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INTRODUCTION

The U.S. Health Resources Services
Administration (HRSA) is currently considering
designation of Medically Underserved
Populations (MUP) and Health Professional
Shortage Area (HPSA) population groups. Due
to significant health disparities and documented
barriers to accessing health care, the lesbian, gay,
bisexual and transgender (LGBT) population
should be designated a Medically Underserved
Population (MUP). Because few health providers
are trained to provide culturally competent

and affirming care to LGBT people, the LGBT
population should also be designated a Health
Professional Shortage Area (HPSA) population

group.

BACKGROUND

The Affordable Care Act of 2010 (ACA) required
the Secretary of Health and Human Services
(HHS) to appoint an expert Negotiated Rule
Making Committee (NRMC) to develop new
methodologies for designating medically
underserved populations, populations
experiencing shortages in health professionals
available to serve them, and populations
experiencing high levels of unmet health care
needs. HRSA defines Medically Underserved
Populations as follows:

“Ip]opulation groups requested for

MUP designation should be those

with economic barriers (low-income or
Medicaid-eligible populations), or cultural
and/or linguistic access barriers to
primary medical care services.”

According to HRSA, HPSAs can be designated
in primary medical care, dental care, and mental
health care. Geographical areas, population
groups, and facilities can be designated HPSAs.>

Many LGBT researchers and policy advocates—
including leaders from the Fenway Institute, the
National Coalition for LGBT Health, and others—
testified before the NRMC in 2011 in support of
designating the LGBT population as both a MUP
and a population group HPSA. The testimony
presented to the NRMC focused on research
showing that the LGBT population experiences
disparities in health outcomes and access to
health care. LGBT people also experience a
shortage of primary medical care and mental
health providers trained and able to serve them
in a culturally competent, nondiscriminatory,
and affirming manner.

MUP population groups “should be those
with economic...or cultural...access barriers to
primary medical care services.” -HRSA

In October 2011 the NRMC voted 23-2 in favor
of a summary report that recommended LGBT
inclusion in the revised MUP and population
group HPSA designations. Full implementation
by HHS of this overwhelming recommendation
would significantly increase the availability of
culturally competent health care providers for
the LGBT population and would be an important
step forward in effectively addressing LGBT
health and health care access disparities.

LGBT HEALTH DISPARITIES

The LGBT population experiences health
disparities that are significant both from

a clinical and a public health perspective.

For instance, lesbians are more likely than
heterosexual and bisexual women to be
overweight and obese, increasing their risk
for cardiovascular disease, lipid abnormalities,
glucose intolerance, and morbidity related

to inactivity.? Lesbians and bisexual women
experience cervical cancer at the same rate as
heterosexual women, but are much less likely
to get routine Pap tests to screen for cervical



cancer.45 The Massachusetts Behavioral Risk
Factor Surveillance Survey found poorer health
among bisexual respondents compared with
gay, lesbian, and heterosexual respondents, as
well as higher rates of mental health issues

and smoking.® Overall, LGBT people as a

group are 1.5 to 2.5 times more likely than other
Americans to smoke.” Gay and bisexual men
and transgender women experience high rates
of HIV and sexually transmitted infections,® and
transgender individuals experience high rates of
minority stress and mental health burden.®

LGBT DISPARITIES IN ACCESSING
CARE

LGBT people experience cultural barriers to
accessing primary care. These barriers include a
lack of providers trained to address the specific
health care needs of LGBT people™; low rates
of health insurance coverage for same-sex
couples”, LGB individuals™, and transgender
individuals, especially Black transgender
people'; discrimination in health care’; and a
lack of access to culturally appropriate health
care, including preventive services.®

POVERTY AMONG LGBT PEOPLE AND
ITS CONNECTION TO THE MUP AND
HPSA DESIGNATIONS

Since its original establishment in 1975, the MUP
designation has been primarily geographical
and based on four criteria: poverty rate, ratio

of primary care physicians to population, infant
mortality rate, and percentage of the population
age 65 and older. The HPSA designation is
based on similar criteria of geography and
physician-to-population ratio: According to the
Rural Policy Research Institute (RPRI), “[a]reas
with concentrations of poor, minority, and/or
linguistically isolated populations have achieved
population group HPSA designations based on
their limited access to physicians.””

Economic and cultural barriers to LGBT people
accessing care include lack of trained providers,
discrimination in health care, and low rates of
insurance coverage.

The RPRI further notes that “[m]any designations
are significantly outdated, governed by
indicators from the 1970s” and adds that

the new designation methodology for MUPs

and HPSAs mandated by the ACA should
“incorporate into the methodology...[s]tatistical
and epidemiological surveillance that is sensitive
to the emergence of inequalities in health care
access for new population groups.” Given the
substantial and growing body of recent research
documenting higher rates of poverty among
LGBT people™ and the striking health disparities
affecting the LGBT population™, this population
should be designated as both a MUP and a
population group HPSA.

MUP AND HPSA DESIGNATIONS
ARE ESPECIALLY IMPORTANT FOR
COMMUNITY HEALTH CENTERS
SERVING LGBT PEOPLE

Community health centers and other safety net
providers are lifelines to essential care for many
LGBT people and their families. Because the
needs of the LGBT population are not considered
under the current MUP and HPSA designations,
however, these providers frequently have
difficulty accessing desperately needed funding
and other support.z° If HHS acts on the NRMC's
recommendations to revise these designations
to reflect a more accurate assessment of
vulnerability and need across population groups
experiencing health disparities, including the
LGBT population, many vital programs and
health care facilities will gain greater access to the
financial resources and other support they need
to properly serve all those in their communities
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who need their services.

Specific policy recommendations made by the
NRMC regarding LGBT designation as a MUP
and population group HPSA

The NRMC's 2011 final report® includes five
particularly important recommendations for
supporting providers and facilities serving the
LGBT population.

1. Consistently list the LGBT population among
population groups eligible for MUP, population
group HPSA, or the new magnet facility
population designations. (Pages 36, 46, 49 of
NRMC report)

As discussed above, sources such as the Institute
of Medicine**and Healthy People 2020% report
that LGBT individuals experience significant
health disparities related to their minority

sexual orientation and/or gender identity. The
designations considered in the 2011 NRMC
report have the potential to be extremely valuable
tools for addressing these disparities, and HHS
rulemaking on this matter should thus include
the LGBT population in any list of population
groups eligible for designation as an MUP,
population group HPSA, or magnet facility
population.

2. Include population rational service areas (RSAs)
among the qualifying standards for MUP and
population group HPSA designations. (Page 22)

An important consideration in the MUP and
population group HPSA designations is that
underserved populations may face difficulty
accessing medical services not only on the
basis of geography but also on the basis of the
availability of clinicians with appropriate cultural
and/or clinical competence. Recognizing this,
the NRMC recommends requiring MUP and
population group HPSA applicants to produce
data indicating that the service area for which
population group data are provided is a Rational
Service Area (RSA) for that population group.

Importantly from the perspective of population
groups such as the LGBT population, people
living with HIV/AIDS, and people with disabilities,
such population RSAs may be larger than the
current concept of geographically determined
RSAs. This reflects the fact that these population
groups may be dispersed throughout the general
population in a large area and that individuals
may travel long distances to access care from
providers offering specific culturally and/

or clinically competent services. An example

is the catchment area for community health
centers that have traditionally served the LGBT
population, such as Fenway Health in Boston,
Legacy Community Health Services in Houston,
and Howard Brown Health Center in Chicago.
These centers report that LGBT individuals
frequently travel from across catchment areas
much larger than geographically determined
RSAs to receive care from providers familiar with
LGBT community concerns and health issues.

3. Ensure the MUP and population group HPSA
application processes do not exclude population
groups, including the LGBT population, for which
limited national data currently exist. (Pages 39,

47)

The NRMC report recognizes that data for the
general population may not adequately reflect the
primary care needs of specific population groups
and/or that data specific to these population
groups may not exist. Accordingly, the report
recommends that the MUP application process
allow the consideration of local population-
specific data across all four components
(population-toprovider ratio, health status,
barriers to care, and ability to pay) whenever
nationally compiled data for the local area or
population group are not available.

LGBT people may be dispersed across a larger
geographic area than the traditional Rational
Service Area.
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Similarly, the report recommends that the
population group HPSA application process
also include a local data option. This option
would allow local population-specific data to be
taken into consideration when determining the
provider-to-patient ratio, standardized mortality
ratio (SMR), and percentage of low-income
population.

4. Allow local data testifying to a need for MUP
designation on the basis of health status or
barriers to care to include indicators specifically
relevant to the LGBT population. (Pages 37-38)

The 2011 NRMC report notes that applicants

may find that the health status indicators

for MUP designation recommended by the
committee (standardized mortality rate, low
birth weight, and diabetes) do not reflect the
most significant health disparities experienced
by the population seeking designation. The
report thus recommends that applicants be
allowed to substitute up to two other indicators
of health disparities related to primary care. This
recommendation is particularly important for the
LGBT population, which experiences substantial
disparities in indicators not currently allowable in
MUP designation applications, such as HIV/AIDS,
mental health burden, and smoking.

Similarly, the report recommends that applicants
be allowed to submit data for the barriers to care
component that document population-specific
local barriers not included in the Medically
Underserved Area (MUA) model. Importantly,
the report notes that such barriers could include
stigma and discrimination related to sexual
orientation, gender identity, or HIV status. To
avoid furthering the erroneous perception

that LGBT and HIV-positive populations are
coterminous—although they are significantly
overlapping, as two-thirds of new HIV

infections occur among men who have sex with
men—barriers to care related to anti-LGBT
discrimination or lack of LGBT competency

should not be interpreted as automatically
referring to barriers related to HIV status, and
vice versa.

The concept of “magnet facilities” is especially
important for LGBT-focused health centers,
and HIV care providers.

Moreover, the concept of “barriers to care”
reflects the socioeconomic determinants

that play such a significant role in the health
disparities and medical underservice experienced
by various population groups, including the LGBT
population. In order to incorporate this important
factor, the NRMC recommends that the MUP
application process assign a higher weight of 40
percent to the barriers to care component.

5. Maintain the proposed magnet facility HPSA
designation. (Page 49)

The NRMC also proposes a new magnet facility
designation. HHS rulemaking regarding the
facility HPSA designation should incorporate the
concept of magnet clinics that draw many of their
patients from long distances seeking culturally
sensitive care. A magnet facility should be defined
as a clinic where primary care clinicians provide
more than 50 percent of encounters to one or
two population groups nationally recognized as
experiencing health disparities. These population
groups may include, but should not be limited

to, those eligible for MUP designation, including
the LGBT population, people living with HIV/
AIDS, and low-income populations. For example,
a clinic whose patient population is comprised of
33 percent LGBT individuals and 40 percent low-
income individuals (for a total exceeding the 50
percent threshold, even assuming some overlap)
would qualify for the magnet clinic designation.
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CONCLUSION

Designating the LGBT population as a MUP and
population group HPSA will dramatically increase
access to culturally and clinically competent
health care for LGBT people.

Over the past five years the Health Resources
Services Administration and the U.S. Department
of Health and Human Services as a whole have
taken significant steps toward recognizing and
addressing the health disparities affecting the
LGBT population. These steps have included
increasing sexual orientation and, to a degree,
gender identity data collection on population-
level surveys and through the Meaningful Use
program, establishing new LGBT-inclusive
nondiscrimination provisions, expanding

health care access for LGBT people and people
living with HIV, and increasing research and
prevention services targeting LGBT health. The
2011 Negotiated Rule Making Committee report
offers a potent opportunity to continue this
important work by helping ensure that medically
underserved and other vulnerable populations—
including LGBT people—can access timely,
affordable, and culturally competent health care.
It is critical that HHS undertake rulemaking

on these designations as quickly as possible
and that the department incorporate the
NRMC'’s recommendations, particularly the

five recommendations discussed above, in that
rulemaking. Designating the LGBT population
as a MUP and population group HPSA will
dramatically increase access to culturally and
clinically competent health care for LGBT
people and will play a critical role in addressing
persistent disparities in health care access and
outcomes.
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