














Information Collection Request Title: Shortage Designation Management System OMB No. 
0906-xxxx-New. 

Document	
  Citation:	
  80	
  FR	
  18240,	
  Document	
  Number:	
  	
  2015-­‐07673	
  

In	
  response	
  to	
  FR	
  Doc.	
  2015-­‐07673,	
  filed	
  on	
  4-­‐2-­‐2015	
  regarding	
  Information	
  Collection	
  Request	
  Title:	
  
Shortage	
  Designation	
  Management	
  System	
  	
  

1. The	
  necessity	
  and	
  utility	
  of	
   the	
  proposed	
   information	
  collection	
   for	
   the	
  proper	
  performance	
  of	
   the	
  
agency’s	
  functions.	
  

Information	
  collection	
  regarding	
  the	
  use	
  of	
  the	
  National	
  Provider	
  Identifier	
  

The	
   National	
   Provider	
   Identifier	
   (NPI)	
   clinician	
   registry	
   is	
   of	
   little	
   utility	
   in	
   the	
   conduct	
   of	
   shortage	
  
designation	
  needs	
  assessment.	
  According	
  to	
  the	
  Centers	
  for	
  Medicare	
  Medicaid	
  Services:	
  

All	
  of	
  the	
  information	
  collected	
  by	
  NPPES	
  is	
  self-­‐reported	
  and	
  CMS	
  attempts	
  to	
  verify	
  only	
  two	
  things:	
  (1)	
  
the	
  provider’s	
  social	
  security	
  number	
  and	
  (2)	
  that	
  the	
  provided	
  business	
  address	
  is	
  valid.	
  CMS	
  does	
  not	
  
verify	
   whether	
   the	
   provider	
   actually	
   works	
   at	
   the	
   submitted	
   business	
   address,	
   and	
   CMS	
   does	
   not	
  
attempt	
  to	
  verify	
  the	
  provider’s	
  self	
  reported	
  specialty.	
  Much	
  of	
  the	
  supplied	
  information,	
  including	
  the	
  
self-­‐reported	
   specialty	
   taxonomy	
   codes,	
   is	
   available	
   in	
  a	
   searchable	
  public	
   database	
   (National	
   Plan	
  &	
  
Provider	
  Enumeration	
  System,	
  n.d.),	
  and	
  is	
  available	
  for	
  research	
  purposes	
  from	
  CMS	
  through	
  a	
  data	
  use	
  
agreement.	
   Once	
   a	
   provider	
   has	
   an	
   NPI,	
   there	
   are	
   no	
   scheduled	
   requests	
   for	
   updated	
   information;	
  
however,	
  providers	
  are	
   instructed	
  to	
  update	
  their	
   information	
   in	
  NPPES	
  within	
  30	
  days	
  of	
  a	
  change	
  of	
  
required	
   data	
   fields.	
   The	
   degree	
   to	
   which	
   providers	
   update	
   their	
   information	
   is	
   not	
   fully	
   known.1	
  
(underlining	
  added)	
  

Because	
   CMS	
   policy	
   regarding	
   NPI	
   does	
   not	
   “intend”	
   to	
   create	
   a	
   system	
   to	
   enumerate	
   and	
   track	
   the	
  
practice	
  location	
  of	
  clinicians,	
  it	
  cannot	
  be	
  expected	
  serve	
  as	
  a	
  meaningful	
  workforce	
  baseline	
  for	
  shortage	
  
designation	
  analysis.	
  	
  

In	
   Colorado’s	
   experience	
   with	
   NPI	
   data,	
   it	
   was	
   found	
   that	
   the	
   NPI	
   does	
   not	
   correspond	
   to	
   reliable	
   and	
  
independently	
  verified	
  clinician	
  data	
  sets	
  available	
  for	
  analysis.	
  Our	
  analysis	
  has	
  determined	
  that	
  NPI	
  both	
  
overstates	
   provider	
   capacity	
  with	
  excess	
   clinician	
   records	
  and	
  understates	
   provider	
   capacity	
  with	
  missing	
  
clinician	
  records.	
  	
  

In	
   a	
   sample	
   of	
   60	
   Colorado	
   service	
   areas,	
   the	
   NPI	
   data	
   set	
   reported	
   an	
   87	
   percent	
   excess	
   of	
   clinician	
  
capacity.	
   The	
   time	
   needed	
   to	
   identify	
   and	
   “zero-­‐out”	
   non-­‐pertinent	
   data	
   in	
   the	
   Shortage	
   Designation	
  
Management	
  System	
  (SDMS)	
  is	
  estimated	
  to	
  be	
  224	
  hours	
  (calculated	
  at	
  3	
  minutes	
  to	
  identify	
  and	
  update	
  
per	
  unneeded	
  record).	
  

	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
1	
   Bindman,	
   A.	
   B.	
   (2013).	
   Using	
   the	
   national	
   provider	
   identifier	
   for	
   health	
   care	
   workforce	
   evaluation.	
  
Medicare	
  &	
  medicaid	
  research	
  review,	
  3(3).	
  



NPI	
  also	
  failed	
  to	
  capture	
  21	
  percent	
  of	
  clinicians	
  working	
  in	
  this	
  same	
  sample	
  of	
  60	
  service	
  areas.	
  In	
  states	
  
less	
   prepared	
   to	
   resolve	
   the	
   question	
   of	
  missing	
   capacity	
   in	
  NPI,	
   some	
   service	
   areas	
  will	
   likely	
   receive	
   a	
  
shortage	
  designation	
  when	
  technically	
  ineligible	
  because	
  of	
  understated	
  clinician	
  capacity.	
  	
  

To	
  remedy	
  the	
  problem	
  of	
  missing	
  clinician	
  data,	
  current	
  HRSA	
  policy	
  directs	
  PCOs	
  to	
  contact	
  the	
  providers	
  
in	
  question	
  and	
  request	
  that	
  the	
  provider	
  update	
  his	
  or	
  her	
  NPI	
  record.	
  The	
  time	
  needed	
  to	
  identify,	
  notify,	
  
and	
   follow	
   up	
   with	
   clinicians	
   without	
   a	
   current	
   NPI	
   record	
   is	
   estimated	
   to	
   be	
   182	
   hours	
   for	
   Colorado	
  
(calculated	
  at	
  10	
  minutes	
  to	
  identify,	
  contact,	
  and	
  verify	
  update,	
  per	
  record).	
  This	
  estimate	
  is	
  conservative	
  
in	
  that	
  it	
  is	
  not	
  known	
  how	
  much	
  PCO	
  effort	
  will	
  be	
  needed	
  to	
  convince	
  at	
  least	
  1000	
  clinicians	
  to	
  update	
  
their	
  NPI	
  information.	
  Furthermore,	
  because	
  we	
  have	
  no	
  means	
  of	
  compelling	
  providers	
  to	
  update	
  practice	
  
information	
  in	
  NPI,	
  it	
  may	
  not	
  be	
  possible	
  to	
  update	
  all	
  missing	
  records.	
  

A	
  specific	
  case	
  example	
  for	
  a	
  medium	
  sized	
  urban	
  county	
  

The	
  Colorado	
  PCO	
  conducted	
  an	
  analysis	
  of	
  Larimer	
  County	
  Colorado	
  in	
  the	
  spring	
  of	
  2015.	
  The	
  
NPI	
  data	
  set	
  indicated	
  that	
  there	
  were	
  378	
  primary	
  care	
  physicians	
  practicing	
  in	
  Larimer	
  County.	
  
Our	
  analysis	
  found	
  that	
  only	
  273	
  clinicians	
  were	
  in	
  fact	
  practicing	
  in	
  the	
  county.	
  Of	
  practicing	
  
physicians,	
  156	
  NPI	
  records	
  were	
  found	
  to	
  report	
  an	
  accurate	
  practice	
  address.	
  As	
  a	
  result,	
  222	
  
NPI	
  records	
  had	
  to	
  be	
  zeroed	
  out	
  or	
  substantially	
  modified.	
  Furthermore,	
  48	
  physicians	
  were	
  
found	
  to	
  be	
  practicing	
  in	
  the	
  community	
  but	
  were	
  not	
  represented	
  in	
  the	
  NPI	
  data	
  set.	
  An	
  
additional	
  38	
  physicians	
  had	
  two	
  practice	
  locations	
  but	
  SDMS	
  does	
  not	
  currently	
  accommodate	
  
reporting	
  for	
  clinical	
  care	
  in	
  multiple	
  locations	
  by	
  the	
  same	
  individual.	
  To	
  date,	
  this	
  one	
  
designation	
  analysis	
  has	
  required	
  20	
  hours	
  of	
  survey	
  effort	
  and	
  20	
  hours	
  of	
  data	
  correction	
  and	
  
entry.	
  This	
  designation	
  analysis	
  is	
  not	
  yet	
  complete.	
  	
  

The	
  total	
  estimate	
  of	
  406	
  hours	
  to	
  revise	
  and	
  improve	
  NPI	
  data	
  will	
  only	
  produce	
  a	
  dataset	
  that	
  is	
  already	
  
available	
   to	
   Colorado	
   from	
   a	
   license	
   agreement	
  with	
  www.medicalquest.com.	
   This	
   proprietary	
   database	
  
provides	
  accurate	
  and	
  current	
  physician	
  practice	
  data	
  from	
  which	
  we	
  have	
  traditionally	
  based	
  HPSA	
  survey	
  
analysis.	
  As	
  a	
  result,	
  the	
  effort	
  to	
   improve	
  NPI	
  data	
  will	
  accrue	
  no	
  benefit	
  to	
  HPSA	
  analysis	
  above	
  what	
   is	
  
already	
  available	
  to	
  Colorado	
  without	
  406	
  hours	
  of	
  additional	
  labor.	
  	
  

2. The	
  accuracy	
  of	
  the	
  estimated	
  burden	
  

The	
  HRSA	
  reported	
  estimated	
  burden	
  on	
  states	
  to	
  manage	
  shortage	
  designation	
  applications	
  in	
  SDMS	
  
substantially	
  understates	
  the	
  actual	
  reporting	
  burden	
  states	
  will	
  experience.	
  Colorado	
  has	
  traditionally	
  
allocated	
  832	
  hours	
  per	
  year	
  to	
  maintain	
  HPSA	
  designations.	
  Approximately	
  one	
  third	
  of	
  Colorado’s	
  	
  
active	
  designations	
  were	
  updated	
  each	
  year	
  with	
  this	
  allocation	
  of	
  staff	
  time.	
  	
  

In	
  the	
  new	
  SDMS	
  context,	
  we	
  estimate	
  that	
  it	
  will	
  require	
  15.4	
  hours	
  per	
  HPSA	
  application.	
  This	
  assumes	
  
that	
  the	
  technical	
  submission	
  of	
  applications	
  in	
  SDMS	
  substantially	
  improves	
  with	
  further	
  programing	
  
development.	
  Without	
  technical	
  improvements	
  in	
  SDMS,	
  this	
  per	
  application	
  burden	
  estimate	
  could	
  be	
  
substantially	
  higher.	
  



The	
  Colorado	
  PCO	
  collected	
  data	
  from	
  other	
  state	
  PCOs	
  on	
  their	
  process	
  experience	
  with	
  SDMS.	
  The	
  
results	
  gathered	
  from	
  51	
  of	
  54	
  state/territories	
  as	
  of	
  June	
  1,	
  2015	
  are	
  as	
  follows:	
  	
  

	
   Submitted	
   Approved	
  by	
  HRSA	
  
HPSA	
  applications	
   45	
   0	
  
MUA/P	
  applications	
   15	
   6	
  
Total	
   60	
   6	
  

	
  

This	
  application	
  processing	
  experience	
  represents	
  the	
  total	
  effort	
  by	
  PCOs	
  working	
  in	
  SDMS	
  since	
  
December	
  of	
  2014.	
  SDMS	
  will	
  have	
  to	
  accommodate	
  a	
  more	
  than	
  100-­‐fold	
  increase	
  in	
  throughput	
  to	
  
manage	
  existing	
  shortage	
  designations	
  on	
  an	
  annual	
  update	
  cycle.	
  

3. Ways	
  to	
  enhance	
  the	
  quality,	
  utility,	
  and	
  clarity	
  of	
  the	
  information	
  to	
  be	
  collected	
  

Most	
  state	
  and	
  territorial	
  PCO’s	
  have	
  a	
  track	
  record	
  of	
  high	
  performance	
  in	
  data	
  collection	
  and	
  analysis.	
  A	
  
cooperative	
   relationship	
  with	
   HRSA	
   facilitates	
   reliable	
   needs	
   assessment	
   that	
   results	
   in	
   efficient	
   and	
   fair	
  
allocation	
  of	
   public	
   resources	
   to	
  workforce	
  needs.	
   State’s	
   that	
   can	
  demonstrate	
   competence	
   to	
   produce	
  
accurate	
   designation	
   assessment	
   should	
   have	
   a	
   reasonable	
   means	
   to	
   introduce	
   that	
   data	
   into	
   SDMS	
  
without	
  inefficient	
  and	
  labor	
  intensive	
  per	
  record	
  user	
  interfaces.	
  	
  

4. The	
  use	
  of	
   automated	
   collection	
   techniques	
  or	
  other	
   forms	
  of	
   information	
   technology	
   to	
  minimize	
  
the	
  information	
  collection	
  burden	
  

The	
   Colorado	
   PCO	
   supports	
   the	
   use	
   of	
   automated	
   collection	
   techniques	
   or	
   other	
   forms	
   of	
   information	
  
technology	
   to	
   minimize	
   the	
   information	
   collection	
   burden.	
   Automation	
   collection	
   techniques	
   must,	
  
however,	
   produce	
   data	
   that	
   is	
   accurate	
   at	
   the	
   service	
   area	
   level.	
   Automation	
   that	
   does	
   not	
   produce	
  
accuracy	
  will	
   substantially	
   increase	
   the	
   information	
  collection	
  burden	
  and	
  result	
   invalid	
  service	
  area	
   level	
  
analysis.	
  

	
  

	
  

Submitted	
  by	
  

Stephen	
  Holloway	
  
Branch	
  Chief	
  
Health	
  Equity	
  and	
  Access	
  Branch/Primary	
  Care	
  Office	
  
P	
  303.692.2582	
  	
  |	
  	
  C	
  303.246.5116	
  
4300	
  Cherry	
  Creek	
  Drive	
  South,	
  Denver,	
  CO	
  80246-­‐1530	
  
steve.holloway@state.co.us	
  	
  |	
  	
  www.coloradohealthservicecorps.org	
  















Primary Care Office 
Comments on Paperwork Reduction Act 
Federal Register April 3, 2015 
Comments due: June 3, 2015 
Send comments to:  Paperwork@hrsa.gov 

Total Estimated Annualized burden hours: 

Form name 
Number of 

respondents 

Number of 
responses per 

respondent 

Total 
responses 

Average burden 
per response (in 

hours) 

Total 
burden 
hours 

Designation Planning 
and Preparation 

54 1 54 4.25 229.50 

SDMS Application 54 23 1,242 1.75 2,173.50 

Total 54 — 1,296 — 2,403.00 

HRSA specifically requests comments on  

(1) the necessity and utility of the proposed information collection for the proper 
performance of the agency's functions, 

The collection of provider data is still local agency specific! 

The collection of the U.S. Census Data accurately worked from paper to automated 
applications. When the data was collected to load into the Application Submission And 
Processing System, ASAPS, the first automated system, it standardized the population data 
across the board for all applications and improved the accuracy of the applications 
submitted. I believe that this is a viable method for standardization as long as it is kept up to 
date and the possibility of different local data could be a discussion point if need be. 

It has been my experience that the collection of provider data has been more accurate when 
completed at the state and local levels. The standardization of the provider data is extremely 
difficult as the providers themselves have problems reporting to federal agencies to update 
their records. 

 

(2) the accuracy of the estimated burden, 

The Iowa Primary Care Office has 1 FTE, 1,960 hours, to perform the 3,120 hours 
work! 

As the Interim Primary Care Officer, I concur that by automating the application system 
preparation was reduced; however, I now spend more hours waiting for local data than 
processing that data. The collection of the provider data, by state and local offices/clinics, 
takes time for each review, some longer than others. An average time estimate per review, 
just for the collection of provider’s face to face patient time to establish an accurate Full-
Time Equivalent, FTE, hours can be made. For Iowa it takes approximately 20 hours per 
review to connect, educate, review, survey and follow up with each clinic coordinator or 
individual provider. With 63 Primary Health Care, 70 Dental Health Care and 23 Mental 
Health Care related Catchment Areas may take as much as 3,120 hours. 

 



The Shortage Designation Management System, SDMS, has been an enigma since its launch 
in December 2014. As with most programs there is beta testing, checking, rewriting and the 
cycle starts over after each period of testing. It has been a challenge that has been taken on 
by a super users group, the programming team and the management team. At this time I do 
not know how I can estimate how long it will take to do an application, update the providers 
and create a map. I do know by how the update is progressing that the end result will be 
very useful. I do not believe the stated 1.75 hours per application is accurate.  

 

(3) ways to enhance the quality, utility, and clarity of the information to be collected, 

Collection of provider data by third party organization is not cost sustainable! 

The University of Iowa, Office of Statewide Education Program, OSCEP tracks and surveys 
the Doctor of Medicine, MD and Doctor of Osteopathic Medicine, DO professions 
throughout the state. The dataset is a very good base collection for us to have the work place 
address, telephone number, profession, age and other. The FTE hours is 40 for full time and 
20 for part time and does not report the hours spent in “face-to-face” patient time or 
Medicaid & Sliding Fee patient counts. The Iowa Medical Licensure Board does not collect 
this information either. That leaves me to call each clinic point of contact listed in the data 
set to request the appropriate data for the designation. – Process is extremely time consuming. 

The collection of the additional data required for shortage designation by at least two 
sources already collecting some of the data would be ideal. The main problem in the past has 
been sustained financing to make the changes and then to maintain the data set.  

 

(4) the use of automated collection techniques or other forms of information technology to 
minimize the information collection burden. 

Keeping up with the technology, or not! 

Over the years the data revolution has evolved, however as technology moves forward the 
users should adapt new attitudes on how to grow, share and communicate with each other 
through compatible programs and data sets and use common data to eliminate additional 
steps to improve the work and workforce. These ideals have to be in place before a viable 
solution can be made. 

The CMS NPI Data used to back load the SDMS is a locked system that has to have 
additional steps added to it as “work arounds” and creates a heavier load of work rather than 
an improved process. 

I do not have any suggestions that will not create more work at this time! 
 

Other Comments: 
I commend the Leadership and the programmers for their effort in creating a business 
compatible program with automatic updates to the common data used for the designation 
program, seeking a common provider data set that might work, and listening to the needs of 
the actual users, we the Primary Care Officers and State representatives for your programs.  

 

Respectfully Submitted, 
Name: Lloyd Burnside 
Title: Program Planner 2, Interim Primary Care Officer 
State: Iowa 
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Information Collection Request Title: Shortage Designation Management System OMB No. 
0906‐xxxx‐New       http://www.gpo.gov/fdsys/pkg/FR‐2015‐04‐03/pdf/2015‐07673.pdf 
 
Illinois Primary Care Office Comments  
Federal Register Notice: April 3, 2015 
Comments due: June 8, 2015 
Send comments to:  Paperwork@hrsa.gov 
 
The Center for Rural Health (CRH) was formed in 1989 in response to a recommendation by 

the Governor’s Rural Health Task Force. A division of the Illinois Department of Public Health 

(IDPH), the CRH was mandated and funded by legislative action to enhance the health status 

of rural residents. The CRH has served as the Primary Care Office (PCO) grantee in Illinois 

since October 1990. In this capacity, the Illinois PCO is pleased to provide HRSA with 

comments regarding ’80 FR 18240’.   

The Illinois PCO comments: 

(1) The necessity and utility of the proposed information collection for the proper 
performance of the agency's functions 
 
The Illinois PCO recognizes that current demographic data as well as specific full‐time 
equivalent (FTE) data on health care providers is necessary to prepare HPSA and 
MUA/P applications that accurately represent the available healthcare services in our 
State.  
 
Health Professional Shortage Area (HPSA) and Medically Underserved 
Area/Populations (MUA/P) designations are integral to the utilization of recruitment 
and retention incentive programs on which our providers and primary care sites 
depend. Illinois currently has 90 J‐1 Visa Waiver placements and nearly 650 obligated 
health professional placements (NHSC 430, State Scholarships 208) providing medical 
services to the underserved residents of the state. 
 

(2) the accuracy of the estimated burden,  

Illinois has over 300 HPSAs that require re‐evaluation every three years.  There are 121 
Primary Care, 80 Dental Care and 38 Mental Health Care HPSAs that are geographic or 
population groups HPSAs and 64 facility/state correctional facility HPSAs. 

With respect to the time estimates for HPSA processing as stated in ’80 FR 18240’, 
designation and planning, the average burden per response is grossly understated.   

Designation planning and preparation now requires extensive review of relevant data 
outside the SDMS system to evaluate the area with respect which type of HPSA may 



June 8, 2015 
 

be appropriate (Geographic, Geographic High Needs, or Population Group).  As stated 
in response # 4 below, the functionality of pre‐application HPSA analysis within the 
federal HPSA processing system has been lost with SDMS.   

About half of the HPSA processing in Illinois is in urban areas, where there are more 
residents and therefore, more medical providers.  Provider data must be obtained 
through surveys and data analysis from several sources. Then the NPI provider records 
must be updated with accurate addresses, verifying tour hours, and removing or 
zeroing out providers who do not meet the HPSA requirements for a variety of 
reasons.  As stated in #4 below, updates to provider records in SDMS are performed 
manually, one record at a time. 

The Illinois PCO estimates 15 hours for urban HPSA preparation and 5 hours for rural 
HPSA Designation Planning and Preparation.  Thus the ‘average burden per response’ 
should be at least 10 hours rather than the 4.25 hours as listed in ’80 FR 18240’. 

It is difficult to determine the average burden per response for the SDMS application, 
because Illinois has not been able to successfully process an application in SDMS due 
to system problems.  Taking into consideration the system error corrections and   
proposed enhancements, Illinois PCO estimates an average of at least 4 hours to 
process a HPSA application (RSA and CA creation, NND analysis, etc.) 

(3) ways to enhance the quality, utility, and clarity of the information to be collected,  
 
The PCO has access to relevant information relating to the RSA (Rational Service Area) 
and CAs (Contiguous Areas) that is more current and accurate than the Census or 
other federal data in SDMS, i.e. substance abuse, resident civilian population.  SDMS 
allows for some changes to demographic data on a HPSA application if it is 
accompanied by an upload with supporting documentation.  This is a good feature of 
SDMS. 
 
Accurate Provider data in SDMS for HPSA processing is complex and time consuming.  
The importance of accurate FTE ratio to provider services determines the Population‐
to‐Provider (P2P) ratio, a key component in determining HPSA/MUA/P eligibility.  
Further, the P2P ratio and the accurate data about  providers from surrounding CAs 
can affect up to 10 points on the scale of 1‐26 in HPSA score methodology.   NHSC 
program provider incentives are awarded to the providers in areas of the greatest 
need, which is determined by a higher HPSA score.  If the FTE data is not correct, it 
causes discrepancies and inaccuracies in the HPSA point score which will adversely 
affect the utilization of these provider placement incentives and ultimate access to 
services for Illinois residents in shortage areas.   
 
Auto processing of HPSAs using default provider data (FTE of 1.0) will result in a loss of 
HPSA designated shortage areas due to inaccurate P2P ratios.  Currently, the SDMS 
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system has been loaded with provider data from NPI.  Much of the NPI data is based 
on license or medical practice status and practice addresses that are not accurate.  
There is no utility built into SDMS for the PCO staff to add providers who are not 
listed.  The NPI data in the SDMS system assigns provider records with default FTE of 
1.0 resulting in faulty data. 
 

(4) the use of automated collection techniques or other forms of information 
technology to minimize the information collection burden. 
 
Prior to the determination of the NPI data source, Illinois had executed a Data Use 
Agreement with the Illinois Department of Professional Regulation (IDFPR) to obtain 
current licensing data by specialty semi‐annually.  This data was intended to be used 
with Medicaid data obtained from the Illinois Healthcare and Family Services (HFS), 
the agency responsible for the Medicaid program in Illinois.  The PCO had anticipated 
developing a good base point for provider data using these resources, however,   
they cannot replace provider surveys conducted by the PCO in determining WHO is 
providing HOW MANY HOURS of services to Illinois residents.  This is the only way to 
obtain an accurate P2P ratio for HPSA designations.   
 
The ability to upload a file with current provider records into SDMS would allow for 
substantial time savings in updating provider records, when compared to the manual 
update of individual provider records in SDMS at this time.  Note: the prior HPSA 
processing system (ASAPs) allowed for provider data uploads, coordinated through 
the Shortage Designation Branch (SDB). 
 
The functionality of pre‐application HPSA analysis with the HPSA processing system in 
the states has been lost with SDMS. In order to evaluate any geographic area that 
overlaps (even with one census tract) an existing HPSA, the PCO must initiate a 
request for withdrawal of the existing HPSA before the data can be called up for 
review and analysis.  This is a significant step backward for the PCOs and the residents 
we serve.  

Other Comments: 

 

Respectfully Submitted, 
 
Name: Dianne Roberts 
Title:  Primary Care Office Administrator/HPSA Analyst 
State: Illinois 









Description of issue Link to relevant Regulation Area of 
System

The population data being used in the SDMS system is wrong. All data is based on the Total Population 
instead of the 'Resident Civilian" population. As a result the % Low Income and poverty is calculating 
incorrectly, the ratios reported are incorrect, and other factors, such as the % elderly and the % minority 
race/ethnicity are all incorrect. The total population includes Institutional and Group Quarters populations 
that include prisons, dorms, military barracks, etc

Non-
Provider 

Data

Pop to Provider Ratio – System on General Information tab is reflecting the total population instead of 
low income population for P2P calculation for population based designation

Non-
Provider 

Data

Please walk the PCOs through two of the data reports, so that we know where the data came from, what 
the columns mean, how this data is used, and will be used going forward. (1 NPI Provider Data Reports 
and 2 Designation Demographic and Health Data Export)

Non-
Provider 

Data

SDMS Contains incorrect data on the "Designation Demographic and Health Data Export" report. The 
"Last Approved Designation Date" has an error and is loading the same data as the "Initial Designation 
Date."

Non-
Provider 

Data

Can't open "details" and "history" links in "ASAPS Archive Designations Report" Non-
Provider 

Data

HRSA is considering updating all HPSAs based on data in SDMS in 2016. Many states do not have 
capacity to survey all of the HPSAs and CAs for all three disciplines. Areas that are not surveyed and 
entered into SDMS will likely see some impact, whether it is losing their HPSA designations or a 
decrease in scores. This is a result of the assumption that each provider in the area is a full time 
provider. (High Priority because this determines PCO workload and can negatively impact communities 
within 1.5 years.)

42 CFR Ch 1, Appendix A to Part 5, Part I 
Geographic Areas, B. Methodology, 3. Counting of 
Primary Care Practitioners

Policy

Unclear what policy will be regarding overwriting of PCO data with NPI updates and what PCO will need 
to do in response to new NPI providers being added with periodic updates Policy

Requiring PCO's to address the NPI providers in the area based on HRSA selected taxonomy will cause 
many extraneous providers to be addressed (0'ed out) while preventing valid providers from being 
included.

Policy

Maximum population size for RSAs in Mental Health designations Policy
ASAPS sent an email automatically to select parties notifying them of the application submission. This 
triggered the 30-day comment period. SDMS does not have this functionality. The current setup requires 
the PCO to distribute notification to the select parties even though sending a copy of the application to 
those parties is not an option at this time.

Policy



For MUP - system is using service area instead of population group for "Population 65 Years of Age and 
Older" percentage. 

HRSA website states “The weighted values for percent of population age 65 and over (V2) and the infant 
mortality rate (V3) would be those for the requested segment of the population in the area of residence, if 
available and statistically significant.”

1. Public Law 93-222 Dec. 29, 1973 states “Sec. 5 
Within three months of the date of the enactment of 
this Act, the Secretary of Health, Education, and 
Welfare shall report to the Congress the criteria 
used by him in the designation of medically 
underserved areas and population groups for the 
purposes of section 1302(7) of the Public Health 
Service Act.”
a. Source: http://www.gpo.gov/fdsys/pkg/STATUTE-
87/pdf/STATUTE-87-Pg914.pdf 
2. Section 1302(7) of the Public Health Service Act 
states “The term “Medically underserved population” 
means the population of an urban or rural area 
designated by the Secretary as an area with a 
shortage of personal health services or a population 
group designated by the Secretary as having a 
shortage of such services.”
a. Source: 
http://legcounsel.house.gov/Comps/PHSA_CMD.pdf 
3. Neither of these regulations define specifically 
how the four values for the Index of Medical 
Underservice (IMU) should be calculated differently 
for MUAs versus MUPs. This includes the 
calculation used for counting physician FTEs. 
4. However, via HRSA’s website the Secretary has 
defined the difference between how the four values 
for IMU should be calculated for MUAs versus 
MUPS. The website states: “The weighted value for 
poverty (V1) is to be based on the percent of 
population with incomes at or below 100 percent of 
the poverty level in the area of residence for the 
population group. The weighted values for percent of 
population age 65 and over (V2) and the infant 
mortality rate (V3) would be those for the requested

Policy

Minimum populations for primary care, dental and mental HPSA designations Policy
At an earlier hypercare session, HRSA stated that they could not ensure that state data would not be lost 
after a massive update to the SDMS system. Will HRSA maintain a backup of the data set before the 
new/updated data is uploaded? (As a precautionary measure.)

Providers

Providers not able to be geocoded by SDMS have lat/long available but are not tied to MCD, CT, or 
County. True for original NPI and for newly added addresses Providers



Newly geocoded address says "omitted" under "included in FTE Calculations." Providers
Providers reported in the Providers section of SDMS, when compared to the NPI Providers report on the 
opening page of the portal, do not coincide. The difference is many records are reported in the Providers 
section that are not in the downloadable report. Is there a reason for the discrepancy? Providers

There is no place to indicate that the provider is a J1 Visa Waiver. There is a place to indicate that the 
provider is a J1 Visa Holder. J1 Visa Holders are counted as .5FTE because they are interns. J1 Visa 
Waivers are counted as 0 FTE based on regulations. Also there is already a place to indicate that the 
provider is an intern and there is no need to seperate J1 Visa Holders from the rest of the interns.

Part 5, App. A, Part I, B, (a), (ii) Graduates of foreign 
medical schools who are not citizens or lawful 
permanent residents of the United States will be 
excluded from physician counts. (iii) Those 
graduates of foreign schools who are citizens or 
lawful permanent residents of the United States, and 
practice in certain settings, but do not have 
unrestricted licenses to practice, will be counted on a 
full-time-equivalency basis up to a maximum of 0.5 
FTE. (Primary Care & Mental Health) (Also found 
here: Part 5, App. C, Part I, B, 3, (f), (i) and (ii): (ii) 
Graduates of foreign schools who are not citizens or 
lawful permanent residents of the United States will 
be excluded from counts. (iii) Those graduates of 
foreign schools who are citizens or lawful permanent 
residents of the United States, and practice in 
certain settings, but do not have unrestricted 
licenses to practice, will be counted on a full-time-
equivalency basis up to a maximum of 0.5 FTE.

Providers

Core Mental Health Providers are assumed as 40 hours per week the only way to exclude them from the 
HPSA FTEs is by entering a reason code for each provider. This is an unreasonable request given the 
staffing levels of PCOs.

Providers

NPI – Several categories of providers currently cannot be accessed. This includes out-of-state providers 
and in-state providers that were not included in the SMDS (for whatever reason). Out of state providers 
cannot be easily located in other states except by name, which can be ambiguous for common names

HIPAA Administrative Simplification 
Regulation Text 45 CFR Parts 160, 162, and 164 
(Unofficial Version, as amended through March 26, 
2013
§ 162.410 Implementation specifications: Health 
care providers. 
(a)A covered entity that is a covered health care

Providers

NPI Taxonomies are including unnecessary specialties. Two examples are dental hygienists and 
physical therapists. Providers



States that border foreign countries cannot complete HPSA applications for RSAs that have part of the 
polygon go into the foreign country, SDMS does not have a function to select and remove foreign 
Contiguous Area. Therefore the HPSA application cannot complete the Contiguous Area analysis 
because of the polygon entering a the foreign country

Providers

Modify reason code to allow "other" or replace with an open text field for states who need the 
information. Providers

There is no place in SDMS to enter hospital hours separately from outpatient hours. And the primary 
care provider page does not have the Hospital Hours included question and the Hospital Privileges 
question

Part 5, App. A, Part I, B, 3, (b) Practitioners who are 
semi-retired, who operate a reduced practice due to 
infirmity or other limiting conditions, or who provide 
patient care services to the residents of the area 
only on a part-time basis will be discounted through 
the use of full-time equivalency figures. A 40-hour 
work week will be used as the standard for 
determining full-time equivalents in these cases. For 
practitioners working less than a 40-hour week, 
every four (4) hours (or 1/2 day) spent providing 
patient care, in either ambulatory or inpatient 
settings, will be counted as 0.1 FTE (with numbers 
obtained for FTE's rounded to the nearest 0.1 FTE), 
and each physician providing patient care 40 or 
more hours a week will be counted as 1.0 FTE 
physician. (For cases where data are available only 
for the number of hours providing patient care in 
office settings, equivalencies will be provided in 
guidelines.)

Providers

Responsiveness and Stability: System is slow at pulling up provider search results list, pulling up 
designation search results list, and saving between mapping steps. Also system is down frequently Providers

No way to check which providers are being counted as in the RSA and their associated FTE value. Providers
High Needs and Insufficient Capacity parameters that are asked via provider surveys are entered as 
aggregate data. This is a concern because some PCOs do not manage their data externally and most 
PCOs will have this data per providers. This could lead to further issues if RSA shapes may change after 
the provider data has been collected and entered.

Providers

The ability to upload provider data to SDMS in order to update primary care, dental or mental health with 
ease, in comparison to the time lag being caused by entering individual providers. Providers

Locations added to a provider do not allow for Direct Tour Hours to be corrected/changed after the 
address is submitted. Providers



Search tools do not allow you to search by County or MCD name - requiring user to know geographic 
identifiers. Providers

Added columns are not "remembered" by system in the provider search Providers
For some providers the second address line does not contain the name of the clinic they work for. It is 
useful for us to track the name of the clinic the provider works for. Providers

The providers' State license number is not provided within SDMS except by downloading data. Also, 
multiple license numbers may exist in the taxonomies Providers

The reason code "Only Reporting Psychiatrists" does not 'stick' Providers
In Mental Health designations in SDMS, when attempting a Geographic with High Needs designation the 
system will not allow you to continue with a designation if the area doesn't meet the 20% of 100% 
poverty even if the RSA meets the Alcohol/Substance Abuse prevalence. SDMS doesn't allow for us to 
select alcohol/substance abuse prevalence as the reason for High Needs designation. The option to 
select alcohol/substance abuse isn't until later in the application after the RSA has been validated and 
created. But SDMS only looks at poverty rate, and youth/elderly ratio for high needs indicators during the 
RSA creation.

Designatio
ns

There is no function in place to print an application. This is important for those who receive requests 
from the public to conduct a review and the findings indicate the area does not qualify. The printed 
application serves as documentation of the review, the findings, and a way to communicate those 
findings to the public.

Designatio
ns

"RSA Provider Report" opens an Excel spreadsheet with no information Designatio
ns

SDMS performs an automatic Contiguous Area analysis in a specific order. When the PCO processes a 
Low-income HPSA application there are six steps in Contiguous Area analysis, the first three steps rules 
are:  a current HPSA, Over Utilized, and Excessively Distant. If those three rules are not met it continues 
to the fourth step of Inaccessible Economic Access. If the contiguous area has greater than 20% poverty 
and no Medicaid providers then this rule is met and the contiguous area passes and is ruled out with the 
remaining 2 steps not run. However, if the PCO knows that a contiguous area has a demographic 
disparity hence there is no need survey the contiguous area because it is ruled out SDMS does not 
recognize the contiguous area as having a demographic disparity because it stops at the Inaccessible 
Economic Access rule. The contiguous area may have medicaid providers but a survey was not done for 
it because there is a disparity. SDMS is incorrectly passing a contiguous area using this rule. 

Designatio
ns

Cannot search by type (auto HPSA, MUA, geographic...) Designatio
ns

Designation search not showing as many results as it says there are after an application has been 
deleted

Designatio
ns



Some HPSAs are missing from HPSAFind; HPSAFind should be usable by the public as a reliable 
source for designation status. ALSO some HPSAs are showing up as being redesignated a few years 
after they were actually redesignated. (or should this be a separate issue?) BMISS may be root of the 
issue.

Designatio
ns

Dates of approval in HPSA Find are incorrect Designatio
ns

When trying to view an uploaded document to an inquiry screen the result is an "access denied" screen.
Inquiries

In the message box in inquiries it is prepopulating with what was typed in the previous inquiry Inquiries
User cannot tell what inquiry ID they are viewing Inquiries
System does not currently allow for a user to continue an application if RSA does not qualify. This also 
creates an inability to determine what Contiguous Areas will be required to survey prior to completing the 
designation.

Mapping 
Tool

No way to override overlap even when it is innacurate. Mapping 
Tool

System does not let the user choose between the ratios allowed in the HPSA legislation to be used in a 
mental health designation. States should be able to analyze all options prior to submitting an application. 
Also, being able to analyze the CMHP options may lead to more states surveying for CMHP data.

Part 5, App. C, Part I, B, 3, (i) Core mental health 
professionals or core professionals includes those 
psychiatrists, clinical psychologists, clinical social 
workers, psychiatric nurse specialists, and marriage 
and family therapists who meet the definitions 
below.; Part 5, App. C, Part I, C. Determination of 
degree of shortage. Designated areas will be 
assigned to degree-of-shortage groups according to 
the following table, depending on the ratio (RC) of 
population to number of FTE core-mental-health-
service providers (FTEC); the ratio (RP) of 
population to number of FTE psychiatrists (FTEP); 
and the presence or absence of high needs

Mapping 
Tool

No warning when SDMS is about to time out. When a user opens the mapping application in a second 
tab, the first tab (designations) will time out even though the user is continuously using the mapping 
application.

Mapping 
Tool

Can't see logic for the contiguous area exclusions and the numbers that are being used by the system Mapping 
Tool



When updating a designation by selecting Copy or Update the Mapping Tool does not load the original 
RSA map, the census tracts that create the RSA are scattered throughout the state, country and in some 
instances throughout the world. This makes it difficult for the PCO to select the correct census tracts for 
the RSA and frequently the mapping tool will show incorrect overlaps and deny the RSA because tracts 
are scattered everywhere.

Mapping 
Tool

We are finding it difficult to deselect components when creating an RSA because we can't remember 
where each specific component is located geographically.

Mapping 
Tool

There is no easy way to label counties or MCDs in the mapping tool - the zoom level set for seeing this is 
not optimal.

Mapping 
Tool

NND – It appears that coordinates are needed in order to move the system default – it would be more 
accurate to be able to enter a physical address instead of dragging the point to the coordinate location. Mapping 

Tool

States need hands on training to maneuver the SDMS system and to see in real time how a real 
application and provider data is entered into the system.

Mapping 
Tool

When copying an existing HPSA and clicking save RSA the application doesn't let you continue and all 
the buttons are unclickable. Even to go back and try clicking save RSA again.

Mapping 
Tool
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Comments on: 

Information Collection Request Title: Shortage Designation Management 

System OMB No. 0906-xxxx-New. 

Document Citation: 80 FR 18240, Document Number:  2015-07673 

Link: https://federalregister.gov/a/2015-07673  

The Vermont State Office of Rural Health & Primary Care (SORH/PC) is the designated Primary Care 

Office (PCO) for Vermont and is responsible for completing all functions related to health professional 

shortage designation in the state of Vermont. In this capacity Vermont’s SORH/PC is pleased to provide 

HRSA with comments regarding ‘80 FR 18240’. Like other states, we have organized our comments 

below in four sections.  

1.  The necessity and utility of the proposed information collection for the proper performance 

of the agency’s functions. 

To ensure a fair and accurate distribution of resources under a variety of federal and state 

programs, it is absolutely necessary to periodically collect, verify, analyze and report accurate 

clinician hours and location data from a variety of health care professionals to identify geographic 

areas of greatest need throughout the Vermont. For nearly 20 years, Vermont has collected data on 

work hours, locations and other demographic from Doctors of Medicine, Osteopathy, Psychiatry, 

Dentistry and Physicians Assistants on a voluntary basis. This approach has required significant 

follow-up but doing so, we were able to achieve a 98% response rate from these professionals.   

This highly accurate data has been used to identify and prioritize state incentive resources and to 

apply for federal Health Professional Shortage Area (HPSA) and Medically Underserved 

Areas/Populations (MUA/Ps) for establishing FQHCs, RHCs and participation in NHSC and now SLRP. 

Shortage designations are a key function of our PCO work and essential to partners like Bi-State 

Primary Care Association and its members, Vermont AHEC Network, and others including planners, 

legislators, employers and recruiters. We take this work very seriously in Vermont and have two full-

time staff dedicated to this work. 

2. The accuracy of the estimated burden 

Based on our experience completing HPSA applications over the past several years, the estimated 

burden listed in ‘80 FR 18240’ of 4.25 hours for planning and 1.75 hours for applications are vastly 

under-estimated.  Single HPSA applications under the previous designation system (ASAPS) took 

between four and eight hours to submit in past years.  That did not include validating and correcting 

1-4 fields in every clinician record in HRSA’s new system (SDMS). We are now estimating that 

reviewing, updating and validating every record for each discipline will take us up to 280 hours 

before December 31, 2015.  This represents approximately 2,800 provider records to be corrected 

(349 dentists plus 953 primary care physicians plus 1,493 mental health providers as listed in SDMS).  
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Our staff estimates that she can update approximately 10 records per hour in SDMS totaling 280 

hours (or 7 weeks) of solid work.  

This estimate does not include the next step of competing and submitting shortage designation 

applications which could take an additional 2-4 hours for each application attempted.  Neither does 

it include time taken previously to gather data from every licensed provider practicing in the state 

for each key profession.  Our staff also has to write, negotiate, test and link survey instruments for 

each profession every two years during relicensing; then collect, follow-up and verify survey data for 

every profession being surveyed; then calculate initial provider FTE: population ratios for all RSAs to 

identify and prioritize potential designation applications.  

In past years, Vermont has qualified for only a few HPSA and/or MUA/P designations, based 

primarily on the strength of our health care workforce relative to other states nationwide.  

Therefore, Vermont PCO staff might spend seven full weeks of work to update NPI data in SDMS in 

2015 and still not be eligible for a single HPSA or MUA/P designation.  We believe in accurate data, 

but there has to be a method that is more efficient, reliable and less resource demanding. 

3. Ways to enhance the quality, utility, and clarity of the information to be collected 

Vermont has several systems in place that help ensure accuracy and validity of the FTE data 

collected from health care professionals statewide. 

a. Since 2013, the Vermont legislature has mandated the collection of FTE, location and 

other data from Dentists, Physicians and Psychiatrists and additional health care 

professionals tied to their re-licensing cycles, usually every two years.  The additional 

professions pertinent to Health Professional Shortage Area (HPSA) designations include: 

Clinical Social Workers, Clinical Psychologists, Family & Marriage Therapists and 

Psychiatric Nurse Practitioners.  Vermont is also collecting similar data from every 

clinician in an additional 30+ health care related professions for our own workforce 

planning needs. 

b. Vermont also has had a Predefined Rational Service Area (PRSA) plan approved by HRSA 

more than 10 years ago.  In this plan, developed from user data from Medicare and 

other health insurance providers, and other sources of information, Vermont identified 

about 40 RSAs reflecting actual care patterns and centers of population from our 250 

towns (or townships).  These RSAs range in size from a single town to 18 towns. With 

minor revisions in 2011 to ‘reclaim’ border towns where more than 50% of the 

population sought care across a state line, this same basic map is still in effect. 

c. As in other states, the population data of the service area or population group is 

obtained from the U.S. Census and then divided by the number of health professional 

FTEs serving that population in order to obtain an accurate population to provider ratio 

which is the heart of the current shortage designation regulations.   

Working together, HRSA and States could leverage the need for clear, consistent and current FTE 

data on key health professionals through development of uniform minimum data elements and 
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survey tools; encourage statutory or regulatory mandates for key professions to report hours, 

locations and other data as a component of relicensing; and technical support for states that need 

assistance in collecting, verifying, reporting and using this data across the nation. 

For further suggestions on improving the SDMS system Vermont recommends that HRSA review the 

recommendations of the SDMS Super User group from national PCOs. 

4. Use of automated collection techniques or other forms of information technology to minimize 

collection burden.  

The current SDMS system does not allow states to import provider FTE data en masse. This must be 

remedied.  Whether states collect statewide data during relicensing cycles or conduct ad hoc 

surveys of local providers within individual RSAs, the ability to collect and upload provider data into 

SDMS within predefined parameters negotiated between HRSA and PCOs would save States 

significant time and prevent data entry errors, therefore increasing accuracy of national data, a 

fairer distribution of limited federal and state resources and increase confidence in the system by 

states, practices and decision-makers. 

 

Other comments:   

Vermont’s PCO and others stand ready to work with HRSA to develop appropriate systems to 

collect, validate and use provider data that is up-to-date, accurate and consistent across states.  We 

look forward to further cooperation and partnerships. 

Thank you for this opportunity to comment on the workforce burden of updating data in SDMS. 

Sincerely, 

John Olson 

John A. Olson, M.Ed. 

Chief, State Office of Rural Health & Primary Care 

VT Dept. of Health 

108 Cherry Street, PO Box 70 

Burlington, VT 05401 

(802) 951-1259 

John.Olson@state.vt.us 
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HRSA Information Collection Clearance Officer 

Room 10C-03 

Parklaw Building  

5600 Fishers Lane 

Rockville, MD 20857  

Submitted electronically via: paperwork@hrsa.gov 

 

Subject: Information Collection Request Title: Shortage Designation Management System  

OMB No. 0906-xxxx-New (FR Vol. 80, No. 16), April 3, 2015 

 

The Rural Wisconsin Health Cooperative (RWHC) appreciates the opportunity to comment on 

the Health Resources and Services Administration (HRSA) notice seeking comments on the new 

Shortage Designation Management System (SDMS) for purposes of designating areas of health 

professional shortage. Our comments are meant to support the more detailed comments from the 

Wisconsin Primary Health Care Association (WPHCA). WPHCA serves as a contractor for the 

Wisconsin Primary Care Office (PCO) and is responsible for completing all functions related to 

the preparation, analysis, and submission of shortage designations for the state of Wisconsin. 

 

Established in 1979, RWHC is owned and operated by thirty-nine, rural acute, general medical-

surgical hospitals. Our vision that rural Wisconsin communities become the healthiest in 

America has led us to a twin mission of advocacy and shared services. 

 

RWHC has focused much of our efforts on working to increase the health care workforce in rural 

Wisconsin.  From heading the Wisconsin Health Workforce Data Collaborative and surveying 

our nursing workforce to helping to create the Wisconsin Academy of Rural Medicine aimed at 

medical students wanting to practice in rural areas, RWHC believes it is critical to increase rural 

workforce to increase rural access to health care.   

 

With this experience, we look forward to HRSA using the comments in response to this notice to 

improve the SDMS as we believe that plentiful and accurate data are crucial to appropriately 

surveying and designating Health Professions Shortage Areas (HPSAs).  RWHC knows that 

having this data as accurate as possible is important to properly determine if an area has a 

shortage of primary care physicians, psychiatrists, or dentists. This also plays a vital role in the 

allocation of federal and state resources for Medicare and Medicaid payments and loan 

repayment, as they are based on an areas shortage designation status and score. 

 

RWHC supports the use of information technology to minimize the collection burden for 

designation purposes. Unfortunately, it seems that Wisconsin does not collect necessary provider 

information during the re-licensure process and thus, the burden lies on WPHCA and the PCO to 

mailto:paperwork@hrsa.gov


SDMS 
June 8, 2015 
Page 2 

 

survey clinics for this data. Further, we have heard the concerns from WPHCA and our PCO 

about the lack of ability to import provider information to the SDMS or the inaccuracies from the 

National Provider Identifier (NPI) data that SDMS comes prefilled with as significant problems 

with the SDMS over the prior system and how this will only increase collection burden if not 

resolved. RWHC recommends that HRSA’s Bureau of Health Workforce review the 

recommendations of the SDMS Super User group and dialogue with this group of experts to 

enhance and improve the SDMS. 

 

We appreciate HRSA’s continued commitment to the needs of rural patients and believe that 

improving the SDMS will go a long way to achieving the goal of improving the rural health care 

workforce. We look forward to continuing our work together on our mutual goals of improving 

access and quality of health care for all rural Americans. 

 

Sincerely, 

 

 
Tim Size 

Executive Director 
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