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Executive Summary
The 2021 Compass Health Network system needs assessment is described here. Conducted
every two years, the process is an extensive, multi-source, multiple stakeholder data collection
and analysis process focusing on the Compass Health Network service area, aiming to answer
the questions: What are the current and emerging behavioral health, primary care, and oral
health care needs of our communities? Are there condition-specific needs that we should
address as indicated by the data? What kinds of initiatives should we undertake across
Compass Health Network’s service area in the coming three years to address the data-based
needs identified?
Data and information sources: The information presented in this needs assessment is built on
primary data (collected directly by Compass Health Network, such as staff, customer, and
stakeholder surveys), secondary data (collected from existing data sets such as County-byCounty Health Rankings, Behavioral Health Risk Factor Surveillance System), and tertiary data
(harvested from previously analyzed data, such as existing Community Health Needs
Assessments).
The needs assessment process yielded a wealth of actionable information and recommended
focal areas relevant to strategic planning for the organization, including the following crosscutting themes, which are considered the most reliable indicators of need by virtue of the fact
that they emerged in more than one data set, analysis, survey, or focus group. The cross-cutting
themes or indicators of need are:
à

à

à

Expansion of mental health and substance use disorder (SUD) treatment services in all
regions was identified as a key need multiple parts of this assessment including the
community stakeholders, Compass staff, consumers with serious mental illness (SMI), and all
community health needs assessments summarized herein. Additional SUD treatment was a
particularly salient theme, but the range of behavioral health services that appeared in this
assessment of need was wide, ranging from additional therapists, to more “cutting edge”
treatments such as neurotherapy, to more assistance with medication management.
Finding creative and effective solutions to customer transportation needs have been clearly
identified in numerous other parts of this assessment as well, including community
stakeholders, Compass staff, consumers with SMI, and all community health needs
assessments. This theme was further validated by a focus group consisting of members of
the Accessibility & Inclusion Committee of Compass Health, which surfaced this as an
ongoing barrier and area for solution seeking and advocacy.
Factors related to the culture of economic deprivation have been clearly identified as
barriers in other parts of this assessment, including staff, customer, and stakeholder surveys,
as well as the targeted sociodemographic profiling of Compass regions. Multiple
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à

à

à

à

à

à

à

stakeholders suggested targeting improved affordability of services, including sliding scales,
to reduce financial/economic barriers to care.
Health disparities related to the uninsured population has been identified in multiple sectors
of the assessment process as well. It is important to note that significant differences are
evident in the proportions of the uninsured served by Compass across regions, as follows:
(a) No appreciable differences in uninsured customers exist between Compass and the
general population in the Southern and Eastern regions; (b) Compass serves a significantly
higher proportion of the uninsured population in the Western region (18% compared to 13%
in the population); and (c) the most dramatic differences exist in the Central region, where
the uninsured comprise 32% of Compass customers, compared to 12% in the regional
population.
Regarding health disparities related to age groups, Compass serves youth (under age 18) in
significantly higher proportions than they appear in the population in every region, with the
highest disparity appearing in the Eastern region. However, and most relevant to the crosscutting theme identified here, the opposite pattern holds true for those aged 65 and older,
which are underrepresented among Compass customers when compared to the general
population in each region.
Stakeholders including community boards and internal Compass customers with SMI
identified a felt and expressed the need for more awareness raising, public education, and
stigma reduction to improve engagement and treatment uptake.
Persistent unmet dental/oral health needs exist among those receiving such services, in
significantly greater proportions than primary care needs persist among those receiving
primary care services. Clear regional differences exist in this domain as well.
Cultural competence and diversity related barriers or needs also appeared in several ways
across this assessment. In particular, as regards cultural barriers to care, the top two specific
factors were identified as culture of poverty or economic disadvantage (as mentioned above)
and Lesbian, Gay, Bisexual, Transgender, Questioning, Intersex, Asexual, and Allies
(LGBTQ+) issues. Additionally, the two most salient racial/ethnic groups represented in the
Compass service area, Black/African American and Hispanic/Latinx, are instructive for a
couple of reasons: (a) Compass serves persons identifying as Black/African American in
proportions slightly higher than they appear in the population in all regions (Central, Eastern,
and Western) except the Southern, where the disparity is substantially in the other direction
(about 9 percentage points lower representation); and (b) Compass serves persons
identifying as Hispanic in proportions that significantly exceed their representation in the
population (from 2 to 4 times as many) across all regions. The Southern and Central regions
serve the highest number, proportional to their populations.
Related to the above, when language is a barrier to delivering services, it is overwhelmingly
Spanish (followed distantly by Arabic and Other languages), and is most likely to occur in St.
Charles, Henry, Cole, Franklin, Boone, and Cass counties (in descending order of reported
number of barriers).
Remarkably, based on the voices of consumers with SMI themselves, there is good evidence
that the impact of the COVID-19 pandemic on their health and well-being has been minimal
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à

for many (this was the single most frequent response to the question: little or no effect).
However, for some, it has had the distressing effect of increasing isolation and related
negative affect (depression and anxiety most commonly reported). It is perhaps cause for
celebration of a difficult job well done that many consumers report that they have weathered
the pandemic as well as they have thus far because of the Compass services they have
continued to receive, albeit in a different form in most cases. To that point, many members
of clubhouses run by Compass report that their main request is for Compass to keep doing
what it is doing, and to get the clubhouses open again as soon as possible, as that is where
they found great support through the connections with other members and staff. This point
interlocks with the final theme of need:
A key need identified in both quantitative and qualitative responses from customers with SMI
was to somehow increase and expand their supportive social, personal, and intimate
relationships. Of course, for some, reopening the clubhouses is a direct way to do so, but
perhaps there are other strategies or initiatives that could be pursued in this regard. This is
no small matter, as such relationships are a key protective factor against a range of serious
mental health challenges and addiction issues. On that point, it is instructive to note the
following disparate but related findings from this assessment: Compass Health Network’s
Eastern region is statistically significantly lower in the reported rate of social connections
than all other regions and is simultaneously significantly higher in the rate of drug overdose
deaths.
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Introduction to the 2021 Compass Health Network
Needs Assessment
Background & Definitions
The 2021 Compass Health Network Needs Assessment represents the culmination of a
process dedicated to: (1) understanding the needs of the people we serve, or could be serving,
(2) inventorying the assets and services being directed toward meeting those needs, and (3)
assessing the gap between identified needs and the available services, so that we can pursue
strategic actions to address gaps and anticipate emerging needs in the communities we serve.
Needs assessments are created by health service organizations to better understand and serve
their communities. The assessments are variously called “needs assessment”, “health needs
assessment”, “community health needs assessment”, and “health care needs assessment”; and
descriptions of their purpose is manifold:
1. a systematic method for reviewing the health issues facing a population, leading to
agreed priorities and resource allocation that will improve health and reduce inequities
(National Institute for Clinical Evidence, UK);
2. a dynamic ongoing process undertaken to identify the strengths and needs of the
community, enable the community wide establishment of priorities and facilitate
collaborative action planning directed at improving community health status and quality
of life (Manitoba Community Health Needs Assessment);
3. the systematic approach to ensuring that health resources are used to improve the
health of the population in the most efficient way (Health Needs Assessment, BMJ).

Why Do A Needs Assessment?
Evidence-Based Reconnaissance. Businesses must understand the needs of customers.
Needs assessments are routinely conducted in many sectors including health, education, and
community services to help identify what is “real need.” The real need may be based upon
selected definitions or criteria important to the industry or field. Needs assessments, therefore,
are built on the assumption that some specific common needs exist among a group of
patients/customers that can, and should, be proactively addressed by primary care, oral health
care, and behavioral health practices. The term proactive is fundamental to describing an
approach that does not simply react to customers as they flow into services, but rather examines
the commonalities of needs and employs strategies to efficiently and effectively respond to
those needs.
Future-Focused Strategies. While health care providers use clinical guidelines and medical
tools to assess the needs of individual patients, assessing entire populations or service areas is
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a larger and more difficult process. When preparing for the future, we recognize that neither the
customer who comes through Compass’s doors today, nor the needs demanding the most
attention at present, necessarily represent the long-term health needs or emerging health
improvement opportunities in the communities we serve.
Anticipating Change. The regions that Compass serves today are continually changing.
Demographic shifts and population growth will place new demands upon the current service
capacity. It is vital that we anticipate and plan for the changing needs of our communities three
to five years down the road.
Accreditation and Certification. Meeting accreditation standards, such as those put forth by
CARF and HRSA, which demand that we have a systematic ongoing process for surveying
needs, listening to the voices of stakeholders, and weaving that information into our strategic
planning process.

The Purpose of Needs Assessment
The first task of needs assessment is to define the question(s) to be answered. The questions
define the scope of our activity and inquiry, shaping the information available to be used and the
partners who will be engaged. The questions addressed in our needs assessment process are
from multiple levels, from the broad to the targeted:
• What are the current and emerging behavioral health, primary care, and oral health care
needs of our communities?
• Are there condition-specific needs that we should address as indicated by the data?
• What kinds of initiatives should we undertake across Compass Health Network’s service
area in the coming three years to address the data-based needs identified?

Needs Assessment Steps
The Compass Health Needs Assessment process has proceeded according to a set of steps
identified and agreed to at the outset by executive leadership, as follows:
• Step 1: Define the community. Defining the community is a key component of the needs
assessment process as it determines the scope of the assessment and subsequent
interventions. The scope is defined by Compass’s service area; i.e., the four internally
designated regions.
• Step 2: Identify and engage stakeholders. Includes internal and external stakeholders from
multiple and representative layers of the community. This was done through internal
meetings and surveys of leadership, as well as focus groups and surveys of other
stakeholders, including Boards of Associates and customers.
• Step 3: Identify, collect, compile and analyze data. This has been accomplished by
aggregating primary (we collected) and secondary (collected by others, existing, archival)
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•

•

data, both qualitative and quantitative, to prioritize community health and behavioral health
needs. Patients and community stakeholders have provided perspectives to complement
quantitative findings through surveys, interviews, focus groups, and other meetings. These
data shed light on (a) existing and emerging needs in the communities served, and (b)
assets and resources available to address those needs.
Step 4: Select priority needs and community health issues. The quantitative and qualitative
data collected and analyzed in step 3 have been compiled and used to identify and
prioritize needs. While quantitative data can illuminate the scope and severity of particular
health issues, stakeholders in the community and the health care system explain and
emphasize the urgency of these issues.
Step 5: Document and communicate the needs assessment. This final step has resulted in
this needs assessment report to be used in the Compass Health Network strategic planning
process.

Sections of the Report
The remainder of this report comprises the following sections:
•

•
•
•
•
•
•
•

A socio-demographic and health status overview of Compass Health service area,
including statistical comparisons by region, ZIP Code level analysis of “hot spots” for
various health indicators, and a demographic analysis of Compass customers compared
to regional populations.
Staff survey of unmet need: a survey of compass health supervisors, directors, senior
managers, and executives
Needs assessment interviews of groups of customers with serious mental illness
Structured needs assessment of customers with serious mental illness
Key findings from multiple Compass health surveys with relevance to assessing unmet
needs
Needs assessment input from regional stakeholder groups: survey results
Prioritized population health needs across Compass Health regions drawn from
community health needs assessments
Conclusion: prioritized needs to guide strategic planning
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Sociodemographic and Health Status Overview of Compass
Health Service Areas
Introduction
This section provides an overview and analysis of important sociodemographic, health status,
health outcomes, and health risk factors, drawn from a number of sources to paint a data-based
picture of potential existing and emerging health needs in the Compass Health service area (see
Appendix A for a “data dictionary” and references to better understand the source materials for
the tables starting on the next page). For purposes of this assessment, the 46-county Compass
Health service area was analyzed by county according to Compass Health’s internal designation
of geographic/programmatic areas, including Central, Eastern, Southern, and Western regions
(see service area map below). These analyses allow for regional comparisons and enrich our
understanding of “hot spots” and emerging needs.
.

Description and Analysis of Compass Health Regions
The indicators selected for this profile were chosen after a compilation process from multiple
sources (see Appendix A), yielding several hundred potential indicators. That field was sifted
through and winnowed down to a manageable and meaningful set of indicators most predictive
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of, or related to, length of life, quality of life, health risk, and social determinants of health. The
tables beginning on the next page present all selected indicators averaged or tabulated across
the Compass regions (i.e., county level data are the individual unit of analysis). All indicators
were subjected to a one-way analysis of variance (ANOVA) by region, and any indicator showing
statistically significant differences (meaning the differences are unlikely to be attributable to
chance or random error) were further analyzed to determine where the significant differences
are found.
A look at the tables below indicates the following differences across regions, which may suggest
the need for targeted approaches to better understand and address the identified concerns:
•
•
•
•
•

Poor or fair health: The population in the Eastern region has significantly fewer days during
which they experience self-rated poor or fair health than any of the other regions, which do
not differ from each other on this indicator.
Poor health days: The number of poor health days in the past 30 days is lower for the
Eastern region than all others, and the Central region also shows fewer poor health days
than the Southern region.
Poor mental health days: The pattern of poor mental health days in the last 30 is slightly
different, with Eastern and Central evidencing fewer than Western and Southern (which do
not differ from each other).
Smoking: The rate of smoking is lower in the Central and Eastern regions than in the
Southern region.
Frequent physical distress among the population is significantly more prevalent among those
in the Southern and Western regions than in either the Eastern or Central regions (which do
not differ from each other). The same pattern holds true for frequent mental distress.

The evidence analyzed here supports a conclusion that the Southern and Western regions
experience significantly worse health status, health behaviors, and health related quality
of life than either of Compass’s other regions.
•
•

Mammography: A key indicator of the uptake of preventive health care, the rate of
mammograms in the population, is higher in the Central region than in the Southern and
Western regions (which do not differ).
Flu vaccine: Another indicator of preventative care uptake is the vaccination rate for
influenza, and the Central region is significantly higher than the Southern region, and the
Eastern region is significantly higher than either the Southern or Western regions.

The evidence analyzed here supports a conclusion that the Southern and Western regions
engage in preventative health approaches at significantly lower rates than either of
Compass’s other regions. If flu vaccine uptake is taken as an indicator of willingness or
ability to receive a COVID-19 vaccine, these regions may represent taller challenges with
regard to rollout.
•

Teen birth rate: There are significantly fewer teen births in the Eastern than the Southern
region.
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This indicator is of great concern for the health outcomes as regards both the mother and
the child. Pregnancy and delivery can be harmful to the teenager's health, as well as social
and educational development. It is highlighted here because all Central, Western, and
Southern region rates are higher than the Missouri average, and the Southern region in
particular is statistically significantly higher than the contiguous Eastern region.

•
•
•
•
•

•
•

•

Median income is significantly higher in the Eastern region than in all others, which do not
differ from each other.
Uninsured: There are significantly lower rates of being uninsured in the Eastern region than
in all others (which do not differ from each other).
Unemployment: Though this indicator has been impacted dramatically by the COVID-19
pandemic, historically, the Central and Eastern regions are significantly lower than the
Southern and Western region.
Children in poverty: The population rate of children in poverty is significantly higher in the
Southern and Western regions than in the Eastern (which does not differ from Central).
Severe housing problems: Another pre-existing risk factor for poor life and health outcomes
is having difficulty securing stable housing; severe housing problems are significantly worse
for the population in the Southern and Western regions than for those in the Central and
Eastern regions.
Food insecurity is also significantly worse among those in the Southern and Western regions
than in either the Eastern or Central regions (which do not differ from each other).
The percentage of Free and Reduced Lunch recipients is significantly lower in the Eastern
and Central regions than in the Southern and Western regions.
Residential segregation along black/white racial lines is significantly higher in the Southern
and Western regions than in the Eastern and Central regions; yet, in all Compass regions,
this index is significantly lower than the Missouri average.

The pattern of social and economic indicators that have been empirically associated with
poorer health behaviors and outcomes shows the same basic regional pattern as indicated
above, as the Southern and Western regions are statistically significantly worse.
•
•

Overdose mortality: Drug overdose mortality is significantly higher in the Eastern and
Western regions than in either the Central or Southern regions.
Social association rate: Also of concern during the pandemic is the pre-existing lower rate of
social connections or associations among people in the Eastern region than all other regions
(which do not differ from each other).

Overdose deaths are the striking exception to the geographic pattern of health indicators
and issues noted above, with statistically significantly higher in the Eastern and Central
regions than in the Southern and Western regions. One influential model of addiction and
dangerous substance use posits that it is often a failure of personal and social
connection—so it is worth noting the overlay of significantly lower rates of social
connections in the Eastern region as well (the only other indicator fitting this pattern).
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Health Indicators and Sociodemographic Profile of Compass Regions
Missouri
Central
Western
Southern
Quality and Length of Life
Premature death
8,400
7,813
8,760
9,608
Poor or fair health* (p=.008)
18%
19%
20%
20%
Poor physical health days* (p=.003)
4.2
4.4
4.6
4.7
Poor mental health days* (p=.016)
4.4
4.4
4.5
4.6
Low birth weight
8%
8%
8%
8%
Health Behaviors
Adult smoking* (p=.07)
21%
19%
20%
21%
Adult obesity
32%
34%
34%
32%
Food environment index
6.8
7.7
7.4
7.5
Physical inactivity
26%
28%
28%
29%
Access to exercise opportunity
77%
51%
50%
62%
Excessive drinking
20%
18%
17%
18%
Sexually Transmitted Infections
534.6
356.8
354.0
296.3
Teen births* (p=.07)
26
27
32
34
Clinical Care Factors and Availability
Uninsured* (p=.005)
11%
12%
13%
13%
Primary care physicians
1,430:1
3,714:1
3,078:1
3,552:1
Dentists
1,720:1
3,757:1
3,023:1
3,252:1
Mental health providers
510:1
2,678:1
1,480:1
1,138:1
Preventable hospital stays
4,800
4,102
4,954
4,942
Diabetes monitoring
86%
85%
85%
84%
Mammography screening* (p=.01)
43%
46%
41%
39%
Flu vaccinations* (p=.07)
45%
42%
38%
36%

Eastern
7,633
16%
3.9
4.2
7%
19%
34%
8.4
25%
65%
20%
271.9
21
9%
7,357:1
4,137:1
1,287:1
4,560
86%
42%
49%
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Social & Economic Factors
High school graduation
Some college
Unemployment* (p=.01)
Children in poverty* (p=.03)
Income inequality
Children w single parents
Social associations* (p=.03)
Violent crime
Injury deaths
Severe housing problems* (p=.01)
Other Health and QOL Indicators
Frequent physical distress* (p=.003)
Frequent mental distress* (p=.005)
Diabetes prevalence
HIV prevalence
Food insecurity* (p=.001)
Limited access to healthy food
Drug Overdose mortality* (p=.005)
Motor vehicle crash deaths
Insufficient sleep
Clinical Care
Uninsured adults
Uninsured children
Health care costs
Other primary care providers
Social & Economic Factors

91%
67%
3.2%
19%
4.6
33%
11.8
481
88
14%

93%
54%
3.1%
19%
4.0
30%
12.5
216
71
11%

94%
54%
3.7%
23%
4.2
32%
12.5
328
92
13%

93%
54%
3.7%
23%
4.4
28%
12.3
237
102
14%

92%
62%
2.9%
13%
3.9
28%
7.0
275
90
12%

13%
14%
12%
234
14%
7%
24
14
30%

13%
14%
13%
45
13%
6%
42
31
33%

14%
14%
11%
266
14%
7%
63
73
33%

14%
14%
13%
27
14%
7%
31
54
33%

12%
12%
11%
117
11%
3%
125
47
32%

13%
5%
$9,750
1,029:1

14%
6%
$9,064
2,753:1

16%
7%
$9,618
1,752:1

16%
7%
$9,992
1,626:1

11%
5%
No data
3,065:1
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Disconnected youth
6%
9%
7%
8%
5%
Median household income* (p<.001)
$54,400
$50,769
$46,480
$45,867
$68,767
Free-reduced lunch eligible* (p=.009)
51%
53%
59%
62%
38%
Residential segregation black/white* (p=.004)
71
39
50
49
35
Residential segregation nonwhite/white
57
31
31
24
25
Homicides
9
5
8
5
4
Suicides
18
18
22
19
19
Firearm fatalities
19
28
95
34
88
Demographics
Population
6,126,452 503,239
1,097,036
446,628
491,579
% below 18 years of age
22.5%
22.2%
22.2%
21.6%
24.1%
% 65 and older
16.9%
18.6%
21.2%
19.1%
15.4%
% Non-Hispanic African Amer
11.6%
10.9%
3.3%
10.8%
3.0%
% Amer Indian and Alaska Native
0.6%
0.5%
0.8%
0.7%
0.4%
% Asian
2.1%
0.8%
0.7%
1.0%
1.3%
% Native Hawaiian/Other Pacific Islander
0.2%
0.1%
0.1%
0.1%
0.1%
% Hispanic
4.3%
2.1%
4.0%
2.7%
3.1%
% Non-Hispanic white
79.3%
90.3%
89.3%
91.7%
90.6%
% not proficient in English
1.0%
0.2%
0.6%
0.2%
0.3%
% Females
50.9%
49.4%
50.4%
49.1%
50.3%
% Rural
29.6%
65.1%
62.6%
66.5%
47.9%
Number of veterans
421,490
2,059
5,218
3,360
10,298
*Statistically significant differences exist between Compass regions on this indicator; cells shaded in red
represent statistically homogeneous groups in the direction of poorer health/outcomes.
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Targeting Health Conditions and Outcomes by ZIP Code Tabulation Areas (ZCTA)
Below is an updated service area map for parts of Missouri covered by Federally Qualified
Health Centers (FQHC) operated under Compass Health Network’s umbrella, including the
incorporation of counties covered by the former Family Health Center. This map allows for
visualization of geographic areas of particular need by virtue of their status as Health
Professional Shortage Areas (HPSA) and/or Medically Underserved Areas and Populations
(MUAP).

Additionally, a method of identifying and targeting the specific areas of highest need with regard
to health conditions and health-related quality of life is needed. As such, the UDS Mapper allows
for analysis and targeting of poor health behaviors, conditions, and outcomes at the ZIP code
level. By entering all ZIP codes comprising the Compass service area, we are able to determine
the “hot spots” at a granular level for key health indicators. Specifically, for targeting purposes,
we employ the criterion of identifying the top five ZIP codes (and corresponding cities/towns) in
our service area, meaning the five locales with the worst rates or scores. These “hot spots” are
identified for selected indicators below.

17

Health Outcomes
This is a composite indicator comprised of measures of quality of life (poor or fair health,
number of poor mental health days, number of poor physical health days, and low birthweight)
and length of life (premature death rates).

Health Outcomes

Health Factors
This is a composite indicator comprised of measures of health behaviors (e.g., smoking, diet,
exercise), clinical care (access to care, quality of care), and social & economic factors (e.g.,
education, employment, income).

Health Factors

Mental Health
This is a composite indicator comprised of poor mental health days and mental health diagnosis
in the population.
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Mental Health

Substance Use Disorders
This is an estimate of the rate of substance use disorders in the population.

Substance Use Disorders

Opioid Use
This is the rate of opioid use among the population.
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Opioid Use

Smoking
This is the rate of smoking of tobacco among the population.

Smoking Rate

Obesity
This is the rate of obesity (BMI > 30) among adults in the population.
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Obesity

Heart Disease
This is the rate of heart disease in the population.

Heart Disease

Emergency Department Utilization
This is the rate of use of hospital emergency departments per year in the population.
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Emergency Department Use

All Hospital Utilization
This is the rate of use of all hospital services per year among the population.

All Hospital Utilization

Preventable Hospitalizations
This is the rate of potentially preventable hospitalizations per year in the population.
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Preventable Hospitalizations

The foregoing represents a quite granular look at the ZIP code level for the Compass
service area for key health indicators (health status, health outcomes, obesity, heart
disease, mental health, and others) and healthcare utilization indicators (emergency
department use, hospitalizations). The utility of these analyses for targeting health care
strategies and resources is self-evident, and they should be interpreted by community
health planners with substantial community knowledge and understanding. In short,
strategic issues should be identified by exploring the convergence of the results of these
data collection efforts with other relevant regional issues.

Comparative Description of Compass Customers Served by Region
The following provides a sociodemographic description of customers served by Compass
Health Network for the calendar year 2020. These data were extracted from two electronic
health record systems (MyAvatar and NextGen), upon which they were then cleaned and
analyzed using basic descriptive statistics to provide a reference for penetration rates in the
Compass regions.
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Customers Served by Key Demographics with Comparisons to Regional Populations

Age Groups: Compass serves youth (under age 18) in significantly higher proportions than
they appear in the population in every region, with the highest disparity appearing in the
Eastern region. The opposite pattern holds true for those aged 65 and older, which are
underrepresented among Compass customers when compared to the general population
in each region.
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Racial disparities:
Compass serves persons identifying as Black/African American in proportions slightly
higher than they appear in the population in all regions (Central, Eastern, and Western)
except the Southern, where the disparity is substantially in the other direction (about 9
percentage points lower representation among those served by Compass).
Compass serves persons identifying as Hispanic in proportions that significantly exceed
their representation in the population (from 2 to 4 times as many) across all regions. The
Southern and Central regions serve the highest number, proportional to their populations.
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Compass serves females in proportions appreciably higher than they appear in our
regional populations, with the disparity being most evident in the Southern region (over
six percentage points higher among Compass customers).

Rates of the Uninsured: The Central region has the highest rate of uninsured at 32%, while
Uninsured in the Eastern, Southern, and Western regions are 11%, 13%, and 18%,
respectively. Significant differences are evident in the proportions of the uninsured
served by Compass across regions: (a) No appreciable differences between those served
by Compass and the general population in the Southern and Eastern regions; (b) Compass
serves a significantly higher proportion of the uninsured population in the Western region

26
(18% compared to 13% in the population); and (c) the most dramatic differences exist in
the Central region, where the uninsured comprise 32% of Compass customers, compared
to 12% in the regional population.

Further analysis of the payors represented among Compass customers yielded the following:
Medicaid covers nearly 28% of our consumers across regions, followed closely by commercial
insurance at just more than 24%. Managed Medicaid (MC+) and uninsured come in third and
fourth place at 15.66% and 15.13%, respectively. With the exception of the Eastern region, in
which 19.29% are covered by Medicaid, the other regions have a similar percentage of
consumers with Medicaid coverage (Central 36%, Southern 33%, and 33%). See regional
breakdown of payors in the chart below:

Consumer Insurance Type/Payor Across Regions
Western
Southern
Eastern
Cental

0.00%

20.00%

40.00%

60.00%

80.00%

Commercial

MC+

Medicare

MedicareandMedicaid

Self Pay Slide Pati

SelfPay

Tri-Care

UnInsured

Medicaid

100.00%

120.00%

Needs Assessment of Compass Health FQHC Regions
Attached in Appendix B and C are the most recent needs assessment results for the Compass
Health Federally Qualified Health Center (FQHC) regions, which also include ZTCA-level of
analysis of health needs and penetration rates to inform strategic planning. These appendices
are from the Compass Health Service Area Competition application and from the former Family
Health Center (FHC) community health needs assessment, as FHC has merged with Compass
Health Network since the last iteration of the Compass needs assessment.
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Compass Health Staff Survey of Unmet Need
Introduction
Compass Health staff members, primarily Executives, Senior Managers, and Directors, were
asked in January 2021 to complete a survey to identify unmet service needs across the
organization and to recommend actions to meet current and emerging needs. The 83
respondents were comprised of 47 Directors, 17 Senior Managers/Executives, 9 Supervisors,
and 10 who selected “Other” (24 from Eastern, 20 from Western, 16 from Central, 14 from
Southern, and 8 from Royal Oaks).
Rating of Demand v. Supply for Services
The respondents were first asked to assess demand v. supply (substantially greater than,
somewhat greater than, about equal to, or not applicable) in their areas for mental
health/psychiatric, substance abuse treatment, primary care, and oral health services, with the
results shown in the chart below. As shown, the service lines showing the greatest need
according to staff are substance use treatment (highest rating of “substantially greater demand
than supply) and mental health/psychiatry, followed by oral/dental care, and then primary care.

Demand v. Supply for Services According to Staff
Mental
Health/Psychiatry

SUD Services

Oral Health Services

21%

32%

25%

13%

16%

Primary Care Services 6% 14%

35%

27%

25%

39%

12%

23%

33%

47%

33%

Demand Substantially> Supply

Demand Somewhat> Supply

Demand=Supply

N/A
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Please note that a substantial number of staff for each service either do not know enough to
answer the question or Compass does not provide the service in their region.
Regional results. Survey responses were analyzed to determine if assessment of need varies
substantially by region. The chart below provides a snapshot of participants ’evaluation of
whether demand was greater than or equal to the supply in each region for each service.

Percentage of Respondents by Region Indicating Demand > Supply of
Services

38%
Central

50%

25%
21%

Eastern

25%
13%

Royal Oaks

50%
46%
63%
50%

25%
25%
21%

Southern

79%

7%

71%
30%

Western

20%
0%

20%
Oral Health

60%
40%
40%
Mental Health

60%
Primary

80%
SUD

100%
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Key findings of regional breakdown:
• Mental health demand is either the first or second highest need in all regions except
Royal Oaks
• The Southern region shows a clearly higher need for both mental health and SUD
treatment and a lack of primary care need
• Oral/dental demand is viewed as the greatest need at Royal Oaks

Top 7 Needs for Compass Health
Next, respondents were asked to suggest the top three things that should be done in the next
year to better meet existing or emerging needs, and the overall thematic analysis is presented
below. From those data, seven clear themes emerged, defined as suggestions that were
identified by 10 or more respondents (see these by frequency in the figure below). The top
seven themes with examples of suggestions and/or observations are:
1. Additional Staffing and Staff Support, this was by far the largest theme within the survey.
This was identified by comments such as, “Hire more therapists,” “Hire more staff,” “Begin
staffing up to meet demand,” and “Recruit and hire more staff, particularly with SUD
training.”
2. Increase Mental Health Services was identified by comments like, “Add more psychiatry
services,” “Be prepared to respond to a Mental Health crisis due to COVID,” “Continue to
expand mental health services,” and “On site Psychiatry.”
3. Communication, Marketing, and Advertising, both internally and externally, emerged as a
theme of need with comments suggesting, “More advertisement for services available,”
“advertise services available at Compass Health,” “More advertising to get the word out,”
“better communication,” and “improve internal department communication between existing
departments.”
4. Providing more access to SUDs (especially in the Eastern Region but generally as well)
was illustrated with comments such as, “Add SUD programs/contracts in the East,” “More
intensive level SUD services in the Eastern Region,” and “Increase Substance Use Disorder
services throughout our system.”
5. Dental Expansion and Access were advised through various comments such as, “On site
Dental services,” “Primary and Dental services in rural areas,” and “More Dental Services.”
6. Expanding Buildings and Locations was a theme identified with the following comments,
“expand/open clinics in more areas,” “Secure larger space for consolidated services in
Columbia,” and “we need more office's in certain buildings but don't have the room for
them, need to expand or build new.”
7. Response to COVID-19 was at the forefront of many staff minds, as follows: “Focus on
COVID Vaccine education,” and “Additional COVID Testing in the clinics as a routine
offering for our consumers.”
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Top 7 Need Themes
13

COVID Response

15

Expand Buildings and Locations

16

Dental

17

SUDs

21

Communication/Marketing/Advertising

24

Mental Health Services

50

Staffing and Staff Support

The top seven themes were also analyzed by region. As the figure below suggests, some of the
top themes, such as SUDs and Mental Health were most strongly represented by the Eastern
region. Counter to those themes, Staffing/Staff Support was essentially evenly divided amongst
the four major regions. Royal Oaks notably appears in only the COVID Response and the Dental
themes (making up 25% of the comments with only 9.6% of the survey respondents) this seems
to indicate these respondents feel they provide an adequate supply of services for the demand
of their region except oral/dental.

Top 7 Need Themes by Region
COVID 19 Response
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Expand Buildings/Locations

33%
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20%
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18%
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25%

25%
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Notable Differences from 2019 Needs Assessment
The needs assessment staff survey had nearly 60% more respondents than the 2019 effort,
indicating better engagement in the process. Seven main themes of need running through the
comments of the staff respondents both in 2019 as well as in 2021. However, with the exception
of the 2021 theme of COVID-19 Response, they can all be connected to the overarching theme
of expansion. Compass Health staff see the organization doing important things in clients’ lives.
Staff want to be able to help, see, and reach more clients. They feel Compass needs more
communication and community outreach because they know there are individuals in their
communities who need Compass services who do not know the services are available to them.
Staff understand Compass is able to provide services to individuals other organizations cannot
or will not serve. Whether expansion is seen through additional staff, new and expanding
services, more training, or bigger buildings growth and potential are at the forefront of Compass
Health staff’s vision of the future.

2019 Top 7 Needs

2021 Top 7 Needs

1.
2.
3.
4.

1.
2.
3.
4.
5.
6.
7.

Need to Expand Services
Additional Staff
Increasing Efficiency
Increase Care and/or Coordination of
Care
5. Need for Additional Space and/or
Locations
6. Increase Community Outreach
7. Provide Additional Training/Tools
Education to Staff

Additional Staffing and Staff Support
Mental Health Services
Communication/Marketing/Advertising
Substance Use Disorder Treatment
Dental/Oral Health
Expanding Buildings/Locations
COVID-19 Response
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Interviews & Surveys of Compass Customers with Serious
Mental Illnesses (SMI)
Three groups of Compass Health Network customers with serious mental illness were targeted
for interviews/surveys in January and February 2021 as part of the needs assessment process.
The groups, served by Compass in Raymore (Cass County; Western Region), St. Charles (St.
Charles County; Eastern Region), and Washington (Franklin County; Southern Region), MO,
were assessed using a questionnaire adapted from the focus group script used in the previous
2019 needs assessment process. It was streamlined significantly to focus on the theme of
healthcare needs and suggestions for improvement; i.e., gaps in healthcare services, examples
of unmet healthcare desires or needs, and possible solutions or alternatives presented by
participants as ways to improve individual or community health or healthcare services. In
particular, in addition to demographic questions and a structured rating scale (see next chapter
for results) customers responded to two open-ended questions: “How has the COVID-19
pandemic affected your health and well-being over the past year?” and “What are some
things Compass Health Network could do to help you get or stay mentally and physically
healthy?” The surveys were provided by staff to customers electronically, and if there was any
concern about the customer’s ability to manage it, staff members completed the survey as an
interview.
A total of 34 customers (12 from Raymore, 13 from St. Charles, and 9 from Washington)
provided responses, with equal proportions identifying as male (17) and female (17).
Respondents were distributed well across age bands, with younger (18-29) and older (45-59)
customers each representing 30% of the sample. Most customers (67%) had been in Compass
services for three or more years, with 100% receiving behavioral health services, 29% receiving
primary care services, and 29% in oral health services. There were no statistically significant
differences between respondents from each of the three areas on any of these demographic
characteristics, indicating consistency of customer profiles across regions in this survey. The
results are described below.

Raymore Customer Needs Assessment Results
COVID-19 Impact: “How has the COVID-19 pandemic affected your health and well-being over
the past year?”
•

Remarkably, the most common response was that the pandemic has had little or no effect
on health and well-being, as exemplified by statements such as:
o “It hasn’t much.”
o “No impact.”
o “I’m okay.”
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•

•

The next most common theme was an increase in negative affect, such as depression,
anxiety, stress, loneliness, and boredom, as follows:
o “A lot of stress and anxiety.”
o “Lonely, less social.”
o “Basically, it has made me more depressed.”
o “Sleeping a lot more.”
o “I have stopped getting to go visit family which makes me a little sad.”
Another positive theme is that customers feel they have been taken care of by Compass
during this trying period:
o “I’m still getting health issues taken care of but with some precautions (waiting
outside, getting covid tests first).”
o “It’s been hard but I don’t know what I would have done without Compass or the
clubhouse.”

Healthcare Needs & Suggestions for Improvement: “What are some things Compass Health
Network could do to help you get or stay mentally and physically healthy?”
Factors most consistently surfacing were:
•

•

•

Supportive and other services, as exemplified by these kinds of statements:
o “Work out with me in the gym at 5:30 AM!”
o “Budgeting support.”
o “Support remembering to do hygiene routine.”
o “I need help getting my husband on insurance.”
o “Couples counseling.”
o “More daily activities.”
Information and education, such as:
o “Reading and writing tutoring near me.”
o “Education”
o “Information on my disorder and treatment.”
o “Meditation.”
The third most common theme was not sure and keep doing what you’re doing, as
follows:
o “Not sure as of now”
o “Keep the clubhouse open.”
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St. Charles Customer Needs Assessment Results
COVID-19 Impact: “How has the COVID-19 pandemic affected your health and well-being over
the past year?”
•

•

•

Remarkably, again, the most common response (about half of respondents) was that the
pandemic has had little or no effect on health and well-being, or has even had a positive
effect, as exemplified by statements such as:
o “I have been doing okay.”
o “No impact.”
o “The pandemic has been a blessing in disguise because it brought me to my
therapist and increased my independence and skill use…it has done me more good
than bad.”
The next most common theme again was an increase in negative affect, such as
depression, anxiety, stress, loneliness, and boredom, as follows:
o “Staying at home is not good.”
o “It has caused me some stress because of not being able to work. I have been
frustrated with how boring life is when you are stuck at home.”
o “I feel like it has caused a depression because of having to stay home. Increased
anxiety and depression.”
o “The pandemic has affected my social interactions, increasing isolation. I believe I
will struggle with socialization when returning.”
The third theme centered around the isolating effect from not having in-person services,
as exemplified by:
o “Loneliness and isolation, also having appointments virtually.”
o “One downfall is that I have been unable to attend Headway Clubhouse supports in
person.”
o “The pandemic has prevented some services provided by Headway such as general
socialization and the sense of self-worth…”

Healthcare Needs & Suggestions for Improvement: “What are some things Compass Health
Network could do to help you get or stay mentally and physically healthy?”
Factors most consistently surfacing were:
•

The most common theme was nothing, or keep doing what you’re doing, as follows:
o “I think they are doing the best they can.”
o “Everything they are doing is good.”
o “I don't know. I feel like I am doing well.”
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•
•

o “Continue to support members.”
o “Get Headway going again!”
The next most common theme was transportation as exemplified by this comment: “to
provide transportation for clients to get to and from appointments."
The final theme voiced by a minority of customers was to help with education and
employment opportunities for those with disabilities: “Help me get a job,” or “Help me with
school.”

Washington Customer Needs Assessment Results
COVID-19 Impact: “How has the COVID-19 pandemic affected your health and well-being over
the past year?”
•

The most common theme is that the pandemic caused distressing isolation, as exemplified
in these customer statements:
o “Covid-19 has affected me by losing my part time job and a place to go to for
support.”
o “Since the pandemic I have been stuck at home and I would like to get back to
Harmony because they gave me a reason to get out and do things.”
o “More anxiety, and hard without my Integrated Health Specialist being able to come
to my home. Learned to cope more efficiently, medical has been kinda pushed off
more than I like.”
o “Less able to be around others, too much alone time.”
o “It has stressed me out more and caused worry.”
o “Socially restructured how I connect to others. It’s difficult emotionally to fully
connect with others over zoom. That physical energy vibe is not there and some days
it’s hard seeing light at the end of the tunnel for a different perspective. It’s
frightening to not have answers to what tomorrow is going to look like. Before the
pandemic, others, including my team with Compass Health was concerned about me
isolating too long at home by myself and made it a point to see that I engaged with
others a couple times a week at least. This is the 1st time ever that no one has
bugged me about isolating. In fact it is encouraged. I am confused. Everything I have
worked on with my social anxiety has been reversed and changed. I don’t
understand? Was everything I learned before a lie and only to help those that got
paid to teach me or is this the new norm? Is it okay to stay home where I’m
comfortable or do I need to be around others? My anxiety is all over the map lately.
I’m just not sure who to trust anymore.
o “The isolation has affected me horribly. I need people. Since Harmony is closed, I
have no place to go.”
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•

Less common in Washington, but still stated by a minority of respondents, was that the
pandemic has had little or no effect on health and well-being, as exemplified by statements
such as:
o “It really hasn’t affected me too much.”
o “The impact is none.”
Healthcare Needs & Suggestions for Improvement: “What are some things Compass Health
Network could do to help you get or stay mentally and physically healthy?”
Factors most consistently surfacing were:
•

•

The most common theme was to open the clubhouse as soon as possible, as follows:
o “Open clubhouse again.”
o “Open Harmony back up.”
o “Open Harmony Clubhouse - I had a purpose there.”
o “Involvement in bringing others together, connecting others. People grow and learn
in positive, encouraging environments. Everything we are exposed to through TV,
culture, family & news is negative this past year.”
Supportive and other services, as exemplified by these kinds of statements:
o “Help with high cholesterol.”
o “Transgender affirming training and doctors who specialize in this.”
o “Help maintain appointments.”
o “Help me find different place to live.”
o “Help me be motivated to exercise.”
o “Help me find transportation.”
o “Better telehealth programs for appointments.”

Summary of Notable Findings: The following graphic shows most popular response for how
COVID-19 has impacted the health and well-being of clients followed by the themes of what
Compass Health Network can do to help clients stay mentally and physically healthy. The
graphic also breaks the findings down by location.
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Raymore

St. Charles

Washington

•COVID had little or no effect on
health and well-being
•Increase in negative affect, such
as depression, anxiety, stress,
loneliness, and boredom
•Feel they have been taken care
of by Compass

•COVID had little or no effect on
health and well-being
•Increase in negative affect, such
as depression, anxiety, stress,
loneliness, and boredom
•Isolating effect from not having
in-person services

•COVID caused distressing
isolation

•Supportive and other services
•Information and education
•Not sure and keep doing what
you’re doing

•Nothing, keep doing you're doing
•Transportation
•Education and employment
opportunities

•Reopen Clubhouses as soon as
possible
•Supportive and other services

It is remarkable that the most frequent response from two of the three groups regarding
the impact of the COVID-19 pandemic is “little or no effect on health and well-being,”
which may be indicative of surprising resiliency on the part of these respondents (keeping
in mind that the representativeness of these small groups of customers is not assured).
However, the second most common response was, of course, distressing affect
(depression, anxiety) and isolation, as expressed in their own words above. Supportive
and ancillary services, transportation, and reopening of clubhouses as soon as possible
were the most targeted concerns or recommendations for what Compass can do to help
customers with their health and well-being.
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Structured Needs Assessment of Customers with Serious
Mental Illness
As part of the survey/interview process, the clients/participants were asked to voluntarily
complete the Camberwell Assessment of Need Short Appraisal Schedule (CANSAS) self-rated
version, which was developed as a tool to evaluate need among persons with serious mental
illness. The tool asks respondents to think about their needs in 22 domains (shown in the chart
below), and to determine in that particular area if they have “no need” (not a serious problem for
them), “met need” (not a serious problem for them because of help they are given), or “unmet
need” (a serious problem for them despite any help they are given).

CANSAS Findings: Areas of Greatest Unmet Need
The average number of unmet needs among the customers interviewed was 2.9 (down from
3.7 at the time of the 2019 needs assessment), and the average number of met needs was 16.9
(up from 7.3 in 2019 assessment). The three different customer samples were statistically
compared on number of needs and found not to differ significantly from each other on any
dimension; thus, the responses are all considered together for this analysis. Interestingly, the
number of unmet needs among Compass customers in services for serious mental illness is
very consistent with many studies of members population. For example, Salvi, Leese, and Slade
(2005) found a mean of four (4) unmet needs in their study of individuals with SMI, and the
literature generally reports between 2 and 4 unmet needs in this population.
Since the three groups of Compass Health clients did not differ from each other, it is appropriate
to combine them for further analysis of need. The figure below provides an overview of the 22
needs assessed among the clients, providing a sense of direction regarding where to focus
development, improvement, and expansion efforts in order to meet client needs. As can easily
be seen, the most salient areas of unmet need identified by clients are (in descending order of
frequency, with at least 10% of respondents indicating that an unmet need in that area):
•
•
•
•
•
•
•
•

Transportation (getting where you need to go)
Physical health (how well do you feel physically)
Intimate relationships (do you have a partner)
Company (are you happy with your social life)
Daytime activities (how you spend your day)
Sexual expression (how is your sex life)
Psychological distress (feeling sad or low recently)
Money (how are you at budgeting your money)
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Number of Unmet Needs by CANSAS Domain
Benefits

2

Money

4

Transportation

10

Telephone/communications

0

Basic education

2

Child care

2

Sexual expression

4

Intimate relationships

7

Company

7

Drugs

0

Alcohol

0

Safety to others

0

Safety to self

0

Psychological distress

4

Information on condition and treatment

1

Psychotic symptoms

2

Physical health

7

Daytime activities

5

Taking care of yourself

2

Take care of home

2

Food

2

Accommodations

0
0

2

4

6

8

10

12

A key strength and cause for celebration appearing in these data is that the number of
unmet needs among customers with SMI has declined in current assessment compared to
the 2019 structured assessment, and the number of met needs more than doubled. This
may indicate that even in the midst of the pandemic, the organization has performed
exceptionally well in meeting or helping to meet the range of human needs measured
here. Additionally, the average number of unmet needs reported by Compass customers
(2.9) is significantly lower than the average reported in the literature on the matter (4.0).
Potential cross-cutting themes from combining the open-ended responses and the
CANSAS are: (1) Transportation, which appears as the number one need in the CANSAS
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results as well as a top theme from the customer interviews; (2) Increase in supportive
social, personal, and intimate relationships, which appears near the top of both
quantitative and qualitative responses from customers with SMI.
Source:
Salvi, G., Leese, M., and Slade, M. (2005). Routine use of mental health outcomes assessments:
Choosing the measure. British Journal of Psychiatry, 186: 146-152.
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Key Findings from Relevant Compass Surveys and
Accessibility & Inclusion Focus Group
Introduction
Compass routinely collects a wide range of survey data from customers across the service
spectrum. Several of these data streams have specific relevance to needs assessment, as they
have accumulated a substantial number of recent responses (in the thousands), representing an
additional large-scale way for customers’ voices to be heard in this process.

Community and Office-Based Services Customer Survey
An ongoing community and office-based services customer survey yielded over 5,790
responses since the last needs assessment process was completed, with about 97% indicating
that “I believe my services are working for me,” as shown in the chart below.

Services Working

Most relevant to needs assessment, as seen above, 3% (n=193) of respondents replied in the
negative, and they were then asked, “What additional services do you need?” The most
common themes of unmet needs embedded in their replies were as follows:
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•
•
•
•
•
•
•
•
•
•

Transportation
Financial help
Therapy services, grief counseling, counseling, occupational therapy
Substance use treatment
Medication changes, medication management help
Assistance with housing
Education and psychoeducation, on trauma informed parenting, how to manage
conditions, anger management
Facilities closer to their home
Neurotherapy, neurofeedback, cutting edge treatments
Technology help for telehealth

Primary and Dental Care Surveys
The survey assessing customer experiences with Compass primary care and dental clinics
concludes with the question: “Are there any additional services you need at this time?” There
are 217 responses (from the past year) to this question, as follows:

Primary Care
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Oral Health/Dental Care

A chi-square test reveals that there is a statistically significant (p<.05) difference in the
likelihood of customers indicating unmet need at the time of their surveys, with unmet
dental needs remaining in substantially higher numbers than unmet primary care/medical
needs. This is essentially the same pattern of remaining dental needs as reported in the
2019 needs assessment.

Barriers to Care Survey: General and Cultural/Linguistic Factors
A 2020 staff survey of those who work most directly with customers focused on identifying
barriers to care across the organization, with nearly 500 respondents rating the extent to which
a variety of factors represent barriers to needed care for those we serve. The results reveal the
frequency of barriers to care are, in descending order of occurrence:
•
•
•
•

Customers financial hardship (42% frequently, almost always or always a barrier)
Inadequate physical space (20% frequently, almost always or always a barrier)
Geographic location (15% frequently, almost always or always a barrier)
Severity of customer’s illness (13% frequently, almost always or always a barrier)

Detailed response patterns are in the table below:
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Frequency of Barriers to Care

Frequency of Barriers to Care
200
160

157 152
129

125

120

137

151
127 127

134

102
84

80

79
55 59

51

48

40

38

38
9

10

0
Never
Physical Space

Rarely

Sometimes

Geographic Location

Frequently

Financial Hardship

Always
Illness Severity

This survey also assessed the extent to which cultural and linguistic factors represent a barrier
to care for customers across the service area. The results reveal the frequency of barriers to
care are, in descending order of occurrence:
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•
•
•
•
•

Culture of poverty or economic disadvantage (34% frequently, almost always or always a
barrier)
Factors not explicitly mentioned in the survey (13% frequently, almost always or always a
barrier; see examples of these barriers below in word cloud)
Sexual orientation/LGBTQ+ issues (5% frequently, almost always or always a barrier)
Military culture (2% frequently, almost always or always a barrier)
Religious beliefs or spiritual values/practices (1.3% frequently, almost always or always a
barrier)

Detailed response patterns are in the table below:

Cultural and Linguistic Barriers to Care
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Cultural and Linguistic Barriers to Care

400
300

305
276
259
225

200

165
123

100
0

94

107
60

Never

Rarely

Religious Beliefs

Military Culture

29

61 50

111

74 83
22

Sometimes

Sexual Orientation

3 6 14

25

Frequently

Poverty/Economic

49
3 4 7

16

Always

Something Else

Word Cloud of Barriers Not Mentioned

Finally, this survey assessed linguistic competency needs by asking staff who work with
customers to identify whether language was a barrier, and which languages most frequently
represent a barrier to providing needed care to customers. Though quite uneven in terms of
number of staff working in these areas, the following were the counties with the most frequently
reported language barriers:

47

Counties With Most Frequent Language Barrier

For those who indicated language as a barrier, the most common languages were as follows:

Most Frequent Barrier Language
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These results indicate at least 10 counties in which at least 5% of respondents report that
language is a barrier to care (see table above for specific counties, with St. Charles rated
as about twice as likely to have language barriers as the next county in the rankings).
When queried as to which specific languages represented a barrier, far and away the most
frequent was Spanish (about 54% of the time there was a barrier, it was Spanish). This
finding is consistent with the demographic analysis in a previous chapter, indicating that
Compass serves a disproportionate number of customers identifying themselves as
Hispanic/Latinx across all regions.
As part of this assessment process, initial findings related to cultural competence and diversity
issues were presented to Compass Health’s Accessibility & Inclusion Committee in order to
solicit their input on identifying needs relevant to their charge to identify and reduce or eliminate
barriers to access and inclusion for Compass customers, staff, and other stakeholders. Utilizing
this committee as a de facto “virtual focus group,” need themes were identified and
consensually validated by the group in February 2021. The group recommended that Compass
seek ways and means to address the following:
à
à

à
à

à

à

The needs of single parents in our service area who might be able to access Medicaid,
especially with the advent of Medicaid expansion, but who may be unaware of their eligibility;
The penetration of Compass services into the young adult African American male
population; are penetration rates consistent with their representation in the population? If so,
is this indicative of an engagement issue that could be addressed and improved upon?
(Note: the current assessment shows overall penetration into the African American
population is consistent with their representation in the population, except in the Southern
region, where it is significantly lower; further data collection and analysis will be needed to
determine if the young adult male population is a disparity population)
Also consistent with the survey results described above, the committee recommended
further analysis and solution seeking regarding barriers to serving the LGBTQ+ population.
The “re-entry population” of recently released prisoners was highlighted as one of significant
need, particularly with regard to behavioral health services, with such services often serving
as a substantial deterrent to re-offending and re-entry into incarceration. The current
assessment does not include data relevant to this, so further analysis is warranted and
recommended.
The committee wondered about the utility of collecting data via the Compass Human
Resources Department to evaluate the organization’s overall efforts to engage and grow a
more diverse workforce. The current assessment does not include data relevant to this, so
further analysis is warranted and recommended.
The highly vulnerable populations comprised of victims of sexual assault and sex trafficking
surfaced as a recommended focus for Compass to take on; in particular, issues of how to
best identify and engage these populations were put forward, with the proviso that no data
currently exist in our system to evaluate this need. This certainly seems an area well-suited
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to the substantial efforts that have been made in recent years toward evolving Compass as a
trauma-informed system of care.
The Accessibility & Inclusion Committee also highlighted the transportation needs of our
customers as a need to continue evaluating and addressing. Committee members spoke of
“transportation deserts” much like food deserts we have learned of in recent years, as well
as the “lack of connected transportation” between towns or cities in our service area (which
may prevent customers from accessing care or obtaining jobs needed to become or remain
stable. In particular, the question raised was, “How do we advocate or get involved in making
meaningful improvements to such transportation issues?”
The group also identified the needs of the older adult/geriatric community as worthy of
significant evaluation and strategic planning. This focus certainly comports with the data
presented in the current assessment indicating poor penetration into the older adult (65+)
population across Compass service regions. This may be particularly important in the era of
the pandemic, where social connections have been severed or severely hampered through
closing of senior centers and the like, and the likelihood of technology challenges being
greater among the older adult population (hence, preventing them from making virtual
connections as easily as younger, more digitally connected populations).
The final theme or recommended focus emerging from the group was to further evaluate
and develop collaborations with schools in the Compass service area; the rationale is that
schools are open portals for better meeting many needs identified throughout the current
assessment, including ways and means of addressing food insecurity, which remains a
problem in many pockets of the regions served by Compass. The current assessment does
not include data relevant to this, so further analysis is warranted and recommended.

Summary of findings from across disparate Compass surveys yielding the following
picture of barriers or unmet needs:
(1) The top five unmet needs among customers of community and office-based services
are transportation, financial help, therapy services (such as grief counseling, counseling,
occupational therapy), substance use treatment, and medication management assistance;
(2) Persistent unmet dental/oral health needs among those receiving such services,
significantly more so than among those receiving primary care services; (3) Customer
financial hardship and inadequate physical space for services were the top two barriers to
care or needs from a large scale staff survey (rated by at least 20% of respondents in the
field); (4) As regards cultural barriers to care, the top two specific factors were identified
as culture of poverty or economic disadvantage (34%) and LGBTQ+ issues (5%).
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Community Stakeholder Input (Boards of Associates)
Introduction
In January and February of 2021, community stakeholder groups (typically called Boards of
Associates or a similar title) were consulted with regard to the health of their communities, with a
focus on the things Compass Health might be able to do to better meet community needs.
These groups are comprised of key associates and stakeholders of Compass Health, and
include individuals from the realms of business, healthcare, social services, education, and
advocacy. Boards for each of the four Compass regions were surveyed using a questionnaire
adapted from the focus group script utilized in the 2019 needs assessment process. The
surveys were distributed to the boards by the regional vice president for each respective region
with a total of 23 responses received. Results are described below.

Overall Perceptions of Health and Well-Being in Compass Regions
On average, all four regions were rated at or just above the midpoint of the 1-5 rating (5=best),
with no significant differences between the regions’ overall ratings.

Please rate your perception of the overall
health and well-being of your community
(1=Worst to 5=Best)
3.4

3.33

3.3
3.2

3.17

3.13

Weighted Average

3.1
3

3
2.9
2.8
Eastern Region

Central Region

Southern Region

Western Region
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Ratings of Sufficiency of Services Across Regions
The community stakeholders were asked to assess the sufficiency of primary care, mental
health/psychiatric, substance use, and oral health services in their respective regions.
Specifically, stakeholders were asked to evaluate this statement: In my community, Compass
Health Network has enough primary care services (response options: 1=strongly disagree,
2=disagree, 3=neutral, 4=agree, 5=strongly agree). The results were as follows:

Primary Care Services
3.6
3.5

3.5
3.4

3.4
3.3
3.2

Weighted Average
3.17

3.1
3
Eastern Region

Central Region

Western Region

Sufficiency of primary care services was rated substantially lower in the Eastern region.
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Stakeholders were asked to agree or disagree with this statement: In my community,
Compass Health Network has enough mental health/psychiatric services (response
options: 1=strongly disagree, 2=disagree, 3=neutral, 4=agree, 5=strongly agree). The results
were as follows:

Mental Health/Psychiatric Services
4.5

4.17

4

3.33

3.5
3

4

2.88

2.5
Weighted Average

2
1.5
1
0.5
0
Eastern Region

Central Region Southern Region Western Region

Mental health/psychiatric services were rated as substantially less sufficient in the
Eastern and Western regions.

Stakeholders were asked to agree or disagree with this statement: In my community,
Compass Health Network has enough substance use services (response options:
1=strongly disagree, 2=disagree, 3=neutral, 4=agree, 5=strongly agree). The results were as
follows:
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Substance Treatment Services
4.5

4.17

4
3.5
3

3.5

3.67

3

2.5
Weighted Average

2
1.5
1
0.5
0
Eastern Region

Central Region Southern Region Western Region

Sufficiency of substance use treatment services was rated highest in the Central regions
and substantially lower in the Eastern region.

Stakeholders were asked to agree or disagree with this statement: In my community,
Compass Health Network has enough oral/dental health services (response options:
1=strongly disagree, 2=disagree, 3=neutral, 4=agree, 5=strongly agree). The results were as
follows:
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Oral/Dental Health Services
4.5

4

4
3.5
3

3.83

3

2.5
Weighted Average

2
1.5
1
0.5

0

0
Eastern Region

Central Region Southern Region Western Region

Sufficiency of oral/dental services was rated substantially lower in the Eastern region.

Impressions of Community Health, Challenges, Barriers, and Recommendations to
Compass Health Network
Following completion of the ratings above, stakeholders were prompted for their open-ended
responses to a series of questions regarding community health, health-related challenges,
barriers to improved health, and specific advice or recommendations they would offer Compass.
Summaries of these responses are provided below for each region.

Central Region
Regarding health, what is your impression of your community?
The group painted a fairly inconsistent picture of the community, from fairly healthy and
fortunate to have resources, to unhealthy with transportation issues preventing access.
Comments supporting this conclusion are provided below:
•
•
•
•

There are resources available for most healthcare issues, but I'm not sure all of the
resources are being used.
Families have access but don’t always have transportation to access.
Considering the pandemic, overall we are fortunate
Unhealthy
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•
•

Average
Fairly healthy

What do you think are the top health-related issues or challenges in the community?
The group identified a number of challenges including: (1) mental health, (2) lack of awareness
of available resources, (3) transportation, (4 affordability of services, and (5) care for both ends
of the age spectrum. Below are their specific comments:
•
•
•
•
•
•
•
•
•
•
•
•
•

Getting people to practice preventative care rather than treatment
Mental Health (x3), exacerbated by the pandemic
Healthy eating/lifestyle
COVID-19
Cost of healthcare, or fear of the cost, so medical care isn't sought
Transportation to seek medical help
Access for affordable health care
Drugs
Elderly care
Getting people connected with the correct services
Prescription cost
COVID vaccine distribution when available
Children's health

What barriers do you see to improving the community’s health?
The group-identified barriers to health improvement were similar to the challenges mentioned
above, but included education, information, and misinformation as a theme:
•
•
•
•
•
•
•
•
•
•
•
•
•

Access to low cost or free healthcare.
Transportation
Funding
Knowledge
COVID
Limitations caused by COVID
lack of education and/or misinformation.
Follow up when it’s time to refill meds
Economic Impact of pandemic and tax collection
Access to care
Limited health selections
No public transportation
Available when needed
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•
•

Long term impact on children with limited in person school
Communities lack of credit given to local providers

What advice do you have for Compass Health as we plan for the next 3 years?
When asked specifically how they would advise Compass to proceed in the near future, the
group provided a range of actions from proactively partnering to increasing physical presence in
the community. Individual comments included the following:
•
•
•
•
•
•
•
•
•

Continue being pro-active.
Work with local partners to explain services available.
Keep up the advancement of mental health services
More community awareness of Compass
Look at health trends and respond or prepare
Partner for vaccine distribution
Compass Health physical presence in town
Increase full-service health facilities in this area.
Partner with schools for early intervention for children

Eastern Region
Regarding health, what is your impression of your community?
Comments were as follows:
•
•
•
•
•
•
•

Somewhat healthy, but behavioral health is not so much
Hurting mentally and emotionally due to COVID and addiction
I believe we have an adequate number of mental and physical health facilities but insurance
and financial ability to pay keeps many from receiving the services they need.
Needs are being met
We have a very active community but there are some needs that need to be met
Good (x2)
Difficulty in maintaining health care levels.

What do you think are the top health-related issues or challenges in the community?
The top challenge identified was (universally) behavioral health, including mental health and
SUD treatment, and the need for more education and stigma reduction, with specific comments
as follows:
•

Behavioral Health, mental health (x7)
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•
•
•
•
•
•
•
•
•
•
•
•

Drug abuse, substance Abuse Treatment (x5)
Homeless needs
Maintaining health care personnel
Growth of elderly in my area
Lack of local eye doctor
Mental health stigma
Lack of education
Need for additional dentist
More clinics needed
Overall good health
Mental health education
Ability to see providers on a timely basis

What barriers do you see to improving the community’s health?
The respondents showed significant commonality on their view of the key barriers to health
improvement, with awareness/education/stigma reduction and funding topping the list, with
comments like:
•
•
•
•
•
•
•
•
•
•
•
•
•

Lack of exposure/advertising available for residents, not sure where to turn because they
don’t know the services are available
Possibly, that individuals don't know the resources that are available to them
Communication
Education
Social stigma in regard to mental health
Funding
Money
Don't think there are any real community barriers to overcome
Isolation/disconnecting from the populace
NIMBY (not in my backyard)
Accessibility
Political blockades
Transportation/connectivity

What advice do you have for Compass Health as we plan for the next 3 years?
When asked specifically how they would advise Compass to proceed in the near future, the
group recommended more community education and awareness raising and expansion of sites
and addictions treatment. Individual comments were as follows:
•

Widen the scope of services beyond mental health in the public’s perception
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•
•
•
•
•
•

Continue doing the great job you are doing
More satellite sites
Improve understanding of what Compass is and what we have to offer
Expansion of addiction services for the whole family, especially coming out of pandemic
Reach the public/suburbs on a more personal level with all the amazing things you are
doing. We all know someone who needs help but don’t know where to tell them to turn.
Educate the suburban families.

Southern Region
Regarding health, what is your impression of your community?
Only two responses were received from this region, as follows:
•
•

Average
Needs improvement

What do you think are the top health-related issues or challenges in the community?
The respondents offered the following as the top challenges:
•
•
•
•
•

Motivation for citizens to accept responsibility
Drug availability and abuse
Overweight
Care and supervision of mentally disabled
Child safety (abuse, neglect, nutrition)

What barriers do you see to improving the community’s health?
•
•
•
•
•

More community awareness
Communication (continuous and consistent messaging needed)
Motivation
Organized effort (I believe there is sufficient money and people, but need to agree on
priorities and have a central organizer)
Uninterested audience

What advice do you have for Compass Health as we plan for the next 3 years?
•
•
•

Bigger presence in media
Keep growing to help more people
Continue to build community awareness of provided services
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Western Region
Regarding health, what is your impression of your community?
•
•
•
•
•

It is difficult for people in our county to access quality health/mental health care and
information.
Issues with obesity, higher than state average
Clinton offers far better health care needs than most communities.
Strong
Fair (x2)

What do you think are the top health-related issues or challenges in the community?
•
•
•
•
•
•
•
•
•
•
•
•

Access
Low participation in preventive care
Substance abuse
COVID
Mental health and unmet psychiatric needs (x4)
Health literacy which has been evident during the pandemic
Quality care
High obesity issues in children and general population
Health insurance
Poverty, low income (x3)
Lack of information
Low expectations for healthy lifestyle

What barriers do you see to improving the community’s health?
Comments were as follows:
•
•
•
•
•
•

Funding, affordable health insurance, financial resources, free or sliding scale for payment,
affordable health care (x5)
Public transportation, transportation for preventative care, access to transportation (x4)
Time for appointments (including time off work)
Increased mental health facilities
Health literacy
Access to healthy recreation opportunities
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What advice do you have for Compass Health as we plan for the next 3 years?
When asked specifically how they would advise Compass to proceed in the near future,
respondents indicated the following specific comments:
•
•
•
•
•
•
•
•
•
•
•

Continue working to build partnerships with schools (access for children is so valuable!)
Continue modeling the path to better health
Continue to get the word out about what all Compass provides
Identify additional transportation services
Think of clients first, employees second and bottom line last
Engage people to make healthy choices
Enlarge our local facilities
Additional behavioral health availability for acute episodes
Work with schools on internships to help with staffing needs
Support activities that offer healthy opportunities
Inpatient psychiatric services

Summary: Although the stakeholders across Compass regions rated their overall
impression of their community’s health similarly (just above the midpoint on a 5-point
scale), clear differences emerged in their views of relative sufficiency of Compass
services in their respective areas, as follows: Eastern region was rated as having relatively
less sufficient primary care, mental health/psychiatric (along with Western), oral health
and substance use services than all others. The cross-cutting need themes identified from
the open-ended stakeholder survey include the following: (1) need for more behavioral
health services, with SUD as a particular focus, (2) need for more awareness raising,
public education, and stigma reduction to improve engagement and treatment uptake, (3)
improved affordability of services, including sliding scale, to reduce financial/economic
barriers, and (4) transportation assistance to improve access to care.
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Prioritized Population Health Needs and Health Disparities for
Compass Regions as Identified in Regional Community Health
Needs Assessments
Introduction
The information in this section was culled from all of the most recent available community health
needs assessments conducted (as required by the Affordable Care Act) by regional non-profit
hospitals, whose service areas fully or partially overlap Compass Health regions (i.e., if there are
any overlapping counties). In addition to a compendium of the prioritized health needs in each
region, any health disparities discovered in the community health needs assessment process
are also provided below. The method used was as follows: (1) Extract up to the top five
prioritized health needs from each CHNA, (2) Compile these needs, in order, for each Compass
region, and (3) Identify and list up to the top five health needs that occurred most frequently in
that master list for each region.

Central Region (Audrain, Boone, Callaway, Chariton, Cole, Cooper, Howard, Linn,
Miller, Moniteau, Monroe, Montgomery, Osage, Pike, Ralls, Randolph Counties)
Community health needs assessments from the following hospitals, health systems, or
collaboratives overlapping with the Central Region are included here:
•
•
•
•
•
•
•

Boone Hospital Center (2016) (Boone)
Capital Region Medical Center (2019-2021) (Cole)
Central Missouri Community Health Assessment Partnership (2018) (Callaway, Cole Miller,
Moniteau, Osage)
General John J. Pershing Memorial Hospital (2019) (Linn)
Lake Regional Health System (2018) (Miller)
Pike County Memorial Hospital (2019) (Pike)
SSM Health St. Mary’s Hospital – Jefferson City (2018) (Cole)

Eastern Region (Lincoln, St. Charles, Warren Counties)
Community health needs assessments from the following hospitals, health systems, or
collaboratives overlapping with the Eastern Region are included here:
•
•
•

Barnes-Jewish St. Peters Hospital (2019) (St. Charles)
Progress West Hospital (2019) (St. Charles)
SSM Health St. Joseph Hospital – Lake St. Louis (2018) (St. Charles)
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Southern Region (Camden, Crawford, Dent, Franklin, Gasconade, Iron, Laclede,
Maries, Phelps, Pulaski, St. Francois, Washington Counties)
Community health needs assessments from the following hospitals, health systems, or
collaboratives overlapping with the Southern Region are included here:
•
•
•
•

Missouri Baptist Sullivan Hospital (2016)
Phelps County Regional Medical Center (2016)
Hermann Area District Hospital (2014-2016)
Washington County Rural Health Network (2015)

Western Region (Bates, Benton, Carroll, Cass, Cedar, Henry, Hickory, Jackson,
Johnson, Lafayette, Morgan, Pettis, St. Clair, Saline, Vernon Counties)
Community health needs assessments from the following hospitals, health systems, or
collaboratives overlapping with the Western Region are included here:
•
•
•
•
•
•
•
•
•
•

Bates County Memorial Hospital (2019) (Bates)
Bothwell Regional Health Center (2019) (Pettis)
Carroll County Memorial Hospital (2018) (Carroll)
Cass Regional Medical Center (2019) (Cass)
Cedar County Memorial Hospital (2020) (Cedar)
Children's Mercy Kansas City (2019-2022) (Jackson, Cass)
Fitzgibbon Hospital (2019) (Saline)
Golden Valley Memorial Healthcare (2019) (Henry)
Lake Regional Health System (2018) (Morgan)
Western Missouri Medical Center (2019) (Johnson)

Summary and Cross-Cutting Themes from Regional CHNAs
The charts on the following page summarize the prioritized health needs extracted from the
compiled CHNAs, as well as any identified health disparities.
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Prioritized Health Needs Summarized from Regional CHNAs

Central
•Health Literacy and
Preventative Care
Education
•Chronic Disease
Maintenance and
Treatment
•Mental Health
Disorders and
Substance Use
Disorders
•Access and
Transportation to
Health Services
•Economic
Development Issues

Eastern
•Housing Security
•Mental Health
Disorders and
Substance Use
Disorder
•Access and
Transportation to
Health services
•Child Welfare
•Justice System

Southern
•Heart Disease and
Hypertension
•Smoking and
respiratory diseases
•Mental Health
Disorders and
Substance Use
Disorder
•Access to Primary
Care Physicians
•Diabetes and
Obesity

Western
•Mental Health
Disorders
•Economic
Development and
Security
•Access and
Transportation to
Health Services
•Substance Use
Disorders
•Preventative Care
and Health Literacy

Summary of Health Disparities Identified in Regional CHNAs

Central

Eastern

• Uninsured
population
• Underinsured
population
• Older adult
population

• Social services
and support
for nonEnglish
speakers (see
note above)

Southern
• Older adults
• Youth
• LGBTQ+

Western
• Uninsured
• Underinsured

As can be seen at a glance, mental health and substance used disorders are universally
identified as top needs in each region, transportation is in 3 of 4 of the lists, as is prevention
and care of chronic diseases (including diabetes and heart disease), and economic
development/security. The most common health disparities (each identified in 2 of 4 top
regional lists) are uninsured/underinsured citizens and older adult population health needs.
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Conclusion: Prioritized Needs to Guide Strategic Planning
Summary of Cross-Cutting Themes from Quantitative and Qualitative
Analyses
In addition to numerous issues, barriers, and needs identified in each section above, it is
important to highlight cross-cutting themes that emerged in more than one of the multi-pronged
approach taken in this assessment process. Because they appear clearly in more than one
analysis, they should be considered as the most reliable and robust indicators of need upon
which to build strategic planning efforts.

à

à

à

à

à

Expansion of mental health and substance use treatment services in all regions was
identified as a key need multiple parts of this assessment including the community
stakeholders, Compass staff, consumers with SMI, and all community health needs
assessments summarized herein. Additional SUD treatment was a particularly salient
theme, but the range of behavioral health services that appeared in this assessment of
need was wide, ranging from additional therapists, to more “cutting edge” treatments
such as neurotherapy, to more assistance with medication management.
Finding creative and effective solutions to customer transportation needs have been
clearly identified in numerous other parts of this assessment as well, including
community stakeholders, Compass staff, consumers with SMI, and all community
health needs assessments.
Factors related to the culture of economic deprivation have been clearly identified as
barriers in other parts of this assessment, including staff, customer, and stakeholder
surveys, as well as the targeted sociodemographic profiling of Compass regions.
Multiple stakeholders suggested targeting improved affordability of services,
including sliding scales, to reduce financial/economic barriers to care.
Health disparities related to the uninsured population has been identified in multiple
sectors of the assessment process as well. It is important to note that significant
differences are evident in the proportions of the uninsured served by Compass across
regions, as follows: (a) No appreciable differences in uninsured customers exist
between Compass and the general population in the Southern and Eastern regions; (b)
Compass serves a significantly higher proportion of the uninsured population in the
Western region (18% compared to 13% in the population); and (c) the most dramatic
differences exist in the Central region, where the uninsured comprise 32% of Compass
customers, compared to 12% in the regional population.
Regarding health disparities related to age groups, Compass serves youth (under age
18) in significantly higher proportions than they appear in the population in every
region, with the highest disparity appearing in the Eastern region. However, and most
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relevant to the cross-cutting theme identified here, the opposite pattern holds true for
those aged 65 and older, which are underrepresented among Compass customers
when compared to the general population in each region.
Stakeholders including community boards and internal Compass customers with SMI
identified a felt need for more awareness raising, public education, and stigma
reduction to improve engagement and treatment uptake.
Persistent unmet dental/oral health needs exist among those receiving such services,
in significantly greater proportions than primary care needs persist among those
receiving primary care services.
Cultural competence and diversity related barriers or needs also appeared in several
ways across this assessment. In particular, as regards cultural barriers to care, the top
two specific factors were identified as culture of poverty or economic disadvantage
and LGBTQ+ issues. Additionally, the two most salient racial/ethnic groups
represented in the Compass service area, Black/African American and Hispanic/Latinx,
are instructive for a couple of reasons: (a) Compass serves persons identifying as
Black/African American in proportions slightly higher than they appear in the
population in all regions (Central, Eastern, and Western) except the Southern, where
the disparity is substantially in the other direction (about 9 percentage points lower
representation); and (b) Compass serves persons identifying as Hispanic in
proportions that significantly exceed their representation in the population (from 2 to 4
times as many) across all regions. The Southern and Central regions serve the highest
number, proportional to their populations.
Related to the above, when language is a barrier to delivering services, it is
overwhelmingly Spanish (followed distantly by Arabic and Other languages), and is
most likely to occur in St. Charles, Henry, Cole, Franklin, Boone, and Cass counties (in
descending order of reported number of barriers).
Remarkably, based on the voices of consumers with SMI themselves, there is good
evidence that the impact of the COVID-19 pandemic on their health and well-being has
been minimal for many (this was the single most frequent response to the question:
little or no effect). However, for some, it has had the distressing effect of increasing
isolation and related negative affect (depression and anxiety most commonly
reported). It is perhaps cause for celebration of a difficult job well done that many
consumers report that they have weathered the pandemic as well as they have thus far
because of the Compass services they have continued to receive, albeit in a different
form in most cases. To that point, many members of clubhouses run by Compass
report that their main request is for Compass to keep doing what it is doing, and to get
the clubhouses open again as soon as possible, as that is where they found great
support through the connections with other members and staff. This point interlocks
with the next theme:
A key need identified in both quantitative and qualitative responses from customers
with SMI was to somehow increase and expand their supportive social, personal, and
intimate relationships. Of course, for some, reopening the clubhouses is a direct way
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to do so, but perhaps there are other strategies or initiatives that could be pursued in
this regard. This is no small matter, as such relationships are a key protective factor
against a range of serious mental health challenges and addiction issues. On that
point, it is instructive to note the following disparate but related findings from this
assessment: Compass Health Network’s Eastern region is statistically significantly
lower in the reported rate of social connections than all other regions and is
simultaneously significantly higher in the rate of drug overdose deaths.
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Appendix A: Data Dictionary and Data Sources for Indicators
Access to exercise
opportunities
Adult obesity
Adult smoking
Alcohol-impaired MV
deaths
Children in poverty
Children w single-parent
households
Dentists
Diabetes
Diabetes monitoring
Diabetes prevalence
Disconnected youth
Drug overdose
Excessive drinking

Firearm fatalities
Flu vaccinations
Food environment index
Food insecurity
Free-reduced lunch
eligible
Frequent mental
distress
Frequent physical
distress
Health care costs
High school graduation
HIV prevalence
Homicides
Income inequality
Injury deaths

Percentage of the population with access to places for physical
activity
Percentage of adults that report BMI >= 30
Percentage of adults that reported currently smoking
Percentage of driving deaths with alcohol involvement
Percentage of children (under age 18) living in poverty
Percentage of children that live in single-parent households
Dentists per 100,000 population
Derived from “yes” response to the following question: Have you
ever been told by a doctor that you have diabetes?
Percentage of diabetic Medicare enrollees receiving HbA1c test
Percentage diagnosed with diabetes
Percentage of youth ages 16-24 who are neither in school nor
working
# of deaths by drug overdose
Percentage of adults that report excessive drinking, defined
consuming 4 or 5 drinks on a single occasion in the past 30 days,
or more than one or 2 drinks per day on average.
Number of firearm deaths per 100,000 population
Percentage of fee-for-service (FFS) Medicare enrollees that had
an annual flu vaccination
Indicator of access to healthy foods - 0 is worst, 10 is best
Percentage without reliable access to foods in the past year
Percentage of children enrolled in public schools K-12 eligible for
free or reduced lunch.
Percentage reporting frequent mental distress
Percentage reporting frequent physical distress
Price-adjusted Medicare reimbursements (Part A and B) per
enrollee
Graduation rate
Percentage diagnosed with HIV
Number of deaths from assaults per 100,000 population
Ratio of household income at the 80th percentile to income at the
20th percentile
Injury mortality rate per 100,000.
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Insufficient sleep
Limited access to
healthy foods
Low birth weight
Mammography
screening
Median household
income
Mental health providers
Motor vehicle crash
deaths
Number of veterans
Other primary care
providers
Physical inactivity
Poor mental health days
Poor or fair health
Poor physical health
days
Population
Premature death
Preventable hospital
stays
Primary care physicians
Residential segregation
- black/white

Residential segregation
- non-white/white

Severe housing
problems
Sexually transmitted
infections (STI)
Social associations

Percentage who reports sleeping an average of 7 hours or less
per night
Percentage that are low income and do not live close to a
grocery store
Percentage of births with low birth weight (<2500g)
Percentage of female Medicare enrollees having at least 1
mammogram in 2 yrs. (age 67-69)
The income level where half of households in a county earn more
and half of households earn less
Mental Health Providers per 100,000 population
Number of motor vehicle crash deaths per 100,000 population
# of veterans
Ratio of county population to the number of other primary care
providers, including nurse practitioners.
Percentage of adults that report no leisure-time physical activity
Average number of reported mentally unhealthy days per month
Percentage of adults that report fair or poor health
Average number of reported physically unhealthy days per
month
Total population of the county
Age-adjusted YPLL rate per 100,000
Discharges for Ambulatory Care Sensitive Conditions per 1,000
Medicare Enrollees
Primary Care Physicians per 100,000 population
The degree to which two or more groups live separately from
one another in a geographic area. Interpreted as the percentage
of black or white residents that would have to move to different
geographic areas in order to produce a distribution that matches
that of the larger area.
The degree to which two or more groups live separately from
one another in a geographic area. Interpreted as the percentage
of non-white or white residents that would have to move to
different geographic areas in order to produce a distribution that
matches that of the larger area.
Percentage of households with at least 1 of 4 housing problems:
overcrowding, high housing costs, or lack of kitchen or plumbing
facilities
Chlamydia cases per 100,000 population
Associations per 10,000 population
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Some college
Suicides
Teen births
Unemployment
Uninsured
Uninsured adults
Uninsured children
Violent crime
% 65 and older
% American Indian and
Alaskan Native
% Asian
% below 18 years of age
% Females
% Hispanic
% Native Hawaiian/Other
Pacific Islander
% Non-Hispanic African
American
% Non-Hispanic white
% not proficient in
English
% Rural

Percentage of adults age 25-44 with some post-secondary
education
Number of suicides per 100,000 population
Births per 1,000 females ages 15-19
Percentage of population ages 16+ unemployed and looking for
work
Percentage of people under age 65 without insurance
Percentage of the population ages 18-64 that has no health
insurance coverage
Percentage of the population under age 19 that has no health
insurance coverage
Violent crimes per 100,000 population
Percentage of the county population age 65 and older
Percentage of persons who are American Indians and Alaskan
Natives in the county population
Percentage of Asian persons in the county population
Percentage of the county population below 18
Percentage of the county population that is female
Percentage of Hispanic persons in the county population
Percentage of persons who are Native Hawaiian or Other Pacific
Islanders in the county population
Percentage of persons who are African Americans in the county
population
Percentage of White persons in the county population
Percentage of county population that is not proficient in English
Percentage of the county that is classified as rural
Data Sources

National Center for Health Statistics - Mortality Files
Behavioral Risk Factor Surveillance System
National Center for Health Statistics - Natality files
CDC Diabetes Interactive Atlas
USDA Food Environment Atlas, Map the Meal Gap from Feeding America
Business Analyst, Delorme map data, ESRI, & US Census Tigerline Files
Fatality Analysis Reporting System
National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention,
Small Area Health Insurance Estimates
Area Health Resource File/American Medical Association,
Area Health Resource File/National Provider Identification file
CMS, National Provider Identification
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Dartmouth Atlas of Health Care
EDFacts,
American Community Survey, 5-year estimates
Bureau of Labor Statistics
Small Area Income and Poverty Estimates
County Business Patterns
Uniform Crime Reporting – FBI
CDC WONDER mortality data
Census Population Estimates
Missouri Department of Health and Senior Services, Missouri County-Level Study (CLS
CDC Causes of Death Statistics, suicide
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Appendix B: FQHC Needs Assessment Documentation
(from 2019 Service Area Competition Application)
NEED
A well-documented need exists for the proposed St. Charles, MO NAP satellite clinic to address
the growing health disparities of the medically indigent residents who reside in a six-zip code
service area that is primarily located in St. Charles County with limited encroachment into St.
Louis County. The information presented in this Need Section is in compliance with Chapter 3
of the Compliance Manual, and clearly depicts the need for health care intervention within the
region. As a current provider of health care services in St. Charles County, Compass Health has
intimate knowledge of the demographics and unique cultural nuances that exist within the
region. The following narrative describes the region and residents that Compass Health has
selected to serve at its proposed St. Charles, MO NAP satellite clinic location.
1) Describe your proposed service area (consistent with Attachment 1: Service Area Map
and Table), including:
a) The service area boundaries. Compass Health carefully selected the service area to address
the growing health disparities and need for increased accessibility for the medically indigent.
While other health centers are located in adjacent communities, the penetration rates of these
health centers are inadequate and not meeting the health care needs of individuals at/below 200%
FPL. The map, included here and as Attachment 1, provides a visual of the St. Charles, MO
NAP clinic site and corresponding service area.
The selected service region and proposed St.
Charles, MO NAP clinic location is located in
zip codes contiguous to current Compass Health
operations in St. Charles county, making this
satellite site a natural expansion to current
operations. There are currently five Compass
Health clinics in the east central area of Missouri.
The target area for the New Access Point is the
northeast portion of St. Charles County and the
northwest portion of St. Louis County. This
contiguous area is bisected by county boundaries,
which follow the course of the Missouri River.
The two counties are bisected by the Missouri
River. The Mississippi River provides a northern
boundary while Interstate 70 provides a southern
boundary.
The majority of the targeted land area is more
rural with two-way roads. However, there are
also major suburban population centers such as
St. Charles, Hazelwood, and Florissant. These
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larger cities are located south, as well as east and west of the proposed St. Charles, MO NAP
clinic location.
The area is home to the following public-school districts: Orchard Farm R-V, St. Charles R-VI,
Hazelwood, and Ferguson-Florissant R-II. There are several private and parochial schools
serving the area as well. Compass Health has current relationships with each of the school
districts (with the exception of Hazelwood), and understands the unique health care needs of
each district.
St. Charles County is located in Missouri’s 2nd and 3rd Congressional Districts. St. Louis County
is located in Missouri’s 1st and 2nd Congressional Districts.
b) How the service area reflects where the proposed patients reside. The targeted service area
includes six zip-codes:
63301 – St. Charles
63034 and 63031 – Florissant
63042 – Hazelwood
63044 – Bridgeton
63373 – Portage des Sioux.
The population of the zip-code area is 147,807 with 40,843 considered low-income (UDS
Mapper, 2012-2016 data). This 27.63% of the service area’s population -- medically indigent
individuals at/below 200% of FPL – is priority population for the St. Charles, MO NAP clinic.
Please note that the Form 4 data was extracted from the ACS and is more current, reflecting
population data from 2013-2017. A very small percentage of the low-income population is
being served by an existing Health Center (14.7%).
c) The extent to which the service area is currently served by the Health Center Program.
Currently, Compass Health serves approximately 1,600 patients in the Saint Charles zip code
area. The table below reflects the Health Centers currently serving the zip-code area and the
level of penetration for each.
2017 UDS Data on Health Center Population

Zip
63031
63034
63042
63044
63301
63373

COMPASS
4.20%
0.00%
5.50%
10.50%
82.00%
0%

BETTY
JEAN
KERR
54.10%
59.50%
53.00%
32.20%
5.20%
0%

AFFINIA
21.60%
18.80%
22.10%
36.10%
9.10%
0%

MYRTLE
HILLIARD
DAVIS
12.80%
13.50%
13.20%
9.40%
1.20%
0%

FAMILY
CARE
5.30%
5.00%
6.30%
11.80%
2.60%
0%

Current
Patients
2117
682
1146
457
1600
0

Target
Pop.
12858
3633
7745
3306
13183
118

Not
Served by
HC (%)
83.5%
81.2%
85.2%
86.2%
87.9%
100.0%

As this chart highlights, the percentage of target population not being served by existing health
centers at the lowest figure is 81.2%, with one zip code (63373) not receiving any health care
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services from an established health center. This specific zip code is the equivalent of a medical
desert – individuals lacking complete access to integrated health care services. Because the rural
nature of most of the selected service region, financial and transportation barriers create
insurmountable challenges for residents to travel to neighboring health center locations. Because
of these factors and the current unmet health care needs of the medically indigent population,
Compass Health has specifically located the St. Charles, MO NAP clinic location to meet the
needs of the selected region – alleviating many of the factors that prohibit this population from
accessing quality health care services.
2) Describe the current unmet health care needs in the service area/target population.
The information in this section was collected, tabulated and presented using HRSA-approved
data sources (such as US Census Bureau, American Community Survey, US Department of
Labor and the UDS Mapper) and in consultation with appropriate State and local government
agencies and local health care providers.
Of note: there is a Medically Underserved Area - #01895 within the selected service region, and
the Missouri Primary Care Association is aware and fully supportive of Compass Health
developing and operating the proposed St. Charles, MO NAP clinic location (please see the
Letter of Support in Attachment 9).
a) The extent to which your target population is currently served by other primary health care
providers and the remaining unmet need. Currently, patients in the zip code area are served
predominantly by Betty Jean Kerr- People’s Health Centers, along with Affinia Healthcare,
Myrtle Hilliard Davis Comprehensive Health Centers, Family Care Health Centers, and
Compass Health. While there are several providers, the overall health center penetration of lowincome patients is inadequate at only 14.7%. This indicates that many in the area are without a
service provider and highlights the need for the NAP satellite site. The remaining low-income
population (34,841 individuals) is challenged to find care, seeking services at health clinics and
hospitals. For those with transportation barriers, the challenge to maintain health care is even
greater.
Many private health care providers do not historically strive to meet the needs of Medicaid and
uninsured residents. This is true for the six selected zip codes this NAP will serve. With the
exception of existing health centers, no other health care professionals are targeting the
medically indigent (these professionals in most cases refuse to serve medically indigent
residents).
Within the selected service region there are limited behavioral health providers that are willing to
accept Medicaid patients and no dentists accept Medicaid for adult patients. Compass Health
primarily serves the dental needs for the majority of the service area, and looks forward to the
opportunity to better meet this need through the proposed St. Charles, MO NAP clinic location.
b) Factors associated with access to care and health care utilization. This section describes a
multitude of factors in the service area that impact access to health care and health care
utilization, including occupation, unemployment, educational attainment, income level, transient
populations, geography and transportation.
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Occupation and Unemployment:
The total population of the zip-code area aged 16 and older is 119,969, of which only 79,636
(66.4%) are labor force participants.1 As of August 2018, the annual average unemployment rate
for the United States was 4.0%, and 3.5% for Missouri. The average rate for the two-county area
was 3.2% (not seasonally adjusted).2 The table below details the rates.
Report Area

Unemployment Rate

Report area

3.2%

Saint Charles County, MO

2.8%

Saint Louis County, MO

3.4%

Missouri

3.5%

United States

4.0%

Most residents in the zip code service area work in Educational services, and health care and
social assistance (23.0%), followed by Retail Trade (12.3%) and Manufacturing (11.9%).
Education:
For the population age 25 and older, 8.4% of the zip code service area residents lack a high
school education, and 28.4% have a bachelor’s degree or higher education. (Source: US Census
Bureau, American Community Survey. 2013‐17. Source geography: Tract). The table below
shows a comparison of zip-code level rates, county rates, and state and national education rates:3
the data indicates that residents in the zip codes of the proposed service area have not achieved
the same level of education as other residents in Saint Charles and Saint Louis counties.
Area
Less Than High School
Bachelor’s Degree or Higher
Education
Education
Zip-code service area
8.4%
28.4%
Saint Charles County, MO
5.52%
37.12%
Saint Louis County, MO
6.8%
42.82%
Missouri
10.79%
28.19%
U.S.
12.69%
30.93%
Income:
According to the 2013-2017 American Community Survey 5-year estimates, the median
household income was $51,542 for Missouri and $57,652 nationwide. The median household
income for those in Saint Charles County was $78,380 and $62,931 for those in Saint Louis
County. Income levels are higher than state and national levels, but do not reflect pockets of
poverty that exist in the region. It is these “pockets” that the St. Charles, MO NAP clinic site will
specifically target. As with many counties of the state, there are concentrated pockets of wealth
that can skew county-level indicators, providing misleading impressions of income and poverty.
1
2

U.S. Census Bureau, 2013-2017 American Community Survey 5-Year Estimates

US Department of Labor, Bureau of Labor Statistics. 2018 ‐ August. Source geography: County
3
US Census Bureau, American Community Survey. 2013‐17. Source geography: Tract
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In fact, the service area is a very high poverty area with limited access to services. An estimated
29.1% of the zip code service area population are below 200% FPL, with approximately 40,843
individuals likely to be unserved or underserved. At the county level, an average of 35.48% of
school age children are eligible for free/reduced lunch programs, compared to 50.53% in
Missouri and 49.21% nationally.4
Health Insurance and Poverty:
According to UDS Mapper, the table below reflects the percentage of those who are below 200%
FPL and uninsured, by zip-code.
Zip-code
63031
63034
63042
63044
63301
63373

City
Florissant
Florissant
Hazelwood
Bridgeton
Saint Charles
Portage des Sioux

Uninsured Population below 200% FPL
60.8%
58.3%
53.2%
73.1%
70.2%
26.7%

c) Most significant causes of morbidity and mortality.
Diabetes: According to UDS Mapper, approximately 7.79% of the zip code service area
population has been told they have diabetes. At the county level, the overall average rate is
9.62% of adults aged 20 and older have been told they have diabetes, as compared 10.52% for
Missouri and 9.28% for the nation.5 Diabetes may be an indicator for unhealthy lifestyles and
can put individuals at risk for other health issues.
Cardiovascular disease / high blood pressure: According to UDS Mapper, approximately
28.23% of the zip code service area population has been told they have high blood pressure. At
the county level, the mortality rate for coronary heart disease is 109.6 per 100,000, as compared
to the Missouri rate of 115.23 and the national rate of 99.6 per 100,000.6 This rate is greater than
the Healthy People 2020 target of less than or equal to 103.4.
Within the two-county area there are an estimated 36.3 deaths due to cerebrovascular disease
(stroke) per 100,000 population. This is lower than the state and national rates of 41.02 and 36.9,
respectively. Specific lifestyle risk factors are associated with cardiovascular disease, including
cigarette smoking, high blood pressure, high cholesterol and insufficient fruit / vegetable intake.
Approximately 17.4% of adults age 18 or older in the two-county area self-report currently
smoke cigarettes some days or every day.7

4

National Center for Education Statistics, NCES - Common Core of Data. 2016-17. Source geography: Address
Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health
Promotion. 2015. Source geography: County
6
Centers for Disease Control and Prevention, National Vital Statistics System. Accessed via CDC WONDER. 2012‐
16. Source geography: County
5

7
Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System. Accessed via the Health Indicators
Warehouse. US Department of Health & Human Services, Health Indicators Warehouse. 2006-12. Source geography: County
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Cancer and cancer screening: Overall, county level cancer mortality is slightly lower (159.8 per
100,000) than state rates (175.88 per 100,000), and national rates (160.9 per 100,000). The rates
for prostate cancer are higher in the two-county area overall when compared to state and national
rates, as shown in the table below.
(Rates per 100,000
population)
Report Area (combined)
Saint Charles County
Saint Louis County
Missouri
United States

Colon & Rectal
Cancer Rate
39.4
34
41.1
41.7
39.2

Prostate Cancer
Rate
127.1
123.2
128.4
98
109

Lung Cancer Rate
65.6
70.3
64.1
74.2
60.2

Low Birth Weight: Low birth weight infants are at higher risks for health problems and could be
an indicator of other health disparities. For the two-county area, the averaged low birth weight
rate is 8.33%, higher than state (8.0%) and national (8.2%) rates. Infant mortality rates (7.1 per
1,000) are just below the state rate (7.2) but higher than the national rate (6.5).8 High rates of
infant mortality indicate the existence of broader issues pertaining to access to care and maternal
and child health.
Obesity: UDS Mapper results indicate 28.03% of the zip code service area is considered obese.9
For the combined two-county area, 28.6% of the population is considered obese.10
Mental Health/Substance Use: There are 432 mental health providers in Saint Charles County
and 2,580 mental health providers in Saint Louis County, for a combined rate of 216.8 providers
per 100,000 population. This is higher than the Missouri rate of 171 and the national rate of
202.8.11 Specific to the service region of the proposed St. Charles, MO NAP clinic site, this
region lacks providers that are reflected in general county representation.
Indicators for poor mental health and substance abuse can also be inferred from emergency room
and inpatient hospitalizations, as shown in the table below.
Area
Saint Charles
Saint Louis
Combined Total

ER – Mental Illness
primary or secondary
diagnosis (2017)
10,252
36,271
46,523

Inpatient Hospitalization –
Mental Illness primary or
secondary diagnosis (2017)
7,617
20,330
27,947

Substance Use
Treatment Program
Admissions (2017)
910
2,713
3,623

8

US Department of Health & Human Services, Health Resources and Services Administration, Area Health
Resource File. 2006‐10. Source geography: County
9
Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health
Promotion. 2015. Source geography: County

10
Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion. 2015.
Source geography: County
11
University of Wisconsin Population Health Institute, County Health Rankings. 2018. Source geography: County
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Opioid Use: Missouri’s opioid epidemic affects impacts many families and affects all genders,
all races, and many age groups in both rural and urban Missouri geographies. The impact is
multi-dimensional and multi-generational. Trends indicate that misuse in Missouri, and
nationwide continues to affect people across all demographics.
In 2016, there were 908 opioid- or heroin-related deaths in Missouri, a 35 percent increase over
2015's number of 672. During 2017, the opioid-related deaths increased 4.7 percent. In total,
there were 951 opioid deaths in Missouri, with 298 heroin deaths and 653 opioid deaths that
were non-heroin. The State of Missouri along with many partners continues to take significant
steps in fighting this epidemic.
Heroin and non-heroin (or prescription) opioids are affecting different sectors of the population.
In Missouri, there presently is no system in place to capture prevalence and/or incidence rate of
Opioid Use Disorder (OUD) separately from substance use. However, emergency room
utilization for opioid misuse or overdose is a reliable indicator. In 2016, about 70% of all heroin
ER discharges were among males, while non-heroin discharges have a more equal distribution
between the genders (56% male). There are also important differences in age-gender
distributions. For instance, almost one-third (30%) of all heroin-involved visits occurred among
males age 25- 34. In looking at females of childbearing age (15-44), this cohort makes up more
than 30% of non-heroin opioid-involved ER discharges.
In 2017, the St. Charles County Medical Examiner reports show a total of 24 heroin-related
deaths. The majority of those were ruled accidental deaths (overdoses), and 2 were ruled suicide
with heroin involvement. Over the last ten years, there have been a total of 211 heroin-related
deaths in St. Charles County, as shown in the graph below. The number of deaths in 2017 is
double the number of deaths in 2008.

St. Charles County Heroin-Related Deaths (10 Year
Comparison)
35
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2017

The total number of St. Charles County opiate-related deaths for 2017 was 95, with the majority
occurring from August through December.
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Suicide Rates: The age-adjusted death rate for suicides in the combined two-county area is 13.3,
lower than the state rate of 16.45, but higher than the national rate of 13.0 per 100,000
population.12

Report Area

Total
Population Age
20+

Adults with BMI >
30.0 (Obese)

Percent Adults with
BMI > 30.0 (Obese)

Combined Area

1,038,186

299,095

28.6%

St. Charles County, MO 282,749

80,018

27.7%

St. Louis County, MO

755,437

219,077

28.9%

Missouri

4,530,175

1,456,902

32%

United States

238,842,519

67,983,276

28.3%

d) Health disparities.
Total Population by Race
Race and ethnicity:
The service area is a
26%
White alone
more diverse
community than
0%
Missouri or the United
Black or African
States. Its white
American alone
2%
population percent
(68.0%) is less than
American Indian and
Alaska
Native alone
that of Missouri
0%
(82.38%) and the
68%
1% Asian alone
nation (73.01%).13 For
the zip code service
area population, UDS
3%
Native Hawaiian and
Mapper reports that
Other Pacific Islander
Blacks account for
alone
25.9% of the
population, American
Indian 0.2%, Asian 1.7% and two or more races 3.5%.14 Additionally, approximately 4.0% of the
zip-code service area is Hispanic or Latino.
Language and literacy: Data on languages spoken in the zip-code service area from the 20132017 American Community Survey indicates only 0.9% of the residents are living in Limited
English speaking households, compared to 1.1% for Missouri and 4.42% nationally.15 Overall
12
Centers for Disease Control and Prevention, National Vital Statistics System. Accessed via CDC WONDER.
2012‐16. Source geography: County
13
US Census Bureau, American Community Survey. 2013‐17. Source geography: Tract
14
UDS Mapper, retrieved February 18, 2019.
15
US Census Bureau, American Community Survey. 2013‐17. Source geography: Tract
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for the two-county area, approximately 1.32% of the population aged 5 and older live in Limited
English speaking households.
d) Unique health care needs or characteristics that impact health, access to care, or health care
utilization.
Social Factors:
An estimated 22.78% of the population (315,491 youths) in the two-county area is under the age
of 18 according to the U.S. Census Bureau American Community Survey 2013-17 5-year
estimates. This population has unique health needs that should be considered separately from
other age groups.16 This group requires different treatments and approaches to health care service
delivery. Additionally, in the two-county area 12.07% or 37,338 children aged 0-17 are living in
households with income below the Federal Poverty Level (FPL). Poverty creates barriers to
access including health services, healthy food, and other necessities that contribute to poor health
status.
In Saint Charles and Saint Louis Counties, 11.38% of the total civilian non-institutionalized
population has a disability, approximately 155,996 individuals. This is lower than the overall
Missouri rate of 14.51% and the national rate of 12.59%. Disabled individuals comprise a
vulnerable population that require targeted services and outreach by providers.17 Racial
disparities are reflected when analyzing those with disabilities, as shown in the table below.
Native Hawaiians, for example, comprise a very small percentage of the population, but have
higher instances of disabilities.

Report Area White

Black or
African
American

Native
American /
Alaska
Native

Native
Some
Hawaiian /
Asian
Other
Pacific
Race
Islander

Multiple
Race

St. Charles,
MO NAP

11.3%

13.36%

13%

4.5%

26.09%

5.27%

10.42%

Missouri

14.71% 15.14%

23.35%

5.33% 12.74%

6.69%

14.36%

United States 13.09% 13.98%

16.82%

6.99% 10.63%

8.17%

11%

Percent of population at or below 200% of poverty: 29.1% of residents in the zip-code level
service area live with incomes at or below 200% of FPL, according to UDS Mapper data;
11.57% live with income below 100% of the federal poverty level, or approximately 17,101
people.18 At the county level, there are approximately 8.66% (117,336 individuals) living in
households with income below the FPL.
Racial disparities are obvious when looking at the graph below (please note “Report Location” is
the proposed St. Charles, MO NAP clinic location).
16
17

US Census Bureau, American Community Survey. 2013-17. Source geography: Tract
US Census Bureau, American Community Survey. 2013-17. Source geography: Tract

18

UDS Mapper, retrieved March 19, 2019.
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Percent Population in Poverty, by Race
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Pacific
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Race
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The correlation between poverty and inadequate access to health care is well documented. For
example, nearly one-in-three adults with low incomes do not have a usual source of care.
Analysis of poverty rates and health published in The American Journal of Preventive Medicine
found that people living in extreme poverty tend to have more chronic illnesses, more frequent
and severe disease complications and make greater demands on the health care system. Data
from UDS Mapper indicates that 11.38% of zip code level service area residents have delayed or
not sought care due to costs, and 13.53% do not have a regular or usual source of care.
Percent of population uninsured: Data from 2013-2017 ACS (the most current zip-level data
available) indicates the overall percentage of uninsured residents (all ages) in the service area is
8.5%. The age groups least likely to have insurance coverage include those 26 to 34 years
(15.8%), 19 to 25 years (14.7%) and 35 to 44 years (10.7%), with percent’s relative to each age
group.19
It is well established that individuals without health insurance are more likely to delay seeking
medical care when sick and less likely to use screening and preventive services. As a result, their
health status declines and, when they do enter the medical care system, they tend to be sicker and
at more advanced disease stages than the insured. Moreover, even when seriously ill or suffering
from an identified chronic condition, uninsured individuals receive less care than those who are
insured. Together, these factors result in higher rates of morbidity and mortality for the
uninsured population. The successful treatment and management of cancer, cardiovascular
disease, and diabetes depend heavily on early detection, and uninsured individuals are less likely
to receive screening and preventive care for these conditions. Among people with specific risk
factors, higher proportions of the uninsured do not see a doctor because of costs.
Environmental factors: There are a number of environmental factors that influence health care,
to include but not limited to food deserts and/or lack of healthy food, poverty, and lack of
transportation. These issues are compounded when the culture minimizes the importance of
19

US Census Bureau, 2013-2017 ACS 5-Year Estimates. Source Geography: Zipcode
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preventive care, self-management and informed health-care decision-making. Many of these
identified issues directly impact the patient population of the St. Charles, MO NAP clinic
location, including lack of (non-existent) reliable transportation options, growing poverty rates
and lack of access to healthy food options (compounded by financial constraints of the medically
underserved-low income priority population).
There are tangible environmental factors, such as strong storms and flooding that impede access
to care. This area is prone to flooding. For example, in December of 2015, a series of severe
storms dumped record levels of rain over much of the state. With the ground already saturated
from previous rains and flooding, streams and rivers quickly swelled, causing widespread flash
flooding and flooding which forced numerous roads to be closed, dozens of water rescues to be
conducted, increasing numbers of home evacuations and at least eight fatalities. Saint Charles
and Saint Louis counties were included in the disaster declaration. When flooding and storms
such as these happen, it creates even greater barriers to care due to road closings.
The Saint Louis and Saint Charles areas also have Brownfield and Superfund Cleanup sites.
These sites have the potential to impact the groundwater and contaminate the soil. These sites are
in relative proximity of the proposed St. Charles, MO NAP clinic site, creating additional
hardships to the proposed patient population. Of particular concern to those in the community is
the Coldwater Creek area in northern Saint Louis County. Historical radiological waste storage
sites near the St. Louis Airport released contamination into Coldwater Creek. The Army Corps
of Engineers’ Formerly Utilized Sites Remedial Action Program (FUSRAP) has been
characterizing and cleaning up areas related to these sites since 1998.
Occupational factors: Most residents in the zip code service area work in Educational services,
and health care and social assistance (23.0%), followed by Retail Trade (12.3%) and
Manufacturing (11.9%). Specific to retail trade and manufacturing, these are historically lowerpaying employment opportunities, creating financial hardships for these individuals/families. As
with most manufacturing jobs, there is the inherent risk of injury (and in some cases death) with
this type of employment. All of these occupational factors can compound to create barriers to
the target population accessing and receiving health care services.
Cultural/ethnic factors: The rural and suburban nature of the service area influences the area’s
culture, which in turn impacts health status and health care perceptions. The Agency for
Healthcare Research and Quality (AHRQ) monitors the nation’s safety net and provides specific
information on rural health care safety nets. AHRQ’s information is telling:
● Rural populations on average tend to suffer from greater levels of poverty and
unemployment and lower levels of income;
● Rural residents are more likely to engage in risky health behaviors than urban residents;
● Rates of smoking and alcohol consumption are higher in rural areas;
● Chronic illness and associated limitations in activity are more prevalent; and,
● Rural areas have considerable health care access problems related to health insurance
coverage and provider supply.
Language needs: Data on languages spoken at the zip-code level from the 2013-2017 American
Community Survey indicates 0.9% of the residents live in households considered to be
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“linguistically isolated” (a household is linguistically isolated if all adults speak a language other
than English and none speak English “very well”).20
Housing status: Cost-burdened rental households (those that spent more than 30% of the
household income on rental costs) represented 46.2% of all the rental households in the
zip-code area, in line with the state percentage of 46.25% and lower than the national percentage
of 46.84%, according to the U.S. Census Bureau American Community Survey (ACS) 2010‐
2017 5‐year estimates. The data for this indicator is only reported for households where tenure,
household housing costs, and income earned was identified in the American Community
Survey.21 In addition to being cost burdened, some rental households in the service area lack
complete kitchen facilities, and telephone service.22

Zip-code service area
Missouri
United States

Lacked Complete
Plumbing
0.2%
0.4%
0.4%

Lacked Complete
Kitchen
0.3%
0.8%
0.8%

Lacked Telephone
1.9%
2.6%
2.3%

In the six zip-code area, there are 1,933 subsidized housing units available, but there are no
subsidized housing units available in the Portage des Sioux zip-code area. These housing units
are occupied by a total of 4,101 people. The average wait time for housing is more than three
years (39.5 months). Even with the assistance of the Compass Health housing department, there
continues to be a dearth of available housing stock for underserved/impoverished populations to
access. Compass Health engages in dialogue with local landlords to explain the benefit of
expanding housing stock to this designated underserved population.
Other Factors:
HIV/AIDS: The HIV prevalence for Saint Charles County in 2016 was 99.1 per 100,000
population, or approximately 322 HIV cases.23 The Saint Louis County rate was 270.6 per
100,000, or 2,279 cases, for the same time period. The 2016 overall rate for Missouri was 237.4
per 100,000 (12,104 cases) and the national rate was 365.52.3 per 100,000 (989,222 cases).
Homelessness: The 2018 Homeless Point-in-Time count indicated there were 1,399 homeless
people in Saint Louis County. In St. Charles County, there were 532 people, and another 897
who were counted as “doubling up”, meaning they are sharing living quarters with others.
As highlighted within the Need Section of this New Access Point application, there are multiple
factors and impeding barriers for the medically underserved to access and engage in health care
programming. Understanding the unique cultural and physical barriers that exist in the target
community provides Compass Health with intimate knowledge on how to effectively meet the
demand for health care accessibility by those most underserved. As a successful provider of
20

US Census Bureau, 2013-2017 ACS 5-Year Estimates. Source Geography: Zipcode
U.S. Department of Housing and Urban Development
22
US Census Bureau, American Community Survey. 2013‐17. Source geography: Tract
21

23
US Department of Health & Human Services, Health Indicators Warehouse. Centers for Disease Control and
Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention. 2015. Source geography: County
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FQHC programming, with extensive knowledge in clinic start-up, Compass Health is confident
that the services outlined in this application will far exceed the expectations of the selected
service region, addressing health disparities and other inequalities that exist for the medically
underserved, low-income target population.
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Appendix C: FQHC Needs Assessment Documentation
(from Family Health Center, now merged with Compass Health
Network, in the Central region)

2019 Community Health Needs Assessment
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Family Health Center
INTRODUCTION
Family Health Center (FHC) was established in June 1992 as an innovative community effort to
provide primary and preventive health care to the medically underserved. Services were targeted
to uninsured and underinsured Boone County families who did not have a health care provider.
Instead of using emergency rooms for access to primary care services, FHC offered them a
“medical home” with affordable, quality health care, close to home. In 1995, Family Health Center
organized itself as a not-for-profit corporation with a local governing board. The board consists of
13 voting members and two consulting members. FHC patients comprise 77 percent of the board
membership. Family Health Center received its Federally Qualified Health Center designation and
its first Federal Grant in 1999. These grant funds are used to offset the cost of providing a sliding
fee schedule for the underinsured and uninsured, low-income families served.
Today, FHC has locations in Columbia, Marceline and Salisbury that provide primary medical,
mental health, and dental care services through board-certified physicians and nurse practitioners,
licensed dentists, dental hygienists, clinical social workers and nurses. FHC also provides
medications assistance services for uninsured persons, referral to specialty care, referral to other
community resources, and language interpretation services.
Family Health Center provides an array of primary care, oral health and behavioral health
services both on-site and by referral to include:
• Primary Medical Care
• Women’s Health Services
• Chronic disease management
• Prenatal Care and Postpartum
• Acute illness care
• Mental & Behavioral Health
• Immunizations
• Preventive Dental
• Family Planning
• Well Child Services
• Oral surgery
In addition, Family Health Center also offers the following ancillary services:
•
•
•
•
•
•

Case Management
Counseling and Assessment
Health Education
Outreach and Enrollment
Transportation
Translation
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SERVICE AREA
Family Health Care’s service area population
Table 1
encompasses all or part of the Missouri counties of
Audrain, Boone, Callaway, Chariton, Cole, Cooper, County
Population
Howard, Linn, Moniteau and Randolph. Table 1
Audrain County, MO
25,763
includes the service area population by county24 and Boone County, MO
174,589
as a total.
Callaway County, MO
44,793
Chariton County, MO
7,586
Family Health Center’s primary HRSA UDSCole County, MO
76,749
defined geographic service area includes 111 zip
codes as of December 2018 and covers an area
Cooper County, MO
17,620
much larger than the counties specified above. This Howard County, MO
10,144
HRSA defined service area is home to 579,523
Linn County, MO
12,248
people (ACS-2013-2017). The service area map on
15,904
the following page reflects Family Health Center’s Moniteau County, MO
24,987
UDS- defined geographic service area. The HRSA, Randolph County, MO
Total Population
410,383
UDS-defined service area represents the zip codes
which Family Health Center patients report as their
address. This service area extends beyond the traditional county-defined service area, but
best reflects the patient population. The zip code service area includes the following zip
codes:
63345
63352
63361
63382
63384
63388
63401
63501
63532
63534
63539
63549
63552
63557
63558
64601
64628
1

24

64658
64660
64676
64681
65010
65018
65020
65023
65025
65026
65032
65034
65039
65040
65042
65043
65044

65055
65059
65063
65067
65068
65074
65076
65077
65078
65079
65080
65081
65088
65101
65102
65103
65104

65109
65110
65111
65201
65202
65203
65205
65230
65231
65232
65233
65236
65237
65239
65240
65243
65244

65250
65251
65254
65255
65256
65257
65259
65260
65261
65262
65263
65264
65265
65270
65274
65275
65276

ACS Profile Report: 2013-2017 (5-year estimates). CARES Engagement Network.

65281
65284
65285
65286
65287
65301
65322
65340
65348
65349
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64630
64631
64651
64653

65046
65050
65053

65105
65106
65107

65246
65247
65248

SERVICE AREA MAP

65278
65279
65280
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TARGET POPULATION
Family Health Center’s target population includes all members of the community, with an
emphasis on low- income community members at or below 200% of the Federal Poverty Level
(FPL). For the UDS-Defined zip-code service area, 199,668 individuals (36.6%) live at or below
200% of FPL; 12.07% of those aged 18-64 in the ten-county area are uninsured.25 The service
area map below, from UDS Mapper, shows the levels of poverty for the population.

There are 5,516 public housing units available in the ten-county area, occupied by a total of
9,486 people. The average wait time for housing is approximately ten months, but ranges
greatly by county from a low of four months (Randolph County) to a high of seventeen
months (Chariton County).26

DEMOGRAPHICS
The following data provides a demographic overview of Family Health Center’s HRSA UDS
defined service area which includes zip-code service area population by age group, gender,

25

US Census Bureau, American Community Survey. 2013-17. Source geography: Tract
US Department of Housing and Urban Development. Picture of Subsidized Housing.
https://www.huduser.gov/portal/datasets/assthsg.html.
26
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race/ethnicity and vulnerable populations for all zip codes from which Family Health Center
drew 10 or more patients27.
Table 2: Total Population
Total Population

579,523

Table 3: Total Population by Gender
Gender
Total

Percent

Male

285,314

49.2%

Female

294,209

50.8%

Table 4: Population by Age
Age Groups
Total
Age 0 to 17
126,364
Age 18 to 64
365, 628
Age 65 and Older
87,531
Table 5: Population by Race/Ethnicity
Race
Total
White
506,233
Black
36,717
Asian
10,801
American Indian/Alaska Native
2,028
Native Hawaiian/Pacific Islander
687
Some Other Race
5,997
Multiple Race
17,060
Ethnicity
Hispanic
18,690

Percent
21.8%
63.1%
15.1%

Percent
87.35%
6.34%
1.86%
0.35%
0.12%
1.03%
2.94%
3.2%

Table 6: Vulnerable Population
Age Groups

Total

Percent

Population Below 200% Poverty

199,668

36.6%

Population Aged 25+ with Less than High School Education

41,696

11.1%

27

ACS Profile Report: 2013-2017 (5-year estimates).
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According to the 2013-2017 American Community Survey 5-Year Estimates, the median
household income for counties in the service area is typically lower than state and national
levels, as shown in the table below.
Report Area

Total Households

Average
Household Income

Median Household
Income

Report Location

155,785

$66,454.00

No data

Audrain County

9,457

$56,335.00

$44,056.00

Boone County

68,898

$70,887.00

$52,005.00

Callaway County

16,105

$63,754.00

$53,180.00

Chariton County

2,842

$58,937.00

$43,186.00

29,642

$70,080.00

$54,216.00

Cooper County

6,410

$58,344.00

$46,547.00

Howard County

3,713

$61,546.00

$50,356.00

Linn County

4,997

$53,239.00

$41,652.00

Moniteau County

5,373

$61,155.00

$50,897.00

Randolph County

8,348

$55,964.00

$44,754.00

2,386,203

$70,144.00

$51,542.00

118,825,921

$81,283.00

$57,652.00

Cole County

Missouri
United States

The map below, from UDS Mapper, shows the serivce area with low-income populations
identified. A significant portion of the FHC area has low-income populations.
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Of the 376,186 people age 25 and over in Family Health Center’s service area, 11.1% have less
than a high school education. Only 17.2% of this population has a bachelor’s degree with an
additional 11% having a graduate or professional degree. For Missouri, the average with no
diploma is 11.17% and the average for individuals with a bachelor’s degree or higher is 27.63%.

Educational Attainment
11%

11%

Less Than High School Education
17%

High School Diploma/GED
Some College, No Degree
33%

8%

Associate's Degree
Bachelor's Degree
Graduate or Professional Degree

20%
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CAUSES OF DEATH AND CHRONIC DISEASE
PREVALENCE
Chronic diseases are non-communicable illnesses that are prolonged in duration, do not
resolve spontaneously, and are rarely cured completely. Chronic diseases include heart
disease, cancer, stroke, diabetes, and arthritis. Following are some key facts related to
chronic disease.28
▪ Chronic diseases cause 7 in 10 deaths each year in the United States.
▪ About 133 million Americans—nearly 1 in 2 adults—live with at least one chronic
illness.
▪ More than 75% of health care costs are due to chronic conditions.
▪ Heart disease and stroke are the first and third leading causes of death, accounting for
more than 30% of all U.S. deaths each year.
▪ Cancer, the 2nd leading cause of death, claims more than half a million lives each year.
▪ Diabetes is the leading cause of kidney failure, non-traumatic lower extremity
amputations, and new cases of blindness each year among U.S. adults aged 20–74
years.
▪ Obesity has become a major health concern for people of all ages. 1 in every 3 adults
and nearly 1 in every 5 young people aged 6–19 are obese.
▪ More than 43 million (about 1 in 5) U.S. adults smoke.
▪ 1 in 5 U.S. high school students are current smokers.
▪ More than one-third of all U.S. adults fail to meet minimum recommendations for
aerobic physical activity based on the 2008 Physical Activity Guidelines for
Americans.
▪ Only 1 in 3 U.S. high school students participate in daily physical education classes.
▪ Only 24% of U.S. adults and 20% of U.S. high school students eat five or more servings
of fruits and vegetables per day.
Lifestyles impact health. Access to fresh, healthy foods and the ability to exercise are crucial to
avoiding risk factors for chronic diseases. In the ten-county report area, 31.4% of adults aged
20 and older self-report that they have a Body Mass Index (BMI) greater than 30.0 (obese).
Excess weight may indicate an unhealthy lifestyle and puts individuals at risk for further health
issues. The national average is 28.3% and the average for Missouri is 32%. The rates vary
widely by county in the service area, with a high rate of 37.8% in Randolph County and a low
rate of 26.7% in Boone County.

28
Source: Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health
Promotion, http://www.cdc.gov/chronicdisease/resources/publications/aag/chronic.htm
Community Commons. US Census Bureau, County Business Patterns. Additional data analysis by CARES. 2015
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There are 66 grocery stores in the ten-county area.29 Grocery stores are defined as
supermarkets and smaller grocery stores primarily engaged in retailing a general line of food,
such as canned and frozen foods; fresh fruits and vegetables; and fresh and prepared meats,
fish, and poultry. Included are delicatessen-type establishments. Convenience stores and large
general merchandise stores that also retail food, such as supercenters and warehouse club
stores are excluded. This indicator is relevant because it provides a measure of healthy food
access and environmental influences on dietary behaviors.
In the report area an estimated 64,815, or 22.4% of adults age 18 or older self-report currently
smoking cigarettes some days or every day.30 This indicator is relevant because tobacco use
is linked to leading causes of death such as cancer and cardiovascular disease. While the
overall percentage for the ten-county area is below the state average, six of the ten counties in
the service area have rates that are higher than the state and national rates, as shown in the
table below.
Percent Population Smoking Cigarettes (Age -Adjusted)
Report Area
Report Area

Total
Total Adults
Population Age Regularly Smoking
18+
Cigarettes

Percent Population Percent Population
Smoking Cigarettes Smoking Cigarettes
(Crude)
(Age-Adjusted)

306,105

64,815

22%

22.4%

19,234

5,578

29%

31.3%

126,941

23,103

18.2%

18.2%

Callaway County, MO

33,974

10,124

29.8%

29.2%

Chariton County, MO

6,053

738

12.2%

12.6%

Cole County, MO

57,515

10,353

18%

18.8%

Cooper County, MO

13,651

4,314

31.6%

32.6%

Howard County, MO

7,898

2,843

36%

35.2%

Linn County, MO

9,628

2,532

26.3%

27.5%

Audrain County, MO
Boone County, MO

Moniteau County, MO

11,623

Randolph County, MO

19,588

5,230

26.7%

27.4%

4,532,155

1,024,267

22.6%

23.2%

232,556,016

41,491,223

17.8%

18.1%

Missouri
United States

no data

suppressed

suppressed

The following table reflects the mortality rates for chronic diseases for each county compared
to state and national rates.31
29

US Census Bureau, County Business Patterns. Additional data analysis by CARES. 2016. Source geography:
ZCTA
30
Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System. Accessed via the Health
Indicators Warehouse. US Department of Health & Human Services, Health Indicators Warehouse. 2006-12. Source
geography: County
31

Centers for Disease Control and Prevention, National Vital Statistics System. Accessed via CDC WONDER. 2013-17
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Report Area

Heart Disease
Lung Disease
Stroke Mortality
Mortality
Mortality
Age-Adjusted Death Rate (Per 100,000 Pop.)
86
49
38.5

Audrain County, MO

87.9

76.8

37.5

70.1
86.5
95.8

36.6
57.8
42.2

39
35.5
35.7

96.9

53

36.8

76.8
78.1
171.7

48.7
37.9
98.7

29.6
39.3
47.5

Moniteau County, MO

149.5

45.1

35.3

Randolph County, MO

84.8
111.45
97.1

63.8
51.96
41.1

51.1
40.79
37.1

Boone County, MO
Callaway County, MO
Chariton County, MO
Cole County, MO
Cooper County, MO
Howard County, MO
Linn County, MO

Missouri
United States

Cancer is a leading cause of death in the ten-county area served by Family Health Center.
The following table illustrates mortality rates of various types of cancer compared to state
and national rates.32

Geographic Area

Breast
Cancer
Incidence
Rate

Colon/Rectal
Cancer
Incidence Rate

Lung
Cancer
Incidence
Rate

Prostate
Cancer
Incidence
Rate

(Per 100,000 pop.)
Report Area

134.9

41.8

66.6

97

Audrain County, MO

116.2

41.6

88.4

108.4

Boone County, MO

137.8

42.4

57.4

106.5

Callaway County, MO

125.1

39.7

68.7

106.8

Chariton County, MO

113.9

29.6

73.3

104.7

148.7

37.3

64.5
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Cooper County, MO

161.9

51.6

62.7

75.5

Howard County, MO

120.4

39

59.8

76.8

Cole County, MO

32

Community Commons. State Cancer Profiles. 2011-2015
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Linn County, MO

108.5

61.1

80.3

101.9

Moniteau County, MO

141

30

64.6

71

Randolph County, MO

123.7

49.5

86.3

75.9

Missouri

128.2

41.7

74.2

98

United States

124.7

39.2

60.2
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BEHAVIORAL HEALTH
With a population of 6.1 million people, Missouri (MO) encompasses a mix of urban and rural
landscapes and diverse cultures in the heart of the country33. The economic cost of serious
mental illness (SMI) in MO is over $10 billion annually and the cost of substance use disorders
(SUD) is approximately $8 billion. Access to mental health (MH) services are particularly
limited in MO where 90% of counties are federally designated MH shortage areas and 61%
have no licensed psychiatrists. Each year, an estimated 19% of MO adults over age 18
experience a mental disorder.34 Approximately 862,000 MO adults have a past-year mental
illness of which 230,000 have SMI. This total includes 34,000 young adults ages 18-25 and
196,000 individuals older than 25. According to NSDUH estimates, 11% of MO adolescents
and 7% of MO adults experienced a past-year major depressive episode.
The following information was reported in, Mental Health in Missouri: Limited Access, Increasing
Demand and Tragic Consequents, June 2016, produced by the Hospital Industry Data Institute
(HIDI). Despite the need for MH services among a large portion of the population, the average wait
time to see a psychiatrist is 10 to 30 days for adults in MO and up to six months for children and
teens. In 1990, MO had more than 1,400 additional psychiatric hospital beds as compared to 2012,
a decrease in capacity of 32%. The net effect of this decline leaves MO with 22.2 psychiatric beds
per 100,000 population — fewer than half the recommended minimum of 50 per 100,000.
Movement toward community-based MH care is a goal shared by MO hospitals and freestanding
inpatient psychiatric hospitals; however, success hinges on resource availability in MO’s
communities that is adequate to meet growing need for these services.
Evaluating hospital discharge data for MH and SUD between 2006 and 2015 exemplifies the
growing need for access to community-based integrated care in MO. Hospital inpatient and ED
visits for MH and SUD have substantially increased for Missourians during the last decade. Among
all payers, Medicaid patients seeking treatment for MH disorders and SUD accounted for the most
hospital visits in 2015. Combined, Medicaid and uninsured patients accounted for 52% of
visits for mental diseases and disorders, 65% of visits for substance use and induced
mental disorders, and 16% of the total population in MO.
Hospital visits for SUD and induced mental disorders are nearly twice as high among males in MO.
Utilization by race reflects the overall population. However, black patients accounted for 16.5% of
visits and 11.8% of the population, which may be reflective of systemic issues, such as access to
33
34

MO Census Data Center, 2016
National Survey on Drug Use and Health (NSDUH)
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MH care in MO’s minority communities. Prevalence of visits for SUD or induced mental disorders is
lowest among the youngest and oldest age cohorts. Working-age cohorts between 18 and 64 years
accounted for a disproportionate share of all MH and SUD hospital patients at 78.2%, compared to
only 61.6% of the overall population. More than 129,000 visits for MH disorders (77%) originated
in EDs during 2015. One in two visits resulted in a patient being admitted for an overnight stay
with an average duration of 6.8 days. The average amount charged for each visit was $8,550. Total
hospital charges for mental disorders and substance use visits in MO was $1.4 billion.

Suicide
This indicator reports the rate of death due to intentional self-harm (suicide) per 100,000
population. For the 2013-2017 time period, a total of 58 suicides were reported in the tencounty area.35 Rates per county are not calculated because fewer than 20 events occurred in
nine of the ten counties.

Behavioral Health Disorders
Individuals struggling with serious mental illness are at higher risk for homicide, suicide, and
accidents as well as chronic conditions including cardiovascular and respiratory diseases and
substance abuse disorders.
The value reported in the County Health Rankings is the average number of days a county’s adult
respondents report that their mental health was not good. As people age, the risk of poor mental
health days increases. This means that counties with older populations are more likely to have a
population that experiences more poor mental health days compared with counties with younger
populations. Every county population has a different age distribution, so the rate is adjusted to
account for the age distribution of each county in order to fairly compare the risk of poor mental
health days for residents across different counties. The table below details the percentage of poor
mental health days by county in the service area.36

Geography

Average Number of Poor Mental Health Days

Audrain County, MO

4.5

Boone County, MO

4.2

Callaway County, MO

4.1

Chariton County, MO

4.4

Cole County, MO

4.1

Cooper County, MO

4.2

Howard County, MO

4.4

35
Centers for Disease Control and Prevention, National Vital Statistics System. Accessed via CDC WONDER.
2013-17. Source geography: County
36

County Health Rankings
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Linn County, MO

4.4

Moniteau County, MO

4.1

Randolph County, MO

4.4

Missouri

4.4

U.S.

3.1

MATERNAL AND INFANT HEALTH
▪ Nearly 25% of the people in the United States are younger than 18.
▪ Most (about 84%) of pregnant women enter prenatal care during the first three months
of pregnancy, helping to ensure their babies are born healthy.
▪ Despite high rates of early prenatal care, the United States still has one of the highest
rates of infant death in the industrialized world.
Maternal mortality, or death due to maternal causes, includes deaths due to causes related to
or aggravated by pregnancy or pregnancy management, and excludes deaths occurring more
than 42 days after the end of the pregnancy and deaths of pregnant women due to external
causes (such as injury).37 The rate of maternal mortality in the United States declined
dramatically over the last century; however, this trend has reversed somewhat in the last
several decades.38

37

38

Xu J, Kochanek K, Murphy S, Tejada-Vera B. Deaths: Final data for 2007. National vital statistics reports; vol 58, no
https://www.cdc.gov/reproductivehealth/maternalinfanthealth/pregnancy-mortality-surveillance-system.htm
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Considerable racial disparities in pregnancy-related mortality exist. During 2011-2014, the
pregnancy-related mortality ratios were:
•
•
•

12.4 deaths per 100,000 live births for white women.
40.0 deaths per 100,000 live births for black women.
17. deaths per 100,000 live births for women of other races.

▪ Babies born preterm, before 37 completed weeks of gestation, are at increased risk of
immediate and long-term complications, as well as mortality.
▪ Although the risk of complications is greatest among those babies who are born the
earliest, even those babies born “late preterm” (34 to 36 weeks’ gestation) are more
likely than full-term babies to experience these types of problems.3940
▪ The proportion of very low birth weight infants has slowly climbed from just over 1% in
1980.
▪ Infants born at such low weight are more than 100 times more likely to die in the first
year of life than are infants of normal birth weight (above 5 pounds 8 ounces).20
▪ Very low birth weight infants who survive are at a significantly increased risk of severe
health and developmental problems, including physical and sensory difficulties,

. Hyattsville, MD: National Center for Health Statistics. May 2010
Chang J, Elam-Evans LD, Berg CJ et al. Pregnancy-Related Mortality Surveillance --- United States, 1991—1999.
MMWR. 2003; 52(SS02);1-8.4Kochanek K, Murphy S, Tejada-Vera B. Deaths: Final data for 2007. National vital
statistics reports; vol 58, no 19. Hyattsville, MD
39
40
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developmental delays, and cognitive impairment, which may require increased levels
of medical, educational, and parental care.21
▪ Infants born to non-Hispanic Black women are over two times more likely than infants
born to mothers of other racial/ethnic groups to be very low birth weight.

Infant Mortality Rates by Race and Ethnicity, 2016

Teen Births
This indicator reports the rate of total births to women aged 15-19 per 1,000 female
population age 15 - 19. This indicator is relevant because in many cases, teen parents have
unique social, economic, and health support services. Additionally, high rates of teen
pregnancy may indicate the prevalence of unsafe sex practices.41
Report Area
Report Area

Female Population
Age 15 - 19

Births to Mothers Age Teen Birth Rate (Per 1,000
15 - 19
Population)

15,675

445

28.39

845

42

49.6

Boone County, MO

7,752

153

19.8

Callaway County, MO

1,738

53

30.4

Chariton County, MO

228

8

34.4

2,449

83

33.9

Cooper County, MO

504

18

36.2

Howard County, MO

406

9

22.2

Linn County, MO

420

17

40.5

Moniteau County, MO

503

20

40.3

Audrain County, MO

Cole County, MO

41

US Department of Health & Human Services, Health Indicators Warehouse. Centers for Disease Control and
Prevention, National Vital Statistics System. Accessed via CDC WONDER. 2006-12. Source geography: County
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Report Area

Female Population
Age 15 - 19

Randolph County, MO
Missouri
United States

Births to Mothers Age Teen Birth Rate (Per 1,000
15 - 19
Population)

830

42

50.3

206,847

8,170

39.5

10,736,677

392,962

36.6

Low Birth Weight
This indicator reports the percentage of total births that are low birth weight (Under 2500g).
This indicator is relevant because low birth weight infants are at high risk for health
problems. This indicator can also highlight the existence of health disparities.42
Report Area
Report Area

Low Weight Births
(Under 2500g)

Total Live Births

Low Weight Births,
Percent of Total

35,280

2,728

7.73%

2,737

208

7.6%

14,154

1,047

7.4%

Callaway County, MO

3,598

356

9.9%

Chariton County, MO

623

34

5.4%

Cole County, MO

6,881

544

7.9%

Cooper County, MO

1,442

143

9.9%

805

66

8.2%

Linn County, MO

1,155

68

5.9%

Moniteau County, MO

1,505

93

6.2%

Randolph County, MO

2,380

169

7.1%

556,612

44,529

8%

29,300,495

2,402,641

8.2%

Audrain County, MO
Boone County, MO

Howard County, MO

Missouri
United States

Infant Mortality
The infant mortality rate is the rate of deaths to infants less than one year of age per 1,000
births. This indicator is relevant because high rates of infant mortality indicate the existence
of broader issues pertaining to access to care and maternal and child health. As shown in the
table below, rates are higher in Callaway, Chariton, Cole and Cooper Counties when
compared to state and national rates.43

42
US Department of Health & Human Services, Health Indicators Warehouse. Centers for Disease Control and
Prevention, National Vital Statistics System. Accessed via CDC WONDER. 2006-12. Source geography: County
43
US Department of Health & Human Services, Health Resources and Services Administration, Area Health
Resource File. 2006-10. Source geography: County
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Report Area

Total Births

Report Area

Infant Mortality Rate
(Per 1,000 Births)

Total Infant Deaths

25,515

171

6.7

1,950

9

4.6

10,520

58

5.5

Callaway County, MO

2,595

23

9

Chariton County, MO

445

6

13.3

Cole County, MO

4,880

44

9

Cooper County, MO

1,060

9

8.5

Howard County, MO

580

1

1.7

Linn County, MO

770

5

6.4

Moniteau County, MO

1,060

6

5.6

Randolph County, MO

1,655

10

6.1

399,460

2,876

7.2

20,913,535

136,369

6.5

Audrain County, MO
Boone County, MO

Missouri
United States

DENTAL CARE/ORAL HEALTH44
Children

▪ Tooth decay is the most common chronic illness among school-age children. It is almost
entirely preventable.
▪ About 1 in 4 children have untreated tooth decay. The rate among low-income children
is more than twice that for children with more income (31% versus 14%). African
American and Hispanic children also have elevated rates compared to White children
(28% and 29% versus 19%).
▪ Medicaid and CHIP cover comprehensive dental benefits for children, but 30% of
children with private health insurance are uninsured for dental care.
▪ In 2010, more than 80% of low-income children with health insurance – whether
Medicaid or private insurance – had a dental visit within the past 12 months, compared
to half of low income, uninsured children.

Non-Elderly Adults

▪ About 1 in 4 nonelderly adults have untreated tooth decay. The rate among low-income
adults is twice that for adults with more income (41% versus 19%).

44

Source: Kaiser Commission on Medicaid and the Uninsured, The Henry J. Kaiser Family Foundation, Oral Health
in the US: Key Facts, June 2012. http://kaiserfamilyfoundation.files.wordpress.com/2013/01/8324.pdf
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▪ Employed adults lose over 164 million hours of work a year related to oral health
problems or dental visits.
▪ For every adult without health insurance, an estimated three lack dental insurance.
▪ Dental benefits are mandatory for children in Medicaid, but adult dental services are
covered at the state’s option, budget allowing.
▪ Most states provide some adult dental benefits, but half restrict their coverage to
emergency services, and adult dental benefits are frequently cut or eliminated when
states face budget pressures.
▪ In 2010, 22% of low-income adults in the U.S. had gone five years or more without a
dental visit, or had never had a visit.

Medicare Beneficiaries

▪ Medicare does not provide coverage for routine dental care. Some beneficiaries have
dental coverage through private plans, or through Medicaid, but the scope of coverage
varies widely.
▪ One in four Medicare beneficiaries has no natural teeth. This condition can often lead to
other health issues, including nutritional deficiencies.
▪ Nearly half (44%) of all Medicare beneficiaries report no dentist visit in the past year,
and 22% report they have not seen a dental provider in the last five years. Among
lower income beneficiaries, one in three have not visited a dental provider in five
years.
▪ Medicare beneficiaries who used any dental services in 2008 spent, on average, $672 out
of-pocket for dental care.

Poor Dental Health
This indicator reports the percentage of adults age 18 and older who self-report that six or
more of their permanent teeth have been removed due to tooth decay, gum disease, or
infection. This indicator is relevant because it indicates lack of access to dental care and/or
social barriers to utilization of dental services. For the ten-county area served by Family
Health Center, an average of 14.9% of adults report poor dental health, as compared to the
national average of 15.7% as shown in the table below.45
Report Area
Report Area

Total Population
(Age 18+)

Total Adults with Poor
Dental Health

Percent Adults with
Poor Dental Health

303,197

45,055

14.9%

19,290

3,278

17%

124,701

13,283

10.7%

Callaway County, MO

33,624

7,588

22.6%

Chariton County, MO

6,110

0

0%

57,002

8,992

15.8%

Audrain County, MO
Boone County, MO

Cole County, MO

45

Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System. Additional data analysis
by CARES. 2006-10. Source geography: County
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Report Area

Total Population
(Age 18+)

Total Adults with Poor
Dental Health

Percent Adults with
Poor Dental Health

Cooper County, MO

13,733

2,089

15.2%

Howard County, MO

7,959

0

0%

Linn County, MO

9,672

0

0%

Moniteau County, MO

11,596

3,126

27%

Randolph County, MO

19,510

6,699

34.3%

4,532,155

915,359

20.2%

235,375,690

36,842,620

15.7%

Missouri
United States

MAJOR AND/OR UNIQUE HEALTHCARE NEEDS OF THE
TARGET POPULATION
The most significant health care need in the area is the absence of affordable and accessible
primary and preventive health care, oral healthcare and behavioral healthcare for low income
and uninsured persons. With the exception of the primary care provided by Family Health
Center, comprehensive healthcare services for the target population are limited, with many
seeking care at hospital emergency rooms.
Except for the services offered by Family Health Center, oral health services are very limited
to the low income and Medicaid population.
Additional barriers to care include low incomes that preclude the ability to pay high co-pays
and deductibles for residents that have health insurance coverage, lack of health and dental
insurance to pay for services and prescriptions, lack of transportation, lack of awareness
about healthy lifestyles and preventive health, and the lack of knowledge/education to
navigate complex health care and social services systems.

HEALTH PROVIDER SHORTAGES (to be completed – site is
offline)
All counties in the Family Health Center service area have some type of health professional
shortage area (HPSA) designation for primary care, dental care and behavioral health. A
report of the HPSA Scores is included as Appendix 1.
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PATIENT AND VISITS
A total of 17,748 patients were served by Family Health Center in 2018. The payer mix to
date is reflected in the graph to the right.
FHC Payor Source 2018

24%

Uninsured
38%

Medicare
Medicaid
Private

28%
10%
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The patients by age are reflected below, with 60% of the patients ages 18 to 64, 29% infant
through age 17, and 10% over age 65.

FHC Patients by Age, 2018
10%
30%
Age 0-17
Age 18-64
Age 65+

60%

The race/ethnic background of the health center reflects the homogenous population of the
service area. The following pie chart depicts the breakdown for calendar year 2018 for
Family Health Center patients.

FHC Patients by Race, 2018
0%
5%

3%

Asian
21%

Native Hawaiian/Pacific Islander
Black
0%

American Indian/Alaskan Native
White
More than one race

71%
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The majority of patient encounters are for primary medical care (58.4%), and dental care
(34.70%). Mental health care accounts for the remaining 6.9% of patient encounters. In total,
Family Health Center had 53,295 patient encounters in 2018.

Encounters By Discipline, 2018
Mental
7%

Dental
35%

Primary
Care/Medical
58%

NETWORK OF PARTNERS AND SERVICE PROVIDERS
As part of the community assessment process, Family Health Center conducted a review of
the Community Health Needs Assessments of local hospitals to determine if the data were
consistent with other locally identified priorities.
Because the local hospitals partner with Family Health in some way, priorities of all
organizations are designed to complement network partner activities and address community
need. The priorities identified by local hospitals are consistent with the needs identified in
Family Health Center’s community assessment. As a result, Family Health Center has
developed a network of service providers through community and regional partnerships that
assist in the delivery of services to the target population in order to address these needs.
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NOTES:
Access Priority – map payers at population level (denominator) with patients by payer
(numerator). Idea is to identify opportunity – Where are we low on Medicaid/Uninsured
patients where we know they are there…. Outreach
1.
2.
3.
4.
5.
6.
7.

New site expansion (Moberly) – community priority
Payer group expansion (data=based for rural clinics)
Use claims data received from health plans to identify patients who need to be contacted
Use HIE to figure out if people have accessed services from another provider in the HIE
Use texting app to reach out to patients – decrease no-show rate –
Patient engagement initiative – MPCA – Started July 1 –
Pediatric Dental Residency program in plans for 2020. Pediatric dentists do surgeries
weekly, and general dentists are doing them monthly.

Finance Priority:
1.
2.
3.
4.
5.

340b – continue to grow
Cost/patient – continued growth in patients drives this measure. Addition of Moberly and pediatric dental
are likely to increase this cost. Stabilizing is the goal.
Revenue cycle has been brought in house – seeing better performance in collections. Have seen
improvements.
2 Full time medical providers at each rural site (1st time ever). This has improved access and patient
scheduling.
Centralized scheduling has become a focus to improve access.

QI Priority:
Diabetes, Statins (HRSA priorities)
Maintain pediatric patients at FHC – currently they are tending to transfer to MU. On the primary care side (Tiger
Pediatrics, MU). Plus immunization rate is impacted
Expanding the QI/QA team to improve analytics to inform planning activities; implementation of the WellApp to
improve outreach; added RetinaView camera to screen patients with diabetes; EMR clinical training specialist to
improve workflows and documentation (improves on-boarding and use of EMR which improves reporting. Cologuard – advancements in screening options for patients; individualized provider dashboards for improving specific
outcomes – focus on one measure and work with each provider to improve their results. Don’t lose intention of the
measure – meaning don’t just look at the performance, look for opportunity. Have high performers share their
approach on these issues.

Strategic planning tool – using this with the board -accountability to the board.
Diabetes action plan activities – decreasing number of untested patients by reviewing data on a monthly basis and
working to obtain data from outside providers; plus do outreach directly to patients. Patients are self-reporting that
they are diabetic – coming in from other providers – but their records request doesn’t end up having the A1c.
Getting labs done in advance could help. Providers are noting that an A1c is due – but the test isn’t getting done.
Same approach for diabetes >9 and children under 2 – following them appt to appt to make sure their follow-up is
onging. If next appt isn’t scheduled, there is a call to them to schedule them in.
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