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I.  For HPSA Designation:
A. [Preserve the current language re: automatic designation for FQHCs and RHCs, as well as facilities serving patients from a contiguous HPSA]

B. Additionally, a facility may qualify if it:
1. Is ineligible for geographic or population HPSA designation,
2. Is a public/nonprofit private facility or a rural health clinic,
3. Offers services to everyone, regardless of coverage or ability to pay

	AND

4. Meets one of  the following sets of criteria :
a) (“Magnet clinic”)   More than 50% of primary care services are provided to a single or two distinct special populations meeting MUP criteria. 
 
OR
b) (“Safety Net for the Safety Net”) Of the population served, low-income individuals (<200% FPL) OR a combined total of individuals who are uninsured, have Medicaid or state Children’s Health Insurance Program coverage or receive services through the Indian or Tribal Health Services health programs must constitute at least:
· 40% of the facility’s patients if facility is located in a metropolitan area or
· 30% of the facility’s patients if facility is located in a rural area or
· 20% of the facility’s patients if facility is located in a frontier area
OR

c) A facility is a critical provider in an underserved community, defined by demonstrating that it provides primary care to >75% of the entire population of the RSA, including underserved and uninsured populations

AND

5. Insufficient Provider Capacity:  Full Committee was undecided on this issue, considering two options:

Option A: No requirement to demonstrate insufficient provider capacity.
Arguments in favor: To fit into these new magnet and safety net of the safety net criteria,  these facilities have to be serving very needy populations.  We do not want them to have to lose providers and demonstrate a degradation in services before becoming eligible for support.  This is a facility level version of the”yo-yo” problem.  Also, there is no satisfactory measure of insufficient capacity that would make sense in all of the disparate facility types.
Arguments against:  This is a HPSA; can a rule without a provider capacity criterion meet any basic “smell test?”   

OPTION B – Includes P2P threshold as a measure of insufficient provider capacity.  The facility can demonstrate a facility-level health professional shortage by demonstrating at least TWO of the criteria below (choose two from the list below):

· Patient to provider ratio exceeds 1:1250, where patient number is defined as the number of patients seen in the facility in last year. [This number was selected because it is 25% over the median from UDS data for all providers, MD and NP/PA.  Plan to monitor as the larger P2P discussion evolves. ] Federally supported providers, including National Health Service Corps providers, providers in the J1 visa waiver program , and providers primarily supported by a Federal grant program administered by the Department of Health and Human Services[footnoteRef:1] would be “backed out” of this count for purposes of the P2P ratio determination.  [1:  For example, the Ryan White Comprehensive AIDS Resources Emergency (CARE) Act.] 


· For the “magnet clinics”:  If the combined health status or prevalence of diagnosed chronic medical conditions of the population served is significantly worse than that of the general population or if the population has unique linguistic, cultural or psychosocial needs[footnoteRef:2] a separate threshold no lower than 1:500 may be allowed if nationally representative data from a recognized Federal source supports a lower P2P ratio (Erik will be asked to find out whether there is MEP data on P2P ratios for clinics serving patients with chronic illness).  Federally supported providers, including National Health Service Corps providers, providers in the J1 visa waiver program , and providers primarily supported by a Federal grant program administered by the Department of Health and Human Services[footnoteRef:3] would be “backed out” of this count for purposes of the P2P ratio determination.  [2:  For example, including but not limited to patient populations with high prevalence of disabilities, chronic conditions such as HIV/AIDS, or other special populations as defined by the MUP criteria, including limited English proficiency or LGBT-identified.]  [3:  For example, the Ryan White Comprehensive AIDS Resources Emergency (CARE) Act.] 


· Wait for appointment is more than 14 days for new patients, more than 7 days for established patients, or practice is closed to new patients [Dick is checking on the precedent for citing these referenced wait times].

· Patient encounters per provider exceed 4400 per year [This represents 25% over the MD+NP median  UDS encounters in 2009 data] 

· Average patient care hours per provider exceed 40 hours per week.

· There is excessive use of emergency facilities for routine care (added back in by the work group 6/23/11).
II.  For Facility HPSA –dependent MUP designation:  

The population being served at the facility will be considered an MUP if:
a)  (“Magnet clinic”) More than 50% of primary care services  are provided to a single or two special populations meeting MUP criteria. 

OR
b) (“Safety Net for the Safety Net”) Of the population served, low-income individuals (<200% FPL) OR a combined total of individuals who are uninsured, have Medicaid or state Children’s Health Insurance Program coverage or receive services through the Indian or Tribal Health Services health programs must constitute at least:
· 40% of the facility’s patients if facility is located in a metropolitan area or
· 30% of the facility’s patients if facility is located in a rural area or
· 20% of the facility’s patients if facility is located in a frontier area

	OR

c) A facility is a critical provider in an underserved community, defined by demonstrating that it provides primary care to >75% of the entire population of the RSA, including underserved and insured populations

AND	
	The facility meets one of the following requirements:
a. Is or has been a federally qualified health center

OR
b. Demonstrates compliance with all other FQHC requirements in Medicaid (Section 1905(l)(2)(B))[endnoteRef:1] [1: ] 

 

II.  Correctional Facility HPSA  Criteria
· All security levels of Federal and State correctional institutions and youth detention facilities will be designated as having a shortage of primary medical care professional(s) if:
· The facility houses at least 200 internees  and 
·  The ratio of the number of  internees  to  primary care providers serving the institution is at least 1,000:1.  [we are collecting info from several states f rom correctional health care bidding materials to see what this ratio should be, and also checking for provider   ratio language in the  recent Supreme Court decision regarding health care in California prisons ]
Here the number of internees is defined as follows:
(i) If the number of new inmates per year and the average length-of-stay (ALOS) are not specified, or if the information provided does not indicate that intake medical examinations are routinely performed upon entry, then -- Number of internees = average number of inmates.
(ii) If the ALOS is specified as one year or more, and intake medical examinations are routinely performed upon entry, then -- Number of internees = average number of inmates + (0.3) x number of new inmates per year.
(iii) If the ALOS is specified as less than one year, and intake examinations are routinely performed upon entry, then -- Number of internees = average number of inmates + (0.2) x (1+ALOS/2) x number of new inmates per year where ALOS = average length-of-stay (in fraction of year). (The number of FTE primary care providers is computed as in part I, section B, paragraph 3 above.)
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