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The health care safety net in St. Louis City and County is also under-funded by

at least $166 Million. Barring intervention, this gap is likely to widen in the near

future. Approximately 20% of current funding for community-based primary

and specialty care services has been designated as “transitional” by the Federal

government, and could be lost as early as February 2004. In addition, mounting

fiscal pressures on Federal and State budgets could lead to drastic cuts in safety

net programs and a further 25% increase in the number of uninsured persons in

our community. Such cuts would place even greater fiscal stress on an already

under-funded system.

Based upon a recommendation of the Indigent Care Task Force of Civic

Progress, governmental leaders and committed community members joined 

with the leadership of the health care sector in St. Louis to form the St. Louis

Regional Health Commission (RHC). In September of 2001, Missouri Governor

Bob Holden, Mayor Francis Slay and County Executive Buzz Westfall, along

with regional health care leaders and community members, officially announced

its creation. 

The charge of the new Commission is to improve health care access, reduce

health disparities, and improve health outcomes for the uninsured and under-

insured in St. Louis City and Saint Louis County.

The Commission itself is a 19-member body, which includes representatives from

area governments, health care providers, and the community at large. The RHC

also has two Advisory Boards of 25 individuals per Board. The Community

Advisory Board represents community organizations, citizens, and users of the

safety net system; the Provider Advisory Board represents health service safety

net providers in the region.

Introduction

Nearly 307,000 people in St. Louis City and Saint Louis County (approximately

one in every five citizens) are either uninsured or covered by Missouri Medicaid1.

These individuals must rely upon safety net providers to meet their health care

needs. 

While St. Louis is blessed with an abundance of committed health care safety net

institutions, navigating this complex system from a patient perspective is both

challenging and confusing. In addition, there are critical shortages in the number

of medical specialists and dentists to care for the uninsured and Medicaid 

populations. These and other barriers lead to delayed medical care and otherwise

preventable complications that diminish quality of life and life-span.

This is confirmed by an analysis of more than 60 key health indicators. These

statistics reveal particularly unfavorable health outcomes among persons living 

in St. Louis City and pockets of Saint Louis County, most notably northern 

portions of the County. Health disparities are clearly linked to socioeconomic

status and race, with African-Americans in our community having poorer health

status than Whites for most clinical outcomes, and new Americans facing unique

barriers to accessing the health care system.

1 This number is higher (338,000) if Medicaid recipients who also qualify for Medicare
are included.

SECTION I: EXECUTIVE SUMMARY
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While an important milestone, this report is only a first step in the RHC’s work

to improve access and reduce heath disparities in St. Louis City and Saint Louis

County. Throughout the remainder of 2003, the RHC will continue to work

with the St. Louis community to develop solutions to the primary and specialty

care issues found in this report. Specific recommendations for improving access,

enhancing coordination of care and greater cost-effectiveness will be presented in

late 2003 as part of a comprehensive strategic plan. In 2004, the RHC will release

recommendations for prevention, health education, and community health 

services.

We look forward to you joining us in this effort.

As part of ongoing discussions with Federal and State governments, the

Commission was immediately charged with a critical task: to prepare a strategic

plan for the delivery of primary and specialty health care services to the 

uninsured and underinsured people in the St. Louis area by the end of 2003. 

Therefore, the RHC’s initial focus is to solve an immediate problem in our 

community – how to create a financially sustainable primary and specialty care

safety net system for St. Louis City and Saint Louis County. This effort is

urgent, immediate, and the focus of the RHC’s planning efforts through 2003.

This report has been written for three main purposes:

1. To provide the St. Louis community with a “snap-shot” of where we stand in

terms of health status, health disparities, and the integrity of the health care

safety net as it is currently organized and financed.  

2. To serve as the basis for making recommendations on alternative mechanisms

for organizing and financing primary and specialty care services in our region.

3. To meet the requirements of the Federal and State governments under the

terms of an agreement with the St. Louis community that was developed in

June of 2002. 

The creation of this report has been a collaborative effort between the RHC, its

Advisory Boards, and the community at large, with over 250 individuals and

organizations providing input into this process. We are indebted to the time and

energy of everyone involved in this process.
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Health Outcomes (Section III)

1. In geographic areas and in population groups with higher incomes and more

education, health outcomes are more favorable. In areas with lower incomes

and less education, health outcomes are less favorable. 

2. Disparities are greatest for birth-related indicators such as lack of early 

prenatal care and low infant birth weight. Lack of early prenatal care carries a

greater risk for prematurity and low birth weight. Premature and low birth

weight infants are at substantially higher risk for long-term mental and 

physical disabilities as well as early death. 

3. There are significant disparities in health outcomes between various geographic

areas in our region, and between African Americans and whites, in both 

St. Louis City and Saint Louis County. (Race-comparative rates are limited 

to White and African American, as concentrations of other groups in the

region are too small for detailed analysis.)

4. The areas of greatest disparity between African Americans and whites in our

region are: teen births, low birth weight, lack of first-trimester prenatal care,

homicide, tuberculosis, prostate cancer mortality and diabetes mortality.

Summary of Detailed Key Findings in this Report

In order to complete this report, the RHC:

• Summarized the status of health outcomes for the St. Louis community for

over 60 health indicators (Section III).

• Examined the current integrity of the health care safety net, collecting data on

the demand for services, as well as organization, capacity, and financing of the

current system (Section IV).

• Examined the barriers individuals face in obtaining access to health care 

services (Section V).

• Reviewed determinants of health status other than the medical system 

(Section VI).

• Assessed the current way health information is collected and reported 

to the citizens of the region (Section VII).

The major key findings for each Section of the Report are summarized 

in the following pages:



2. Except for a small portion of near North Saint Louis County, the areas of

highest need in St. Louis City and County are within 20 minutes travel time

to a primary care safety net provider. 

3. Appointment wait times for preventive and routine primary care are

comparable to that encountered in the private sector; however, hours of

operation are largely restricted to weekdays between 8:30 a.m. and 5 p.m.

While appointment wait times and physical plant capacity suggest there is

adequate primary capacity to meet current demand, many safety net patients

may not avail themselves of these services, and some choose to utilize

alternative facilities such as hospital Emergency Departments or urgent care

centers for their primary care needs. 

4. Hospital Emergency Departments provide a large amount of non-emergent

care to safety net patients – an average of 219 patients per day, about half

of whom arrive for care after 4 p.m. Although the use of the ED may be

understandable from the patient’s perspective, primary care delivered in EDs

has proven to be a less medically effective option for the patients themselves,

as well as being a strain on the medical system overall.

5. Urgent care centers could play an important role in meeting non-emergent

patient needs on weekends and after-hours. However, except for the

ConnectCare Urgent Care Center, which opened in November 2002, and

Health Care for Kids, there are no urgent care centers located within 20

minutes of the areas of highest “safety net” need in St. Louis City and

Saint Louis County.

6. Over 94% of the individuals seen in the safety net system were under the age

of 65, indicating that most St. Louis City and Saint Louis County residents

eligible for Medicare utilize community physicians or other non-safety net

providers for their primary care needs.
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The Integrity of the Safety Net (Section IV)

Organization of the Safety Net

1. Health care delivery systems are complex and can be difficult to navigate. 

This is challenging for all patients and many providers, but can be a particular

barrier for safety net patients due to the added complexity of the structure of

the safety net in St. Louis City and Saint Louis County.  

Factors that contribute to health disparities include:

• Limited collaboration and care coordination among safety net providers

• A lack of understanding on the part of patients and providers as to how

to navigate and most effectively utilize the system as currently structured.

• Organizational barriers to accessing medical care, which are described in

detail in Section V of this report.

Primary Care

1. Safety net institutions provide primary care services at 33 geographically

distributed sites throughout St. Louis City and County. These institutions

are critical components of the safety net, providing 493,366 primary care visits

to 252,919 individuals. Approximately 90% of these individuals are either

uninsured or covered by Medicaid. A small cadre of community physicians

also provides primary care to safety net patients in the region. 



• Physician concerns about professional liability have become even more

acute over the past 18 months as malpractice insurance premiums have

skyrocketed. Indeed, some local safety net providers have closed their

practices or moved to other states because of inability to obtain malpractice

insurance. 

• Lost physician productivity due to high “no show” appointment rates

among safety net patients.

Dental Services

1. Safety net institutions provide dental care services at 17 geographically

distributed sites throughout St. Louis City and County. These institutions

are critical components of the safety net, providing over 56,000 dental care

visits per year. 

2. Despite the efforts of these safety net providers, there is a shortage of dentists

accepting safety net patients.

3. Appointment wait times were reported as approximately two months for

routine dental care at most locations.

4. Many uninsured and underinsured people do not receive preventive dental

services and suffer preventable pain and suffering as well as long-term

consequences that could be avoided through regular dental check-ups,

preventive care and education.
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Specialty Care

1. Six institutions in St. Louis City and Saint Louis County provide the vast

majority of safety net specialty care in the region: Washington University

Faculty Group Practice (36%), Cardinal Glennon Hospital Specialty Clinics

(20%), Saint Louis University Faculty Group Practice (15%), Barnes-Jewish

Specialty Clinics (13%), Saint Louis ConnectCare (13%), and St. John’s Mercy

Clinic (3%).

2. Appointment wait times for subspecialty care are excessive, indicating that

the demand for subspecialty care is significantly greater than existing safety

net capacity. These wait times can extend to 3 months or greater for some key

specialty services such as Gastroenterology, Pulmonology, or Neurosurgery.

3. Based on the size and demographics of the uninsured and Medicaid populations,

there is a projected need for up to an additional 246,400 subspecialty doctor

visits per year. 

4. Very few private practice sub-specialists care for uninsured and under-insured

patients. Major barriers to broadening physician participation include:

• The inability to cover clinical practice overhead costs (i.e. supplies,

equipment, office staff, rent, utilities) under Missouri’s current Medicaid

fee schedule. Missouri Medicaid payments to physicians are among the

lowest in the nation (48th out of 50 states) and with rare exception, have

remained unchanged since 1995. 

• Many community subspecialists fear that caring for uninsured or Medicaid

patients will adversely affect their professional liability insurance premiums

or result in the inability to obtain malpractice insurance at all. This concern

is based on the perception that lawsuits involving safety net patients are

more likely to be heard in venues such as St. Louis City where juries are

overly sympathetic toward plaintiffs. 



Mental Health: Psychiatric and Substance Abuse Services

1. There is limited coordination between the mental health care system and

the physical health care system. The mental health system is “carved out”

or separated from the physical health system. 

2. Availability of mental health services is limited for both psychiatric and

substance abuse services. For example, Department of Mental Health contracted

providers see an estimated 46% of those in need of safety net psychiatric

services and an estimated 38% of those in need of substance abuse services.

3. Most psychiatric care safety net providers handle after hours mental health

care through a contract with Behavioral Health Response or with on-call staff

persons. These after-hours services are designed for crises.

4. A majority of safety net substance abuse providers surveyed are open 24-hours

a day or provide evening hours.

5. It is difficult for some people in need of psychiatric and substance abuse

services to find adequate information regarding who can be serviced and what

services are available.

6. Limited coordination among organizations providing children’s mental health

services leads to parallel systems and confusion among families with children

in need of care.

7. Mental health services have been reduced due to budget cuts at the state and

local level. Other funding cuts are currently being discussed. 
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Pharmacy Services

1. The rapidly increasing cost of medications makes them unaffordable for many

safety net patients. Failure to fill needed prescriptions and take medication

as directed negatively impacts the health of these safety net patients and

contributes to health outcome disparities.

2. Comprehensive patient counseling regarding medication use leads to better

clinical outcomes and decreases the risk of adverse events such as medication

errors, drug interactions and serious allergic reactions. Few safety net pharmacies

have the resources to provide comprehensive medication counseling for their

patients. 

3. Many safety net patients and providers are unaware of financial assistance

programs, discount programs and other available options for providing

medications at reduced cost. Eligibility criteria for these types of programs

are also not widely known. 

4. The level of financial assistance for outpatient medications through the

Missouri Medicaid program is in jeopardy due to the State’s budget shortfall.

5. While there are at least 36 dispensing pharmacies in areas in greatest need of

safety net services in St. Louis City and County, 75% of these are commercial

stores with no special services for uninsured and underinsured patients.  

6. There is no common formulary among institutional safety net providers in

St. Louis City and Saint Louis County. The formularies for the traditional

Medicaid and managed Medicaid (MC+) programs also differ. This contributes

to inefficiency, higher cost and confusion for both providers and safety net

patients.



MEDICAID TRADITIONAL & $ 205,000,000 70 %

MEDICAID MANAGED CARE PAYMENTS

DISPROPORTIONATE SHARE HOSPITAL (DSH) $ 20,000,000 07%

FUNDING THROUGH A SPECIAL FEDERAL 

SECTION 1115 WAIVER

GRANTS FROM THE STATE OF MISSOURI $ 4,000,000 01%

FEDERAL SUPPORT UNDER SECTION 330 $ 13,000,000 04%

LEGISLATION (TO FEDERALLY QUALIFIED CENTERS)

FOUNDATION SUPPORT $ 5,000,000 02%

ST. LOUIS CITY TAX SUPPORT $ 5,000,000 02%

SAINT LOUIS COUNTY TAX SUPPORT $ 15,000,000 05%

UNCOMPENSATED CARE PROVIDED BY $ 16,000,000 05%

MEDICAL SCHOOLS

UNCOMPENSATED CARE PROVIDED $ 11,000,000 04%

BY HOSPITAL-BASED CLINICS

TOTAL SOURCES $294,000,000 100%
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The Financing of the Safety Net System

1. Unlike some major metropolitan areas, St. Louis does not have a strong

coordinating, monitoring, or financing body for its health care safety net.

This makes accounting for dollars spent in the region challenging.

2. At least $460 Million per year would be required to provide basic primary and

specialty care services to the estimated 307,000 safety net patients in St. Louis

City and St. Louis County. This amount does not include costs for behavioral

health or dental care, and does not account for the fact that disabilities and

health disparities may be more common among uninsured and Medicaid

patients than other populations. 

By comparison, actual expenditures for these services are approximately

$294 Million per year for a gap of at least $166 Million between available and

needed medical resources. The various sources of estimated current funding

for primary and specialty safety net services include, but are not limited to: 



Barriers to Care (Section V)

The medically underserved encounter barriers that significantly limit their ability

to access the safety net health care system. These include: 

System Barriers

• Lack of information about available safety net medical services

• Lack of transportation

• Shortage of specialist care providers and dentists

• Policies and hours of operation of institutional safety net providers

• Disruption of services for children with special needs entering adulthood

• Limitations to the voucher/purchase order system

Financial Barriers

• Lack of insurance 

• Cost of care and medical debt

• Prioritization of other needs over health care

Cultural Barriers

• Stigma associated with safety net care

• Lack of respect toward safety net patients

• Cultural barriers for minorities

• Cultural and linguistic barriers for new Americans

• Lack of health literacy
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3. As noted above, the 1115 DSH waiver accounts for 07% ($20 million) of

the safety net funds flowing into the St. Louis area, and represents 20% of

the funds supporting community-based health centers in the region. This

one-of-a-kind waiver of Medicaid regulations allows monies from the

Disproportionate Share Hospital (DSH) program to be used for outpatient

care. 

The DSH waiver funds are currently being used to support Saint Louis

ConnectCare, which relinquished its hospital license in the fall of 2002. This

money is “transitional” in nature, meaning that these funds will no longer be

available to support primary and specialty care once the “transition” period

is completed. 

4. Missouri is facing a serious budget deficit that could jeopardize the availability

of safety net services, especially if cuts in Medicaid funding are required to

balance the State’s operating budget. If major cuts to the Medicaid program

that are currently being discussed are implemented, the number of uninsured

individuals in St. Louis City and County would increase by approximately 25%.

5. Local governmental bodies spent approximately $20 million for direct primary

and specialty care for the underserved in the region. Saint Louis County,

through a dedicated tax for health care, spends approximately $15 million in

direct care costs for the uninsured and underinsured, excluding expenditures

for correctional patients and family mental health services. St. Louis City

spends $5 million through a dedicated portion of a use tax passed in 2001.

6. The Federal government provides support for safety net care through Section

330 of the Public Health Service (PHS) Act. In 2001, the area received

approximately $13 million in direct grants from the Federal government

through region’s Federally Qualified Health Centers (FQHCs). 



section i    saint louis regional health commission 16

VI. Other Determinants of Health

1. Factors such as lifestyle and behavior, genetics and the environment each

have a greater impact on individual health than the medical delivery system.

2. Over the next year, the RHC will conduct an analysis of prevention and

health education in the region. In 2004 the RHC will release an analysis,

recommendations and an implementation plan for improving prevention

and education.

3. The RHC currently supports and lends expertise to initiatives working to

improve prevention and health education in the region.

VII. Health Status Measurement and Reporting

1. The State of Missouri, St. Louis City and Saint Louis County have the

opportunity to improve the system of health measurement and health status

reporting to the community. 

2. Currently, there is no ongoing comprehensive source of data and analysis

reported to the St. Louis City and Saint Louis County region.

3. The RHC proposes that the St. Louis City and Saint Louis County region

report on health status on an annual basis. 



managed care program in St. Louis. By 1997, Regional faced significant financial

pressures, and the Board felt it was unable to operate in a fiscally responsible way.

Regional ceased operations on June 30, 1997. This led to the formation of

Saint Louis ConnectCare (ConnectCare). The inpatient hospital was reduced

to 24 beds, from over 300, while ConnectCare focused its services on providing

primary and specialty care in its clinic system.

In 1999 and 2000, ConnectCare faced mounting fiscal pressure and was in danger

of significantly reducing its services or even closing. Between April 2000 and

March 2001, a task force created by St. Louis Civic Progress and other community

organizations formed to address the immediate funding crisis and discuss

solutions to health care for the medically underserved. One of the key goals of

these discussions was to find a way to overcome what many saw as institutional

competition and infighting between various organizations that comprised the

safety net, so that a consensus plan could emerge for the region.

Therefore, one of the group’s core recommendations was the development of a

new Regional Health Commission to “bring together the various players in the

region’s fragmented safety net…to create a long-range, community-based plan

designed to continuously improve the collective health status of the St. Louis

Community.” 2.1
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A. History Leading to the RHC

For decades, the St. Louis region has been a world-class center for medical

research, training, and delivery of health care services. The citizens of the region

remain fortunate to have two medical schools that serve as a hub for cutting-edge

research and treatment. The region has several nationally ranked hospitals,

including the first health care organization ever to win the Malcolm Baldridge

Award for Quality. We also have an abundance of physicians and other medical

professionals, and excellent schools of pharmacy, nursing, and public health

within our community. Our public health clinic system currently is comprised

of 33 safety net clinic sites (see Appendix 1 for a definition and listing of safety

net sites), some of which have been recognized as national models of excellence.

However, the history of health care in St. Louis, especially for low-income

residents, has not been without its share of controversy and crisis in recent years.

In 1979, faced with mounting fiscal pressure, St. Louis City closed Homer G.

Phillips Hospital, which for decades was one of the premier training centers for

African-American physicians and nurses in the country. In 1985, St. Louis City

closed its remaining public hospital, City Hospital at 1515 Lafayette, and Saint

Louis County closed its public hospital. A single new not-for-profit hospital

with a public mission was then formed to provide health care services for the

uninsured and underinsured in the region: St. Louis Regional Medical Center

(Regional).

Regional entered into a 10-year contract with the City of St. Louis and Saint

Louis County governments. In addition to hospital care, the contracts required

Regional to operate the four primary care clinics formerly run by the City. By

1990, the direct subsidies from St. Louis City and Saint Louis County had

ceased. In 1995, St. Louis City and Saint Louis County did not renew the existing

contract with Regional, and the State of Missouri implemented a Medicaid

SECTION II: INTRODUCTION TO THE RHC AND THIS REPORT TO THE COMMUNITY



During the remainder of 2002 and beginning of 2003, the RHC completed the

following:

• Served as the lead body for the region in discussions with the State and

Federal government concerning the $20 million annual waiver.

• Established two Advisory Boards of citizens and health service providers to

aid in determining priorities and potential solutions.

• Hired staff and formed planning Workgroups to accomplish the work of the

RHC.

• Created a Workplan to guide its activities through 2004 (see Appendix 2).

• Sought input from over 100 neighborhood and/or health-related organizations

concerning the work of the RHC.

– Collected and analyzed primary health care data for over 60 key indicators

concerning the health status of St. Louis City and Saint Louis County.

• Surveyed and summarized data from over 125 organizations or providers that

comprise the region’s health care safety net.

– Prepared “Building A Healthier St. Louis” for April 2003 release.
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B. The Work of the RHC and Results to Date: The Beginnings of a New Day

In September 2001, Missouri Governor Bob Holden, Mayor Francis Slay, and

County Executive Buzz Westfall announced the creation of the St. Louis

Regional Health Commission (RHC). The new Commission was charged with

improving health care access and delivery to the uninsured and underinsured in

the St. Louis region. The RHC consolidated the efforts of a number of groups

that were working to address health care in St. Louis, including the Indigent

Care Task Force of Civic Progress and the Access to Health Partnership (AHP),

a collaborative effort initiated by St. Louis 2004 to address health access issues

in the St. Louis area.

In February 2002, two significant events occurred in the history of health care

for the underserved in St. Louis:

1. With support of the RHC, and in conjunction with the federal Health

Resources Services Administration, a community-wide “Call to Action”

meeting was held to build momentum for change in health care in the region

and to move toward 100% access and 0% disparities. Over 400 people from

across the region participated and generated ideas for change to help guide

the efforts of the RHC in the years to come.

2. The RHC, its Advisory Boards and others from around the region joined

together to unanimously support the State of Missouri in its application for

a Medicaid 1115 Waiver. 

Based upon this community wide support, the federal government approved

a one-of-a-kind program that maintained approximately $20 million per year

to support the delivery of health care for the uninsured in St. Louis City and

Saint Louis County through at least February 2004.



The Commission itself is a 19-member body appointed as follows:

SAINT LOUIS COUNTY EXECUTIVE 3 MEMBERS

MAYOR - CITY OF ST. LOUIS 3 MEMBERS

GOVERNOR OF MISSOURI 2 MEMBERS

ST. LOUIS AREA HOSPITALS/HEALTH SYSTEMS 2 MEMBERS

ST. LOUIS AREA PRIMARY CARE CLINICS 2 MEMBERS

SAINT LOUIS CONNECTCARE 1 MEMBER

ST. LOUIS AREA MEDICAL SCHOOLS 1 MEMBER

“AT-LARGE” FROM COMMUNITY 3 MEMBERS

CHAIRS OF ADVISORY BOARDS 2 MEMBERS

TOTAL APPOINTMENTS 19 MEMBERS

The RHC also has two Advisory Boards of 25 individuals per Board. One

Advisory Board represents community organizations, citizens, and users of the

safety net system; the other Advisory Board represents health service providers

in the region. 

The Committee structure of the RHC can be found in the Workplan in

Appendix 2 of this report. A list of Commissioners and Advisory Board

members as of February 15, 2003 can be found in Appendix 3.
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C. The Mission and Role of the RHC: Now and in the Future

The RHC is a network of individuals with responsibility and commitment to

improving health in St. Louis City and Saint Louis County. The following types

of organizations are represented on the RHC’s Commission and Advisory

Boards:

saint louis
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government st.louis
city

government

RHC

state of
missouri

government

federal
officials

area
medical
schools

area
hospitals

primary
& specialty
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& dentists
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medicaid
health
plans

health
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& patients
of health
systems

health
associations

& consortiums



Despite this immediate task and focus, the RHC also recognizes that the health

status of the region is impacted by more than just the availability of health care

services. Therefore, a Workgroup has been established to investigate how

prevention, health education, and public health services can be improved for

the citizens of our region.

The Commission has already begun partnerships with several organizations in

the community to advance community health in several key focus areas in the

near term. The Commission’s long-term recommendations concerning how to

strengthen prevention, health education, and public health will be developed

and presented in 2004.
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D. The Initial Focus of the RHC

As part of the discussions with the Federal and State governments, the RHC was

immediately charged with a critical task under the terms of the Medicaid 1115

Waiver program: “to prepare a strategic plan for delivery of health care services

to the medically indigent people in the St. Louis area” by the end of 2003. 2.1

The primary goal of the federal and state governments in approving the 

preservation of the approximately $20 million revenue stream was to “enable 

the St. Louis region to transition its safety net system of care for the medically

indigent to a viable model not dependent on demonstration funds long-term.” 2.1

Therefore, the primary focus of the RHC’s efforts in the short term must be 

to solve an immediate problem in our community: how to create a financially

sustainable primary and specialty care safety net system for St. Louis City and

Saint Louis County. This effort is urgent, immediate, and the focus of the RHC’s

planning efforts through 2003.

As part of these efforts, the RHC is also working to advance the tracking and

regular reporting to the public of specific metrics documenting progress toward

better health care outcomes in St. Louis. The RHC accepted this charge in

response to recommendations from the community.

Also in 2003, the RHC will continue to be involved in discussions with the State

of Missouri and Federal governments to extend the Medicaid 1115 Waiver past

February 2004 to preserve the approximately $20 million annual revenue stream

through the implementation of the RHC’s plan.



April 2003 

• Situational Analysis: “Building A Healthier St. Louis”

July 2003 

• Initial recommendations for improving the health care safety net of the 

St. Louis region (Primary & Specialty Care)

December 2003

• Final plan and implementation strategy (Primary and Specialty Care)

January-December 2004

• Implementation activities (Primary and Specialty Care)

June 2004 

• Situational Analysis: A report on prevention, health education, and public

health services in St. Louis City and Saint Louis County

• Initial recommendations for improving prevention, health education,

and public health services in St. Louis City and Saint Louis County

• Final plan and implementation strategy (prevention, health education,

and public health services)
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E. RHC Schedule of Events for 2003-2004

In order to accomplish its mission, the RHC has completed a Workplan to guide

its efforts, which is detailed in Appendix 2.

The RHC is committed to taking immediate action to improve access to care and

reduce health disparities by supporting efforts of existing organizations in our

community. We are proactively seeking partners for this work and have already

begun efforts with several organizations as listed in Section VI of this report.

As part of its Workplan, and as a condition of the federal Medicaid Section 1115

Waiver for St. Louis, the RHC has also agreed to release “Building A Healthier

St. Louis” This report is intended to serve that purpose.

In the future, the RHC anticipates the following work to be completed and

released to the public:

Ongoing 

• Development of partnerships to improve access to care and reduce health

disparities

• Discussions with State and Federal agencies concerning DSH Waiver

addendum for the St. Louis community



The RHC has taken its direction from the community priorities raised at the

“Call to Action” Initiative, and from citizen forums conducted by other groups

in our region. (For a complete listing of all 13 “Call to Action” recommendations

and the RHC response to date, see Appendix 4.)

Throughout our work in creating this report, we have also relied on the RHC

Advisory Boards. The Advisory Boards are made up of health care providers,

community organization representatives, safety net patients and other community

leaders. The Advisory Board members have worked with the Commissioners to

help define the problems, conduct research, and write and revise this report.

In addition, community organizations from across St. Louis City and County

have provided critical input into our work. Over the past several months, we

have met with over 100 neighborhood, community, and health-related groups.

These organizations have contributed to both our process and priorities. They

have also assisted us in compiling, writing, and revising a great deal of the 

information in this report.

In the coming months, the RHC will continue to reach out to the community.

The public is invited to all of our meetings, which are posted on our web site

at www.stlrhc.org. We will also be working throughout the year to gather

additional community feedback and to develop solutions for strengthening the

safety net system.

We will hold several town hall meetings this spring and summer and look

forward to your participation. In addition, members of the Commission, our

Advisory Boards, or the RHC staff would be pleased to have an opportunity

to meet with your community or neighborhood group.

Together, St. Louis City and Saint Louis County residents will improve health

for the citizens in our region. Thank you for joining us in this work. 
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F. Importance of Community Participation

The RHC believes that collaborative partnerships are a powerful way to improve

health in our region. We understand that in order to create and implement

change in our health care system, it is critical that our work be inclusive, and

that citizens are engaged in our decision-making processes.

We also recognize that in order for us to succeed, several things must occur:

• Actions must be community driven–Without support from the entire 

community, efforts for improvement will fail.

• Partnerships must be developed with communities.

• The engagement efforts must recognize and respect community diversity.

• Community assets must be identified and mobilized.

It is important to our work that community members play a key role in

defining the problems and in planning and instituting steps to create solutions.

In February 2001, concerned individuals from across the region came together

for the “Call to Action” Initiative. 2.2 Community members provided the RHC

with recommendations for improving health in our region, including:

• Develop a coordinated business plan for improving access to health care 

services and reducing health disparities.

• Support and encourage collaboration among safety net providers in our 

community.

• Work with the St. Louis City and Saint Louis County Departments of Health

to measure and report progress toward improving regional health status.



Data Limitations and Caution

Great care has been taken to ensure the accuracy of the data in this report.

However, given the complexity of many of the measures, caution should be

taken in drawing conclusions from the data. In many instances, particularly as

a result of small numbers within a given geographic area, a specific rate for a

particular health indicator for a zip code may require further investigation

before meaningful conclusions can be drawn.

It should be noted that on the accompanying maps (as noted in each map’s

legend) indication has been made where there are possible data validity/reliability

issues due to a small number of events or population.

All data contained within the report were obtained from secondary data collection

sources such as vital records data from the Missouri Department of Health and

Senior Services and Medicaid data from the Missouri Department of Social

Services. Even within the data that these agencies report there could be errors

due to incorrect coding or improper categorization of the data when it was

originally collected. Also, since some of the measures were derived from data

from multiple sources, there could be underlying methodological issues with

how each source calculated a measure or handled the data.

For example, some organizations collect and report data by the federal fiscal year

(September to October) instead of by calendar year. It is assumed that the impact

of such differences is minor. However, because of the small numbers of events

for some of the measures at the zip code, City neighborhood or County 

municipality level, even something as benign as a difference in timing of data 

collection could cause significant error in the resulting analyses.
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G. Purpose of this Report: A User’s Guide

This report has been written to serve three main purposes:

1. To provide the St. Louis community with a “snapshot” of where we stand

regarding health outcomes, health disparities, and the integrity of the health

care safety net as it currently is organized and financed. The intent is to begin

to engage in a community-wide conversation so that health status will be

improved for the region as a whole in the future.

2. To serve as a platform for the RHC to make recommendations in the next

year concerning the organization and financing of primary and specialty care

services in our region.

3. To meet the requirements of the Federal and State governments under the

terms of the agreement with the St. Louis community completed in June 2002. 

It is our hope that the data and conclusions will spur and support efforts to

improve health care in our region, especially for those most in need. In particular,

we hope that community groups, practitioners, and policymakers utilize the data

over time to target specific efforts where they may make the most impact long

term.
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For instances of data collected from area health care institutions, including data

from RHC surveys, each institution was given the opportunity to verify its data

for accuracy. The RHC is not attesting to the complete accuracy of all of the data

in this report due to the margin for error in data sources, as indicated above.

However, the extensive effort to validate the data has significantly minimized

potential inaccuracies. Data inaccuracies that may remain for individual entities,

we believe, would have minimal impact on average values and would have no

impact on the overall conclusions made in this report. Readers are encouraged

to read the appendices to this report, or contact the RHC with questions

concerning methodology or data validity.

A Call to Action

As noted by Vision for Children at Risk, a community-based organization in 

St. Louis working to improve the lives of children in the region, “one of our

greatest challenges as a community is to turn data and statistics into a mobilizing

force for action.” 2.3

It is our deep hope, and our commitment to the citizens of this region, that this

report serves as a mobilizing force for change in the health care community. 

We look forward to you joining us in this effort.
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This section provides a data-based health assessment of the population of 

St. Louis City and Saint Louis County. This analysis reveals significant 

disparities in health status for different population groups and in different 

geographic areas of the region. As a result, it offers a variety of useful 

applications, including:

1. A method for judging whether the health care delivery and public health 

systems meet community needs.

2. A context for analyzing the effectiveness of the delivery system; identification

of the areas and populations of greatest need for safety net services within the

community.

3. Information needed for developing specific health programs targeted to 

populations and geographic areas of greatest need.

Key Findings of Section III

1. In geographic areas and in population groups with higher incomes and more

education, health outcomes are more favorable. In areas with lower incomes

and less education, health outcomes are less favorable. 

2. Disparities are greatest for birth-related indicators such as lack of early 

prenatal care and low infant birth weight. Lack of early prenatal care carries 

a greater risk for prematurity and low birth weight. Premature and low birth

weight infants are at substantially higher risk for long-term mental and 

physical disabilities as well as early death. 

3. There are significant disparities in health outcomes between various geo-

graphic areas in our region, and between African Americans and whites, in

both St. Louis City and Saint Louis County. (Race-comparative rates are 

limited to white and African American, as concentrations of other groups 

in the region are too small for detailed analysis.)

4. The areas of greatest disparity between African Americans and whites in our

region are: teen births, low birth weight, lack of first-trimester prenatal care,

homicide, tuberculosis, prostate cancer mortality, and diabetes mortality.

SECTION III: HEALTH STATUS INDICATORS IN ST. LOUIS CITY AND COUNTY
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Each map indicates, with a cross hatching pattern, where the reliability of the

data may be questionable. The reliability of the data may be in question as a

result of the small number of “health events” that occurred within a given area.

Where three-year aggregate data fall below 20 deaths or 500 births within a zip

code, a City neighborhood, or County municipality, the data must be assessed

with caution. However, experience has shown that even in areas where the

numbers of health events and/or births are deemed “small,” and thus potentially

questionable, the same patterns still emerge.

A total of 32 indicators are included in this section of the RHC report. (The data

book that accompanies this report includes information on over 60 indicators.)

The indicators are separated into two categories–those representing socioeco-

nomic concerns and those specifically representing health outcomes.

Socioeconomic data are presented because studies suggest a strong correlation

between socioeconomic status (SES) and health, specifically that that “as SES 

levels increase, rates of physical morbidity and mortality decrease.” 3.1

A. Sources and Methodology

Data sources for this section are vital records databases from the Missouri

Department of Health and Senior Services for mortality and birth outcomes,

2000 Census data from the Census Bureau for demographic and socioeconomic

data, the St. Louis City and County Departments of Health for infectious disease

and lead poisoning data and the Missouri Department of Social Services for

Medicaid data. The Center for Disease Control web site is the source of 

comparative data for birth outcomes and mortality for the U.S.

Three years of the most recently available data (1999-2001) have been aggregated

for all birth and death indicator rates. All of the indicators have been developed

as rates to allow comparisons across populations and geographic areas. Race-

comparative rates are limited to two groups, white and African American, as

concentrations of the other race categories, American Indian or Alaska Native,

Asians or Pacific Islanders are too small for detailed analysis. It is important to

note that Hispanic is an ethnicity and not a race. Data are not generally collected

by ethnicity.

All mortality rates have been age-adjusted to allow comparisons among different

zip codes and different subpopulations. Age-adjustment removes the effect of

differences in the age distribution of different subpopulations. Older populations

naturally have higher rates of death, which cause higher mortality rates solely

based on an aging population. Without age-adjustment, zip codes with older

populations would look as though they had higher mortality rates, which 

would be misleading. The data have been age-adjusted to the 2000 U.S. standard

population.
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HEALTH STATUS INDICATORS (N-19)

1 BIRTHS WITHOUT EARLY PRENATAL CARE

2 LOW BIRTH WEIGHT (< 5.5 LBS.) BIRTHS

3 VERY LOW BIRTH WEIGHT (< 3.3 LBS.) BIRTHS

4 PREVENTABLE HOSPITALIZATIONS

5 OVERALL MORTALITY

6 HEART DISEASE MORTALITY

7 CVA (STROKE) MORTALITY

8 DIABETES MORTALITY

9 CANCER MORTALITY

10 BREAST CANCER MORTALITY

11 PROSTATE CANCER MORTALITY

12 LUNG CANCER MORTALITY

13 COPD (CHRONIC OBSTRUCTIVE PULMONARY DISEASE)

14 NON-MOTOR VEHICLE ACCIDENT MORTALITY

15 SUICIDE

16 LEAD POISONING SCREENED PREVALENCE

17 TUBERCULOSIS CASES PER 100,000

18 AVERAGE LIFE EXPECTANCY

19 HIV INFECTIONS

* Indicators that are also presented at the St. Louis City neighborhood and the Saint Louis
County municipality level.

SOCIOECONOMIC AND DEMOGRAPHIC INDICATORS (N-13)

1 AVERAGE HOUSEHOLD INCOME*

2 PERSONS LIVING BELOW POVERTY*

3 UNEMPLOYED PERSONS

4 FEMALE HEADED HOUSEHOLD*

5 ADULTS 25 + YEARS WITHOUT A HIGH SCHOOL DEGREE*

6 RACIAL POLARIZATION*

7 BIRTH RATE PER 1,000 POPULATION*

8 TEEN BIRTHS (LESS THAN 18 YEARS OLD)

9 BIRTHS TO WOMEN 35+ YEARS

10 HOMICIDE RATE

11 UNINSURED PERSONS

12 TRADITIONAL MEDICAID ELIGIBLE PERSONS

13 MEDICAID MC+ ELIGIBLE PERSONS

Each of the above indicators is presented on the following pages. Each includes a

brief narrative on its health status significance, geographic- and race-comparative

rates, and a zip code level map. The maps show a quartile distribution of City

and County zip codes for each of the indicators examined, ranging from best to

worst.  For certain indicators, a Neighborhood/Municipality map is also includ-

ed on the page following the zip code level information. This mapping feature

allows easy identification of emerging patterns of areas and populations of great-

est concern within St. Louis City and County. 



The following graphs present a clear picture of racial disparities in both socio-

economic characteristics and health status. The greatest disparities are in 

homicide rates (12 times more common among African Americans as compared

to whites), tuberculosis (7 times more common in African Americans), teen

births (5 times more common in African Americans), and lack of early prenatal

care (4 times more common in African Americans).  Death rates for many 

diseases such as cancer and diabetes are also higher among African Americans,

although the racial disparities for these indicators are less dramatic. Suicide rates

and chronic obstructive lung disease (COPD) are the only two conditions that

show lower rates for African Americans compared to whites. The sources of data

for each graph below differ for each indicator, and are included on the maps in

subsequent pages of this section of the report.
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B. Summary of Findings

The series of maps in this report show consistent patterns of health status 

disparity in various areas of St. Louis City and County. In general, significantly

less favorable health outcomes are noted in the City of St. Louis, particularly in

the north area of the city and extending into the northern portion of Saint Louis

County that is contiguous with the city.

Lower educational levels, low household income, lack of health insurance and

high unemployment rates are also strongly correlated with less favorable health

status. This pattern is generally seen across all 19 health status indicators, with

only two exceptions–suicide rates and mortality from chronic obstructive 

pulmonary disease (COPD includes medical conditions such as emphysema 

and chronic bronchitis, which are strongly linked to cigarette smoking). 

Disparities are greatest for birth-related health outcome indicators such as lack 

of early prenatal care and low infant birth weight. Lack of early prenatal care is

associated with a greater risk for prematurity and low birth weight. Premature

and low birth weight infants are at substantially higher risk for long-term mental

and physical disabilities as well as early death.

For most measures, African Americans have lower health status than the white

population. However, it is an error to attribute poor health outcomes solely to

race. These disparities are related to multiple factors, including socioeconomic

status and racial discrimination, which are described in detail in Section V of this

report. 



DIFFERENCES IN SOCIOECONOMIC CHARACTERISTICS BY RACE
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DIFFERENCES IN HEALTH STATUS BY RACE
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Identifying City Neighborhoods & County Municipalities of High Need

The RHC Access To Care / Care Coordination and Measurement Workgroups

collaboratively developed a way to summarize patterns of health status in order

to identify those City neighborhoods and County municipalities that suffer

disproportionately from poor health outcomes and limited access to medical

care.

Zip codes meeting both of the following criteria were considered at highest risk:

1. Zip codes falling above the mean based on a summary statistic that included

the following indicators suggestive of inadequate access to care:

• Percentage of uninsured households

• Percentage of Medicaid recipients

• Rate of avoidable hospitalizations

2. Zip codes falling above the mean for one or both of the following indicators

of poor health outcome:

• Rate of heart disease mortality

• Rate of low birth weight infants (less than 5.5 lbs.)
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These indicators were chosen for the following reasons:

Summary Statistic of Access Indicators

Access to care is known to be more limited among the uninsured and Medicaid

populations while avoidable hospitalizations typically reflect a lack of primary

and preventive care.

Heart Disease Mortality

Heart disease is an indicator of adult mortality that affects a large percentage of

the population. As an indicator, heart disease mortality is preferable to overall

mortality rates because it does not include traumatic deaths.

Low Birth Weight (less than 5.5 lbs.)

Very low birth weight is an important indicator of maternal/child health status.

Newborns weighing less than 5.5 lbs. are at substantial risk for serious short- 

and long-term morbidity as well as excess mortality.
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The zip codes identified as areas of need utilizing this methodology are shown below:




