Barriers:  Proposed Committee Ideas and Process for Determining Barriers
Section 5602 Negotiated Rulemaking for Development of Methodology and Criteria for Designating Medically Underserved Populations and Health Professional Shortage Areas specifies that the methodology and criteria for designations of medically underserved populations/areas must be in accordance with Section 330(b)(3) of the Public Health Service Act (PHSA) (42 U.S.C. 254b(b)(3) and health professional shortage area must be in accordance with section 332 of the PHSA (42 U.S.C. 254e).

These sections of the PHSA clearly indicate that access/barriers to care factors must be included in a shortage designation process.  The PHSA includes as a factor for a MUA/P the accessibility to health services and includes an area/population which is not reasonably accessible to an adequately served area as characterizing a HPSA.

A Population Subcommittee workgroup came up with a long list of risk factors for access problems (called “barriers”) and categorized them into four groups “buckets”.  The list of was derived from a review of the research/literature from the Commonwealth Fund, the Robert Wood Johnson Foundation, Kaiser Family Foundation, George Washington University Center for Health Policy, Institute of Medicine, UCLA Center for Health Policy Research, Urban Institute, AHRQ. The list also included barriers identified by the Advisory Committee at its second meeting in October 2010.  The four buckets included 1) Geographic/Environmental Barriers, 2) Language and Cultural Barriers, 3) Organizational/Logistic Barriers and Socioeconomic Barriers.  Initially the list included over 100 risk factors.  

The list of risk factors or barriers was refined by a reconstituted workgroup which included individuals from the “Data Subcommittee”.  The group reviewed every item on the list and pulled risk factors/barriers that have a national data source that could be used for evaluation and testing and ultimately that could be used by communities seeking a shortage designation.   The first list represents those factors that workgroup members suggested may have a usable national data source and the Testing Risk Factor/Barrier list below represents those barriers selected for further evaluation by JSI.

	ACCESS BARRIERS (risk factors)

	Geographic/Environmental 

	Geographical/Seasonal Barriers

	Public Safety

	Neighborhoods

	Physical

	Language/Cultural

	Discrimination and Disparity of Care

	Linguistic Isolation/Limited English Proficiency

	Immigration Status

	Race/Ethnicity

	Literacy

	Organizational

	Provider Capacity

	Physical Barriers

	Linguistic Competency

	Cultural Competency

	Quality/Medical Home

	Socio-Economic

	Coverage

	Ability-to-Pay

	Educational Attainment




	TESTING RISK FACTORS

	1.  Linguistic Isolation/LEP

	2.  Race

	3.  Hispanic

	4.  Travel Time

	5.  % Uninsured (moved to "Ability to Pay")

	6.  Population Density

	7.  Ambulator Sensitive Conditions

	8.  Disability




JSI’s initial data run:
1 Data run #1 – looked at the prevalence of these 5 factors at a county level and by population. (race, ethnicity, linguistic isolation/LEP, travel time, uninsured)
2 Data run #2 – looked at how these factors correlate to usual source of care (as measure of access) at county level. Found a low correlation for most factors (0.22-0.27), which would be expected because the run was done on the area where often only a small portion of the populations that experience the specific barrier were present.  Because of this limitation, the correlation to usual source of care was primarily for the population groups that do not face the specific risk factor being measured and was therefore more likely to produce a false negative association for the barriers.  
3 Data run #3 – look at correlation with usual source of care for those populations facing the risk factor or barrier. First look at area (ecologic – census/American Community Survey) and then at individual (population – surveys like MEPS).  Hypothesis is that the identified risk factors will correlate with access problems. The SDI measures will also be added and reviewed based on correlation with usual source of care.  In addition, the SDI factors as well as age, sex and health status will be used to adjust the population facing the barrier in order to see if the usual source of care correlation can be isolated to the risk factor being considered.


Results of Data Run #3:  High correlation between lacking a usual source of care and most of the risk factors in the individual analysis.  Highest correlation was with uninsured and limited English proficient populations.  Uninsured were 5x more likely to have no usual source of care after the SDI and age, sex and health status adjustment and LEP were 2.5x more likely to have no usual source of care based after the population was adjusted.  Similar correlation existed in the other measures such as no primary care visit.  Race alone was 11% more likely to have no usual source of care and Hispanic with an LEP adjustment was 17% more likely to have no usual source of care.  Little to no correlation was seen with population density, disabled and Medicaid population (generally have similar access to a usual source of care as the privately insured population in this analysis).  JSI still needs to do the analysis on ambulatory sensitive conditions and its relationship with usual source of care.  Slight, but not strong correlation at the area level analysis.

The Committee initially recommended and the entire group agreed to begin JSI impact testing using the following model:

Impact Testing Model  - total score at XX% of weight for a MUA/MUP designation 
· All factors that have been justified as a barrier would be in a menu where an applicant chooses ONE factor from the menu for their score or for the regular MUP process the applicant could choose the “local option“ (discussed below).  Uninsured was moved to the “Ability to Pay” criterion.  The following criteria have been moved forward for impact testing:
· Race
· LEP 
· Ambulatory Sensitive Conditions
· Hispanic
· Rural/Frontier Factor 
· Disabilities
We have also discussed including Usual Source of Care (see Decision Point #2, Models 3 & 4)

Factors are given a point scale based on either:
% of the population in the RSA with the specific characteristic or points are allocated based on deciles.


Decision Point #1:  Local Option

The Barriers/Access Subcommittee recommended the inclusion of a Local Option for regular MUP applicants.  Rationale:  The various risk factors/direct measures of barriers will not be relevant to many subpopulations because these are not the barriers that they face.  For those subpopulations for which the above barriers are not apprpriate, the applicant can use the Local Option.  

Local Option:  If none of the factors from the menu apply to the subpopulation for which the MUP is being sought, a community can provide local data on a specific barrier to access care that exists for the specific subpopulation in the RSA.  Local data must be validated by specification of source, coverage year/s, geographic area, population group and methodology.  Examples of barriers that can be considered in this option include, but are not limited to:  geographic, physical barriers such as inaccessible medical equipment, discrimination based on sexual orientation or HIV status, literacy, cultural competency…etc.  

Does the Committee support this recommendation?  
If the Committee supports this recommendation and after we have moved farther on how to score this factor in general, we will need to revisit how to score the Local Option.



Decision Point #2: Models

Barrier Subcommittee recommended that impact testing consist of use of one factor from the menu of 6 factors.  The full Committee discussion raised some interest in having more than one factor considered and the Barrier Subcommittee has moved to evaluating possible models that allow for consideration of 2 factors for the score in this criterion.  For example, if an area/population scores high on both LEP and Ambulatory Sensitive Conditions should additional points be allocated.  If the Subcommittee goes in this direction, a high score in LEP and race/Hispanic would need to be addressed since there are likely stronger correlations between these factors.  On the last call, some in the group seemed to feel that providing additional points for a second barrier would make this criterion more complicated than it needed to be and others felt flexibility on selecting barriers associated with an area or subpopulation was important.

Models for Consideration

Model Option #1:
If a geographic area or subpopulation faces more than one barrier, additional points will be allocated to the applicant’s highest score.  In order to secure these additional points, the applicant must score in the top quarter in both barriers for the geographic area or subpopulation.  This threshold can be adjusted if the top quarter is seen as too high.

For example, if each barrier is scored on a 1-12 point scale and if an applicant that scored 9 on the LEP factor and 10 on the rural factor, a specific amount of additional points would be added to the applicant’s highest score of 10.  We could allocate one additional point for scoring a 9, two for scoring 10, three for 11 and four for 12, for example.

Model Option 2:
If a geographic area or subpopulation faces more than one barrier, scores are added for each barrier faced by the geographic area or subpopulation.  All point scales would begin at a threshold that ensures that points are only allocated to populations or geographic areas that actually face a barrier.  This might be done by allocating points to those areas or populations in the highest deciles or at least not in the lower half of the deciles.  Because points will only be allocated to those that demonstrate that the risk factor exists at an above average level, points for all barriers present for that area or subpopulation are totaled for the applicants score.

Model Option 3:
All applicants must select one factor from the risk factor list and one factor from the direct measure list.  The applicants score on this criterion would consist of adding the two selected factors together.  The risk factor list would include:  race, LEP, Hispanic, rural, disability.  The direct measure list would include:  ambulatory sensitive conditions and usual source of care.

Model Option4:
All applicants would have a score based on an evaluation of usual source of care as a common factor for all applicants.  Applicants would also select an additional factor from the menu of 6 to finalize their score on this criterion.


Does the Committee agree that more than one factor should be considered in this criterion?  Regardless of how many factors the Committee believes should be considered in this criterion, the Committee needs to select a model for impact testing.



Decision Point #3:  Weighting and Point Allocation

Based on the model selected by the Committee for Impact Testing, the Committee must also decide how much weight to assign to each factor, if more than one factor is selected.  The Committee can consider whether some of the information from JSI can help in assigning weights and point allocation.

For example, in the third JSI data run various factors had a high correlation with usual source of care at the individual level including uninsured, which had the highest correlation and has now been moved to the "Ability to Pay" criterion.  If this factor had stayed in this analysis, the Committee could have considered giving uninsured twice the weight and point allocation versus other factors that had less than half the correlation with usual source of care.

What is the Committee's recommendation on weighting and point allocation for Impact Testing?




