — http://kic.kdheks.gov/#  
4. Missouri Information for Community Assessment — http://health.mo.gov/data/mica/MICA/

Infant mortality and low birth weights occur at a consistently higher rate for blacks. 

Infant Mortality Rate by Race, 2013 1

Per 1,000 live births

White 
Non-Hispanic

Black 
Non-Hispanic

Hispanic or
Latino

Kansas 6.6 14.2 6.7

Missouri 6.1 13.6 5.6

United States 5.5 12.7 5.4

 

birth weight babies are more likely to have health and 
developmental issues later in life. Low birth weights 
are highest in the urban counties. 

10

8

6

4

2

Low Birth Weight Babies 3,4

Rate per 100 live births
2008 2013

CA CL JA LA PL RA AL JO LV MI WY

Birth weights below  
5 pounds, 8 ounces  
are considered low

A similar pattern occurs with low birth 
weight babies. Low birth weights are 
consistently higher for blacks than for 
whites across the region. (Allen, Miami 
and Ray counties are not included due to 
small sample sizes.) Although complete 
data by county for Hispanics is not 
available, national data indicates that low 
birth weight rates are about the same as 
for whites. 

Low Birth Weights by Race, 2013 3,4

Rate per 100 live births

20

15

10

5

CA CL JA LA PL JO LV WY

White Black

[  III-4  ]



Diabetes Prevalence 1

Percent Change

Key Findings: Diabetes and Obesity

Diabetes Prevalence, 2011 1

Age-adjusted percent, adults 18 and older
Obesity Prevalence, 2011 1

Age-adjusted percent, adults 18 and older

CA

9.3

CL

11.4

JA

10.1

LA

9.0

PL

9.3
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10.1
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9.0

JO

6.8

LV

8.7
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8.2

WY

12.9

CA

31.9

CL

27.7

JA

31.3

LA

29.7

PL

29.3

RA

30.9

AL

34.4

JO

22.7

LV

30.6

MI

34.7

WY

38.3

Cass County, Missouri (CA)

Clay County, Missouri (CL)

Jackson County, Missouri (JA)

Lafayette County, Missouri (LA)

Platte County, Missouri (PL)

Ray County, Missouri (RA)

Allen County, Kansas (AL)

Johnson County, Kansas (JO)

Leavenworth County, Kansas (LV)

Miami County, Kansas (MI)

Wyandotte County, Kansas (WY)

Obesity Prevalence 1

Percent Change

MO
30.3

KS
29.6

US
27.8

MO
9.4

KS
8.9

US
8.5

2004–2007 2008–2011

+4% +11%

+7% +33%

+9% +16%

+8% +7%
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+18% +11%

+10% +7%
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+20% +1%
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+11% +8%
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+21% +1%
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Overall, obesity and diabetes rates are still increasing.

One of the most significant health-condition trends 
identified in previous health assessments was an across-
the-board increase in the incidence of diabetes and 
obesity in area counties. The most recent data shows this 
trend is continuing. Age-adjusted diabetes prevalence 
ranges from a low of 6.8 percent in Johnson County to a 
high of 12.9 percent in Wyandotte County. Only Johnson 

In some areas, the rate of growth has slowed in recent years.

and Miami counties fall below the national average 
of 8.5 percent. For obesity — a major risk factor in 
diabetes and many other conditions — prevalence 
among adults 18 and older ranges from a low of 22.7 
percent in Johnson County to a high of 38.3 percent 
in Wyandotte County. All counties except Johnson and 
Clay exceed the national average of 27.8 percent.

From 2004 to 2011, every county in the region, both 
states and the nation experienced growth in the rates of 
diabetes and obesity. But comparing the rate of change 
in two shorter time frames (2004–2007 and 2008–2011) 

shows significant variances. Smaller rates of increase, 
and even some declines in the later time frame, 
particularly in obesity rates, indicates some progress. 

420,131 

141,617 

2011 totals
for all 11 counties

adults were obese

adults had diabetes
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Preventable hospitalizations are declining overall, but not for diabetes.

The trend line for preventable 
hospitalizations in the Kansas City 
region has been moving in the 
right direction, down from 1,986 
per 100,000 in population in 2003 
to 1,573 in 2012. Hospitalizations 
for chronic disease are also falling, 
from 1,161 to 959 per 100,000. 

Diabetes hospitalizations, 
however, are going against the 
trend, either remaining steady or 
rising over the same time period.

Overall

Chronic disease

Diabetes
(long-term complications)

Diabetes
(short-term complications)

Diabetes (uncontrolled)

Trends in Preventable Hospitalizations 2

Risk-adjusted rate per 100,000 population, 2003–2012

17.8

53.7

120.2

1,986

1,161

17.7

77.7

120.6

959

1,573

Sources: 
1. U.S. Centers for Disease Control, Behavioral Risk Factor Surveillance System — http://www.cdc.gov/brfss, and National Diabetes Surveil-

lance System — http://www.cdc.gov/diabetes/data
2. Missouri Hospital Association — Preventable Hospitalizations, http://web.mhanet.com/uploads/media/MHA_AHRQ_Preventable_ 

Hospitalizations_Kansas_City.pdf
3. Henry J. Kaiser Family Foundation — State Health facts, http://kff.org/statedata/

Racial and ethnic disparities exist for both obesity and diabetes. 

While consistent data is difficult to find at the state and county levels, the data that is available shows clear racial 
disparities in the prevalence of obesity and diabetes.

Diabetes Mortality by State and Race 3  |  Deaths per 100,000 population, 2010

MISSOURI KANSAS

KANSAS

White 19.5

Black 41.4

White 19.5

Black 39.3

Obesity Prevalence by State and Race  |  Percent of population with body mass index ≥ 30, 2011–2013

MISSOURI

Non-Hispanic White 28.8%

Non-Hispanic Black 40.0%

Hispanic 33.6%

Non-Hispanic White 29.2%

Non-Hispanic Black 39.2%

Hispanic 33.5%
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Key Findings: Leading Causes of Death

Heart disease and cancer are still the leading causes of death.

The two most prominent causes of death in the Kansas City region continue to be heart disease and cancer. 

Cancer Deaths, 2003 vs. 2013 1,2

Rates per 100,000 population
Heart Disease Deaths, 2003 vs. 2013 1,2

Rates per 100,000 population
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Cancer Heart Disease Stroke Alzheimer's Diabetes Suicide

2003 2013 2003 2013 2003 2013 2003 2013 2003 2013 2003 2013
Cass County (CA) 192.9 170.5 222.2 154.4 60.5 40 21.4 58.1 33.4 21.9 12.5 22
Clay County (CL) 199.2 176.5 203.7 143.5 47.8 29.8 29.1 18.4 27.4 13.7 10.2 16.8
Jackson County (JA) 194.6 181.4 238.2 172.4 52.2 42.4 25.8 29.4 27.7 24 13.4 17.3
Lafayette County (LA) 213.2 167.2 305.3 231.4 55.2 57.1 15.9 34.4 31 25.6 10.3 14.3
Platte County (PL) 178.3 138.8 214.9 145.1 30 39 32.5 25.2 17.5 19.2 9.8 15.7
Ray County (RA) 191.7 209.7 286.6 288.4 29.1 16.9 4.3 30.3 46.8 10 4.3 18.3
Allen County (AL) 345.1 335.3 553.7 365.7 86.3 45.7 64.7 61 57.5 38.1 0 22.9
Johnson County (JO) 139.4 147.8 132.2 115.5 39.5 33 27.3 19.8 13.2 9.5 10.7 13.9
Leavenworth County (LV) 167.7 156 219.4 157.3 41.9 33.3 25.2 42.2 26.6 17.9 9.8 17.9
Miami County (MI) 140.5 134 304.9 219.3 44.5 48.7 24 24.4 10.3 6.1 13.7 9.1
Wyandotte County (WY) 232.3 184.6 224.7 177.1 62.4 35.5 27.4 17.5 29.3 24.9 17.8 11.2

Over the last decade, rates for most of the leading causes of death have declined.

From 2003 to 2013, the death rates per 100,000 population in the Kansas City region declined for heart disease, 
cancer, diabetes and stroke. The rates for deaths from Alzheimer’s disease increased slightly, while deaths from suicide 
increased by more nearly 30 percent. 1,2

2003:

2013:

208.7 

156.5 

HEART
DISEASE

182.3

168.9 

CANCER

24.1 

18.1 

DIABETES

48.3 

38.5 

STROKE

26.4

26.9 

ALZHEIMER’S
DISEASE

12.2 

15.8 

SUICIDE
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While diabetes is becoming more prevalent, the death rate in most counties is declining.

Both diabetes and obesity (often seen as a precursor to diabetes) are on the rise in the region, yet the death 
rates from diabetes are declining in every county except Platte. This may reflect improvements to diabetes 
diagnosis and care over the past decade.

+15%

+56%

+28%
+17%

+29% +28% +25%

+13%
+19% +24%

+65%

CA CL JA LA PL RA AL JO LV MI WY

CA CL JA LA PL RA AL JO LV MI WY

+10%

-34%

-50%

-13% -17%

-79%

-34%
-28%

-33%
-41%

-15%
Change in Diabetes Prevalence 1,2

Per 100,000 population, 2004–2011

Change in Diabetes Death Rates 1,2

Per 100,000 population, 2003–2013

Rural 
counties

Primarily  
urban
counties

Primarily 
suburban 
counties

Allen (AL) 365.7

Ray (RA) 288.4

Lafayette (LA) 231.4

Miami (MI) 219.3

Wyandotte (WY) 177.1

Jackson (JA) 172.4

Leavenworth (LV) 157.3

Cass (CA) 154.4

Platte (PL) 145.1

Clay (CL) 143.5

Johnson (JO) 115.5

Heart Disease Deaths 1,2

Rates per 100,000
Highest to lowest by county

CA

CL

JA
LA

PL RA

AL

JO

LV

MI

WY

Death rates for heart disease tend to be higher in rural counties.

Death rates for heart disease are higher in rural counties and in the urban core, which may reflect older 
populations, lower incomes and poorer access to health care services.
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Although death rates from leading diseases are trending downward, there are substantial variations across 
racial and ethnic groups. Heart disease and cancer death rates are higher for blacks than whites in half of the 
counties. The experience is different for the Hispanic population, where the death rates for cancer and heart 
disease are lower than whites in virtually every county. This reflects national and state trends, and may reflect 
the demographic makeup of the Hispanic population, which skews younger than the population as a whole.

Sources: 
1. Kansas Information for Communities (KIC) — http://kic.kdheks.gov/# 
2. Missouri Information for Community Assessment — http://health.mo.gov/data/mica/MICA/ 
3. CDC Interactive Atlas of Heart Disease and Stroke — http://nccd.cdc.gov/DHDSPAtlas/Default.aspx 
4. National Cancer Institute/CDC: State Cancer Profiles — http://statecancerprofiles.cancer.gov/index.html 

There are significant differences in death rates across races and ethnicities. 

Cancer Deaths by Race/Ethnicity 4

Per 100,000 population, 2007–2011
Heart Disease Deaths by Race/Ethnicity 3

Per 100,000 population, 2008–2010

White Black Hispanic

Cass County 185.4 * *

Clay County 192.1 142.6 105.7

Jackson County 188.4 225.9 93.7

Lafayette County 181.6 * *

Platte County 158.5 158.3 *

Ray County 196.2 * *

Allen County 170.3 * *

Johnson County 153.2 200.9 75.3

Leavenworth County 174.6 223.8 *

Miami County 162.3 * *

Wyandotte County 232.5 235.6 121.2

 

White Black Hispanic

Cass County 331.7 * *

Clay County 311.8 287.1 179.8

Jackson County 343.5 381.7 145.2

Lafayette County 392.6 449.1 136.4

Platte County 271.9 319.5 221.2

Ray County 393.5 * 149.6

Allen County 403.7 * *

Johnson County 236.2 228.5 119.7

Leavenworth County 360.6 467.1 273.3

Miami County 330.4 269.8 117.5

Wyandotte County 347.4 339.9 221.1

 *Insufficient sample size, no data available
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Key Findings: Preventable Hospitalizations

2003

1,986 2,029 1,959
1,806 1,860 1,845

1,676 1,642 1,618 1,573
2006

2009
2012

Preventable hospitalizations continue to decline, especially in rural counties

Preventable hospitalization rates for diabetes and hypertension go against the trend.

While the overall rate of preventable chronic disease hospitalizations has declined significantly in the Kansas City 
region, there is significant variation by condition. (Numbers shown are per 100,000 population.) 1 

6,416 
5,451 

CONGESTIVE
HEART FAILURE COPD HYPERTENSION DIABETES 

CA CLJA LAPL RAJO LV MIWY

-55%

-35%
-31%

-25%-25%-23%
-19%-19%

-9%-8%

Change in Preventable Hospitalizations (Chronic) 1

Percent change, 2003–2012

Cass County, Missouri (CA)

Clay County, Missouri (CL)

Jackson County, Missouri (JA)

Lafayette County, Missouri (LA)

Platte County, Missouri (PL)

Ray County, Missouri (RA)

Johnson County, Kansas (JO)

Leavenworth County, Kansas (LV)

Miami County, Kansas (MI)

Wyandotte County, Kansas (WY)

Preventable Hospitalizations (Chronic) 1

per 100,000 population

2003 2012

1,122 862

1,250 1,014

1,365 1,240

1,471 1,022

823 669

1,626 1,227

772 580

1,253 818

1,123 506

1,693 1,559

t

t

t

t

t

t

t

t

t

t

Preventable hospitalizations are an important 
measure of whether people with preventable health 
conditions are receiving effective care and avoiding 
hospital stays.  This is a measure of how well the 
overall public health and health care systems are 
proactively addressing preventable conditions, which 
are divided into two categories — acute and chronic. 
Acute conditions that are considered preventable 
include illnesses such as pneumonia and influenza. 
Chronic conditions include heart disease, respiratory 
ailments, diabetes and hypertension. 

The Kansas City region continues to show significant 
overall improvement in reducing both chronic and 
acute preventable hospitalizations. 

All counties experienced declines in chronic disease 
preventable hospitalizations between 2003 and 2012. 
The rate of decline varies, with rural counties seeing 
more significant improvements.

Note: Preventable hospitalization data is not available for Allen County, 
Kansas. Regional data includes Atchison, Douglas and Shawnee counties 
in Kansas and Bates, Clinton and Caldwell counties in Missouri, in 
addition to the 10 metro area counties shown here.

Preventable Hospitalizations, 2003–2012 1

Chronic and acute, per 100,000 population, Kansas City region 

2003:

2012:

5,394 1,923 780 
4,699 3,756 1,289 

2003: 2003:2003:

2012: 2012:2012:

Mid-America Regional Council  and REACH Healthcare Foundation
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Minority populations experience a higher rate of preventable hospitalizations.

Statewide data from the Missouri Hospital Association shows marked disparities in preventable hospitalization 
rates by race and ethnicity. People of color experience higher rates — some significantly higher — and the 
disparity is increasing.

Preventable hospitalization rates in the Kansas City region 
are substantially higher for blacks than whites. The region 
should closely examine whether these disparities also extend 
to low-income populations and develop targeted, strategic 
interventions to reduce them.

Change in Preventable Hospitalization Rates by Race and Ethnicity 1

Per 100,000 population in Missouri, 2003–2012

Preventable Hospitalization Rates by Race 1

Per 100,000 population in the Kansas City region, 2003–2012

2,500

2003 2004 2005 2006 2007

White Acute Black AcuteWhite Chronic Black Chronic

2008 2009 2010 20122011

2,000

1,500

1,000

500

Source: 
1. Missouri Hospital Association — Preventable Hospitalizations, http://web.mhanet.com/uploads/media/MHA_AHRQ_Preventable_ 

Hospitalizations_Kansas_City.pdf

The disparity between blacks and whites is more pronounced for chronic conditions. 

WHITE 

BLACK 

HISPANIC 

ASIAN 

Acute
Conditions

-11%

-12%

+9%

+9%

Chronic 
Conditions

-9%

+20%

+41%

+24%

Total

-10%

+11%

+32%

+16%

In 2003, blacks were 

1.18 times 
more likely than whites 
to be hospitalized for a 
preventable condition.
 

In 2012, blacks were 

1.45 times 
more likely than whites 
to be hospitalized for a 
preventable condition.

The average preventable 
hospitalization costs    $25,231
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Key Findings: Mental Health

Mental health is an increasing cause for concern, with rising rates of poor mental 
health days, hospital discharges for mental health disorders and suicides.

While extensive data is not available for 
mental health, there are a few measurements 
that help draw a picture of mental health 
status in the Kansas City region. 

The Behavioral Risk Factor Surveillance 
System, an annual county-level survey of 
health status and behavior conducted by 
the U.S. Centers for Disease Control and 
Prevention and individual states, offers self-
reported data that measures the number 
of poor mental health days individuals have 
had in the last 30 days. This data shows an 
increase in poor mental health days in most 
area counties between 2010 and 2013.

160

120

80

40

Mid-America Regional Council  and REACH Healthcare Foundation
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Hospital discharge rates provide another 
indicator of mental health. This data 
quantifies the number of patients 
discharged after treatment for mental 
disorders by county. Discharge rates seem 
significantly higher for Missouri counties, 
which may warrant a more in-depth look 
to determine if there is a difference in 
data reporting or a more systemic cause 
for the difference. 

Another measure of mental health is the 
number of suicides. The rate of deaths by 
suicide per 100,000 population continues 
to rise, indicating growing problems with 
mental health. For the region, the total 
number of deaths by suicide grew from 
222 to 317 between 2003 and 2013, a 
43 percent increase. Suicide death rates 
increased in all but two counties during 
this timeframe.

CA CL JA LA PL RA AL JO LV MI WY

+13%

+9%

+27% +27%

+34%

+3% +1%

+9%
+11%

-3% -3%

Change in Poor Mental Health Days, 2010–2013 1

Self-reported number of poor mental health days in last 30 days

CA

2002 2012

CL JA LA PL RA AL JO LV MI WY

Mental Disorder Hospital Discharge Rates 2,3

Cass County, Missouri (CA)

Clay County, Missouri (CL)

Jackson County, Missouri (JA)

Lafayette County, Missouri (LA)

Platte County, Missouri (PL)

Ray County, Missouri (RA)

Allen County, Kansas (AL)

Johnson County, Kansas (JO)

Leavenworth County, Kansas (LV)

Miami County, Kansas (MI)

Wyandotte County, Kansas (WY)

Deaths by Suicide 2,3  |  Total number and rate per 100,000 population

No. Rate No. Rate

11 12.5 21 22

20 10.2 39 16.8

88 13.4 116 17.3

3 10.3 5 14.3

8 9.8 15 15.7

1 4.3 4 18.3

0 0 3 22.9

52 10.7 79 13.9

7 9.8 14 17.9

4 13.7 3 9.1

28 17.8 18 11.2

t

s

s

s

s

s

s

s

s

s

t

2003 2013

[  III-12  ]



Young people are experiencing a similar increase in mental disorder diagnosis.

Hospital discharge rates for youth with mental disorder diagnoses rose significantly in most counties between 
2002 and 2012. Again, rates are considerably higher in Missouri counties than in Kansas counties, especially for 
those under age 15.

Hospital discharge rates for mental disorders by 
race and ethnicity are only available for the Kansas 
counties. While there is a significant difference between 
discharge rates for blacks and whites in Allen County, 
most counties have very similar rates. This could 
indicate that there are not significant racial differences 
in the incidence of mental disorders or that minority 

Sources: 
• County Health Rankings — http://www.countyhealthrankings.org/
• Kansas Information for Communities (KIC) — http://kic.kdheks.gov/# 
• Missouri Information for Community Assessment — http://health.mo.gov/data/mica/MICA/ 

Racial disparities are not significant, but ethnic disparities are substantial. 

Mental Health Hospital Discharge Rates, 2002 and 2012 2,3

Per 10,000 population

YOUTH UNDER AGE 15 YOUTH AGES 15 TO 24
120

100

80

60

40

20

CA

2002 2012
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populations are less likely to seek hospital assistance for 
mental illness. When comparing ethnicities, however, 
there is a substantial difference in hospital discharge 
rates for mental disorder between Hispanics and non-
Hispanics. This mirrors data for emergency room visits 
and probably reflects a reluctance to use the health care 
system among Hispanics.

80
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AL JO LV MI WY TOTAL

White Black All Races
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Mental Health Hospital Discharge Rates, 2012 2,3

Per 10,000 population
BY RACE BY ETHNICITY
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Key Findings: Oral Health

Percent of Adults with Poor Dental Health 1

Age 18 and older, 2006–2010

Poor dental health is an issue across the region, especially in rural counties and 
counties with high rates of poverty.

The only consistent county-level oral health 
data comes from the Behavior Risk Factor 
Surveillance System (BRFSS) conducted by 
the U.S. Centers for Disease Control and 
Prevention. BRFSS provides the percent of 
adults (18 and over) who have poor dental 
health, which is defined as having at least 
six extractions due to tooth decay or gum 
disease. 

Seven of the 11 counties in the study area 
have rates above the national average. 
There is considerable variation across the 
counties, with the more rural counties and 
counties with high rates of poverty having 
above average rates of poor dental health.

A second measure of oral health is the 
percent of adults who have not had a 
dental exam in the last 12 months. The 
table at right shows area counties ranked 
highest to lowest. As with poor dental 
health, the most rural counties and those 
with the highest rates of poverty also have 
higher rates of residents who have not had 
a dental exam in the past year.

Mid-America Regional Council  and REACH Healthcare Foundation
Regional Health Assessment March 2015  |  www.marc.org/healthassessment

19%

8%

13%

19% 19%
17%

14%

18%

30%

9%

22%

US
16%

CA CL JA LA PL RA AL JO LV MI WY

= Mostly Rural = Mostly Urban = High Poverty

Percent of Adults with No Dental Exam in Last 12 Months 1

Age 18 and older, 2006–2010

40%

18%

27%
31%

40%

34%
29%

36%

30%
34%

44%

CA CL JA LA PL RA AL JO LV MI WY

Oral health can also be impacted by access 
to care. The ratio of dentists per person 
varies widely across counties. 

Number of Persons Per Dentist by County, 2014 2

CASS

CLAY

JACKSON

LAFAYETTE

PLATTE

RAY

ALLEN LEAVENWORTH

MIAMI

WYANDOTTE

JOHNSON

3,355 1,787 1,288 3,294 1,697 5,760 1,875 1,277 2,792 4,104 2,673

Access to oral health care varies significantly across counties.
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Oral health varies across race and ethnicities.

Sources: 
1. Behavior Risk Factor Surveillance System at the CDC via Community Commons — http://assessment.communitycommons.org/CHNA/

report.aspx?page=6&id=619 (registration required)
2. County Health Rankings — http://www.countyhealthrankings.org/ 

While oral health data by race and ethnicity is not available at the county level, it does exist at the 
state and national level. The data indicates that blacks are less likely than whites to have had a dental 
exam in the last 12 months, while  Hispanics are more likely to have had an exam.

MISSOURI

KANSAS

Percent of Adults with No Dental Exam in Last 12 Months 1

By race and ethnicity, 2006–2010

Other, Non-Hispanic 32.51%

Black, Non-Hispanic 35.95%

White, Non-Hispanic 29.81%

Hispanic/Latino 21.11%

Other, Non-Hispanic 23.13%

Black, Non-Hispanic 28.41%

White, Non-Hispanic 21.37%

Hispanic/Latino 12.91%

Other, Non-Hispanic 20.47%

Black, Non-Hispanic 32.63%

White, Non-Hispanic 22.98%

Hispanic/Latino 18.05%

UNITED STATES
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Key Findings: Health Disparities

Geographic Disparities — Residents of the most rural and the most urban counties 
often experience poorer health outcomes.

Health outcomes are unevenly distributed across the region. This reflects an uneven distribution of those who 
are poor, less educated, older, or are racial and ethnic minorities. It also may reflect an uneven distribution of 
health resources, such as physicians or dentists. A review of regional health data shows a familiar pattern across 
health issues, with the most urban counties (Wyandotte and Jackson) and the most rural counties (Allen, Miami, 
Lafayette and Ray) typically faring worse than the suburban counties. 

Residents of urban counties often 
have  poorer access to health care 
resources due to low incomes or 
lack of insurance. They may also 
live in less healthy environments, 
with higher exposure to toxins, 
more stressful lifestyles and a lack 
of community assets such as safe 
places for outdoor recreation. Rural 
residents may have limited access to 
health care, and rural counties often 
have more older residents.

One example of the uneven 
distribution of health outcomes 
is Years of Potential Life Lost, a 
measure of premature death. The 
first chart shows how counties 
compared for this measure in 2010 and 2014. 
While the overall totals for 2014 are lower than 
2010 in most counties, the highest totals are seen 
in Wyandotte, Jackson, Ray and Allen counties.

Another example of the geographic distribution 
of health outcomes and trends is the change in 
preventable hospitalizations. While all counties 
are experiencing declines in hospitalizations for 
chronic preventable diseases — heart disease, 
respiratory ailments, diabetes and hypertension 
— the smallest changes are in the most urban 
counties.

By and large, the health trends found in research 
conducted for the 2015 Kansas City Regional Health 
Assessment are positive. Mortality rates and disease 
incidence rates are down in most cases, with 
obesity and diabetes being the principal exceptions. 
Also, preventable hospitalizations are on the decline 
for  

most diseases. However, these regional trends mask 
some important disparities. Health outcomes and 
health trends vary significantly by location and across 
income, race and ethnicity. For the region to be truly 
healthy, everyone must be able to benefit from positive 
health trends.

Mid-America Regional Council  and REACH Healthcare Foundation
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Change in Preventable Hospitalizations (Chronic) 2

Percent change, 2003–2012

12,000

10,000

8,000

6,000

4,000

2,000

Years of Potential Life Lost 1

Per 100,000 population, 2010 vs. 2015

2010 2015

CA CL JA LA PL RA AL JO LV MI WY
Note: 2015 totals include data from 2010–2012; 2010 totals include data from 2004–2006 
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Racial Disparities — Minority populations (blacks, in particular) often experience 
significantly poorer health outcomes.

Not only do health outcomes vary across 
geographies, but also across incomes, 
education, ages, races, and ethnicities. 
Targeting resources to better serve people 
in specific places and specific groups with 
poorer health outcomes might improve 
overall regional health.

Racial and ethnic disparities may indicate 
that minority populations do not have the 
same access to quality health care. These 
disparities are particularly evident in Infant 
mortality and low birth weight babies. 

The first chart shows state differences 
in infant mortality by race and ethnicity. 
Infant mortality is more than twice as high 
for blacks as it is for whites, while Hispanic 
infant mortality is roughly equal to that of 
whites. 

The second chart shows the disparities 
in low birth weight babies by race. Again, 
there is a significantly higher rate for blacks 
than for whites.

Racial and ethnic disparities are also 
prevalent in other health outcomes. While 
there has been a significant decline in 
preventable hospitalizations for chronic 
conditions for whites, there have been 
significant increases for blacks, Hispanics, 
and Asians. These disparities, in particular, 
may reflect a lack of access to quality 
health care  for minorities, since the 
number of preventable hospitalizations 
illustrates how the health care system 
deals with disease conditions that can be 
prevented or ameliorated.

Sources: 
1. County Health Rankings — http://www.countyhealthrankings.org/ 
2. Missouri Hospital Association Preventable Hospitalizations — http://web.mhanet.com/uploads/media/MHA_AHRQ_Preventable_Hos-

pitalizations_Kansas_City.pdf
3. Community Commons— http://assessment.communitycommons.org/CHNA/report.aspx?page=6&id=628 (requires registration)
4. Kansas Information for Communities (KIC) — http://kic.kdheks.gov/#  
5. Missouri Information for Community Assessment — http://health.mo.gov/data/mica/MICA/

Infant Mortality Rate by Race/Ethnicity, 2013 3

Per 1,000 live births

White 
Non-Hispanic

Black 
Non-Hispanic

Hispanic or
Latino

Kansas 6.6 14.2 6.7

Missouri 6.1 13.6 5.6

United States 5.5 12.7 5.4

 

Low Birth Weights by Race, 2013 4,5

Rate per 100 live births

20

15

10

5

CA CL JA LA PL JO LV WY

White Black

Change in Preventable Hospitalization Rates
by Race/Ethnicity 2

Per 100,000 population in Missouri, 2003–2012

WHITE 

BLACK 

HISPANIC 

ASIAN 

Acute
Conditions

-11%

-12%

+9%

+9%

Chronic 
Conditions

-9%

+20%

+41%

+24%

Total

-10%

+11%

+32%

+16%
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IV. Access to Care

Access to quality health care is a key element of community health, with several important 
dimensions: the availability of health professionals across a spectrum of professions and 
locations; adequate individual and family resources, including health insurance, to pay for 
services; and transportation mobility options that allow individuals and families to get to 
provider facilities.

These aspects of access to care are especially critical for vulnerable populations — many 
of whom lack mobility, financial resources and health insurance coverage. For some, safety 
net clinics are the only access they have to health care. In the Kansas City region, 30 safety 
net clinics receive more than 400,000 patient visits each year. Access to health care can 
also be a geographic issue. In low-density, rural areas, in particular, the demand for health 
care professionals often exceeds supply. 

The following issue briefs provide data on the status, characteristics and trends of key 
indicators of health access:

 z Access to Care — the number and distribution of health professionals across the 
region is an important factor in residents having access to needed services. The 
distribution of safety net health care facilities is especially important to vulnerable 
populations.

 z Health Care Workforce — the availability of care in the future will depend on the 
region’s ability to develop, attract and retain health care professionals.

The data reveals some important regional concerns:

1. Access to health professionals remains a challenge in rural areas, and it may become 
even more challenging as the older adult population increases.

2. Safety net clinics are seeing a significant increase in patients, which may strain the 
current system and require the region to consider financing options to support safety 
net expansion. This is complicated by new funding systems promulgated by the 
Affordable Care Act.

3. Safety net clinics appear to be well distributed across the region, reflecting the 
distribution of those in poverty, except for underserved areas in southwest Jackson 

Mid-America Regional Council  and REACH Healthcare Foundation
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County and south central Wyandotte County. As vulnerable populations disperse across 
the region, however, this distribution of clinics may need readjustment.

The health care industry currently accounts for more than 10 percent of the region’s total 
workforce, and is the fastest growing economic sector since 2004. Health care is the only 
sector that did not pause in its growth during the recent recession. The region’s ability to 
provide adequate access to health care in the coming years will depend, in part, on its ability 
to continue to train, attract and retain health professionals, especially those with critical skills. 

 z The increasing older adult population will increase the demand for health professionals 
with a background in gerontology.

 z The largest demand for health care professionals is currently in support occupations, 
including registered and licensed practical nurses; medical, nursing, and dental assistants; 
a variety of therapists; and home health care workers. As the medical system grapples 
with providing affordable care to increasing vulnerable populations, demand for these 
support occupations will continue to grow.
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Key Findings: Access to Medical Care

Many residents, particularly in rural counties, have limited access to a full complement of 
health professionals.

An important element of a community’s health 
is the accessibility of quality health care for its 
residents.  

One way to evaluate access to health care is to 
calculate the ratio of persons in a community 
to primary care physicians, dentists and mental 
health professionals. A lower number is better, 
indicating that each professional has fewer 
patients to serve and is thus more accessible. 

Rural areas, as one might expect, have fewer 
health care professionals per capita than 
suburban and urban areas. Poor access in 
rural areas is compounded by relatively longer 
distances to travel and fewer transportation 
options. Urban areas in Wyandotte and Jackson 
counties have relatively robust availability 
of health professionals, many of whom are 
associated with large hospitals. Even with 
these larger numbers, vulnerable populations 
in urban areas may have difficulty accessing 
medical care.

Ratio of Persons per Provider by County 1

Mid-America Regional Council  and REACH Healthcare Foundation
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Primary 
Care Dentist

Mental 
Health

Cass County (CA) 4,015 3,355 1,766 

Clay County (CL) 1,591 1,787 1,011 

Jackson County (JA) 1,360 1,288 495 

Lafayette County (LA) 3,007 3,294 1,098 

Platte County (PL) 1,334 1,697 943 

Ray County (RA) 2,306 5,760 3,840 

Allen County (AL) 2,664 1,875 772 

Johnson County (JO) 906 1,277 475 

Leavenworth County (LV) 2,429 2,792 532 

Miami County (MI) 2,038 4,104 801 

Wyandotte County (WY) 1,829 2,673 862 

 

MISSOURI
Persons per Primary Care Physician: 1,439
Persons per Dentist: 1,920
Persons per Mental Health Professional: 632

KANSAS
Persons per Primary Care Physician: 1,353
Persons per Dentists: 1,894
Persons per Mental Health Professional: 581

Persons per Dentist, 2014 1
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Persons per Mental Health Professional, 2013 1
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Persons per Primary Care Physician, 2012 1
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The distribution of safety net clinics closely coincides with the distribution of 
those in poverty, except for southwest Jackson County.

Safety net clinics have seen a significant increase in patients between 2011 and 2014.

Sources: 
1. 2015 County health Rankings — http://www.countyhealthrankings.org 
2. Missouri Primary Care Association — http://www.mo-pca.org; Kansas Association for the Medically Underserved — http://www.kamu 

online.org; Kansas City Care Clinic — https://www.kccareclinic.org; Hope Family Care Center — http://hfcckc.org
3. U.S. Census Bureau, American Community Survey — http://www.census.gov/acs/www 

In 2014, safety net clinics reported a total of 117,600 
patients (although some of these patients may be 
duplicated among different clinics).2 This is an increase 
of over 25 percent since 2011. This data was collected 
through the Kansas Association of the Medically 
Underserved, the Missouri Primary Care Association, 

the Kansas City Care Clinic, and Hope Family Care Clinic.
Not all clinics reported patient visits, but those that did 
had 3.7 encounters for each patient. Applying this ratio 
to the clinics that did not report encounters provides 
an estimated total number of patient visits to safety net 
clinics in the region of 435,225.

Safety net clinics are a critical resource for medically 
vulnerable populations. The region’s 30 safety 
net clinics are concentrated in the urban core. 
As vulnerable populations disperse to suburban 
communities, this may make access to safety net care 
more difficult. Comparing safety net clinic locations 

to populations in poverty (see map) indicates that in 
most cases the safety net clinics are located close to 
those in need. One area that appears to have a high 
concentration of poverty but no safety net clinic is 
southwest Jackson County.

Distribution of 
Poverty by Census 
Tract 3 in Relation to 
Location of Safety Net 
Clinics, 2013

Poverty Rate
Less than 7%
7.1% to 15%
15.1% to 30%
30.1% to 40%
40.1% or Greater
Safety Net Clinic
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Key Findings: Health Care Workforce

Many areas, especially rural counties, face workforce shortages for a wide variety 
of health-related occupations.

Current workforce data from Economic Modeling 
Specialists International (EMSI) shows significant 
shortages in some counties — not just doctors, 
dentists and mental health professionals, but nurses, 
pharmacists and more. The table below shows workers 
per 10,000 population for 20 health care occupations. 

Mid-America Regional Council  and REACH Healthcare Foundation
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CA CL JA LA PL RA AL JO LV MI WY US

Chiropractors 1.9 2.7 3.1 3.4 2.5 * * 4.4 2.0 * 1.6  1.5 

Dentists, General 3.2 4.9 3.9 * 4.9 * * 9.1 2.9 * 3.3  4.3 

Dietitians/Nutritionists 1.0 1.5 2.6 * 1.3 * * 1.7 * * 2.4  2.2 

Optometrists * 2.7 2.0 * 3.3 * * 4.0 2.2 * 1.3  1.3 

Pharmacists 5.9 9.0 10.9 6.4 11.5 5.4 * 16.2 9.7 8.7 20.7  9.4 

General Practitioners 2.7 10.8 11.8 3.1 6.9 5.4 * 5.4 * * 6.2  4.4 

Registered Nurses 39.6 80.4 140.1 47.5 45.9 35.1 26.5 86.7 54.5 54.0 199.8  87.9 

EMTs and Paramedics 4.2 9.5 10.8 4.7 3.8 18.2 7.0 5.5 3.1 3.5 10.2  7.8 

Pharmacy Technicians 10.1 14.4 16.0 10.6 20.5 9.7 6.1 17.9 9.5 8.9 20.1  11.9 

Licensed Practical Nurses 16.8 19.3 29.8 19.6 14.3 8.0 8.6 22.3 13.4 15.3 25.1  23.8 

Obstetricians/Gynecologists * 1.4 1.5 * * * * 1.2 * * 1.4  0.8 

Pediatricians * 1.3 1.3 * * * * 3.1 * * 4.1  1.1 

Psychiatrists * 1.0 1.5 * * * * 0.8 * * 1.8  0.9 

Surgeons * 1.0 1.1 * * * * 2.2 * * 2.6  1.5 

Other Specialists 2.3 7.0 9.7 * 4.6 * * 19.9 18.8 6.4 27.6  11.2 

Physician Assistants * 2.0 2.6 * 1.4 * * 3.8 1.6 * 5.5  3.0 

Podiatrists * * 0.4 * * * * 0.6 * * *  0.4 

Occupational Therapists 3.1 5.3 7.5 4.0 3.7 * * 5.5 2.9 * 6.5  3.7 

Physical Therapists 3.2 6.2 8.4 3.8 4.2 * * 7.9 3.1 * 8.7  6.8 

Psychiatrists * 1.0 1.5 * * * * 0.8 * * 1.8  0.9 

 

Health Care Professionals per 10,000 Population, 2015 1

Counties with the most population density (Jackson, 
Johnson and Wyandotte counties) meet or exceed the 
national average for most occupation categories, while 
in the most rural counties the numbers are often too 
small to quantify.

Help-wanted ads indicate a rising demand for health care workers.

Unique Help-Wanted Ads for Health-Related Jobs, January 2011–January 2015 1

2011 2012 2013 20145,000

4,000

3,000

2,000

*Fewer than 10 workers in this field in the county, too few to quantify ratio per 10,000 population
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Demand for health care workers is expected to grow — and in some cases, 
grow significantly — over the next five years. 1

Source: 
1. Economic Modeling Specialists International (EMSI)

The table below shows the top 25 health-related job occupations, ranked by current job totals, with the projected 
change over the next five years, annual openings (which includes turnover) and median hourly earnings.

2014 Jobs
Projected 
2019 Jobs Change

Percent 
Change

Annual 
Openings

Median 
Hourly 

Earnings

Registered Nurses 21,172 23,465 2,293 11% 871 $29.55 

Nursing Assistants 11,417 12,450 1,033 9% 374 $11.88 

Home Health Aides 5,271 6,876 1,605 30% 403 $10.46 

Licensed Practical and Licensed Vocational Nurses 4,704 5,219 515 11% 239 $19.58 

Pharmacy Technicians 3,590 3,811 221 6% 110 $14.01 

Medical Assistants 3,397 3,804 407 12% 144 $15.26 

Physicians and Surgeons 3,329 3,514 185 6% 118 $98.60 

Pharmacists 2,394 2,549 155 6% 95 $56.69 

Massage Therapists 2,140 2,508 368 17% 117 $12.95 

Dental Assistants 1,918 2,157 239 12% 92 $16.63 

Family and General Practitioners 1,837 1,918 81 4% 61 $79.12 

Radiologic Technologists 1,755 1,941 186 11% 66 $26.29 

Medical Records/Health Information Technicians 1,728 1,860 132 8% 63 $17.30 

Physical Therapists 1,598 1,833 235 15% 68 $33.18 

Medical and Clinical Laboratory Technicians 1,505 1,601 96 6% 50 $19.04 

Emergency Medical Technicians and Paramedics 1,491 1,526 35 2% 46 $15.78 

Dental Hygienists 1,438 1,641 203 14% 72 $34.40 

Speech-Language Pathologists 1,343 1,455 112 8% 50 $32.25 

Medical and Clinical Laboratory Technologists 1,285 1,370 85 7% 44 $30.09 

Mental Health/Substance Abuse Social Workers 1,194 1,282 88 7% 44 $14.23 

Health Care Social Workers 1,193 1,320 127 11% 53 $23.43 

Medical Transcriptionists 1,131 1,209 78 7% 40 $14.96 

Nurse Anesthetists 1,091 1,189 98 9% 41 $68.89 

Occupational Therapists 1,086 1,206 120 11% 47 $31.88 

Nurse Practitioners 951 1,066 115 12% 41 $46.09 

 

1 in 9 workers 
in Greater Kansas City works 
in the Health Care and Social 

Assistance Industry.

Health care is the region’s
fastest growing
industry, averaging more than 
3,000 jobs each year
over the last decade
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