April 8, 2008

Health Resources and Service Administration, Department of Health and Human Services, 
Attention: Ms. Andy Jordan

8C–26 Parklawn Building,

5600 Fishers Lane
Rockville, MD 20857
The Honorable Michael O. Leavitt, Secretary

U.S. Department of Health and Human Services

200 Independence Avenue, S.W.
Washington, D.C. 20201

Fax: 202-690-7203

Elizabeth M. Duke, PhD, Administrator

5600 Fishers Lane
Rockville, MD 20857

RE:  Proposed Rule for the Designation of Medically Underserved Populations and Health Professional Shortage Areas – 73 Fed. Reg. 11232, et seq (February 29, 2008)

Dear Secretary Leavitt,

Thank you for extending the commend deadline so that communities could make more accurate assessments of the new  Health Professional Shortage Area (HPSA), Medically Underserved Area (MUA) and Medically Underserved Population (MUP) deeming methodology proposed in the February 29, 2008 Federal Register.  

CSRHA is a nonprofit, nonpartisan, grassroots organization that works to improve the health of rural Californians and the quality and accessibility of the heath care they receive. CSRHA brings together healthcare providers, community associations, state and regional advocacy groups, educators, researchers, public health agencies and others dedicated to advancing its mission of preserving and enhancing the health of rural California.

Our review of the proposed methodology raises some immediate concerns and suggestions:

Overall

· The proposed regulations do not specify how the new Index of Primary Care Underservice (IPCU) scores will be used to allocate resources among the three proposed designation types with the National Health Service Corps (NHSC) and other programs.  Rural California relies upon NHSC providers.  Changes to community eligibility for that program can negatively impact many patients.
· The 3,000:1 population-to-provider ratio is still too high. California’s rural communities face severe primary care and specialty physician shortages and many Rural Health Clinics are staffed and supported by mid-levels with physician supervision.  As a result, a ratio of 3000:1 has no significant meaning as mid-levels account for the majority of the patient visits within our clinics. Reducing the proposed ratio further would provide a more realistic determinant of patient care. If the standard ratio is 1,500:1, then a ratio of 2,000:1 would be more reasonable and still provide a relative measure of underservice.  The relative measurement of areas is accomplished with the proposed scoring methodology. 

· We believe that a generous appeals policy is vital, as it would allow communities to request early review if they believe they could acquire a beneficial IPCU score or to substitute local data in order to achieve a more “favorable” designation.  

· HRSA has proposed exceptions from RHC decertification once an area HPSA is lost but has not defined those exceptions within their publication.  Further clarification of these exceptions is needed in order to determine the potential impact on our rural facilities.

Staff time

· Federal and state physician and midlevel databases inaccurately reflect the Full Time Equivalency of providers in rural areas, in part because midlevel databases often reflect residential addresses, because retired providers and part-time workers abound and mostly because there is no centralized source of such information.  This then requires that communities continue with the survey burden.  Therefore we disagree with the inclusion of Physician Assistant, Family Nurse Practitioner and Certified Nurse Midwife hours to calculate an area’s population-to-provider ratio.  
· In the proposed methodology, Tier 2 designations do not include staff time at Federally Qualified Health Centers. CSRHA would like staff time at Rural Health Clinics (RHCs) to be similarly excluded for calculation of Tier 2 eligibility, as RHCs serve a role similar to FQHCs in many communities in providing healthcare services to the uninsured and underinsured.
· Provider time spent with restricted populations (those in prisons, student dormitories, nursing homes, et cetera) is not excluded under the new methodology, but should be.  Several rural areas in California are home to large prisons and if we were not able to exclude their medical staff from provider FTE calculations those areas would likely not qualify for shortage designations, which could be devastating to the surrounding community’s access to care and not indicative of the true access to care.  Thus, any provider time spent with any restricted population or not involved in direct patient care (such as administration or teaching) should be excluded from consideration.

Population Numbers

· HRSA should allow inclusion of Migrant Farm Worker and weighted tourist data, automatically if possible (using Larsen Report data or the Migrant & Seasonal Farmworker Enumeration Profiles Study data until updated information is available and using National Parks visitation data, publicly available online).  Rural California often heavily relies upon the agriculture and tourism industries and it would be truly responsive of HRSA to automatically include those additional population numbers.  One rural community health center estimated that, during one summer alone, it provided $50,000 of care to out-of-area residents, demonstrating that tourists DO access primary care services on vacation.
Tiers
· We wish for it to be explicitly stated that Rural Health Clinics, in addition to Federally Qualified Health Centers, are eligible for the Safety Net Facility designation, if they meet the other criteria.
· The Safety Net Facility designation should be concurrent with an area’s Tier 1 or Tier 2 designation to be in alignment with purpose of the current automatic Facility HPSA designations and so the relative need of patients at Safety Net Facilities can be separated from surrounding community. Multiple Rural Health Clinics should also be given the same designation, in order to eliminate any inequity. In addition, Safety Net Facility designations should be the same for Rural Health Clinics and Federally Qualified Health Centers owned by a single owner or corporation. This is similar to current practice and allows for community health centers to efficiently place providers in areas of most immediate need.
Overall, we have concerns that the proposed methodology does not achieve its stated goals, as it is more complex and, because of the anticipated frequent need for appeals, does not decrease a community’s data collection burden.
On behalf of the California State Rural Health Association, we respectfully request that the that the Department of Health and Human Services consider our suggestions and delay finalization of the rule until federal and state offices publish how they intend to use the new IPCU scores and Tier system.
Sincerely,

Desirée Rose,
Executive Director
Cc:  National Rural Health Association
