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January 25, 2017

National Advisory Council on the National Health Service Corps
(NACNHSC)

Bureau of Health Workforce

Health Resources and Services Administration

5600 Fishers Lane, Room 14N108

Rockville, Maryland 20857

Dear Advisory Council Members:

The HIV Medicine Association appreciates the opportunity to provide
comments to the Advisory Council. HIVMA is an organization of more
than 5,000 clinicians and researchers who are working on the front
lines of the HIV epidemic. HIVMA’s mission is to promote quality in
HIV care by advocating policies and supporting programs that ensure
a comprehensive and humane response to the HIV epidemic. Nested
within the Infectious Diseases Society of America, HIVMA's work
includes advocating for ensuring adequate HIV and Infectious
Diseases medical and public health workforce capacity.

As the Advisory Council looks ahead to its work under a new
Administration, we urge you to seek opportunities to revisit long
stymied efforts to update the criteria and methodology that are
utilized to determine eligibility for and allocation of HRSA’s roughly
$1.2 billion in resources for health professions education, training
and recruitment among designated underserved populations and in
underserved areas. The current rules have not been updated since
the 1970s, and do not take into account our nation’s changing
demographics and important emerging public health challenges
including the devastating impact of the opioid and injection drug
use (IDU) epidemics in many underserved rural communities.> The
IDU crisis has resulted in a burgeoning risk of HIV and hepatitis C
(HCV) outbreaks as well as an urgent need for expanded overdose
and substance use prevention and treatment services.

By way of background, from September, 2010 through October,
2011, HIVMA was represented among diverse stakeholders in a HRSA
negotiated rulemaking process mandated by the Patient Protection
and Affordable Care Act to devise an updated methodology and set
of criterion for designation of Medically Underserved Areas (MUPs)
and Health Professional Shortage Areas (HPSAs).



In the process, we urged that a new rule for medical underservice should recognize clinics and
communities that are serving people with HIV, in order to improve access to quality HIV care
and build HIV medical provider capacity with the rationale that people with HIV infection are a
highly vulnerable group with nearly half living in households with incomes at or below the
federal poverty level® and with many still experiencing significant stigma and discrimination. In
addition, a large majority (75%) of people with HIV in care receive multi-disciplinary care in
Ryan White-funded clinical settings. While an increasing number of Ryan White-funded
clinical sites are affiliated with Federally Qualified Community Health Centers, many

continue to either be free-standing community-based clinics or affiliated with an academic
health center.

Data from a survey conducted in 2007 by HIVMA and the Forum for Collaborative HIV Research
of Ryan White-funded clinics indicated that a majority of HIV clinics were experiencing
significant increases in patient caseloads with the largest patient increases and longest
appointment waiting times occurring in the Southeast.? Since then, a HRSA-sponsored study
released in August, 2016 projected a deficit in the supply of HIV medical providers relative to
demand for HIV care and treatment services, due to the combined trends of: 1) an increase in
the number of newly diagnosed cases each year coupled with a low mortality rate among the
currently diagnosed population; and 2) an insufficient number of clinicians entering the HIV
workforce relative to the number of clinicians leaving the HIV workforce because of retirement
and mortality.” The Centers for Disease Control and Prevention’s (CDC) Medical Monitoring
Project also published a study in 2016 projecting that within the next five years the numbers of
new physicians trained in HIV care will fall significantly short of the numbers necessary to
provide appropriate treatment to an estimated 30,000 additional patients each year.’ The
study also found that nearly half of HIV-trained physicians practice at facilities receiving Ryan
White funding, providing care for nearly three quarters of all patients with HIV — highlighting
the importance of bolstering the Ryan White medical workforce.

Neither the HRSA nor the CDC study took into account the decline in physicians pursuing
infectious diseases training over the last several years. ® While physicians trained in a diversity
of specialties provide expert HIV care, infectious diseases is the largest specialty represented
among the HIV workforce, and there are few training pathways for HIV medicine outside of
infectious diseases. Steep declines in ID fellowship applicants from 2011 to 2016 suggest that
the shortfall in the HIV workforce over the next several years could be more severe. In 2017,
there was an increase in ID fellowship applicants, but it is not yet known if this will be the
beginning of an upward trend. ’



While the negotiated rulemaking Committee was not able to achieve consensus, in its final
report it did approve a final proposal that specifically named safety-net clinics
disproportionately providing primary care to special populations, such as HIV patients, as being
eligible to receive NHSC recruits if they document insufficient provider capacity. The proposal
also included a short cut for clinics that focus on HIV, LGBT and disability populations to be
eligible to apply for community health center funding.

Unfortunately, HRSA never took action on the recommendations in the Committee’s final

report. We understand the challenges related to making any changes to the existing model for
designating MUPs/HPSAs and the need to avoid disruptions in care delivery or provider
capacity. However, we believe it is incumbent on HRSA to ensure that allocation of scarce
safety net health care workforce resources is aligned with today’s most pressing health care
needs, including an adequate workforce of infectious disease/HIV clinicians and public health
professionals to respond to the HIV and HCV epidemics.

Thank you for your consideration of our views, and please regard us as a resource in the
important work of the Advisory Council. We can be reached through HIVMA Senior Policy
Officer, Kimberly Miller at kmiller@hivma.org.

Sincerely,

Wendy Armstrong, MD, FIDSA
Chair, HIVMA Board of Directors
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