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GENERAL ADMINISTRATIVE MATTERS

Andy Jordan, HRSA, updated the Committee on the new arrangements for meeting logistics.  After a competitive bidding process, Dixon Group is the new logistics contractor for NRMC meetings.  Dixon Group personnel are handling logistics for this and future meetings. JSI will continue as contractor for technical support, database support, preparation of analyses and presentations requested by the Committee, and will conduct the impact analyses required.   

Ms. Sylvester reminded the Committee that every member should sign in each day.  In addition, there was a reminder for members of the public to sign in and inform staff of any request to address the Committee.   She also sent a list of all subcommittees and workgroups and their known members to the Committee for verification. 

APPROVAL OF SUMMARY MINUTES

Prior to this meeting, Committee members reviewed the draft minutes of April’s meeting and submitted proposed edits to Nicole Patterson, HRSA.  The Committee approved the final version of the April minutes as edited.

STATUS OF REPORT TO SECRETARY

Mr. Salsberg discussed the status of the Committee’s April Progress Report to the Secretary.  The transmittal letter and report sent to the Secretary were received and the Committee’s request for an extension of the final deadline to October 31, 2011 has been approved.  

REVIEW OF ROADMAP

Mr. Salsberg discussed an updated version of the Committee’s roadmap (Attachment 1).  He thinks the Committee is getting closer to finishing.  However, because the deadline is fast approaching, the Committee needs to make decisions more quickly and ensure that, as much as possible, Members attend all meetings (either in person or on the phone) as well as subgroup conference calls for subgroups they are part of.  The Committee has made a number of tentative decisions, but these decisions need to be tested and finalized.  The Committee will need to make compromises to get a final product.  

He noted three important reminders for the Committee: (1) geographic and population group options serve different purposes; (2) impact testing can begin only once a potential method is agreed upon; and (3) any testing with national data will likely yield “worst case scenario” results due to data limitations (such as use of headcounts instead of FTEs in numbers of providers).  He reviewed the planned agendas for the coming months, explaining that most of the impact testing will occur in July and August, with a final review scheduled in September.  

The Committee was receptive of the updated version of the roadmap.  There was one comment - to add ability-to-pay to the list of factors to be reviewed in May.  

There was a question about what happens after the final report is submitted. Mr. Salsberg explained that it will go through HRSA and HHS review and then OMB review, with a target date for publication as an interim-final regulation of April 2012.

There was discussion of the impact testing; it should be more than just to determine “bottom line” results, but also to identify how each decision made affects the process and outcome. 

There was also discussion of whether/how much the committee can be involved in resource allocation decisions, or whether it is totally up to the program.  The Committee discussed that the designation methods they develop should have outputs that may contribute to the ability of HRSA programs to make resource allocation decisions based on level of need.
 
SUBCOMMITTEE/WORKGROUP REPORT OUTS

(A number of Subcommittees/Workgroups met in the morning on the first day before the full Committee was called to order, and/or had met by telephone since the May NRMC meeting.)

Workforce Workgroup

Ms. Kuenning reported on the progress of the Workforce Workgroup.  The Workgroup had three things to finalize recommendations on between the April meeting and this meeting. 

First, they had to finalize the list of non-patient-care-related activities in the “Hours to Exclude” section of “How to count primary care providers.”  The Workgroup recommends excluding time spent in non-clinical administration, legal activities, research, professional society activities and other non-patient- care- related activities.  There was a lot of debate about teaching activities, but the Workgroup and the Committee ultimately decided to count those hours spent mentoring licensed residents and other students, given their previous decision NOT to count patient care hours of residents directly.  

Second, the Workgroup had to finalize claims-based counting in the section “How to count providers serving the underserved.”  The Workgroup had made a preliminary decision to use a certain productivity as a base.  The current rule uses 5000 claims (visits) per year as equivalent to 1.0 FTE, but the Workgroup concluded that number is too high.  They looked at a number of different data sources, including UDS 2009 data (for MDs only) and MGMA data.  Based on these data, the Workgroup recommends using 3800 claims/visits per year as a base number for claims-based counting.  

Third, there had been a concern raised by rural representatives about the Workgroup’s preliminary decision to include Nurse Practitioners and Physician Assistants in the primary care workforce in HPSA/MUA determinations, because, by counting them, there could potentially be a severe impact on designations in rural areas.  However, after due consideration, the Workgroup feels strongly that NPs, PAs, and CNMs are a vital part of primary care and need to be counted.  The group understands that the current databases on these clinicians are not ideal, but believes that they are getting better and will likely improve even more if counting these clinicians becomes a requirement of the designation process.  While not backing away from counting NPs and PAs, the Workgroup would like to see whether the impact testing in fact reflects a negative effect on rural areas when these clinicians are included.  The Workgroup feels that appropriately setting the designation threshold when they are included would be a better way to mitigate any negative rural impact than just not counting them.  

There was also a question about differential consideration for rural areas that have only NP/PAs and no physicians: whether or not this is appropriate. Committee discussion followed, but no decision was made 

Finally, the Workgroup reached consensus to weight Women’s Health NPs and CNMs at 0.75 (rather than at 0.25, which was the earlier decision), making their weight the same as that of PAs and all other NPs.

For purposes of impact testing, the Committee voted that they were in consensus with the Workforce Workgroup’s recommendations.

Facilities Workgroup

Dr. Clanon reported on the progress of the Facilities Workgroup.  The Workgroup has three separate proposals: (i) HPSA designation for non-correctional facilities, (ii) Correctional Facility HPSA designations, and (iii) MUP designation for populations served by certain safety-net facilities (Attachment 2).  For the HPSA designation proposal, the Workgroup has added the provision identified as #5 in the attachment, which describes the way a facility can demonstrate insufficient capacity.  For designation, a facility would have to establish at least two of the listed criteria, which include health status and outcomes indicators.  

A suggestion was made to remove the word “tribal” from criterion 4(b), in order to broaden the inclusion of tribal health programs.  The Committee indicated their consensus for the Facilities Workgroup to move forward with its proposal with the above modifications.

With respect to their MUP designation proposal, the Facilities Workgroup slightly changed the wording of the third proposed requirement, so that Facilities must demonstrate continued service to underserved populations in one of two ways: (1) more than 50% of primary care services are provided to a special population; or (2) a certain percentage of the population served must be low-income.  The first option here originally listed the applicable special populations; the Workgroup has now removed the specific list of special populations and changed the wording to “a population that meets the new MUP criteria being developed.”  This change was also reflected in criterion 4(a) of the HPSA Facility designation.  The second option above originally included only low-income individuals; the Workgroup has updated this option to include, in a combined total count, individuals who (a) are uninsured, (b) have Medicaid or State Children’s Health Insurance Program (SCHIP) coverage, or (c) receive services through the Indian Health Service or Tribal health programs.  This updated option now mirrors a requirement of the HPSA Facility designation.  

The Committee gave consensus for the Workgroup to move forward with this proposal, while noting that insufficient capacity still needed to be finally defined.

There was extensive discussion of the new FQHC/Safety net facility proposal; what would be the consequences of implementing this new idea, how does it relate to RSAs, are the specified threshold levels for various types of facilities in terms of poverty and other variables chosen correctly? JSI did some testing of existing safety net facilities and the results seemed consistent with the intent of the proposal. This can be perceived as a “performance-based” way to allow for the maintenance of infrastructure as an area changes. 

In its Correctional Facility HPSA proposal, the Workgroup has recommended the following criteria: all security levels of Federal and State correctional institutions and youth detention facilities could be considered for designation as having a shortage of primary medical care professionals if the ratio of the number of internees per year to the number of FTE primary care physicians serving the institution is at least 1,000:1.  The current minimum size requirement (in terms of number of inmates) would be eliminated. The proposal includes three criteria for defining “internees”, but the Committee questioned the equations used in these criteria.  There was also a suggestion, which the Committee agreed with, to change “primary care physicians” to “primary care providers” so as to include the possible use of PAs, NPs, etc.  In addition, the Committee was concerned with this proposal’s relationship to designation of RSAs.  Dr. Clanon indicated that one explicit idea of this provision is that it should not be dependent on any RSA.  

The Committee gave consensus for the Workgroup to move forward with its Correctional Facilities proposal, noting that they will revisit the criteria for defining internees at a later point.  

Outlining Workgroup 

Dr. Clanon reported on the progress of the Outlining Workgroup.  She explained that this Workgroup was formed with three goals in mind: (1) to allow the Committee to see where they have and have not been in terms of covering the various aspects of the designation rules; (2) to allow the Committee to see how far they have gotten; and (3) to produce some pressure on the Committee to move faster and fill in gaps.  The Outlining Workgroup started with the current HPSA rule, listed Committee proposed ideas, and how close each is to completion (Attachment 3).  The Workgroup put all criteria of the current HPSA rule yet to be discussed/started by the Committee into a separate section.  Because of the level of detail in the Outline, Committee members were asked to review the document and report back on Friday morning on whether the Outline is useful and informative. 

There was a request from a Committee member for a simpler document with a list of all ideas on which the Committee has reached tentative consensus.  HRSA and the Outlining Workgroup agreed to create that document.    

Populations Subcommittee

Dr. Wilson reported on the progress of the Populations Subcommittee.  She explained that the Subcommittee has now identified three processes for MUPs: regular, simplified and streamlined (Attachment 4).  The latter two groups were developed from the Subcommittee’s original streamlined process and review of the special population groups which might be covered found some fit one set of criteria and others another. 

Streamlined population groups would be those assumed to have already provided proof for meeting the four MUA/MUP criteria (provider capacity, access barriers to care, health status issues and inability to pay for services.  Designation would only require data on their location and specification of number in the special population.  These groups include those already named in the Section 330 statute (migrant and seasonal farmworkers, individuals experiencing homelessness, and residents of public housing) and American Indians/Alaska Natives.   In regard to defining service area, the Subcommittee suggested the following wording:  “Local population count will take place in an area in which the population can both reasonably access the locations where services are provided and support the federal resources that might be assigned or allocated to serve that population.”  Committee discussion included the need for this group to define service areas but was generally accepting of the wording from the Subcommittee agreeing for these streamlined population groups this area would not necessarily have to be a Rational Service Area (RSA) as defined for geographic designations.  The Committee gave its consensus for the Populations Subcommittee to move forward with the streamlined MUP process.

Simplified population groups would need to demonstrate the same location and population counts as the Streamlined groups and additionally proof of insufficient local provider availability for the specific group.  Those identified as eligible for the Simplified Process would be assumed to have already met the other three MUP criteria.  The Subcommittee decided the populations groups qualified for the Simplified designation would be those who, through HHS-related legislation have shown proof of severe health care access barriers and health status issues.  National data (primarily from the American Community Survey) would be used to assess poverty level, which must be at least 5% above the national normative poverty rate for a comparable year.  This would provide evidence of ability to pay problems.  By adding these criteria, some of the groups originally being considered for this Simplified Process fell off the list.  Such groups would still be able to seek MUP status under the Regular Process.  

There was discussion on whether to name specific groups qualifying for simplified designation and periodically update that list rather than defining criteria to identify new groups more easily.  Dr. Wilson noted that the group needs more discussion on how to define ability-to-pay using poverty and other variables and is still considering ways to deal with P2P ratios for these groups, but the Committee gave its consensus for the Populations Subcommittee to move forward with the concept of the simplified MUP process.  

Barriers Workgroup 

Ms. Hirota reported on the progress of the Barriers Workgroup (Attachment 5).  She reminded the Committee of the Workgroup’s previous decisions and work.  The Workgroup decided on a long list of risk factors for access problems (called barriers) and then separated them into four groups: geographic/environmental, language/cultural, organizational and socio-economic.  The list was then refined and narrowed down to five barriers: (1) linguistic isolation/LEP, (2) race/ethnicity, (3) travel time, (4) percent uninsured, and (5) population density.  JSI performed three data runs on the five barriers selected by the Workgroup.  The first data run looked at the prevalence of the five barriers at a county level and by population.  The second data run looked at the correlation of the five barriers to usual source of care.  JSI found a high correlation for most barriers when looking at individual level data, but a low correlation for most barriers when the data were run at a county level/ area basis, where often only a small portion of the populations that experience the specific barrier were present.  Because of this limitation, JSI performed a third data run that looked at the correlation of the five barriers to usual source of care for those populations facing the risk factor or barrier.  JSI found a high correlation between lacking a usual source of care and most of the barriers.  The highest correlation was with uninsured and limited English proficient populations.  

Based on the data runs performed by JSI, the Workgroup recommends the inclusion of the following five barriers:

1. Travel
a. Have not quite defined it yet
b. Committee gave consensus to test
2. LEP
a. No caveats
b. Committee gave consensus to test
3. Race/Ethnicity
a. Should try to separate Hispanic white population from white population being compared to racial minority groups
b. Committee gave consensus to test
4. Population Density
a. Was not originally on the list
b. Committee is not comfortable, as a whole, with included this barrier
c. Suggestion that it might exacerbate other problems
d. Committee put the decision on hold whether to test 
5. Local Option
a. Bonus points for barriers that are demonstrated at the local level with verifiable data
b. Committee gave consensus to test

The Work group recommended that the factor “uninsured” be moved to the ability to pay criteria.  This might include examination of percent on Medicaid as well as those uninsured.  The full Committee gave consensus to this concept and testing these measures further.
Ms. Hirota explained issues that were still in discussion in the Workgroup.  They are still finalizing how barriers will be included as a factor and weighted in the HPSA/MUA/MUP process.  There was some question about how these factors would work in a very homogeneous area.  They are discussing whether to use an index or menu approach.  The general feeling (but no consensus) is to use a menu approach.  The Workgroup is continuing to discuss weighting options.  Some members feel strongly at weighting each of the criteria included in the MUA/MUP equally.  The Committee discussed whether there was adequate evidence/justification to support inclusion of these barriers to withstand a Government Accountability Office review.  The members appeared to generally feel they would withstand such scrutiny.  Finally, the Workgroup is discussing other places in the HPSA/MUA/MUP process where barriers are taken into account.

*************************************Day Two*************************************

SUBCOMMITTEE/WORKGROUP REPORT OUTS (continued)

Implementation Workgroup

Mr. Owens reported on the progress of the Implementation Workgroup (Attachment 6).  He explained that the Workgroup discussed six items related to implementation and transition of the new rule: (1) HRSA and Application Submission And Processing System (ASAPS); (2) CMS; (3) Primary Care Offices – pilot PCOs; (4) transition period for implementation and current designation transition to the new rules; (5) timing of MUA/MUP renewals; and (6) communication plan for all stakeholders.  For HRSA, there is a concern about the quantity of staff to manage the workload during peak implementation periods.  HRSA will have to evaluate their needs.  Ms. Jordan will serve as the liaison to ASAPS in order to ensure a smoother transition to the new rules.  For CMS, the question is how CMS is going to manage the incentive payment program under the new rules.  Eric Turer, John Snow, Inc. (JSI), is working with Corinne Axelrod from CMS to better understand their input and needs.  The Workgroup suggested having impact testing relating to the reimbursement and education/training on the new rule for CMS staff.  For PCOs, the Workgroup knows that they are all very anxious.  If practical, they advise having pilot PCOs.  They also stress the importance of training, education and ongoing support for PCOs before, throughout and after the transition is implemented.  

Mr. Owens presented a good outline for the transition to new designations.  Some points the Workgroup recommends for consideration by the Committee include:

· Allowing states to develop implementation plans based on need and programs with guidance
· Defining the transitional period – 4 year maximum
· Overlapping or changing service areas
· Encouraging MUA/P and HPSA simultaneous review
· Provision for appeal and resolution if service area between MUA/P and HPSA do not coincide

Mr. Owens noted that the most important thing to plan for is the communication plan with interested stakeholders.  These include PCOs, PCAs, State Offices of Rural Health, political folks, federal stakeholders that currently use designations, state stakeholders, and local providers/stakeholders.  The Committee needs to decide how to inform these stakeholders about the new rule and how to break it down to them.  For now, the Workgroup recommends that HRSA establish a Communication Team that includes either staff or contractors.  The recommendation is to establish this Team by July 1, 2011 and have it staffed by August 1, 2011.

Mr. Salsberg wondered whether there are any (legal) issues involved with having both rules (current and new) operate simultaneously during the transition period.  The difficulty of doing this was discussed.  There was a question about whether any of these transition/implementation issues were discussed in 2008 for NPRM2.  Ms. Jordan said there was a rollout plan but it did not have a period where both rules were run simultaneously.  There was a phase-in period though.  

Data Weighting Subcommittee

Dr. Rarig reported on the progress of the Data Weighting Subcommittee (Attachment 7).  She gave a brief summary of what the Subcommittee has considered thus far.  Currently, they are considering three sets of variables.  The first set is the access to care barriers.  The second set is the ability to pay variables.  The third set is the socio-economic indicators of health (combined into an index).  The Subcommittee used a candidate variable check to help document the final selection of variables in each set.  

JSI performed a factor analysis to examine the mathematical relationship among the variables, in addition to their categorical relationship.  Mr. Turer presented the findings of the exploratory factor analysis (Attachment 8).  He showed a list of 11 county-level measures that were included in the final exploratory factor analysis.  The results identified three factors.  The county-level measures were grouped among the three factors as follows:

· Factor 1: diabetes (age-adjusted), SMR, SDI, LBW, and ACSC hospitalizations
· Factor 2: population density, average population-weighted travel time, and Population-to-Provider ratio (all provider; age-adjusted)
· Factor 3: LEP, uninsured, and Non-White race  

The grouping of county-level measures means those measures are mathematically related. The results of the factor analysis led to some discussion including: how to handle population-related variables, whether to include other variables in the analysis, and how to apply weighting. There was also a question about why disability was not included.

Dr. Rarig continued with her presentation and reviewed the frameworks for HPSAs and MUA/Ps that the Subcommittee considered.  The HPSA framework is a three step process that overall involves determining P2P and Health Status/Barriers/Ability to Pay levels for population in a Rational Service Area.  The three steps include extreme shortage (using only P2P), potential shortage and no geographic shortage.  The MUA/P framework creates an index using scores for each of the four factors, ranging from 0 (best) to 100 (worst) for a rational service area.  The scoring of MUA/P components could be based on (a) the Committee’s “expert” opinion or (b) a potential ultimate factor analysis.  Options for combining HPSA factors include an index approach or menu approach.  Scoring could be based on either of the two ways suggested for MUA/P scoring or a combination of the two.  

Mr. Holloway presented a graphic reflecting a continuum of “Barriers and Health Status” and P2P (Attachment 9).  Barriers and Health Status are reflected on the X-axis while P2P is reflected on the Y-axis.  Mr. Holloway discussed the representation of each axis on the chart.  The graphic demonstrates highest need and lowest health status, ability to pay and access in the lower left separated by color (each color representing a different origin).  The graphic portrays the relationship of provider availability to a composite need measure.  Some Committee members indicated they felt this graphic was useful for discussion purposes but might be confusing if presented to the general public who did not have the benefit of a similar full discussion.

Finally, Dr. Rarig discussed some issues that are outstanding with the Subcommittee:

· Accounting for outliers
· Deciding total points for each dimension and relative points for individual factors
· Deciding whether and how to use deciles/or other intervals
· Examining the sensitivity of excluding nominated variables (if well represented)

The Committee provided feedback to the Subcommittee.  There was a push to agree to a HPSA “test” so that JSI can simulate a potential HPSA and potential MUA.  There were questions about whether to use LEP or Hispanic as access to care barriers as there was concern that they were essentially measuring the same thing.  It was suggested to have a choice to select LEP or Hispanic.  There was also discussion on whether to use an index or menu.  Some members felt menus were more user friendly while others felt indices would be just as user friendly.  Mr. Turer suggested running a factor analysis on these factors, and clarification was sought on the meaning of this form of analysis.  Mr. Turer explained that it was like a regression against a thing you cannot measure.  It describes a common thread.  There is no clear outcome or variable to compare everything to in this process unfortunately.  The Committee will agree on an approach tomorrow for JSI to test before the next meeting.

SUBCOMMITTEE/WORKGROUP REPORT OUT, ROUND TWO

(The Populations Subcommittee and RSA Workgroup met for 90 minutes before reporting back to the full Committee.)

Populations Subcommittee

Dr. Wilson reported on the progress of the Populations Subcommittee.   The Subcommittee has narrowed the streamlined and simplified MUPs and will email the Committee the revised processes for review (Attachment 10).  For the Regular MUP process, the Subcommittee proposes using the same four criteria: (1) health status, (2) ability to pay, (3) access to care, and (4) provider availability.  Subcommittee discussion has begun on what would be appropriate for special populations to provide as evidence, with the realization that data similar to what is being suggested for the MUA process might not be available specific to these groups.  

The Committee gave consensus for the Populations Subcommittee to move forward with further defining the Regular MUP process.   The Subcommittee will report back on the entire MUP process at the June meeting.

RSA Workgroup

Mr. Holloway reported on the progress of the RSA Workgroup (Attachment 11).  The Workgroup recommends that a rational service area be (a) discrete, (b) continuous, (c) interrelated, and (d) distinct.  A RSA is discrete, according to the Workgroup, if the base service area unit is a census tract (or alternatively a MCD, CCD or ZCTA).  A RSA is continuous if there are no overlapping areas or excluded interior areas.  A RSA is interrelated if, when adequately resourced, most of the population normally seeks and can reasonably expect to receive primary care services within the service area.  A RSA is distinct if the service area is differentiated from adjacent service areas by certain criteria, including isolation of at least 30 minutes travel time.  Mr. Holloway noted that the Workgroup still needs to define population center.  He also explained why the Workgroup included the option to count tourist populations on a proportional basis in certain areas.

Weighting & Barriers Discussion (Full Committee):

The Committee first had a discussion about how to weight the components of HPSAs.  The discussion centered on the HPSA framework proposed by Dr. Rarig and the Data Weighting Subcommittee (Attachment 7).  There were questions about whether to have a three-step process, as it was proposed, or to allow designation if P2P incapacity were adequately proven.  Discussion also included how to include health status, and the parameters to set a threshold on some of the factors. 

The Committee again discussed the graphic presented previously by Mr. Holloway (Attachment 9), in particular if it represents a way to view the weighting of components, including health status, P2P ratio, barriers and ability to pay.  There was push for the Committee to make a decision about what is an acceptable level to test.  The Committee agreed on testing for P2P. There was discussion of what should be the standard for P2P; is it absolute or relative, does it represent an “ideal” or something less than ideal, etc.  

The Committee’s discussion moved to focus on barriers.  Ms. Hirota led this discussion.  She reviewed the six barriers chosen by the Workgroup and previously presented to the Committee.  She then discussed next steps for the Workgroup/Committee to finalize these barriers.  There needs to be a data run performed on disability/United States Olympic Committee.  There needs to be more discussion on weighting the barriers component of the HPSA/MUA/MUP, including possible menu approaches. Finally, there needs to be more discussion on where in the HPSA/MUA/MUP process the barriers apply.

There was further discussion of the issue of having a sound basis for making decisions on weighting etc.; expert opinion may not be sufficient as the proposal undergoes further review, however some barriers which many members clearly feel should be include; e.g., travel time, are difficult to test through regression analysis due to lack of sufficient data (although documented evidence of a long-standing nature is readily available).

The Committee had a very brief discussion on ability to pay and including examination of the inter-relationship between uninsurance and poverty level (or ratio of income to poverty).  Mr. Holloway mentioned that he created a graphic on ability to pay, which he would like to present to the Committee during the next day’s discussion, and the Committee tabled the rest of the discussion on ability to pay until the next day.  

*************************************Day Three*************************************

SUBCOMMITTEE/WORKGROUP REPORT OUTS (3)

Outlining Workgroup

Dr. Clanon sought feedback from the Committee on whether the HPSA Outline presented the previous day is a good and helpful framework for use.  She asked if the Committee would like the Workgroup to do a similar outline for MUA/P.  Members indicate the outline is very helpful and asked the Workgroup to proceed with an outline for MUA/P.  Dr. Clanon also passed around a document that provided a digest of only the tentative full consensus decision points made by the Committee thus far relating to HPSAs (Attachment 12).  This was similar to the HPSA Outline but with fewer details.  There was one correction suggested to the narrative outline on page two: under the counting of primary care practitioners (item iii), add “adult” to family practice/pediatric/adult/geriatric nurse practitioners.  The Committee agreed this simpler digest would serve as a useful document for review by member constituents.  HRSA staff agreed to provide an updated version based on decisions made during this May meeting.

ACS Workgroup 

Dr. Rarig and Dr. Larson reported on the progress of the ACS Workgroup.  They presented a proposal for using ACS data in designation applications (Attachment 13).  Before discussing their specific recommendations, Dr. Larson and Dr. Rarig provided some background information and issues on using ACS data.  They noted that ACS data is the primary source for county, sub-county, census tract and CT roll-up service area information but explained that the frequency of data availability is determined by population size of a geographic area.  Areas that are larger in population have access to annual estimates, while smaller areas might only have access to 5-year estimates.  The smaller areas are numerous so the goal is to find some equalization in using these data.   When determining a solution to the discrepancy of ACS estimate frequency, Dr. Alfredo Navarro with the Census Bureau, offered two Census rules of thumb to consider:

1. Whenever ACS data are used to compare areas of different sizes, the same type of period estimates should be employed, and
2. The measure of uncertainty (margin of error) should be incorporated in some manner whenever ACS data are included. 

Dr. Navarro also mentioned that the Census Bureau could do some special data runs (at a cost) such as aggregating Census Tracts in the configurations that would be most useful to HRSA and the states in preparing or reviewing designations.  He indicated the cost would be the same whether a few states or all the states were included in such tabulations.    However, due to the Bureau’s current work on 2010 Decennial Census data, they would not be able to perform any special runs before the Committee does testing.   He also indicated that Census will, in the near future, release a STF4 data file, similar to what has been available for the old “long form” detailed demographic data from past Decennial Censuses.  This would probably provide some CT level breakdown of information for subgroups such as racial/ethnic populations.  Additionally, some of the health insurance status data that might be very useful for designations will be available for all CTs starting in 2013.

Dr. Rarig discussed the four recommendations of the Workgroup.  The first recommendation is to use the latest five-year estimate for any ACS data submitted as part of any designation application.    The Committee noted that some information might not be available until later, such as health insurance status, and asked what to do in the meantime.  The suggestion was made to change the recommendation to using five-year estimates “as available” and if not available, to use other ACS data.  The Committee gave consensus on the Workgroup’s first recommendation.

The second recommendation related to adjusting the data point used if the ACS margin of error is larger than some number; e.g., five percent.  This would primarily be the case when the estimate is based on a small sample size.  The current ACS margin of error is based on a 90% confidence interval.  The Workgroup suggested one option might be allowing the applicant to use a configured 80% confidence interval for the estimate, which will be about half the distance between the point estimate and the upper estimate for the  90% confidence interval.  

As the ACS Workgroup was still formulating this recommendation, The Committee agreed to table this recommendation until there could be further refinement of this proposal.

The third recommendation is for the Workgroup to ask the Census Bureau to provide a publicly available explanation of the statistical formulae for combining estimates for geographic areas or strata, and for re-calculating both 90% and 80% confidence intervals. The Committee gave consensus on the Workgroup’s third recommendation.

The fourth recommendation is to ask HRSA and the Census Bureau to work together to provide special runs for appropriate CT configurations that could be done annually when a new five-year data set is ready – for geographic or strata aggregations – with calculated confidence intervals.  Dr. Rarig explained that this recommendation is more of an encouragement for HRSA to be in touch with the Census Bureau.  The Committee wondered if this would even be an option; and Mr. Salsberg replied that HRSA could recommend such action to HHS.  The Committee gave consensus on the Workgroup’s fourth recommendation.

Ability to Pay Workgroup

Mr. Holloway presented a chart that portrayed ability to pay in relation to income (Attachment 14).  He found data that organized insurance coverage data by income group.  He sorted the data (income as percentage of federal poverty level) into two categories: uninsured and insured.  He then illustrated what the data show using a color graph. .  Essentially, the chart shows the range for each of the two groups. Further discussion of this proposal was referred to the Ability to Pay Workgroup.

Barriers Workgroup

Ms. Hirota reported on the progress of the Barriers Workgroup (Attachment 15).  She summarized that the Workgroup first determined that the local option barrier should be more significant in the MUP than in the MUA.

The Workgroup looked at four models for weighting and presented, for consideration by the Committee, the recommendation that the weight for Barriers/Access in a MUA/MUP designation should be 25%, assuming the other three factors should each also be weighted at 25%.  The six identified and tested barriers would be presented in a menu where an applicant can choose one or choose the local option.  The six factors include, race, LEP, Hispanic/Latino, rural/frontier factor, disabilities and ambulatory cares sensitive conditions.  The local option could be chosen if none of the factors from the menu apply.  A community could provide local data on a specific barrier to access care that exists for the demographic population in the RSA.  Local data would have to be validated if used.  The “rural/frontier factor” was left undefined as the rural representatives were assigned the task of clarifying whether travel time and/or population density or another descriptor might best represent this variable.

Ms. Hirota noted a few issues that the Workgroup is discussing in relation to the proposed model.  The Committee was concerned with the model only allowing an applicant to choose one barrier.  One member noted that for a “choose one” model, it’s problematic to combine risks and outcomes on the same list.  
The Committee gave consensus for the Workgroup to test and further review the proposed model.

FINAL DECISION POINTS

Mr. Salsberg presented a document containing final decision points of the Committee (Attachment 16).  For JSI to run any sort of impact testing, the items on the document need to be addressed.  The list was made a few days before presenting it so decision points might have changed based on consensus reached by the Committee during this May meeting.  Mr. Salsberg thinks there has been a lot of progress and that the June meeting will be an opportunity to look at all the decision points.

There was concern that requiring barriers or other criteria as part of the HPSA designation in addition to considering capacity might affect small areas that only have rural health clinics where the primary driver for health care need is lack of a provider.  If such areas were to lose their HPSA, their rural health clinic might close, thereby having a significant effect on the entire community.  Ms. Jordan emailed all the rural representatives about an earlier conversation to seek their comments and input on this matter and will check to make sure their concerns and suggestions are captured. 

NEXT STEPS FOR SUBCOMMITEES/WORKGROUPS

The Subcommittees/Workgroups reported on what their next steps would be to prepare for the Committee meeting in June.  These reports, as well as items from the roadmap, will comprise the agenda for June.  

The Access/Barriers Workgroup needs to (1) meet with the Committee members representing rural areas/populations, (2) clarify population density, (3) work on travel time issues, (4) look at data from JSI and (5) do some testing in California and other places to get a better idea of the effects from the factors.

The Facilities Workgroup needs to work on correctional issues and figure out a strategy for inclusion of jails.  They are going to come back in June with the language of the current rule of the ratio for internees.  A major piece of work for them is the continuing problem on how to measure insufficient capacity of providers.  They need to have a joint discussion with the Workforce Workgroup on ways to measure P2P.

The Implementation Workgroup needs to refine some of their ideas and fill in the blanks, particularly with state PCO ideas and input.

The RSA Workgroup needs to decide on a definition for population center.  They have two questions that need to be assigned to the Data Subcommittee: (1) how to describe population homogeneity and (2) how distinct is distinct in terms of population service areas versus adjacent areas.

The Outlining Workgroup will work on an outline for MUA/P.

The Populations Subcommittee will work on the Regular MUP process as well as the HPSA special population process.  They will have a complete package to present in June.

The Workforce Workgroup has a few issues to review from the Outline that are still outstanding.  The Committee voted on two outstanding issues from the Outline:

· Exclude graduates of foreign medical schools who are not citizens or lawful permanent resident of the US
· Exclude MDs suspended under provisions of the Medicare-Medicaid Anti-Fraud and Abuse Act for a period of eighteen months or more.

The Workgroup will review the remaining outstanding issues and return in June with recommendations for the Committee.

WEIGHTING TALLY – STRAW POLL

Ms. Jordan distributed a tally sheet for weighting the four criteria in relation to HPSA and MUA/MUP designations to each Committee member to complete.  Ms. Sylvester and Mr. LeClair tallied the responses.  The members of the Committee who were absent were sent the poll to complete so their input could be captured as well.  The averages from the Committee responses are listed below*:

	MUA
	COMPONENT
	HPSA

	21.3
	P2P
	50.8

	29.7
	HEALTH STATUS/SDI
	21.3

	23.1
	ACCESS/BARRIERS
	14.7

	32.4
	ABILITY TO PAY
	14.5



* The averages listed above were calculated from all responses received, including those from Committee members absent from the meeting 

PUBLIC COMMENT –

The Committee was provided with written comments from the following:

· Angela Minniefield, Director, Primary Care Office for the State of California (Attachment 17)
· Jim Reverb, “Concerned Healthcare Provider” (Attachment 18)

Peter McMenamin, from the American Nurses Association, expressed concern about weighting Nurse Practitioners at 0.75.  He talked at length about the value of Nurse Practitioners to primary care medicine.  While he recognizes that impact testing will include the 0.75 weight for Nurse Practitioners, he urged the Committee to also test weighting Nurse Practitioners at 1.00.  

Dave Mason, representing three nurse practitioner groups, also expressed concern about weighting Nurse Practitioners at 0.75.  He also asked the Committee to perform impact on the full count.

The Committee explained that weighting Nurse Practitioners at 0.75 was not meant to discount them or devalue their work.  The Committee had concerns that by counting them at 1.0 FTE, more areas in need would appear to have sufficient provider capacity.  Counting them at 0.75 is definitely not a reflection of their value to primary care medicine.  The Committee delegated the impact testing issue (whether to test both weights) to the Workforce Workgroup.  

FUTURE MEETINGS

[bookmark: _GoBack]The June meeting will be a three-day meeting.  There was a suggestion to have a webinar ahead of the meeting to present the data and testing results to the Committee.  There was consensus to have a webinar and to have it recorded for those who will not be available for the live presentation.

The July/August meeting dates will be determined the week after the May meeting, in order to give Committee members one more opportunity to submit their availability for days during those two months.  Mr. Salsberg recommends a two-day meeting in both July and August with the possibility that the August meeting will be a conference call to review the findings of testing.
	
The meeting adjourned on May 20, 2011 at 2:08 p.m.

MAY 18-20, 2011 SUMMARY MEETING MINUTES
ATTACHMENTS


1. HPSA and MUA/P Negotiated Rulemaking Revised Draft Road Map (PowerPoint)

2. Facilities Designation Proposal (Version: May 18, 2011)

3. HPSA Rule Outline (Excel)

4. MUP Proposals: Regular, Simplified & Streamlined (May 18, 2011)

5. Proposed Committee Ideas and Process for Determining Barriers

6. Implementation & Transition Workgroup (PowerPoint)

7. Data Weighting Committee Report (PowerPoint)

8. Results from Exploratory Factor Analysis (PowerPoint)

9. Designation Weighting Graphic (SH) (Excel)

10. MUP Proposals: Regular, Simplified & Streamlined (May 19, 2011)

11. Consensus Recommendations of the RSA Subcommittee

12. Tentative Full Consensus for HPSA Designations

13. Proposal for Use of ACS Data in Designation Applications

14. Ability to Pay Concept (SH) (Excel)

15. MUA/P Model Option #2 (Barriers)

16. Final Decision Points

17. Written Comment from Angela Minniefield, Director, California Primary Care Office

18. Written Comment from Jim Reverb
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