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INTRODUCTION

Access to healthcare is a national concern and a particularly serious issue in South Los Angeles and underserved communities across the country. A variety of federal programs use the Health Professional Shortage Area (HPSA) designation
to improve access to healthcare by focusing aid and assistance on areas and populations with the greatest unmet need.
The healthcare workforce shortage is more severe in economically-disadvantaged areas such as South Los Angeles, a
community that already disproportionately bears the highest overall rates of disease and premature deaths in the county.1
While parts of South Los Angeles have HPSA designations, a large area of South LA remains undesignated, 2 making a
number of safety net providers ineligible for several federal and state programs. To prepare stakeholders for upcoming
changes to the HPSA program, this issue brief reviews the program, the benefits of HPSA designation, the designation
process, and efforts to revise the designation methodology. It offers preliminary recommendations to consider when responding to proposals to revise the federal HPSA rule.
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HISTORY & INTENT
of the HPSA Designation

The HPSA designation was originally established to identify areas in need of physicians and other providers from the National Health Service Corps (NHSC). A healthcare crisis had emerged in the 1950s and 1960s as rural physicians retired
or moved to urban areas, and the trend worsened with increasing specialization and technological advances in medicine.
Physicians were departing from both rural areas and inner-city neighborhoods to join affluent medical practices offering
better compensation and more technologically sophisticated facilities. Congress created the NHSC in 1970 with the intent
to encourage physicians to practice in areas experiencing health personnel shortages. 3 The first clinicians were placed
in 1972, and since then, more than 30,000 clinicians have served in the Corps. More than 7,500 clinics and 10,000 sites
currently participate in the program, serving over 7 million people nationwide. 4
Despite the early success of the NHSC, a nationwide shortage of physicians and all other healthcare disciplines including
nursing, oral health, and behavioral health continues. The demand for physicians is expected to increase, due to large
numbers of physicians reaching retirement, population growth, an aging population with different healthcare needs, increased physician visits, and more individuals obtaining health insurance as a result of the Patient Protection and Affordable Care Act (ACA). The US Department of Health and Human Services (HHS) projects a shortage of 55,000 physicians
by 2020, the US Council on Graduate Medical Education projects a shortage of 85,000, and the Association of American
Medical Colleges projects a shortage of 91,500. 5,6,7
At the state level, California also faces a worsening physician shortage. With 63 per 100,000 population in 2008, California
barely meets national standards of 60-80 primary care physicians per 100,000 population. Los Angeles also fails to meet
the recommended supply, with only 58 primary care physicians per 100,000 population. Many of these physicians engage
in other activities, such as research, teaching, and administration, leaving only 51% working full-time in patient care. In
addition, 29% of physicians in California are over 60 years old — a higher percentage than any other state — and once
these physicians retire, California’s shortage will be even greater. Despite a 20% population growth in the state, the total
number of graduates from California medical schools has been flat at about 1,000 per year since 1995. 8 A health insurance disparity in which individuals residing in HPSA geographic areas are more likely to be uninsured or have Medicaid or
other public assistance further compounds the physician shortage.9 Even with the expansion of coverage due to the ACA,
access to physicians will most likely be limited, as only 54% and 42% of primary care physicians in 2008 were accepting
new Medi-Cal and uninsured patients, respectively.10
The HPSA designation is now used by over 30 federal programs and several state programs (described in detail below) to
identify areas and populations eligible for assistance. HPSA benefits include support for training and recruitment of health
professionals, enhanced payment through Medicare and Medicaid, and immigration waivers for foreign-born physicians.11
These federal and state programs are a significant resource for health centers in underserved areas. Many health centers
in urban areas report relying on the NHSC Scholarship (24%), NHSC Loan Repayment (33%), State Loan Repayment
(23%), and J-1 Visa Waiver (28%) programs.12
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Programs Using HPSA Designation
PROGRAM

3

Federal Programs

DESCRIPTION

NHSC

Assignment of federally employed and/or service obligated physicians,
dentists, and other health professionals to HPSAs

NHSC Scholarship Programs

Scholarships for training of health professionals including medical (MD
or DO), dental, nurse practitioner, certified nurse midwife, and physician
assistant, who agree to serve in the NHSC

NHSC Loan Repayment Program

Educational loan repayment to health professionals including primary
care physicians (MD or DO), family nurse practitioners, certified nurse
midwives, physician assistants, dentists, dental hygienists, and certain
mental health clinicians, who agree to serve in the NHSC

Rural Health Clinics Act

Medicare and Medicaid reimbursement for physician assistant and nurse
practitioner services provided at clinics in rural HPSAs

Medicare Incentive Payments for
Physician’s Services Furnished in
HPSAs

10% bonus payment for Medicare-reimbursable physician services provided within geographic HPSAs

Higher “Customary Charges” for
New Physicians in HPSAs

Exemption from Medicare limitations on “customary charges” for physicians opening practices in non-metropolitan geographic HPSAs

Area Health Education Center Program

Provides grants to medical and nursing schools for community-based,
primary care training programs in off-campus and underserved areas.
Gives special consideration to centers that would serve HPSAs with
higher percentages of underserved minorities and funding priority to centers providing training experience in HPSAs

Federal Employees Health
Benefits Programs

Reimbursement for non-physician services in states with a high percentage of population residing in HPSAs

J-1 Visa Waiver Program

At the request of a federal agency, waives the requirement that foreign
physicians return to their home country for two years after completing
graduate education or training in the United States under a J-1 Exchange
Visitor Visa, provided that they are employed in a HPSA or medically underserved area (MUA), among other requirements

Ready Responders

Primary care clinicians who, when not responding to medical emergencies, practice in HPSAs

Title VII Programs

Support the education and training of physicians, dentists, physician assistants, and nurses, giving special consideration to underserved populations and high-risk groups

Medicare Telehealth Services

Coverage and payment for Medicare telehealth services in rural HPSAs
and some counties 13,14,15,16,17,18

Programs Using HPSA Designation
PROGRAM
NSHC/State Loan Repayment Program
Health Professions Education
Foundation

California Programs

DESCRIPTION

Provides repayment of educational loans to health professionals who
agree to practice in a HPSA19
Geographic HPSA designation enables recruitment and retention of providers through the California Health Professions Education Foundation’s
Scholarship and Loan Repayment Programs20

California Student/Resident
Experiences and Rotations in
Community Health Program
(Cal-SEARCH)

Places primary care students/residents in community clinics and health
centers for clinic rotation experiences and community projects. Site must
be located in a HPSA or MUA. 21

J-1 Visa Waiver Program
(Conrad Program)

At the request of a state agency, waives the requirement that foreign
physicians return to their home country.22

These federal and state programs provide significant benefits to providers and communities seeking to recruit and retain
healthcare providers. Scholarships and loan repayment programs enable students to complete training that might otherwise be unaffordable, relieve the large debt burden that recent graduates bear, freeing them to take a career path that
may be less lucrative but more satisfying, and helps to retain clinicians, who often continue to serve in the community after
the 2-4 year commitment has ended.23 There are indirect benefits as well. For example, by providing placement, scholarships, and loan repayment opportunities, these programs support and provide incentives to health professionals to stay
in a community and become established community members. The HPSA designation also helps to define community
needs, lending greater weight to applications for grants for financial and other resources, as well as advocacy efforts for
policy changes to strengthen the healthcare safety net.
While this issue brief focuses on HPSA designations, it should be noted that “shortage designations” encompass HPSAs,
Medically Underserved Areas (MUA), and Medically Underserved Populations (MUP). MUAs and MUPs are currently
designated according to an Index of Medical Underservice (IMU), which involves four variables: the ratio of primary care
physicians per 1,000 population, infant mortality, percentage of the population with incomes below the poverty level, and
percentage of the population age 65 or older. Federal programs using the MUA/MUP designations include grants for community health centers under Section 330 of the Public Health Service Act, certification of Rural Health Clinics, and Public
Health Service grant programs.24
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CURRENT METHODS
for Designation

The HPSA designation may be given to a geographic area, population
group, or individual public or nonprofit medical facility. The eligible disciplines include primary medical care, dental, and mental health. As of
2012, there were 5,856 primary care, 4,497 dental, and 3,707 mental
health HPSAs nationwide.25 As of 2011, in California, there were 194
primary care, 101 dental, and 163 mental health designated HPSAs.26
The designation is based on a population-to-provider ratio of 3,500:1 for
primary care, which was established in 1978 and identified the lowest
quartile of counties at the time. The primary care designation type also
considers “high need” by including the percent of population below poverty (at least 20%), infant mortality or low birth weight ratio (infant mortality rate over 20 per 1,000 live births), fertility rate
(over 100 per 1,000 women aged 15-44) and travel distance to nearest accessible care outside of the HPSA. “High need”
areas have a less stringent population-to-provider ratio of 3,000:1. For geographic area designation, the area must be “rational” for the delivery of health services (based on travel times, composition of the population, etc. and defined by county,
civil division, or census tract). Population group designations take into consideration economic, cultural, and linguistic barriers to accessing care; some examples include low-income, Medicaid-eligible, migrant, and homeless populations. Point
values assigned to each of the above factors are taken into consideration, and a total HPSA score is calculated, ranging
between 0 for least shortage to 25 for greatest shortage.27,28,29
The HPSA program is administered at the federal level by the HHS Health Resources and Services Administration (HRSA).
Applicants seeking HPSA designation must contact the state Primary Care Office (PCO), which has expertise, data, and
access to an on-line application system. Applicants then submit the designation request to HRSA, while the PCO requests
comments from the Governor’s Office and state primary care association
and, when appropriate, the health systems agency, state professional
association(s), and mental health authority or dental officer. Thirty days
are allowed for comments on the request, after which HRSA has 90
days to complete its evaluation and determine whether to grant HPSA
designation.30 Designations are periodically reviewed, with requests for
updated information on designations that have not been renewed in the
past three years. If the information is not provided or indicates that designation is no longer appropriate, the designation may be withdrawn.
However, in practice, HRSA has not formally withdrawn any designations
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since 2002.31

In California, the Office of Statewide Health Planning and Development (OSHPD) is the designated PCO that serves as
an intermediary in the designation process. The Shortage Designation Program within OSHPD makes recommendations to the US Bureau of Health Professions, Office of Shortage Designation for approval of clinics and other providers
for designation. OSHPD also identifies communities with health professional shortages and provides assistance to
HPSA designation applicants.32

To qualify as a primary care HPSA in California, the area must be a rational service area (RSA; recognized as “Medical
Service Study Area” in California), have a population to primary care physician ratio of 3,500:1 or 3,000:1 plus the population features that demonstrate unusually high need as described above, and a lack of access to healthcare in surrounding areas (due to distance, overutilization, or access barriers).33 Requirements differ for mental health and dental
HPSA designations, as well as between geographic area, population, and facility designations. For example, all FQHCs
and rural health centers that accept patients without regard to ability to pay receive a temporary and automatic facility
designation score. Calculating the elements included in a HPSA designation score requires a lengthy survey process,
in which applicants are encouraged to consult a variety of data sources, including state licensure lists, state and local
medical society directories, local hospital physician listings, Medicaid and Medicare practitioner lists, and even the local yellow pages. Some of the detailed information that needs to be collected from each physician includes specialty;
full- or part-time status and an explanation for part-time status; average office hours worked; average hours of direct
patient care; hospital admitting privileges; percentage of patients who are covered by Medicaid, pay on a sliding fee
scale, or are migrant farmworkers; languages spoken by staff; whether new patients are being accepted; and elapsed
times between appointment request and the appointment for new patients and for established patients.34 Thus, given
the detailed study, physician survey, and HPSA designation request process described above, the HPSA application
process is intensive and lengthy, and, depending on applicant resources, likely to take up to a year or more.
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The ACA and HPSA
Designation

HPSA designations will take on even greater importance as the ACA is implemented. The ACA will expand coverage
to many uninsured, and it is expected that the number of Medicaid beneficiaries will disproportionately increase more
in HPSAs because the uninsured in these areas are more likely to come from low-income families than those in other
areas.35 In addition, the ACA addresses healthcare workforce development and primary care capacity, which is critical
given the increased demand for primary care providers. A number of ACA provisions specifically address HPSAs and/
or programs that use HPSA designations.

The ACA
Expands funding for the NHSC by authorizing and appropriating $1.5 billion over five years to a new NHSC Trust
Fund. This is expected to result in an increase of more than 12,000 additional health professionals by 2012.36
Gives NHSC members participating in the Loan Repayment Program the option of working half-time to fulfill the service
obligation and provides credit for some teaching hours.37
Increases the annual loan repayment award for the NHSC from $35,000 to $50,000, with possible increases due to
inflation starting in fiscal year 2012.
Establishes a pediatric specialty loan repayment program for service in a HPSA, MUA, or to serve a medically underserved population (MUP) that has a shortage of the specified pediatric subspecialty.
Establishes an Allied Health Workforce Recruitment and Retention Program to provide loan forgiveness for allied
health professionals employed at public health agencies or in underserved areas or HPSAs.38
Expands the tax exclusion to include amounts received under any state loan repayment or loan forgiveness program
intended to increase the availability of healthcare services in underserved areas or HPSAs, retroactive to 2009.39
Increases Medicare bonus payments by 10% for general surgeons performing major surgical procedures in a primary
care geographic HPSA.40
Revises graduate medical education by redistributing unused residency positions. Among other factors, hospitals
located in areas with a higher ratio of people living in a HPSA to the total population will be given greater priority for
an increase in residency positions.41
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Authorizes grants from the Centers for Disease Control and Prevention for community health workers to promote
positive health behaviors and outcomes in underserved communities, a significant portion of which must be designated as a HPSA.42
Increases the Medicare Electronic Health Record Incentive Payment by 10% for eligible professionals with more than
50% of services provided in a geographic HPSA.43
Establishes a process to determine new definitions for HPSAs through a process of negotiated rulemaking between
HHS and stakeholders to determine new criteria for defining HPSAs (see box on page 9 for details).44

These and other activities authorized by the ACA support the education, training, recruitment, and placement of health
professionals in underserved areas. However, because Congress still needs to appropriate funding for many of these
programs and efforts are underway to defund or repeal all or parts of the ACA, continued attention to and advocacy for
the HPSA opportunities under the ACA remain critical.

Efforts to Revise

the Designation Methodology and Criteria
Concerns about HPSA designations have arisen since the program’s
inception. With the current HPSA criteria dating back to 1978,
an evolution in the types of requests for designation and
improved availability of data, supporters generally acknowledge
that the designation methodology needs revision. The Government Accountability Office issued reports in 1995 and
2006 examining the HPSA designation effectiveness, methodology, and impact. The reports conclude that HPSA designations ineffectively identify shortage areas, use inaccurate or outdated data, fail to include midlevel providers, poorly
account for federally linked resources, and ineffectively target funding to underserved populations.45 HPSA designation
is an onerous process for states and communities to undertake, as they are burdened with gathering data not readily
available. In addition, having two sets of primary medical care-related criteria (for HPSAs and MUAs) has caused confusion. But most importantly and fundamentally, the HPSA and MUA methodologies fail to distinguish levels of shortage
and underservice, which is most apparent in that the vast majority of the United States has been granted some type of
shortage designation.46
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In response to these and other concerns, HRSA has twice attempted to establish new designation methods and criteria. In 1998, HRSA issued a Notice of Proposed Rulemaking (NPRM) to consolidate HPSA and MUP designations,
for which it received over 800 public comments. A negative reaction to the impact of the proposed rule ensued, with
estimates indicating 25-40% of designations at the time would be lost. Starting in 1999, HRSA revisited its approach,
seeking to include academic and stakeholder input, minimize disruption of the safety net, and focus on better data and
science-based approaches. After nearly ten years, HRSA issued a second version of the NPRM in 2008. The second
version also received extensive public comment, with the comment period extended twice to respond to stakeholder
requests. Over 700 comments were received, citing a range of concerns over methodology and the potential impact
on safety net providers. HRSA subsequently suspended the rulemaking process and decided to further reconsider
the methodology. Since then, no final rule has been issued.47,48 Critics argue that both the 1998 and 2008 proposals
failed largely because several areas and populations would have lost designation under the proposed criteria and over
skepticism that any new attempt would adequately serve the diverse programs using the designations while maintaining political viability.49

In an attempt to bring the rulemaking to a satisfactory conclusion, Congress included a mandate in the ACA to use
the Negotiated Rulemaking process, with a neutral facilitator, to reach consensus on a revised rule. The issues to be
resolved through the Negotiated

Rulemaking process were as follows:

Are the objectives of the MUP and HPSA designations so different that they justify two separate processes, or should
they be combined into a single approach?
What underservice/shortage indicators should be included for the designations, and how should they be defined and
measured? What data sources should be used?
What methodology or methodologies should be used to combine the impact of these indicators on access?
Which clinicians/providers should be included to measure provider availability? How should full-time-equivalents be defined?
Should clinicians placed in a designated area through a Federal program be included in the provider availability count?
How should RSAs be defined?
What types of population groups should be considered?
What is the role of facility designations?
How should threshold levels of underservice/shortage indicators be identified to appropriately separate those areas,
groups and facilities to qualify for designation?
How can the revised methodology be designed to reduce the burden of the application process on states and local entities?
How should the Committee assess the potential impact of the revisions versus continued use of current methods?
How can the new methodology be implemented to minimize disruption and assure equity for affected areas?50
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HPSA Designation Rulemaking Timeline
1. September 1, 1998: Notice of Proposed Rulemaking (NPRM) published in the Federal Register to consolidate MUP and primary care HPSA
criteria (63 FR 46538-46555). Extensive public comments were received
in response to the notice.

2. June 3, 1999: HRSA publishes its intent to issue a second NPRM after
evaluating the comments received and conducting analysis of alternative
approaches and impact testing (64 FR 29831).

3. February 29, 2008: HRSA publishes a second version of the NPRM (73
In July 2010, HRSA appointed the Negotiated Rulemaking Committee on the Designation of Medically Underserved Populations and Health Professions Shortage
Areas. The intent of the Committee was to focus on
primary care designations, with future efforts to address
oral and behavioral health. The Committee was composed of 28 members who represented the programs
and organizations most affected by the designations,
including health centers, rural clinics, special populations, and technical experts.51 On October 31, 2011,
the Committee submitted its final report to the Secretary
of Health and Human Services, which was intended to
serve as the basis for an Interim Final Rule to be published in the Federal Register. Once the rule is published,
a period of time is allowed for public comment, after
which HRSA will consider the comments and publish a
final rule within one year of the public comment period.52

The Committee failed to reach full consensus on all of
its recommendations, although 90% of voting members
endorsed the final report. On the six types of designation methodologies the Committee undertook to review,
only two (Facility HPSA and Exceptional MUP) were
unanimously endorsed, one (Population HPSA) had one
vote in opposition, and two (MUA and MUP) had two

FR 11232).

4.

April 21, 2008: In response to public comment and requests for additional time, HRSA extends the comment period an additional 30 days
(73 FR 21300).

5.

June 2, 2008: In response to additional comments and requests,
HRSA extends the comment period another 30 days (73 FR 31418).

6.

June 23, 2008: After receiving many substantive comments on the
proposed rule, HRSA announces its decision to further reconsider the
proposal and its plans to issue a new NPRM (73 FR 42743).

7. March 23, 2010: The ACA is signed into law, mandating a Negotiated
Rulemaking Committee on the Designation of Medically Underserved
Populations and Health Professions Shortage Areas.
8.

May 11, 2010: Notice of intent to form the Committee is published,
stating the hope that the negotiated rulemaking process will yield a consensus among experts and stakeholders (75 FR 26167).

9. July 21, 2010: The Secretary of the US Department of Health and
Human Services announces the appointment of the Committee and releases a list of the Committee members.

10. July 22, 2010: Notice of the establishment of the Committee is published,
including intent and scope of activities, membership, and administrative
management and support (75 FR 42755).

11.

September 22, 2010: The Committee’s first meeting is convened,
followed by monthly meetings and workgroup conference calls.

12.

March 17, 2011: The Committee submits a preliminary report on
progress and requests additional time to reach consensus.

13. April 27, 2011: The Secretary of Health and Human Services approves
the Committee’s request to submit a report by October 31, 2011.
14. October 31, 2011: The Committee submits its final report to the
Secretary of Health and Human Services.
15. The Secretary develops an Interim Final Rule. After a clearance process of approximately 90-120 days, the Interim Final rule is published in
the Federal Register, including a public comment period of at least 90
days.

16. HRSA considers public comments, and may ask Committee members
to assist in recommending further changes.

17. A final rule is published within one year of the public comment period.
Compiled from the Federal Register and Negotiated Rulemaking Committee website,
available at: http://www.hrsa.gov/advisorycommittees/shortage/index.html.

votes in opposition.
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The report also made the following recommendations for improving the current designation methodologies:
Provider Ratios: For the purposes of calculating population-to-provider ratios, include MDs and DOs in adolescent medicine and geriatrics as 1.0 FTE. Lower Obstetricians and Gynecologists from 1.0 FTE to 0.25 FTE.
Include Nurse Practitioners, Physician Assistants, and Certified Nurse Midwives practicing in primary care settings
as 0.75 FTE, and Physician Assistants specializing in OB/GYN as 0.25 FTE.
MUA: Broaden the number and types of indicators for underservice.
MUP: Allow alternative population-specific barriers and/or health status indicators, and provide a flexible local
data option when national data are unavailable.
Geographic HPSA: Allow for designation with population-to-provider ratios greater than or equal to 3000:1 without needing to consider other health status or income data.
Geographic HPSA: Allow RSAs with population-to-provider ratios between 3000:1 and 1500:1 to be eligible if
they demonstrate critical need based on health status and ability to pay.
Geographic HPSA: Make all frontier RSAs with population-to-provider ratios above 1500:1 eligible for designation without considering health status or ability to pay.
Population Group HPSA: Allow designation of population groups with population-to-provider ratio of 2550:1 or higher.
Population Group HPSA: Allow designation of population groups with population-to-provider ratio between
2550:1 and 1250:1 provided they demonstrate need based on health status and ability to pay.
Population Group HPSA: Provide a flexible local data option for population groups when national data are unavailable.
Facility HPSA: Provide three new pathways for Facility HPSA designation, specifically for safety-net providers,
essential community providers, and “magnet” facilities.
According to the Committee’s estimates, if the Secretary fully adopts their recommendations, the impact would be a
net increase of 8.5 million residents in geographic HPSAs and a net increase of 32 million residents in MUAs. Despite
the increase, the Committee “firmly believes” that their recommendations would improve the current methodologies for
directing resources to areas and populations in need, but recommends updating components of the methodologies
every five years, with a major reassessment every ten years.53
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Implications
for South LA

Access to primary care physicians is critical to improving the health of populations in underserved areas such as South
LA. For example, increased primary care physician density in an area has been found to be associated with reductions
in racial disparities for high-cost surgical procedures requiring a specialty referral.54 Primary care physician supply has
also been associated with decreased hospitalization for ambulatory care sensitive conditions, indicating a positive effect
on the overall performance of the primary healthcare system.55 Service Planning Area (SPA) 6, a large portion of which
covers South LA, bears a disproportionate burden of preventable hospitalizations, with 2008 rates higher than those
of Los Angeles County overall and statewide for most of the prevention quality indicators analyzed in OSHPD’s 2010
report on preventable hospitalizations. Seven of the PQIs for SPA 6 were more than two times higher than county and
statewide rates. As two examples, the rate for long-term complications from diabetes in SPA 6 was 294.1 compared
to 141.2 in LA County and 108.4 statewide, while the rate of adult asthma in SPA 6 was 224.4 compared to 103.9 in
LA County and 84.5 statewide.56 Given that PQIs assess how well a community can access primary and preventative
outpatient care, South LA greatly needs improved access to and quality of healthcare services.

The maps in Figure 1 (Los Angeles County Health Professional Shortage Areas) and Figure 2 (South Los Angeles Health
Professional Shortage Areas) show how designations tend to cluster in LA County, particularly in certain urban areas.
Closer examination of South LA reveals that large areas are not designated, despite a clear need for greater access to
healthcare services (South LA includes the following zip codes: 90001, 90002, 90003, 90007, 90008, 90011, 90016,
90018, 90037, 90043, 90044, 90047, 90059, 90061, 90062, 90220, 90221, 90222, 90250, 90262, 90301, 90302,
90303, 90304, 90305, and 90723). The changes proposed by the Committee are expected to result in a net increase in
Geographic HPSA residents. However, the expansion of areas to be designated will result in increased competition for
designation. Areas with less need and greater resources will be better positioned to conduct the data collection needed
to support designation applications.

Conclusion
With the Interim Final Rule imminent and likely to be released in 2012, it is vital that stakeholders be prepared to interpret the rule, determine its implications for local HPSA designations, and respond during the public comment period.
The Department of Health and Human Services will publish the Interim Final Rule in the Federal Register, with a public
comment period of at least 90 days. The public may subscribe to Federal Register notifications through the website
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at http://www.federalregister.gov. Upon its publication, the Interim Final Rule will include information on how to submit
public comments.
South LA stakeholders have an opportunity to voice the needs and concerns of their community to ensure the revised
methodology and criteria for HPSA designation accurately assess the severe shortage of providers. Recommendations
for an improved designation process and methodology are as follows:
Make allowances for additional data sources and options. For example, data at the sub-county level must be
allowed, given that countywide indicators would inaccurately describe the true disparity in healthcare access and
health outcomes for areas such as South LA.
Allow for alternative indicators. When the requested data are not available, alternative indicators must be accepted. Considering that local agencies or individuals are frequently responsible for collecting the data and materials needed for an application, the alternative data must be reasonable to gather and readily available.
Take into consideration additional barriers to care. A number of barriers can result in a community’s underservice, including limited English proficiency, providers’ linguistic and cultural capacity, coverage and ability to pay,
immigration status, race/ethnicity, literacy and health literacy levels.
Allow contiguous areas to seek designation as long as they can demonstrate similar need. As illustrated in
Figure 2, areas still lacking designation would most likely qualify. Under current application processes and designation methodologies, local organizations and individuals end up seeking designation in a piecemeal fashion that
puts an undue hardship on already under-resourced providers.
Ensure transparency and simplicity. The HPSA application process must be transparent, easily understood, and
not place an undue burden on local and/or under-resourced communities to gather the data needed. Renewal
notices for expiring HPSAs and accompanying information and data should be available to members of the public
or organizations seeking to reapply for designation.
Provide outreach and education on HPSA designation. Stronger education and support are needed for physicians and healthcare facilities that would potentially benefit from the HPSA program. At a minimum, outreach
efforts should include information on the program’s benefits and the process to apply for designations.
Provide support for communities seeking designation. Given the burdensome HPSA application process, under-resourced communities are at a disadvantage when seeking designation. These communities need greater
support throughout the designation process to gather the required data, conduct data analysis, and submit designation applications. Support may be in the form of technical assistance, grants, or partnerships with academic
or other expertise.
Despite its limitations, the HPSA designation is a critical tool used by Federal and state programs to increase access to
care in areas disproportionately lacking providers. While HRSA’s success in establishing a new designation method is
not guaranteed, South Los Angeles stakeholders should stay informed and involved in the process to ensure that the
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new methods and criteria do not inadvertently degrade access to care in South LA.

Figure 1.
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Figure 2.
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