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Written Statement by Landon Rowland  

Chairman Local Investment Commission (LINC) 
Kansas City, Mo. Health Commission, member 

 
 
We appreciate this opportunity to share our thoughts and concerns about the proposed 
sale of Health Midwest to HCA. 

My name is Landon Rowland. I am chair of a group of community volunteers called the 
Local Investment Commission. LINC, as it is widely known, has been given 
responsibilities by the state of Missouri to improve the lives of children, families and the 
elderly in the Kansas City area. 

We participate in this hearing with that responsibility in mind. The Commission has taken 
great care to inform itself on these issues and will continue to do so.  

The conversion of non-profit health insurance plans and hospitals to for-profit entities is a 
growing national phenomenon. More than 150 new foundations with assets of $15 billion 
have been created in the past decade in the U.S., including a few in metropolitan Kansas 
City through the sale of Bethany Medical Center and Menorah Medical Center. 

The proposed sale is a historic deal. It is a major transaction by any business measure - 
sales price, employees, revenues, assets, etc. But it is unlike any business deal seen by the 
members of this community because it truly can affect their health and well-being for 
decades to come. 

This transaction is different, if for no other reason than its sheer size. Although large 
foundations have been created in a few California conversions, those foundations serve a 
substantially larger population and geography. 

In short, this deal is special – special in its impact on health care, special in what it might 
do to improve health facilities, special in what it might do to health care costs, but special 
in one way that is due keen consideration.  

It is special to the community, who deservedly and legally should have a substantial part 
in shaping the mission and governance of any new foundation created. Other 
communities have done an exemplary job in this respect. We should do no less.  

For that reason alone, we urge the both Attorneys General to take as much time as is 
necessary to thoroughly review and question all aspects of this transaction. 

It is impossible to comment intelligently and constructively on a plan whose details are 
not publicly available. And indeed, in a deal this large and complex, the devil – if you 
will – is truly in the details. For these reasons, LINC hopes to return at a subsequent 
public hearing to provide additional information. 

Even so, there are some thoughts we can share here which hold regardless of a publicly 
disclosed and available plan. 

Here are some: 
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We look forward to the Missouri Attorney General upholding the legal doctrine of cy 
pres. 

Cy pres in these circumstances means “as close as possible.” This well-established legal 
principle has been applied in other hospital conversions. It means that the charitable 
proceeds of this transaction must be used to carry out Health Midwest’s charitable 
mission – not something entirely new, as desirable as that might seem. 

The charitable proceeds are not a lottery on which chances can be bought, nor is it a pot 
of monies that can be tapped by the well- intentioned and well-connected for a project of 
their choosing. 

LINC is committed to a community process in which all voices are heard and that results 
in some form of community governance of these charitable proceeds. 

In discussing this transaction, the LINC Commission strongly believes that any 
foundation plan needs to include several key features in his formulation. These principles 
include: 

Openness:  We believe a new foundation should operate “in the open” to ensure that 
its efforts are understood by all concerned. To that end, we believe the 
new foundation should be required to adhere to the Missouri Sunshine 
Law, which requires open meetings and public records. This practice was 
followed in the recently created, St. Louis-based Missouri Foundation for 
Heath, and should continue here. 

Accountable: The foundation needs to be responsive to community needs and should 
take into account the voices and opinions of the community. This 
approach is the best way to ensure that foundations are responsive to the 
most pressing health needs of the community. 

Accountability includes leadership that needs to be sensitive to ensuring 
the proper investment of these funds and accountable for its responsible 
expenditures to achieve agreed upon outcomes. Leaders need to have an 
established record of community service, commitment, and trust. These 
individuals need to know, agree and follow standards of public 
accountability. 

 
Governance: The new foundation should have a community board that is inclusive, 

diverse and in touch with the communities that Health Midwest has 
served. Grants Makers in Health, in their recent report “Assets for Health,” 
stated:  

“Racial and ethnic diversity at the board level is also an important 
consideration for new foundations. Because foundations often 
work in minority communities, a diverse board can help steer the 
work of the foundation so that it addresses the most pressing needs 
among racial and ethnic minorities. At the same time, having a 
diverse foundation board can help to build trust in the foundation’s 
work in minority communities.” 
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This is an issue with the current Health Midwest board’s composition. The 
proposal, as outlined in recent press reports, to create a small group of 
community representatives on the board is not adequate. 

Firm measures need to be included in the foundation design to address 
potential and significant conflicts of interest. 
 

There are any number of ways in which these principles could legally and structurally be 
incorporated into a new foundation.  

We look forward to reviewing Health Midwest’s public filing and joining hands with 
like-minded groups to ensure that broad community interests prevail. 

We want to share a few additional comments. Cathy Davis, a LINC Professional Cabinet 
member, will discuss in general the importance of ascertaining “community needs”; and 
Richard Morris, a LINC Commissioner, will add some concerns and questions which we 
are hearing from the community. 
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Written Statement by Cathy Davis, RN, MSN 
UAW-Ford Greater Kansas City Area Healthcare Initiative codirector 
Cochair Kansas City Health Commission 
LINC Professional Cabinet Member 

 

The proposed sale of Health Midwest to HCA has prompted the most wide-ranging 
discussion of our community’s health care needs in recent memory. The discussion is 
both welcome and needed. 

As we enter this debate, we want to highlight an important resource that we believe to be 
invaluable to all concerned: the buyer, the charitable foundation and, most significantly, 
the communities (geographic, socio-economic and racial) that depend on their services. 

Ford Motor Co. and the United Auto Workers recently completed the most extensive 
community-wide health assessment of the five-county metropolitan area (Jackson, Clay, 
Platte, Johnson and Wyandotte) ever. This is, coincidentally, the primary service delivery 
for the Health Midwest system. 

This study – done by national health care consultants The Lewin Group - should figure 
prominently these discussions. Why do I say that? 

First, the study is comprehensive, using data and information from health care providers, 
physicians, insurance companies, public health agencies and the state. The study used a 
variety of sources, methods and outreach efforts to involve the community in 
development of the document and its findings. 

Second, the study provides depth and detail about issues and concerns which you will 
hear more about from others these evening – hospital beds, costs, resources, outcomes, 
etc. (I will discuss one – racial disparities and mental health – in a moment.) 

Third, the experience of others who have established new health-related foundations 
underscores the need for a solid “community assessment process.” This existing study – 
developed based on community needs and not influenced by the prospects of major 
philanthropic funds – could serve as a solid building block on which additional work can 
be done. This approach is necessary if a new foundation is to truly address pressing 
community health needs. 

Let me return briefly to the study’s finding on racial disparities in health outcomes.  

Racial Disparities 

The study found significant racial disparities in health outcomes within our community 
and also in comparison to other U.S. communities - St. Louis, Minneapolis/St. Paul, 
Seattle, Wichita, and Indianapolis. 

While the most extensive data concerns African-Americans, the general findings equally 
pertain to other minority groups. 

Out of 45 tables on racial disparities, I will share just one with you (Exhibit I-C-194). 
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This exhibit compares potential years of life lost for whites and for African-Americans 
before age 65. It shows that African-American residents in the Greater Kansas City 
area lost 2.5 times more years of life due to all causes compared to whites. 

Let me repeat. Among persons younger than 65, African-Americans in Greater 
Kansas City lost 2.5 times more years of life due to all causes compared to white. 

This disparity is a huge community challenge. Implicit in this damning statistic are 
threads of several concerns: access to care, quality of care, prevention, violence and other 
social factors that can improve health outcomes. Many of these can be significantly 
affected by what results from the proposed sale. 

The importance of this issue should not be lost on anyone involved in this transaction: the 
buyer, the seller, a new health-related charitable foundation and, just as important, the 
larger community. 

This issue was not created by this proposed sale, but our community discussion should be 
used to highlight attention on racial disparities in health outcomes and gird our collective 
resolve to constructively address them. 

Lastly, as a health professional let me make a few comments about medical research. 
People mistakenly think of research as the high-powered biomedical research that occurs 
in laboratories, chemical labs, test animals and test tubes. Very valuable and important 
research can occur in the community on health outcomes and effective preventive 
strategies. Kansas City has an exceptional opportunity to create community health 
research on prevention and care. 

We appreciate the opportunity to share these comments. 

Copies of the full two-volume study are available from the Kansas City Area Healthcare 
Initiative, LINC or on the Internet at www.kchealth.org. 

Additional information 

• Greater Kansas City Area Factbook Executive Summary 

• Greater Kansas City Area Factbook Exhibit I-C-194 

 

 



 6

 

Written Statement by Richard Morris 
LINC Commissioner 

Cochair Neighborhood Services Committee 

 

My name is Richard Morris. I am a LINC Commissioner and cochair of its Neighborhood 
Services Committee.  

Tonight I want to share with you comments and concerns which have been raised by the 
LINC Commissioners as well as concerns which are being heard in the community we 
serve – low-income neighborhoods in Jackson County. 

While Health Midwest serves one-third of the metropolitan area health care market, that 
portion is substantially higher in Jackson County, where most of its hospitals are located. 

Based on data reported to Missouri 
Health Department, Health Midwest 
acute care hospitals had 56,000 
discharges and 287,000 patient days in 
the year 2000, which was 44.8% of 
discharges and 42.1% of patient days for 
all Jackson County hospitals for that 
year. 

Owner Discharges Patient Days 
Health Midwest  56,677 287,078
Other 69,712 395,142
   
Total 126,389 682,220
 

Health Midwest % Total 44.8% 42.1%

We want to briefly share the concerns of low-income Jackson County neighborhoods, 
understanding that many of them cannot be answered until there is a final sale agreement 
available for review. Some can only be answered not through assurances, but through 
actions undertaken over time. 

The concerns/questions fall into five major categories: access, indigent care, quality of 
care, education and preventive services. 

Access 

Will hospitals be closed and, if so, how will that affect access? Eight general acute 
care hospitals have either closed or moved out of Kansas City’s urban core in recent 
history. 

Are there possible emergency room closures? 

What happens to other Health Midwest services such as Visiting Nurses 
Association, Kansas City Hospice, mental health and other community health 
services? 

 

Indigent care 

Will the buyer continue to provide the same levels of charity and indigent care?  

Is this a role or responsibility for the new charitable foundation? 
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Quality of care 

Will HCA’s $450 million capital investment result in improved patient care, 
particularly in the urban core?  

 

Education 

What will happen to the Research School of Nursing?  

 

Preventive services 

What will happen to the Research School of Nursing?  

Will a new foundation include preventive services as one of its funding priorities? 

 

We appreciate the opportunity to share these thoughts and concerns. We look forward to 
reviewing and discussing a final sales agreement and a chance to meet with HCA 
officials to learn more about their plans. 

 

Additional information 

• Jackson County Acute Care 2000 hospital discharges and patient days, Missouri 
Department of Health data. 
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LINC Summary Points 
 
The Local Investment Commission (LINC) believes and will support efforts 
to insure the broadest possible community participation in this transaction. 

LINC believes there are many community voices that have not been heard 
on this matter and that more public hearings are needed. 

LINC supports a foundation that will continue “as close as possible” Health 
Midwest’s prior charitable purposes. 

LINC believes that community needs, by necessity, need to be identified 
through an open and inclusive process. 
 
LINC supports a new charitable foundation that is open (required to meet 
under the state’s public meeting law), fully includes the community and is 
accountable to community needs. 

LINC believes that interested community partners need to convene and 
discuss in details this transaction to review and discuss the public documents 
that Health Midwest and HCA will submit to the Missouri Attorney General.
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Contact Information 
 

Landon Rowland & Richard Morris 

Local Investment Commission (LINC) 
3100 Broadway, Suite 226 
Kansas City, Mo. 64111 
Phone: (816) 889-5050 
Fax: (816) 889-5058 
www.kchealth.org 

 

Cathy Davis 

Greater Kansas City Area Healthcare Initiative 
6000 N. Oak Trafficway, Suite 300 
Kansas City, Mo. 64118 
Phone: (816) 453-4424 
Fax: (816) 453-4107 
www.kchealth.org 

 

 

 

 

LINC, in an effort to provide public information about this transaction, is making 
available copies of newspaper stories, resources and documents on its website. 
Go to www.kclinc.org. LINC also has produced copies of informational booklets 
that are available by calling (816) 889-5055 ext. 282. 



 
Additional 

Information 
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I. HEALTH ASSESSMENT

C. HEALTH STATUS

9. Racial Disparities in Health

1.  WHAT IS THE OVERALL HEALTH STATUS OF THE GREATER KANSAS CITY
AREA’S MINORITY POPULATION?

•  African-American residents of the Greater Kansas City Area are nearly four times
more likely to live in poverty than white residents and twice as likely as Hispanic
residents.

− In 1989, 28.2 percent of African-American residents and 15.0 percent of Hispanic
residents of the Greater Kansas City Area lived in poverty compared to 6.6 percent
of white households.

•  African-American and Hispanic Greater Kansas City
Area residents are slightly less likely to graduate from
high school than their white counterparts.

− Approximately 70 percent of African-American and
Hispanic Greater Kansas City Area residents
possessed a high school diploma, compared to
roughly 85 percent of white residents.

•  While African-American residents are slightly less likely to attend college than
their white counterparts, Hispanic residents are substantially less likely to go to
college when compared to white residents. Both African-American and Hispanic
residents of the Greater Kansas City Area are less likely to complete their degree
than white residents.

− While 58 percent of white residents attended college, only 49 percent of African-
Americans and 37 percent of Hispanic residents did so.

•  Compared to 51 percent of white college entrants who completed their degrees, 40
percent of African-American and 44 percent of Hispanic college entrants received their
college degrees in 1990.

Issue for Future Study 

The Hispanic population in
the Greater Kansas City
Area is growing, however,
little health status data by
ethnicity were available for
analysis

African-American residents of the Greater Kansas City Area have worse health
status compared to white residents.˚ They are more likely than their white
counterparts to live in poverty, experience higher chronic disease mortality
rates, die at younger ages, have worse maternal and child health outcomes and
exhibit higher rates of sexually-transmitted diseases
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•  African-American residents of the Greater Kansas City Area experience higher
mortality rates and die at younger ages compared to white residents.

− In 1995, African-Americans in the Greater Kansas City Area had an overall
mortality rate (777.4 deaths per 100,000 persons) 63 percent higher than white
Greater Kansas City Area residents (478.3 deaths per 100,000 persons), after
adjusting for population age differences.

•  Along with experiencing a higher overall mortality rate, African-Americans in the Greater
Kansas City Area experienced over 2.5 times as many potential years of life lost
compared to their white counterparts (9,582 years per 100,000 persons compared to
3,815 years of life per 100,000
persons).

•  African-American Greater
Kansas City Area residents
experience higher chronic
disease death rates and lose
more years of life than white
residents for all chronic
conditions except COPD, for
which death rates are
comparable, but African-
American potential years of life
lost exceed those of whites.

− In 1995, along with experiencing
a higher heart disease mortality
rate, African-American Greater
Kansas City Area residents lost
over three times more years of
life due to the disease (1,309
years per 100,000 persons) than
white residents (400 years per
100,000 persons).

− In the Greater Kansas City Area,
African-Americans lost over 1.5 more years of life due to cancer (993 years per
100,000 persons) than white residents (623 years per 100,000 persons) while also
experiencing higher cancer mortality rates in 1995.

− African-American and white Greater Kansas City Area residents experienced identical
COPD death rates (24.7 deaths per 100,000 persons), but African-Americans lost over
three times more years of life due to COPD (168 years of life per 100,000 persons)
than white residents (53 years of life per 100,000 persons) in 1995.

− In 1995, African-Americans experienced a lower cerebrovascular disease death rate
(40.5 deaths per 100,000 persons) than African-Americans in Kansas, Missouri and
the nation, but this rate was still 50 percent higher than the Healthy People 2000
objective (20 deaths per 100,000 persons). African-Americans in the Greater Kansas

Issue for Future Study 

Both community stakeholders and researchers
have noted the importance of the racial and ethnic
composition of the health care workforce in
addressing the health needs and status of a
diverse population. In 1998-1999, data from the
Kansas Department of Public Health and the
Environment (KDPHE) and the Missouri
Department of Health (MDOH) indicate that
African-Americans comprised roughly three
percent of the Area’s physicians while Asians and
Pacific Islanders represented over six percent.
The 1990 Census shows that those populations
represented 14 percent and one percent of the
Area’s population, respectively.KDPHE and
MDOH data further indicate that slightly less than
two percent of the Area’s physicians were of
Hispanic ethnicity in 1998-1999.In 1990,
Hispanics of any race represented roughly three
percent of the population. The growth of the
Hispanic and non-white populations since 1990
point to a need to investigate further how best to
eliminate these racial disparities in health and
how well the health care workforce is meeting the
needs of these populations.
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City Area lost nearly four times more years of life due to cerebrovascular disease (237
year per 100,000 persons) than white residents (61 years of life per 100,000 persons).

•  Though African-American residents of the Greater Kansas City Area experience
substantially higher sexually transmitted disease rates compared to white
residents, racial disparities vary by disease.

− The Greater Kansas City Area achieved the Healthy People 2000 objective for
reducing the incidence of syphilis within the African-American population to no more
than 30 cases per 100,000 persons.

− The Greater Kansas City AreaÕs incidence of gonorrhea for African-Americans was
nearly twice that of the Health People 2000 objective for reducing the incidence within
that population to 650 cases per 100,000 persons.

•  African-American mothers in the Greater Kansas City Area exhibit worse maternal
and child health outcomes compared to white mothers.

− In 1995, African-American females aged 15 to 17 years in the Greater Kansas City
Area gave birth at roughly 3.75 times the rate (90.4 births per 1,000 females aged 15
to 17) of white teens (24.1 births per 1,000 females aged 15 to 17).

•  The proportion of very low and low birth weight babies born to African-American
mothers in the Greater Kansas City Area (2.7 percent and 12.7 percent, respectively) was
over twice that of white mothers (1.0 percent and 6.0 percent, respectively).

•  The Greater Kansas City Area fell short of achieving Healthy People 2000 objective for
reducing the proportion of low birth weight births within the African-American population
to no more than nine percent.

•  In 1995, African-American mothers in the Greater Kansas City Area were less likely to
receive first trimester prenatal care (74.3 percent) compared to white mothers (90.2
percent).

•  In 1995, African-American mothers in the Greater Kansas City Area had a lower
Cesarean section rate (15.3 percent) than white mothers (18.7 percent).

•  Though Greater Kansas City Area African-American mothers were less likely to smoke
during pregnancy than white mothers, African-American mothers were more likely to
use alcohol during pregnancy in 1995.

− In 1995, 12.4 percent of African-American mothers in the Greater Kansas City
Area smoked during pregnancy, compared to 15.9 percent of white mothers.

− Greater Kansas City Area African-American mothers were nearly twice as likely to use
alcohol during pregnancy than white mothers (2.9 percent and 1.6 percent,
respectively).

2. HOW DOES THE OVERALL HEALTH STATUS OF THE GREATER KANSAS CITY
AREA’S MINORITY POPULATION VARY BY COUNTY?



HEALTH ASSESSMENT

COST

THE LEWIN GROUP
4

•  Wyandotte County and the municipality of Kansas City have a higher proportion
of minority residents who had low incomes and lived in poverty.

− The largest percentage of African-American households with income less than
$15,000 per year was in Wyandotte County (44 percent).

•  The Kansas City municipality possessed the widest poverty disparity between African-
American and white residents, with 29.6 percent of African-American residents living in
poverty compared to 8.7 percent of white residents in 1989.

•  Wyandotte County had the highest proportion of white, African-American and Hispanic
residents living in poverty (11.3 percent, 30.3 percent and 18.8 percent, respectively).

•  Johnson County has the least apparent racial disparities for income and
education of the five Kansas City counties.

− Thirty percent of Johnson County African-American households maintained an
income that is greater than equal to $50,000

•  In Johnson County, both African-Americans and white residents were more likely to have
come college or a college degree than their counterparts in the other four Kansas City
counties.

•  Clay CountyÕs African-American mortality rate is the highest. African-Americans in
Wyandotte County, Jackson County and the Kansas City municipality experience
high mortality rates and years of life lost for specific health conditions.

− African-American residents in Clay County had both the highest death rate (958.3
deaths per 100,000 people) and the widest racial disparity compared to white
residents (458.7 deaths per 100,000 people).

− Wyandotte County African-American residents had the highest heart disease
mortality rate (207.9 deaths per 100,000 persons).

− African-American mortality rates and potential years of life lost for
cerebrovascular disease (40.8 deaths and 262 lost years per 100,000 persons,
respectively) and cancer (242.9 deaths and 1,083 lost years per 100,000 persons,
respectively) were highest in Jackson County.

− The Kansas City municipalityÕs years of life lost for its African-American population
were highest for heart disease (1,408 years per 100,000 persons) and chronic
obstructive pulmonary and allied diseases (274 years per 100,000 persons).

The greatest racial disparities are seen in Wyandotte and Jackson Counties, as
well as in the Kansas City municipality.˚ Income in these areas tends to be
lower, while poverty rates, mortality rates and potential years of life lost tend to
be higher.˚ Conversely, Johnson County experiences the least racial disparities
in health.
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•  Compared to white residents, African-American residents of the Area lose up to 1.7
times more years of life.

− African-American residents in the Kansas City municipality and in Wyandotte County
lost the most years of life (11,099 and 10,745 years per 100,000 persons,
respectively).

•  Maternal and child health issues for Greater Kansas City Area minority
populations vary by county.

− African-American mothers in Clay County were much less likely to receive first
trimester care (68.4 percent) compared to their white counterparts (91.6 percent).

•  White mothers in Jackson County used tobacco and alcohol during pregnancy more
than mothers in any of the other four counties.

− While white mothers used tobacco more than African-American mothers in Jackson
County (21.0 percent and 15.1 percent, respectively), African-American mothers
used alcohol during pregnancy twice as much as white mothers did (3.6 percent and
2.4 percent, respectively).

•  African-American teens living in the Kansas City municipality experienced the highest
birth rate (160.7 per 1,000 females aged 15 to 17) of minorities in the Area.

•  Jackson County African-American residents experienced an infant mortality rate (14.9
percent) more than double that of white residents (7.0 percent).

•  Johnson County contained the highest proportion of very low and low birth weight
babies born to African-American mothers (4.3 percent and 15.6 percent, respectively)..

3. HOW DOES THE OVERALL HEALTH STATUS OF THE GREATER KANSAS CITY
AREA’S MINORITY POPULATION COMPARE TO BENCHMARKS?

•  The Greater Kansas City AreaÕs minority population is less likely to live in poverty
than minorities in most benchmark communities.

− In 1989, slightly smaller proportion of African-Americans in the Greater Kansas City
Area (28.2 percent) lived in poverty than in Kansas (30. percent), Missouri (29.9
percent) and the U.S. (29.5 percent).

Consistent with stakeholder beliefs, racial disparities tend to be more
pronounced in the Greater Kansas City Area than in benchmark communities,
particularly for mortality rates, potential years of life lost and maternal and
child health issues.
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•  Slightly fewer Greater Kansas City residents of Hispanic ethnicity lived in poverty in 1989
(15.5 percent) than in Kansas (17.3 percent) and Missouri (15.9 percent), while
considerably fewer Area residents lived in poverty compared to the U.S. (25.3 percent).

•  The Greater Kansas City AreaÕs minority population exhibits higher rates of death
and lose more years of life than residents of Kansas and Missouri and most
comparison communities.

− The racial disparity in mortality was wider than those exhibited at the state level for
both Kansas and Missouri but not at the national level. African-Americans in the
Greater Kansas City Area experienced a mortality rate of 777.4 per 100,000 persons.
In Kansas, African-Americans exhibited a death rate (719.4 deaths per 100,000
persons) 58 percent higher than white residents (454.6 deaths per 100,000 persons),
while in Missouri, African-Americans had a death rate (793.6 deaths per 100,000
persons) 56 percent higher than white residents (506.8 deaths per 100,000 persons).
At the national level, African-Americans had a death rate (793.8 deaths per 100,000
persons) 63 percent higher than white residents (487.6 deaths per 100,000).

•  The disparity in terms of potential years of life lost was larger then those in Kansas,
Missouri, the U.S. and comparison communities except for St. Louis.

•  Racial disparities in mortality are generally wider than in benchmarks except for
cerebrovascular disease and COPD, but disparities in terms of years of life lost
vary.

•  Compared to benchmarks, the racial disparities in the transmission of
communicable disease vary by disease.

− From 1995 to 1997, African-Americans in the Greater Kansas City Area experienced
lower syphilis three-year average case rates (7.3 cases per 100,000 persons)
compared to their counterparts in Kansas, Missouri, the U.S. and all comparison
communities.

African-American residents exhibited higher three-year average case rates for gonorrhea and
chlamydia (1,276.0 cases and 868.9 cases per 100,000 persons, respectively) than most
benchmarks.

Racial disparities in maternal and child health outcomes in the Greater Kansas City Area
tend to be greater than those in most benchmarks.

− The difference between the African-American teenage birth rate and white birth rate
was much larger than those exhibited in most benchmarks.

•  The difference in the proportion of African-American and white women receiving prenatal
care in the Greater Kansas City Area was much more pronounced that those exhibited at
the state or national level, but less so than those in most comparison communities.

•  Though the racial disparities in the number of Cesarean sections performed experience
mirrored those of Kansas and Missouri, it contrasted with national and most comparison
community experiences where African-American mothers had higher Cesarean section
rates compared to white mothers.



Jackson County Hospital Admissions 
and Discharges for 2000

Acute Care Hospitals Discharges Patient Days End Date

Research Medical Center 20,809 93,231 12/31/2000
Baptist Medical Center 10,385 57,807 12/31/2000
Independence Regional Hlth Ctr 8,951 57,387 12/31/2000
Trinity Lutheran Hospital 4,957 29,367 12/31/2000
Medical Center of Independence 5,426 20,664 12/31/2000
Lee's Summit Hospital 3,515 15,594 12/31/2000
Trinity Lutheran North 2,634 13,028 12/31/2000

Health Midwest Total 56,677 287,078

St Luke's Hospital 20,092 110,716 12/31/2000
Truman Medical Center-Lakewood 4,149 91,097 4/30/2000
St Joseph Health Center 15,072 63,645 6/30/2000
Truman Medical Center 11,279 55,126 4/30/2000
Children's Mercy 12,999 50,088 6/30/2000
St Mary's Hospital-Blue Springs 6,121 24,470 6/30/2000

Other Total 69,712 395,142

Total 126,389 682,220
Health Midwest % of Total 44.8% 42.1%

Pyschiatric or Specialty Hospitals Discharges Patient Days End Date

Western Mo Mental Hlth Ctr 3,107 53,032 6/30/2000
Veterans Affairs Med Ctr-KC 6,353 44,702 9/30/2000
Kindred Hospital-Kansas City 411 23,592 12/31/2000
Research Psychiatric Center 2,115 17,649 12/31/2000
Two Rivers Psychiatric Hospital 1,444 16,399 12/31/2000
Crittenton Center 760 6,037 12/31/2000
Rehabilitation Institute 281 5,817 12/31/2000

Source: Missour Dept. of Health



Kansas City Urban Hospital Closures or Relocations 
Many hospitals that once were located in the urban core have either moved to the suburbs 
over the past 15 years. The table shows what has happened to Kansas City area urban 
hospitals. 
 
Hospital Action Date 

Saint Joseph Health Center moved 1977 

Martin Luther King closed 1983 

University Hospital closed 1988 

St. Mary’s of Kansas City closed 1988 

Park Lane Medical Center closed 1999 

Menorah Medical Center moved 1996 

Bethany Medical Center closed 2001 

Trinity Lutheran closed 2001 
Source: press reports 
 

 

U.S. Hospital Closures: 1987-2000 

A total of 64 hospitals closed in 2000 based on a recent report by the Department of 
Health and Human Services’ Office of Inspector General. The most often reported reason 
for closure in 2000 was financial problems resulting from factors such as low occupancy 
and competition. 

Year Number of Closures in 
the U.S. 

1987 69 

1988 86 

1989 76 

1990 56 

1991 57 

1992 50 

1993 42 

1994 16 

1995 37 

1996 37 

1997 38 

1998 43 

1999 64 

2000 64 

Source: Hospital Closure 2000, U.S. Dept. of Health and Human Services, Office of Inspector General, 
June 2002 



Statement by Dr. Richard Hellman 
Kansas City Health Commission 
LINC Commission Meeting, October 21, 2002 
 
Thank you, Landon and thank you all of the commissioners and guests here.   
 
I just wanted to start off by commenting that I really think that the LINC Commission is 
one of the Kansas City treasures.  And I could say the same about Landon but he’d 
probably throw me out of the meeting… 
 
I’d like to talk from the point of view of a group that I’ve enjoyed and had the privilege 
to work with, which is the Mayor’s Health Commission, particularly with the Minority 
Health Care Improvement Committee.  Which is, I think, one of the most exciting 
committees I’ve been on, and I’ve been on quite a few over the years.  (inaudible) 
 
The concern that we’ve brought up was the issue of what would happen to the health of 
the members of the minority community in KC in terms of health care.  Because so much 
of the health care, of the Hispanic community, and the African-American community and 
the Native American community comes from Health Midwest hospitals.  And how would 
this impact upon that group.  Because included in that group is a disproportionate number 
of people who are frail, who are poor, who may be less well educated and may not even 
speak English well, and they are in short the vulnerable population.  And what we’ve 
spent some time doing is trying to think of what questions we’ve had that need to be 
brought out as this process goes through.   
 
In truth, many of us were somewhat relieved to hear that HCA was going to be the 
system that was possibly going to acquire Health Midwest, because it has a good 
reputation and as Chris had pointed out, a reputation for excellence.  But I would like to 
point out from the point of view of healthcare delivery; quality is often in the eyes of the 
beholder.  And will, when the system that is for-profit has to deal with the issues of, on 
the one hand, decreased profitability, but perhaps improved quality.  How would they 
tilt?  We have seen over the years in the United States, tilts that were often not in the best 
interests of the population, and why we are particularly concerned from the minority 
standpoint, is that if the patients cannot voice their concerns clearly, if they don’t have 
leverage, that may occur with people of different socio-economic status, will they be able 
to speak out for their needs?  And our concern was, given that a for-profit organization 
does have to answer to its shareholders, will there be a system in place that would allow 
for the protection of people who have health care needs that may be potentially 
displaced?  And we’re very concerned about that. 
 
And the concern is not immediate, it is long term; it is not next year, it is five years, ten 
years.  And promises are one thing, but creating a structure…  After all it is a privilege, I 
think for a for-profit system to acquire these community assets.  I would hope that there 
would be some method by which the hospital system would actually have to demonstrate 
exactly how, promise how, they’re going to deliver the same level of care if not better, 



for the people.  So that the people who are poor and disenfranchised or have limited 
access, not just shunned to the side, as the process goes forward. 
 
We are also equally concerned about the issue of the community assets that the not-for-
profit will impart.  If there’s to be a large community foundation, truthfully, Mr. Wilson’s 
comments were actually very reassuring; that there will be due diligence with respect to 
the issues of how the assets will be handled.  One of the problems that seems to beset 
health care for minority populations and why there are such disparities today, in the 
wealthiest country in the world, has to do with the fact that too often the priorities that 
people give are not the priorities that result in their better health care.  After all, it is 
somewhat antiseptic to talk in terms of curing cancer, which is a wonderful thing and I 
wish that would happen in my lifetime.  But it is harder to deal with the disenfranchised, 
elderly, frail patient, who may still by the way represent our collective history, our 
conscience, and possibly even become our best mentors.  But the fact of the matter is one 
needs to provide a system by which the priorities of the community are actually dealt 
with in a fair and orderly way. 
 
And I think the concern was, will the process that will result in the not-for-profit 
foundation that will come out of the sale of this, will the deliberations and the behavior of 
that foundation be transparent?  Will there be enough interest in promoting diversity so 
that there will be a broad range of things that will be considered seriously important.  
And will the priorities that I talked about earlier among those who really do not have a 
voice, will those priorities be high? 
 
I know something directly, first-hand about research having conducted it as a physician 
for a number of years.  And I know that certain things are, well, I would hesitate to use 
the term “trendy,” but the fact of the matter is what we do not see research in health care 
delivery, we do not see research in improving quality—it’s hard to even agree on that.  
We do not see work done on just doing really what is the right thing.  There’s something 
very good inside of just doing good work.  And Howard Gardner at Harvard University is 
doing a study to try to identify what it is that moves people towards doing good things for 
others. 
 
Well, talking to the LINC Commission is like preaching to the choir, because that’s what 
you foks are doing.  But I would make a case that in the community foundation that 
comes out of this sale, it is very important that both Attorneys General, and the 
community members including all the people here and the people on the health 
commission, and many others, work together so that what comes out of it is transparent—
with governance which is sufficiently diverse and balanced so that it does the right thing.  
As much as I respect the right for privacy in the course of negotiations, I would maintain 
before those on the minority health commission that these are indeed community assets.  
Their governance, in fact their governors, probably should be subject to very careful 
public scrutiny because this will affect us for years to come.   
 
Thank you very much. 


