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In early 2015, a variety of organizations across the Ozarks came together to better
understand the health status, behaviors and needs of the populations they serve.

Under the umbrella of the local e R L R

Ozarks Health Commission, this
first-time collaboration is the
largest in the region spanning
four states—Missouri,
Oklahoma, Arkansas and
Kansas—51 counties and four
hospital systems.

The working group saw the
value of using a systematic,
data-driven assessment to
inform decisions and guide
efforts to improve community

. Community - Land Area
Community Name Population

health and wellness on a Color Rank
. N | This | Rogers Community I 532,979 4
regional level. IS larger, Springfield Community P 401,235 8
concerted approach will Topi oty [ 2
leverage common strengths and Fort Smith Community 321,835 2
strategies to move in the same Lebanon Communtty 2l L
. . . . Bolivar Community 150,662 5

direction on significant health

Branson Community | 150,076 74
concerns. Booneville Community 101,177 6
Monett Community ] 96,315 9

This assessment, along with the

resulting action plan, will allow decision-makers to have a more holistic and up-to-date
picture with which to strategically address community health concerns in their own
jurisdictions.
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Key Participants

Category

Service Area

Organization Type

Burrell Behavioral Health Nonprofit MO Outpatient behavioral
health

Citizens Memorial Healthcare Nonprofit MO Hospital system

CoxHealth Nonprofit MO Health system

Freeman Health System Nonprofit MO, KS, OK Health system

Jasper County Health Dept. Local Govt MO Health Department

Joplin Health Dept. Local Govt MO Health Department

Mercy Nonprofit MO, KS, OK, AR | Health system

Polk County Health Center Local Govt MO Health Department

Springfield-Greene County Health | Local Govt MO Health Department

Dept.

Taney County Health Dept. Local Govt MO Health Department

The Assessment Process

The priorities for each community emerged as a result of data and feedback collection
from a variety of sources, including:

e asurvey open to members of the public and partner agencies in all jurisdictions;

e secondary data collected from CommunityCommons.org and other sources;

» focus groups targeting underserved, chronically ill and low-income populations
in each community; and

e emergency department data from hospital partners.

These sources were combined and compared to develop community priorities which
weighed morbidity, mortality and a variety of other factors. More on the results of the
survey, focus group, data analysis and priority ranking can be found in the
Methodology section of this report.

Themes for the Region

It quickly became apparent through this assessment that health issues transcend State
and County boundaries and health system catchment areas. Health problems such as
cardiovascular disease and behavioral health manifest themselves in a similar manner
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throughout the entire 51-county footprint. As we move forward, it's not difficult to
imagine a scenario where we have consensus on what the health challenges are, how
to best address those challenges and end up with improvements to the public’s health
based on collective impact.

We Want to Hear From You

The Ozarks Health Commission (OHC) welcomes and encourages feedback and
suggestions on future assessments and action plans as this effort continues. Questions,
comments or concerns can be submitted at OzarksHealthCommission.org.

CoxHealth approved the Branson Community Health Needs Assessment in May 2016,
and Mercy Hospital Berryville approved the document in July 2016.

L
‘>COXHEALIH Merc r
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Taney County, MO




Table of Contents

CoOMMUNILY SUMMATY .oniiiiiiee e e e e 1-1
Primary Health Needs Identified ............coooiiiiiii e 1-3
COMMON TRFEAAS ...ttt 1-4

Community Defined .........coooviiiiii e 2-1
7= g 0o r= 1 0] 108 PP 2-2
Health Services Available ... 2-6

Input from COMMUNILY ..., 3-1
Ozarks Health Commission Steering Committee Membership ......................... 3-1

Methodology ... 4-1
INEFOUCTION ..ttt e e e e e e e e enaees 4-1
ASSESSMENT PrOCESS ... ..t 4-2
SECONAANY DaAt@.....cuiiiiiiiii e 4-3
Primary HOSpPItal Data .........ccuveuiiniiiii e 4-14
COMMUNILY SUNVEY ...eniiiii it et e e e e e enes 4-19
Lo U RS T o 1 o 1P 4-23
Identifying and Prioritizing Health ISSUES..........ccoviiiiiii e 4-27

Priority Health Needs ldentified..................ccoiiiiienenne. 5-1
LUNQ DISBASE ....iuiiiiiieeiie ettt et e et e et et e et e e e e e 5-1
CardiOVASCUIAN ... et 5-6
Mental Health...........coo e 5-13

%ZARKS



Dissemination Plan ... 6-1
W BDSITES ...t 6-1
e T (=T B O 0] o1 =P 6-1
Process to Share Information with the Broad Community ...........ccocovvieennannee. 6-1
APPENAICES ... 7-1

%ZARKS 3-2



For the purpose of this assessment, the Branson Community is comprised of Taney and
Stone Counties in Missouri as well as Carroll and Boone Counties in Arkansas.

Taney County
Branson

The year 1903 welcomed the beginning of tourism in Branson, MO, thanks to a book
titled “The Shepherd of the Hills.” It was an immediate hit and people began traveling
to the area to experience the setting of the story. When the Missouri-Pacific railroad
was built to run through the area, Branson became a thriving community, leading to the
formation of Lake Taneycomo and Table Rock Lake.! Branson was no longer just a hot
spot for fishing and hunting, it has grown into a major tourist destination featuring 50
theaters, countless museums, 200 shops, golf courses, and 35,000 restaurant seats. In
the last century Branson has really prospered with a regular population of about 10,000
people, but annually hosting around 8-9 million tourists. Hosting 100,000 tourists a day
during its peak, the big appeal of Branson is its small town feel with the amenities of a
much larger destination.?

Stone County
Galena

Galena is the seat of Stone County and lies in the heart of Ozark Mountain country.
Though the population is small with roughly 440 people, Galena lies just minutes from
Silver Dollar City, Table Rock Lake, and other Branson attraction. Galena is a perfect
place for fishing, hunting, and camping as it lies along the James River and occasionally
offers the sight of the American Bald Eagle. Galena offers a historic courthouse and
bridge both of which are featured on the National Register of Historic Places.® Though
Galena is small, its proximity to Branson and Springfield is ideal for those interested in
living away from the hustle and bustle, while still having access to amenities found only
in those more populated destinations.

! Branson Chamber of Commerce, http://www.bransonchamber.com/about-branson/
2 Official Branson.com Website, http://www.branson.com/learn/general-branson-info/branson-facts/
3 Galena Area Chamber of Commerce, http://www.galenamo.com/




Carroll County

Eureka Springs

Eureka Springs has been a popular vacation destination since the 1800’s, known early
on for its healing waters, Victorian architecture, and as a haven for various artists. In
fact, Eureka Springs is often honored as one of the top 25 Art Destinations, welcoming
art lovers from all over the county. Besides art, visitors have a multitude of alternative
attractions to enjoy such as the Turpentine Creek Wildlife Refuge, Opera at the Ozarks,
caves, festivals, and parades. Like other area towns, Eureka Springs offers a diverse
number of outdoor activities ranging from horseback riding to bicycling to boating.
Eureka Springs is also home to many award winning restaurants and has the distinct
honor of being called the Wedding Capital of the South.*

Berryville

Berryville sits in the center of Carroll County. Berryville is located in the Ozark
Mountains of Northwest Arkansas close to both tourist town of Branson, MO and Eureka
Springs, AR. Saunders Museum is also located in Berryville and is internationally known
for having an extensive historic gun collection from the frontier period.

Boone County
Harrison

Harrison has a unique past featuring many Native American tribes settling in the area.
With so many tribes vying for space and resources, war eventually ensued. By the
1830's tribes were relocated to Oklahoma and French trappers settled the area around
the White River. From there, agriculture and manufacturing became popular leading to
Harrison’s growth as a community. Harrison is home to many outdoor attractions most
prominently the river that lies just to the south. Just a few decades ago, President
Nixon signed into law the Buffalo National River as the first National River in the United
States.” With these features, Harrison is hailed as one of the “Best Small Towns in
America”, featuring limestone bluffs and tranquil scenery offering prime spots for
canoeing and fishing. Harrison has also been featured in Where to Retire Magazine,
because if offers a low cost of living and a small town atmosphere with local
restaurants, shops, and wide open spaces perfect for those looking for a quiet, relaxed
lifestyle.®

* The Greater Eureka Springs Chamber of Commerce, http://www.eurekaspringschamber.com/
5 Harrison Convention & Visitors Bureau, http://www.harrisonarkansas.org/c_upe view.php?id=20
8 Harrison Arkansas, http://www.cityofharrison.com/
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Ozarks Health Commission

Recognizing the value of assessing and acting together on local health issues, key
players from local hospital systems, public health entities, behavioral health systems
and others formed a working group to begin the task of a regional health assessment.

This group grew under the umbrella of the local Ozarks Health Commission (OHC). This
first-time collaboration of this size in the area spans four states—Missouri, Oklahoma,
Arkansas and Kansas—51 counties and four hospital systems. This footprint will be
referred to throughout the report as the OHC Region, a map of which can be found in
the Executive Summary.

This assessment, along with the resulting implementation plan, will allow decision-
makers to have a more holistic and up-to-date picture with which to strategically
address community health concerns in their own jurisdictions. This report outlines
priorities and data for the Springfield Community—all other Communities’ reports can be
found at ozarkshealthcommission.org.

Primary Health Needs ldentified

After careful analysis of the community health data, multiple health needs were
identified and the following priorities were selected:

Lung Disease Cardiovascular Mental Health

Lung disease continues to Disease Mental health issues are

impact the health and a result of a multitude of
wellness of too many in factors and cause a

our community. magnitude of negative
effects to our community.

As a leading cause of
death, cardiovascular
disease is wreaking havoc
on our community.
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Common Threads

Throughout this assessment, common threads often emerged in discussion around data
and findings. While not explicitly identified as priority health issues, the Ozarks Health
Commission recognizes the importance of highlighting the impact of these common
threads on the health issues in the report.

In studying these common threads, the Ozarks Health Commission used the
Socioecological Model” as a framework to examine the impact on health issues. The
Socioecological Model recognizes a wide range of factors working together to impact
health and includes influences at the individual, interpersonal, organizational,
community, and policy levels. Each of these common threads can impact health issues
at levels throughout the model, and as such, community partners targeting to affect the
common threads should consider action throughout the spectrum of the model.
Throughout the common threads section, the Socioecological Model will be referenced
to suggest possible strategies and provide context.

Socioecological Model®

State/Local _',' dge Community-
Health Attitude  Beliefs gl Ba§ed_
Departments Provider Networks Organizations

Employee/ Interpersonal Professional
Work Sites Family Peers Organizations

Health Insurance Tribal Urban
Plans (i.g. public % : Health Clinics
Coalitions and private)  Qrganizational

Health Care

Health Disparity Systems/Academic Medical Research
Collaboratives Institutions Institutions

Tribal Health -
Dénatiment Community

Community/State/Regional
Advocacy Organizations

National

H Advocacy/Non-Profit
POI |Cy Organizations

Local/State/National
Legislatures

Federal Government Agencies

" Centers for Disease Control and Prevention, http://www.cdc.gov/violenceprevention/overview/social-
ecologicalmodel.html

8 Agency for Healthcare Research and Quality, http://www.ahrg.gov/professionals/prevention-chronic-
care/resources/clinical-community-relationships-measures-atlas/ccrm-atlas3.html
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"f' Access to Appropriate Care

The understanding of and the ability to access appropriate care and
treatment is critical to improve and maintain quality of life while
reducing the burden of disease.

Accessing healthcare has always been a struggle within our country, and has long been
recognized as an issue, especially for vulnerable populations. Out of this need, safety
net providers, such as Federally Qualified Health Centers and Rural Health Clinics, have
arisen. Additionally, various federal and state programs have been implemented and
changed to provide increased access to care: most notably Medicare, Medicaid and the
Affordable Care Act. Despite numerous efforts, access to appropriate health care
remains a concern for many. Currently, 20.8% of Americans do not have adequate
access to healthcare services. The OHC Region also faces challenges to accessing care,
with 25.2%, an estimated 576,000 people, without health insurance. Those without
care face obvious health challenges since they are not as able to adequately treat acute
issues or chronic diseases, resulting in further exacerbation of the condition, reducing
quality of life and resulting in early death.®

Accessing care can be a multi-faceted and complex challenge that spans all diseases
and conditions and is closely connected with each of the seven assessed health issues.
Examining some of the community health data more closely, there is concerning data
within the OHC Region. The rate of preventable hospital events that are considered to
be ambulatory care sensitive in the OHC Region is 67.7 per 1,000 Medicare enrollees,
compared with a national rate of 59.2. There are fewer care physicians in the OHC
Region: 63.6 per 100,000, compared to the nation’s rate of 74.5. Most alarming is the
percent of people living in a designated Health Professional Shortage Area, which is
60.5%, compared to 34.1% of the national population. This concern is further
supported by the community survey and focus groups that were conducted. The survey
demonstrated many individuals face challenges with accessing care and the cost of
health care, which suggests a challenge with being uninsured or underinsured. Of the
nine community focus groups, access to care was identified as one of the emergent
themes in five of the Communities.

% Office of Disease Prevention and Health Promotion, https://www.healthypeople.gov/2020/topics-
objectives/topic/Access-to-Health-Services




The effect of a lack of access results in significant cost to both the individuals and
communities. A 2014, Kaiser Family Foundation Report sums up the impact: “In 2013,
the cost of ‘uncompensated care’ provided to uninsured individuals was $84.9 billon.
Uncompensated care includes health care services without a direct source of payment.
In addition, people who are uninsured paid an additional $25.8 billion out-of-pocket for
their care.”’® Since the passage of the Affordable Care Act, one of the four states within
the assessment, Arkansas, has expanded Medicaid. In the first few years, 275,000
estimated people now have insurance coverage, reducing the uninsured rate by 49%."*
The other three states, Kansas, Missouri and Oklahoma have not expanded Medicaid,
leaving thousands without viable options for health insurance. With a Medicaid
expansion, Kansas would provide coverage to an estimated additional 200,000
individuals, Missouri to 452,000 individuals and Oklahoma to 348,000.'? By expanding
coverage, people have the ability to not delay treatment and prevent or mitigate the
effects of disease through treatment.

While having access to care is vital to improving treatment and health for people,
accessing appropriate care is equally important. This certainly includes ensuring
individuals have a plan to cover the cost of care and making sure that there is
appropriate provider coverage in communities; however, another important component
is changing the culture to access care appropriately. Too many times individuals are
using the emergency department for non-emergent issues, as is shown in the primary
hospital data. While everyone can use the emergency department for non-emergent
issues, the emergency departments are the least efficient and effective treatment
options because the facility and staff are designed to treat emergent health needs.

Improving access to appropriate care will require changes at multiple levels of
influence, including individual, community, organizational and policy levels, as indicated
by the Socioecological Model. Efforts to address each assessed health issue should a)
focus on improving the systems around the individual to improve health and access to
appropriate care, and b) work to modify the way that individuals consume health
services to ensure care is effective and efficient.

10 Kaiser Family Foundation, http://kff.org/uninsured/report/uncompensated-care-for-the-uninsured-in-
2013-a-detailed-examination/

! Health Insurance.org, https://www.healthinsurance.org/medicaid/

12 Health Insurance.org, https://www.healthinsurance.org/medicaid/
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% Social Determinants of Health

The interconnectedness of health, education, economic viability, housing
and quality of life impact an individual, family and community’s ability to
thrive.

Throughout the world, our country and in our own communities, factors exist that affect
the ability of people to live a life that provides the best opportunity to be healthy.
Health, as defined by the World Health Organization, can be considered a state of
physical, mental and social well-being and not merely the absence of disease or
infirmity. In considering the interconnectedness of the multitude of factors that affect
health for people, social determinants of health are often described. The Institute of
Medicine suggests the following description for:

Social determinants of health are conditions in the environments in which people
are born, live, learn, work, play, worship, and age that affect a wide range of
health, functioning, and quality-of-life outcomes and risks. Conditions (e.qg.,
social, economic, and physical) in these various environments and settings (e.g.,
school, church, workplace, and neighborhood) have been referred to as “place.”
3 In addition to the more material attributes of “place,” the patterns of social
engagement and sense of security and well-being are also affected by where
people live. Resources that enhance quality of life can have a significant
influence on population health outcomes. Examples of these resources include
safe and affordable housing, access to education, public safety, availability of
healthy foods, local emergency/health services, and environments free of life-
threatening toxins.

Improvements in population health may be achieved by assessing, understanding and
addressing root causes of poor health which can often be traced to include the social
determinants of health. This assessment analyzed the following social determinants of
health:

* Unemployment

* Income level

* Poverty rate

» Population receiving SNAP benefits
* Population on Medicaid

'3 Gornick, Marian E., “Disparities in Health Care: Methods for Studying the Effects of Race, Ethnicity, and
SES on Access, Use, and Quality of health care”,
http://www.iom.edu/~/media/Files/Activity%20Files/Quality/NHDRGuidance/DisparitiesGornick.pdf
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e Free and reduced lunch rate
e Education level

Although there are other factors that affect health, these are some of the most widely
used and accepted indicators of determining the health of a person. Achieving a state of
health and desired quality of life requires economic stability, social and community
connection, safe living arrangements, access to quality and appropriate health care and
much more. Just like many aspects of life that deal with resource availability, a good
state of health is often associated with more readily available resources. Poor health or
a lack of health affects each and every one of us by way of personal associations and
community health achievement, which ultimately affects our individual and community
ability to thrive.

A good example of this is the employment sector. Employers struggle with recruiting
and retaining individuals to work decent-waged jobs in some scenarios because
potential employees struggle with unreliable transportation or health concerns caused
by poor living conditions or lack of access to healthy foods. Communities can struggle
to attract businesses that pay good wages and offer good jobs because employers do
not want to reside in a place where the population is burdened by higher-than-average
prevalence of poor health indicators such as high rates of tobacco usage, obesity, heart
disease and lung disease. Businesses are attracted to communities where
neighborhoods thrive, educational attainment is high and employees are healthy and
thriving—and therefore not a threat to the bottom line due to high health care costs as
a result of preventable illness. The unemployment rate across the OHC Region (5.4%)
varies by county, from 4.2% in Washington County, AR to 8.7% in Taney County, MO.

In addition to employment, the OHC Region struggles with a number of other indicators
used to describe social determinants of health. As indicated by the chart below, poverty
is higher in the OHC Region than across the U.S. Not shown in the chart, but worth
noting, is that 27.9% of families earn more than $75,000 per year, which is much lower
than the country (42.8%). Also, of those 25 years of age and older, 15.3% in the OHC
Region have not received a high school diploma or equivalent, which is higher than the
U.S. (14.0%).
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Social determinants of health tell us a story about the way that people live and, by
extension, how their lives affect the community. Ultimately, where we live, where we
work and our educational attainment level have huge impacts on the quality and length
of our lives. Communities that consider the health impacts of policy decisions can make
a positive impact on the social determinants of health.

Tobacco Use

High prevalence in tobacco use results in some of the biggest health
concerns related to lung disease, cardiovascular disease and mental
health. Interventions need to range from individual behavior change to
policy change.

Awareness regarding the ill-health effects of tobacco use has grown significantly since
the Surgeon General’'s Report on Smoking and Health published in 1964. The report laid
the foundation for tobacco control efforts in the United States. However, as the leading
cause of preventable death in the United States, there is still a great deal of work to be
done.

According to the most recent Surgeon General’s report published in 2014, smoking
causes 87% of all lung cancer deaths, 32% of deaths due to coronary heart disease,
and is responsible for 79% of all cases of chronic obstructive pulmonary disease.
Nationally, 18% of adults are tobacco users. Within the OHC Region, 23% of residents
use tobacco. Additionally, the prevalence in each of the nine communities identified in
this report is higher than the national average. Therefore, in order to reduce the threat
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of death and poor quality of life among residents in the OHC Region, it is imperative
that efforts are taken to reduce tobacco use.

While the evidence reveals that tobacco use can lead to complex physiological health
issues, it can also complicate existing health issues. Those dealing with mental illness
may smoke to curtail the severity of their mental health symptoms. According to the
most recently published Centers for Disease Control and Prevention (CDC) vital sign
report on smoking among adults with mental illness, 36% of adults with mental illness
were current smokers, which is much higher than those without a mental illness (21%).
Additionally, 48% of people with a mental iliness living below the poverty level smoke
cigarettes™*.

Although data does not currently exist for the OHC Region regarding tobacco use
among adults with mental illness, it is safe to assume that smoking in this population is
significantly high considering the high rates of depression (17.5% compared to 15.5%
nationally) and poverty (18.6% compared to 15% nationally) in the region. People with
mental illness may not have access to tobacco cessation services and may smoke more
frequently than the general population. Therefore, it is important to monitor tobacco
use across all subpopulations, and use evidence—based interventions at multiple levels
of influence.

According to the Socioecological Model, there are multiple levels of influence that affect
a person’s behavior. The levels of influence include individual, interpersonal,
organizational, community and public policy. Interventions targeting the individual level
include raising awareness about the harms of first, second and third-hand smoke,
providing tobacco cessation classes and offering various modes of counseling to stay
tobacco-free. Tobacco cessation classes may also serve as an interpersonal intervention
because of the social support offered in a group setting. Organizational interventions
may include tobacco-free workplace policies, as well as insurance companies increasing
rates for tobacco users. At the community level, successful strategies include changing
cultural norms through high-powered, cohesive and consistent media campaigns.
Finally, policy-level interventions have the greatest impact. Policy advocacy at the local,
states and national levels may include increasing tobacco tax, improving warning labels
on tobacco products, implementing indoor air ordinances, regulating smoking in schools
and implementing comprehensive tobacco control programs.

14 Centers for Disease Control and Prevention,
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6205a2.htm?s _cid=mm6205a2 w
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d% Physical Activity and Nutrition

Good nutrition, regular physical activity and a healthy body size are
important in maintaining health and well-being and for preventing health
conditions such as cardiovascular disease, diabetes and cancer.

Obesity continues to be a growing issue for the physical and economic health of our
nation. The CDC reports that obesity rates in America have increased from 35% in
2011-2012 to 38% in 2013-2014. Currently, 27.1% of adults are obese, nationally.
Within the OHC Region, 31.8% of adults are obese. The ramifications for this can be
severe. Obesity contributes to the exacerbation of many chronic conditions including
cardiovascular disease, diabetes and cancer. According to the CDC, chronic diseases are
responsible for 7 out of 10 deaths each year and accounts for 86% of our nation’s
health care costs. The trending increase can be attributed to the American lifestyle, with
most Americans eating more and moving less.

Regular physical activity improves overall health and well-being and reduces the risk of
chronic diseases and obesity. More than 80% of adults and adolescents do not meet
the guidelines for physical activity. People who are physically active tend to live longer
and have lower risk for cardiovascular disease, diabetes, depression and cancer.
Physical activity can also help with weight control, and inactive adults have a higher risk
for premature death.

Poor diets are not only a risk factor for obesity, but for other chronic diseases as well.
For example, diets high in added sugar lead to health issues such as obesity, diabetes
and cardiovascular disease. High dietary fat intake is a risk factor for the development
of high blood lipid levels, and high dietary salt intake is a risk factor for the
development of high blood pressure. In turn, high blood lipid levels and high blood
pressure are significant risk factors for cardiovascular disease and other chronic
diseases. Fewer than 1 in 3 adults, and an even lower proportion of adolescents, eat
the recommended amount of vegetables each day.

As the Socioecological Model describes, there are multiple levels of influence that affect
a person’s behavior. Interventions targeting the individual level include raising
awareness about the harms of obesity, proper nutrition and the importance of regular
physical activity. Exercise and nutrition classes may also serve as an interpersonal
intervention because of the social support offered in a group setting. Organizational
interventions may include healthy food policies, such as vending machine policies. At
the community level, successful strategies include changing cultural norms through a
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pedestrian-friendly community that encourages walking and biking to essential
resources and addressing food access concerns. Finally, policy level interventions have
the greatest impact. Policy advocacy at the local, states and national levels may include
increasing sugary beverage tax, nutrition labeling, regulating food advertisement,
regulating nutrition and physical activity policies in schools and implementing complete
streets ordinances or bicycle and pedestrian friendly policies.

Mental Health

Mental health is inextricably linked to physical health. Poor mental health
can have an impact on behaviors that result in poor physical health.

The linkages between mental health conditions and physical health are still not totally
understood. It is tempting to make clear distinctions between the body and the mind,
but evidence continues to emerge that we should not ignore this interconnectedness
and that we must acknowledge that the two cannot be thought of as separate. We
must also acknowledge that there is not a simple model that explains this relationship.
Metaphorically, we cannot answer which comes first, the chicken or the egg. Poor
physical health can lead to poor mental health. Conversely, poor mental health can
contribute to behaviors that increase one’s risk for chronic health conditions.

Mental health is a common thread in many chronic health conditions. Depression has
been linked to higher rates of cardiovascular disease and diabetes. Additionally, persons
with depression tend to engage in more risk behaviors for these diseases—such as
smoking, poor diet or lack of exercise—than persons without depression.*® A 2006 study
suggests that 80% of those diagnosed with schizophrenia use tobacco products.'® A
growing body of evidence suggests that the lack of social connectedness, particularly in
older adults, contributes to poor health outcomes.

While the relationship between mental health and physical health is becoming clearer,
those connections remain murky and solutions to treating the mind and body together
remain elusive. But what is becoming clear is that we can no longer largely rely on
providing treatment for mental health issues through our emergency departments and
our criminal justice system. Mental health issues need to be addressed before crisis is
reached. Community leaders need to evaluate the causes of mental illness and take

15 Katon WJ., “Clinical and health services relationships between major depression, depressive symptoms,
and general medical illness”, http://www.ncbi.nIm.nih.gov/pubmed/12893098

18 Keltner, Norman L.; Grant, Joan S., Perspectives in Psychiatric Care - "Smoke, Smoke, Smoke That
Cigarette", http://onlinelibrary.wiley.com/doi/10.1111/j.1744-6163.2006.00085.x/abstract

%ZARKS 1-12




preventive measures to ensure that people live in an environment that contributes to
stability of body and mind.
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Stone County, Missouri
Population: 31,593
Total Area: 510.15 sq mi

Taney County, Missouri
Population: 53,086
Total Area: 651.09 sq mi

Boone County, Arkansas
Population: 37,169
Total Area: 601.96 sq mi

Carroll County, Arkansas
Population: 27,626
Total Area: 638.68 sq mi
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For a complete list of zip codes in each county, please see Appendix A.
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Demographics
Demographic Characteristics
High school graduation
Total population Per-capita income rate
Branson Community 148,859 $21,107 86.00%
Boone County, AR 37,099 $22,159 81.79%
Carroll County, AR 27,531 $20,636 71.72%
Stone County, MO 31,817 $21,732 90.50%
Taney County, MO 52,412 $20,231 93.70%
Arkansas 2,933,369 $22,169 84.10%
Missouri 6,007,182 $25,649 86.90%
Us 311,536,591 $28,154 82.20%
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Population by Gender
Female
Male Population Population
% Change (2000- | Change (2000-
Male % Male Female Female 2010) 2010)
Branson
Community 72,747 48.87% 76,112 51.13% 16.81% 15.44%
Boone County, AR 18,142 48.90% 18,957 51.10% 10.35% 7.17%
Carroll County, AR 13,581 49.33% 13,950 50.67% 8.15% 8.32%
Stone County, MO 15,596 49.02% 16,221 50.98% 12.92% 11.83%
Taney County, MO 25,428 48.52% 29,984 51.48% 30.76% 29.58%
Arkansas 1,439,862 49.09% 1,493,507 50.91% 9.73% 8.44%
Missouri 2,941,951 48.97% 3,065,231 51.03% 7.87% 6.28%
US 153,247,408 49.19% 158,289,184 50.81% 9.24% 8.80%
Population by Age (Percent)
Age 0-4 Age 5-17 | Age 18-24 | Age 25-34 | Age 35-44 | Age 45-54 | Age 55-64 | Age 65+
Branson
Community 5.65% 15.83% 8.02% 10.49% 11.27% 14.14% 14.58% 20.01%
Boone
County, AR 5.87% 17.06% 7.71% 11.49% 12.31% 13.92% 13.20% 18.45%
Carroll
County, AR 5.75% 16.71% 7.46% 10.05% 10.95% 14.12% 15.50% 19.45%
Stone
County, MO 4.31% 14.17% 5.86% 7.96% 10.22% 14.70% 17.75% 25.01%
Taney
County, MO 6.27% 15.50% 9.85% 11.54% 11.34% 13.98% 13.15% 18.37%
Arkansas 6.66% 17.54% 9.78% 12.94% 12.50% 13.63% 12.23% 14.72%
Missouri 6.38% 17.15% 9.85% 13.05% 12.34% 14.47% 12.42% 14.35%
US 6.44% 17.28% 9.97% 13.39% 13.12% 14.29% 12.08% 13.43%
Population by Race Alone (Percent)
Native American Native Hawaiian | Some Other | Multiple
White Black Asian / Alaska Native / Pacific Islander Race Races
Branson
Community 93.59% 0.38% 0.48% 0.70% 0.00% 1.49% 3.36%
Boone County, AR | 96.65% 0.27% 0.50% 0.85% 0.00% 0.06% 1.67%
Carroll County, AR | 92.25% 0.17% 0.54% 0.86% 0.02% 3.68% 2.49%
Stone County, MO | 91.31% 0.09% 0.12% 1.02% 0.00% 0.59% 6.87%
Taney County, MO | 93.52% 0.75% 0.65% 0.31% 0.00% 1.89% 2.88%
Arkansas 78.25% 15.51% 1.29% 0.61% 0.19% 2.16% 1.99%
Missouri 82.98% 11.51% 1.65% 0.38% 0.01% 1.07% 2.32%
US 74.02% 12.57% 4.89% 0.82% 0.17% 4.73% 2.80%
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Percent Population Change by Race (2000-2010)

American Indian / Native Hawaiian / Other Multiple
White Black Alaska Native Asian Pacific Islander Race Race
Branson
Community 13.68% 200.89% 12.40% 87.78% 96.61% 114.60% 75.84%
Boone
County, AR 7.52% 84.62% 9.58% 44.44% 162.50% 5.26% 110.75%
Carroll
County, AR 3.59% 281.48% 13.06% 56.19% 95.00% 97.76% 57.11%
Stone
County, MO 11.85% 152.38% 4.00% 84.62% 0.00% 72.60% 26.74%
Taney
County, MO 26.63% 225.36% 18.16% 147.79% 119.05% 215.99% 99.82%
Arkansas 4.99% 7.39% 24.93% 78.55% 251.50% 146.39% 59.50%
Missouri 4.44% 10.17% 9.17% 59.24% 97.01% 75.57% 51.82%
US 4.89% 15.27% 21.65% 43.27% 47.12% 24.03% 32.16%
Population by Ethnicity Alone
Hispanic
Population Non-Hispanic
Percent Percent Change Population
Hispanic or | Population Non- Population (2000- Change
Total Latino Hispanic or Hispanic Non- 2010, (2000-2010,
Population Population Latino Population Hispanic Percent) Percent)
Branson
Community 148,859 7,700 5.17% 141,159 94.83% 76.24% 14.11%
Boone
County, AR 37,099 769 2.07% 36,330 97.93% 87.22% 7.86%
Carroll
County, AR 27,531 3,725 13.53% 23,806 86.47% 41.20% 4.68%
Stone
County,
MO 31,817 574 1.80% 31,243 98.20% 85.57% 11.60%
Taney
County,
MO 52,412 2,632 5.02% 49,780 94.98% 159.25% 26.95%
Arkansas 2,933,369 192,264 6.55% 2,741,105 93.45% 114.18% 5.54%
Missouri 6,007,182 219,705 3.66% 5,787,477 96.34% 79.16% 5.47%
US 311,536,608 51,786,592 16.62% 259,750,000 83.38% 42.70% 4.09%
Families with Children
Families with Families with Children
Total Family Children (Under (Under Age 18), Percent
Total Households Households Age 18) of Total Households
Branson Community 60,123 41,447 16,607 27.62%
Boone County, AR 15,086 10,732 4,663 30.91%
Carroll County, AR 11,019 7,501 3,164 28.71%
Stone County, MO 13,320 9,596 3,201 24.03%
Taney County, MO 20,698 13,681 5,579 26.95%
Arkansas 1,129,723 762,881 362,219 32.06%
Missouri 2,360,131 1,540,854 731,384 30.99%
US 115,610,216 76,744,360 37,741,108 32.65%

HEALTHCOMMISSION

2-4




Children Eligible for Free/Reduced Price Lunch

Total Number Free / Reduced Price Percent Free / Reduced Price
Students Lunch Eligible Lunch Eligible

Branson Community 22,257 13,374 60.09%
Boone County, AR 6,341 3,609 56.92%
Carroll, County, AR 3,944 2,673 67.77%
Stone County, MO 4,131 2,404 58.19%
Taney County, MO 7,841 4,688 59.79%
Arkansas 486,157 298,573 61.41%
Missouri 913,399 408,726 45.49%
US 49,936,793 25,615,437 51.70%
Uninsured Children

Population Percent

Population Percent Population Without Population
Total Population with Medical with Medical Medical Without Medical
Under Age 19 Insurance Insurance Insurance Insurance

Branson
Community 32,937 29,988 91.05% 2,951 8.96%
Boone County, AR 8,763 8,196 93.50% 567 6.50%
Carroll County, AR 6,339 5,699 89.90% 641 10.10%
Stone County, MO 5,869 5,268 89.80% 602 10.20%
Taney County, MO 11,966 10,825 90.50% 1,141 9.50%
Arkansas 731,186 683,695 93.50% 47,490 6.49%
Missouri 1,444,067 1,337,602 92.63% 106,464 7.37%
US 76,468,844 70,705,585 92.46% 5,763,259 7.54%

Uninsured Population

Total Population (For Whom Total Uninsured Percent Uninsured
Insurance Status is Determined) Population Population
Branson Community 147,499 28,342 19.22%
Boone County, AR 36,667 6,128 16.71%
Carroll, County, AR 27,314 4,813 17.62%
Stone County, MO 31,580 5,649 17.89%
Taney County, MO 51,938 11,752 22.63%
Arkansas 2,879,435 481,547 16.72%
Missouri 5,892,726 776,915 13.18%
US 306,448,480 45,569,668 14.87%
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Health Services Available

At-Risk Populations

At-risk populations include those population groups that experience more difficulties, on
average, with healthcare access or experience a higher disease burden as compared to
the larger population. At-risk populations tend to have issues that are related to
communication, healthcare access, independence, supervision or transportation
services. For the purpose of this assessment, data for at-risk population groups such as
race, ethnicity, poverty, age, disability and health insurance status are reviewed for the
Report area of Taney and Stone Counties in Missouri and Carroll and Boone Counties in
Arkansas. All data is pulled from the Community Health Needs Assessment Report
prepared by Community Commons. See Appendix H.

Race

Health disparities are defined by the United States Department of Health and Human
Services (USDHSS) as “differences in health outcomes that are closely linked with
social, economic and environmental disadvantage.”* These differences are often caused
by unfavorable environmental, political and social conditions that create an environment
that fosters inequities. In general, racially and ethnically diverse populations are more
likely to struggle with poverty, lack of access to healthcare and low socioeconomic
status which leads to poorer health outcomes.? The Demographic Tables starting on
page 2-2 reflect the racial and ethnic diversity of the Branson Community.

Poverty

Low-income residents often postpone seeking medical attention until health problems
become aggravated, creating a greater demand on a given community’s medical
resources. This includes reliance upon emergency department services for otherwise
routine primary care. Often uninsured, the low-income demographics’ inability to pay
for services further strains the medical network. Low-income residents are also less
mobile, requiring medical services in localized population centers, placing additional
pressure on those providers already in high demand. Understanding the extent of
poverty within the population, therefore, helps determine an accurate picture of
demand. As seen on page 2-7, the poverty rates for Taney and Stone County ranked

! Department of Health & Human Services, HHS Action Plan to Reduce Racial and Ethnic Health
Disparities - “A Nation Free of Disparities in Health and Health Care”
http://minorityhealth.hhs.gov/assets/pdf/hhs/HHS Plan_complete.pdf

2 Centers for Disease Control and Prevention, Morbidity and Mortality Weekly Report - “CDC Health
Disparities and Inequalities Report — United States, 2011”
http://www.cdc.gov/mmwr/pdf/other/su6001.pdf
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unfavorably when compared to Missouri’s and national averages.

Vulnerable Footprint

Below is a Vulnerable Populations Footprint of the Branson Community created by
Community Commons. The orange highlighted areas indicate areas where at least 20%
of the population lives below the federal poverty level. The dark orange highlighted
areas are those where at least 20% of the population lives below the federal poverty
level and at least 20% of the population has completed education less than high school.
The purple area, which falls outside of the Springfield Community report area, indicates
a region where at least 20% of the population has completed education less than high
school.

Carroll County




Number of People living below 100%6 of FPL 2014

Percent Population in

Report Area Total Population Population in Poverty Poverty
Branson Community 145,753 26,067 17.88%
Boone County, AR 36,527 6,056 16.58%
Carroll County, AR 27,106 5,101 18.82%
Stone County, MO 31,432 5,365 17.07%
Taney County, MO 50,688 9,545 18.83%
Arkansas 2,849,641 547,328 19.21%
Missouri 5,826,484 900,929 15.46%
UsS 303,692,064 46,663,432 15.37%

Percent Living in Poverty by Gender, 2014

Report Area Total Male Total Female Percent Male Percent Female
Branson Community 11,669 14,398 16.34% 19.36%
Boone County, AR 2,421 3,635 13.55% 19.48%
Carroll County, AR 2,278 2,823 16.97% 20.63%
Stone County, MO 2,341 3,024 15.15% 18.93%
Taney County, MO 4,629 4,916 18.78% 18.88%
Arkansas 243,806 303,522 17.52% 20.82%
Missouri 403,935 496,994 14.22% 16.64%
UsS 20,955,836 25,707,598 14.11% 16.57%

Population in Poverty by Ethnicity, 2014

Total Hispanic / Total Not Hispanic Percent Hispanic / Percent Not Hispanic
Report Area Latino / Latino Latino / Latino
Branson Community 2,431 23,636 32.04% 17.11%
Boone County, AR 218 5,838 29.7% 16.31%
Carroll County, AR 1,139 3,962 30.89% 16.92%
Stone County, MO 232 5,133 40.42% 16.63%
Taney County, MO 842 8,703 32.48% 18.1%
Arkansas 61,808 485,520 32.83% 18.24%
Missouri 57,625 843,304 27.1% 15.02%
US 12,507,866 31,155,568 24.66% 13.5%
Percent of Population in Poverty by Race, 2014
Native Some
Black or African | Native American / Hawaiian / Other Multiple
White American Alaska Native Asian Pacific Islander Race Race

Branson
Community 17.12% 26.03% 26.09% 26.84% 0% 36.96% 27.11%
Boone
County, AR 16.03% 95.77% 14.6% 25.54% No data 0% 37.82%
Carroll
County, AR 18.32% 22.22% 40.25% 40.54% 0% 24.59% 16.84%
Stone
County, MO 16.33% 73.33% 29.63% 0% No data 63.3% 21.04%
Taney
County, MO 17.77% 10.36% 20.63% 24.48% No data 45.15% 35.94%
Arkansas 15.73% 34.16% 24.58% 12.2% 32.49% 33.02% 28.38%
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Missouri

13.09%

29.17%

23.94%

15.94%

24.02%

30.25%

25.14%

US

12.53%

27.13%

28.56%

12.53%

19.58%

26.82%

20.06%

Number and Percent of Children Living Below 100%o of the FPL, 2014

Percent Population
Population Under Population Under Under Age 18 in
Total Population Age 18 Age 18 in Poverty Poverty
Branson Community 145,753 31,236 8,423 26.97%
Boone County, AR 36,527 8,323 1,859 22.34%
Carroll County, AR 27,106 6,019 1,772 29.44%
Stone County, MO 31,432 5,706 1,572 27.55%
Taney County, MO 50,688 11,188 3,220 28.78%
Arkansas 2,849,641 697,724 194,398 27.86%
Missouri 5,826,484 1,383,754 299,285 21.63%
US 303,692,064 72,748,616 15,701,799 21.58%
Percent of Children Living in Poverty by Race, 2014
Black or Some
African Native American / Native Hawaiian / Other Multiple
White American Alaska Native Asian Pacific Islander Race Race
Branson
Community 24.39% 9.52% 33.08% 52.04% 0% 51.65% 35.39%
Boone
County, AR 21.5% No data 0% 2.7% No data No data 70.59%
Carroll
County, AR 23.06% No data 100% 100% 0% 33.33% 38.28%
Stone
County, MO 26.32% No data 42.31% No data No data 100% 23.92%
Taney
County, MO 26.33% 9.52% 63.64% 0% No data 61.95% 36.23%
Arkansas 20.02% 47.14% 28.42% 8.45% 42.8% 42.14% 36.61%
Missouri 16.7% 41.58% 33.86% 13.73% 37.62% 36.89% 29.09%
US 12.96% 38.18% 36.27% 13.14% 25.94% 35.8% 22.63%

Percent of Children Living in Poverty by Ethnicity, 2014

Total Hispanic / Total Not Hispanic Percent Hispanic / Percent Not
Latino / Latino Latino Hispanic or Latino
Branson Community 1,320 7,103 45.52% 25.07%
Boone County, AR 82 1,777 32.8% 22.01%
Carroll County, AR 637 1,135 42.19% 25.17%
Stone County, MO 123 1,448 61.81% 26.31%
Taney County, MO 478 2,742 50.8% 26.76%
Arkansas 31,003 163,395 40,84% 26.28%
Missouri 27,213 272,072 33.55% 20.89%
UsS 5,526,724 10,175,075 32.39% 18.27%

Elderly and Disabled Populations

The elderly and disabled are considered medically vulnerable because they are often
unable to care for themselves due to age, illness or physical or mental disability. It is
possible that an individual may develop health issues and become unable to function
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normally, or increasing age or lack of function may lead to new health issues.
Therefore, it is important to understand where these populations exist so strategies can
be developed to support and meet the needs of these individuals and their families to
prevent the exacerbation of existing health issues or new health issues from
developing. As indicated in the tables below, the population of people 65 years of age
and older in the Springfield Community is higher than that of the nation and the OHC
Region. Additionally, the percent of people living with a disability in the Springfield
Community is higher than both the nation and the OHC Region.

Number and percent of Population, 65 Years of Age and Older, 2014

Percent Population Age

Report Area Total Population Population Age 65+ 65+
Branson Community 148,859 29,789 20.01%
Boone County, AR 37,099 6,846 18.45%
Carroll County, AR 27,531 5,355 19.45%
Stone County, MO 31,817 7,959 25.01%
Taney County, MO 52,412 9,629 18.37%
Arkansas 2,933,369 431,722 14.72%
Missouri 6,007,182 862,038 14.35%
US 311,536,608 41,851,040 13.43%

Population with Any Disabilit

Total Population (For
Whom Disability Status

Total Population with a

Percent Population with a

Report Area is Determined) Disability Disability
Branson Community 147,499 25,831 17.51%
Boone County, AR 36,667 7,463 20.35%
Carroll County, AR 27,314 4,715 17.26%
Stone County, MO 31,580 5,592 17.71%
Taney County, MO 51,938 8,061 15.52%
Arkansas 2,879,435 482,558 16.76%
Missouri 5,892,726 825,674 14.01%
UsS 306,448,480 37,168,876 12.13%

Uninsured Populations

The lack of health insurance is a primary barrier to healthcare access, including primary
care, specialty care and other health services. The lack of employment offered health
insurance or limited finances often prevent people from obtaining health insurance.
Health insurance coverage status for each county in the Branson Community versus the
state of Missouri, Arkansas and the United States is demonstrated below. It is clear that
the proportion of uninsured population in the Branson Community is higher than the
national and state averages.
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Number and Percent of Uninsured Population, 2014
Total Population (For

Whom Insurance Status Total Uninsured Percent Uninsured
Report Area is Determined) Population Population
Branson Community 147,499 28,342 19.22%
Boone County, AR 36,667 6,128 16.71%
Carroll County, AR 27,314 4,813 17.62%
Stone County, MO 31,580 5,649 17.89%
Taney County, MO 51,938 11,752 22.63%
Arkansas 2,879,435 481,547 16.72%
Missouri 5,892,726 776,915 13.18%
US 306,448,480 45,569,668 14.87%

Percentage of Uninsured Population by Age Group, 2014

Report Area Under Age 18 Age 18 — 64 Age 65
Branson Community 9.28% 29.21% 0.33%
Boone County, AR 3.19% 27.07% 0.14%
Carroll County, AR 10.22% 26.07% 0.76%
Stone County, MO 11.35% 27.78% 0.14%
Taney County, MO 12.22% 33.12% 0.38%
Arkansas 6.02% 24.92% 0.33%
Missouri 6.73% 18.54% 0.42%
UsS 7.61% 20.59% 0.97%

Uninsured Population by Race Alone, Percent

Non- Black or Some
Hispanic African Native American / Native Hawaiian / Other Multiple

White American Alaska Native Asian Pacific Islander Race Race
Branson
Community 18.37% 55.83% 41.55% 22.88% 0% 38.79 22.93
Boone
County, AR 16.49% 35.21% 24.13% 5.43% No data 37.5% 22.56%
Carroll
County, AR 17.69% 16.67% 43.64% 76.35% 0% 15.82% 16.54%
Stone
County, MO 17.4- 26.67% 48.77% 0 No data 44.15% 18.15%
Taney
County, MO 20.68% 63.51% 58.13% 11.5% No data 61.11% 32.89%
Arkansas 14.71% 18.43% 21.85% 20.35% 31.17% 36.06% 16.33%
Missouri 11.51% 19.49% 21.7% 14.99% 23.13% 37.32% 14.3%
uUs 10.42% 17.52% 27.92% 14.95% 17.6% 33.22% 14.07%

Health Professional Shortage Areas

Medically Underserved Areas/Populations are areas or populations designated by the
Health Resources and Services Administration (HRSA) as having too few primary care
providers, high infant mortality, high poverty or a high elderly population. Health

Professional Shortage Areas (HPSAs) are designated by HRSA as having shortages of
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primary medical care, dental or mental health providers and may be geographic (a
county or service area), population (e.g. low income or Medicaid eligible) or facilities
(e.q. federally qualified health center or other state or federal prisons). All four counties
in the Branson Community are designated as Medically Underserved Areas by HRSA.

Designated Health Professional Shortage Area (HPSA) By County and Type, 2016°

Primary Care ‘ Dental Health Mental Health
Designated Designated Designated
County HPSA? HPSA Score* HPSA? HPSA Score* HPSA HPSA Score*
Boone County, AR Yes 9 Yes 14 Yes 16
Carroll County, AR Yes 16 Yes 12 Yes 16
Stone County, MO Yes 16 No - Yes 15
Taney County, MO Yes 16 Yes 14 Yes 15

* HPSA score is developed by the National Health Service Corps (NHSC) in determining priorities for
assignment of clinicians. The scores range from 1 to 26, where the higher the score, the greater the
priority.

Health Professionals Rate Per 100,000 By County and Type- 2013*

County Physician Assistants Total Physicians Primary Care Physicians Nurse Practitioners
Boone County, AR 16 131 69.5 40.3
Carroll County, AR 0 82.7 61.1 25.2
Stone County, MO 6.4 54.3 38.3 16.1
Taney County, MO 26.1 182.9 89.6 60.9

Physician Rate Per 100,000 By County and Specialty- 2013°

Total General/Family Internal General
County Physicians Practice Medicine Pediatrics OB GYN Surgery
Boone County, AR 131 53.5 10.7 21.6 10.5 8
Carroll County, AR 82.7 57.5 3.6 0 0 10.8
Stone County, MO 54.3 54.3 9.6 16.4 0 0
Taney County, MO 182.9 63.5 22.4 15.3 10.9 5.6
Arkansas 170.6 40.4 13.6 40.5 15.9 7.2
Missouri 211.4 30.5 25.3 57.3 1