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has first exhausted its own collection 
resources, those of other local libraries 
in the geographic area, and those of the 
Regional Medical Library network (in-
cluding Regional and Resource Librar-
ies) before making a request for a loan. 

(4) Loans to health-sciences profes-
sionals. The Director may make loans 
of materials directly to health-sciences 
professionals. An individual wishing a 
loan of library materials must assure 
to the satisfaction of the Director that 
the individual is geographically iso-
lated, in terms of distance or available 
transportation, from medical lit-
erature resources likely to contain the 
desired material. 

(Approved by the Office of Management and 
Budget under control number 0925–0276) 

§ 4.6 Reference, bibliographic, repro-
duction, and consultation services. 

(a) General. To the extent resources 
permit, the Library will make avail-
able, upon request, reference, biblio-
graphic, reproduction, and consulta-
tion services. Priority will be given to 
requests from health-sciences profes-
sionals for services not reasonably 
available through local or regional li-
braries. 

(b) Specialized bibliographic services. 
The Director may provide bibliog-
raphies on individually selected med-
ical or scientific topics upon request 
where it is consistent with the Li-
brary’s purpose. The Director may pub-
lish and make available for general dis-
tribution by the Library, bibliographic 
searches determined to be of general 
interest. The Library may also produce 
and distribute a limited number of bib-
liographies on topics of general inter-
est to public or nonprofit health-re-
lated professional societies, research 
organizations, and other group users. 
These bibliographies may be produced 
on a regularly recurring or intermit-
tent basis under contract between the 
Library and public or nonprofit agen-
cies, when determined in each case by 
the Director to be necessary to assure 
more effective distribution of the bib-
liographic information. 

(c) Information retrieval system com-
puter tapes. To the extent Library re-
sources permit and in order to further 
the Library’s purpose, the Director 
may make available upon request by 

agencies, organizations, and institu-
tions copies of all or part of the Li-
brary’s magnetic tapes. 

§ 4.7 Fees. 

The Director may charge reasonable 
fees for any service provided by the Li-
brary under this part, in accordance 
with a schedule available at the Li-
brary upon request, which are designed 
to recover all or a portion of the cost 
to the Library of providing the service. 

§ 4.8 Publication of the Library and in-
formation about the Library. 

Lists of bibliographies, Library publi-
cations sold by the Government Print-
ing Office, necessary application forms, 
and other information concerning the 
organization, operation, functions, and 
services of the Library, are available 
from the National Library of Medicine, 
Bethesda, Maryland 20894. 

PART 5—DESIGNATION OF HEALTH 
PROFESSIONAL(S) SHORTAGE 
AREAS 

Sec. 
5.1 Purpose. 
5.2 Definitions. 
5.3 Procedures for designation of health 

professional(s) shortage areas. 
5.4 Notification and publication of designa-

tions and withdrawals. 

APPENDIX A TO PART 5—CRITERIA FOR DES-
IGNATION OF AREAS HAVING SHORTAGES OF 
PRIMARY MEDICAL CARE PROFESSIONAL(S) 

APPENDIX B TO PART 5—CRITERIA FOR DES-
IGNATION OF AREAS HAVING SHORTAGES OF 
DENTAL PROFESSIONAL(S) 

APPENDIX C TO PART 5—CRITERIA FOR DES-
IGNATION OF AREAS HAVING SHORTAGES OF 
MENTAL HEALTH PROFESSIONALS 

APPENDIX D TO PART 5—CRITERIA FOR DES-
IGNATION OF AREAS HAVING SHORTAGES OF 
VISION CARE PROFESSIONAL(S) 

APPENDIX E TO PART 5—CRITERIA FOR DES-
IGNATION OF AREAS HAVING SHORTAGES OF 
PODIATRIC PROFESSIONAL(S) 

APPENDIX F TO PART 5—CRITERIA FOR DES-
IGNATION OF AREAS HAVING SHORTAGES OF 
PHARMACY PROFESSIONAL(S) 

APPENDIX G TO PART 5—CRITERIA FOR DES-
IGNATION OF AREAS HAVING SHORTAGES OF 
VETERINARY PROFESSIONAL(S) 

AUTHORITY: Sec. 215 of the Public Health 
Service Act, 58 Stat. 690 (42 U.S.C. 216); sec. 
332 of the Public Health Service Act, 90 Stat. 
2270–2272 (42 U.S.C. 254e). 
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SOURCE: 45 FR 76000, Nov. 17, 1980, unless 
otherwise noted. 

§ 5.1 Purpose. 

These regulations establish criteria 
and procedures for the designation of 
geographic areas, population groups, 
medical facilities, and other public fa-
cilities, in the States, as health profes-
sional(s) shortage areas. 

§ 5.2 Definitions. 

Act means the Public Health Service 
Act, as amended. 

Health professional(s) shortage area 
means any of the following which the 
Secretary determines has a shortage of 
health professional(s): (1) An urban or 
rural area (which need not conform to 
the geographic boundaries of a polit-
ical subdivision and which is a rational 
area for the delivery of health serv-
ices); (2) a population group; or (3) a 
public or nonprofit private medical fa-
cility. 

Health service area means a health 
service area whose boundaries have 
been designated by the Secretary, 
under section 1511 of the Act, for pur-
poses of health planning activities. 

Health systems agency or HSA means 
the health systems agency designated, 
under section 1515 of the Act, to carry 
out health planning activities for a 
specific health service area. 

Medical facility means a facility for 
the delivery of health services and in-
cludes: (1) A community health center, 
public health center, outpatient med-
ical facility, or community mental 
health center; (2) a hospital, State 
mental hospital, facility for long-term 
care, or rehabilitation facility; (3) a 
migrant health center or an Indian 
Health service facility; (4) a facility for 
delivery of health services to inmates 
in a U.S. penal or correctional institu-
tion (under section 323 of the Act) or a 
State correctional institution; (5) a 
Public Health Service medical facility 
(used in connection with the delivery 
of health services under section 320, 
321, 322, 324, 325, or 326 of the Act); or 
(6) any other Federal medical facility. 

Metropolitan area means an area 
which has been designated by the Of-
fice of Management and Budget as a 
standard metropolitan statistical area 

(SMSA). All other areas are ‘‘non-met-
ropolitan areas.’’ 

Poverty level means the povery level 
as defined by the Bureau of the Census, 
using the poverty index adopted by a 
Federal Interagency Committee in 1969, 
and updated each year to reflect 
changes in the Consumer Price Index. 

Secretary means the Secretary of 
Health and Human Services and any 
other officer or employee of the De-
partment to whom the authority in-
volved has been delegated. 

State includes, in addition to the sev-
eral States, the District of Columbia, 
the Commonwealth of Puerto Rico, the 
Northern Mariana Islands, the Virgin 
Islands, Guam, American Samoa, and 
the Trust Territory of the Pacific Is-
lands. 

State health planning and development 
agency or SHPDA means a State health 
planning and development agency des-
ignated under section 1521 of the Act. 

§ 5.3 Procedures for designation of 
health professional(s) shortage 
areas. 

(a) Using data available to the De-
partment from national, State, and 
local sources and based upon the cri-
teria in the appendices to this part, the 
Department will annually prepare list-
ings (by State and health service area) 
of currently designated health profes-
sional(s) shortage areas and potentially 
designatable areas, together with ap-
propriate related data available to the 
Department. Relevant portions of this 
material will then be forwarded to each 
health systems agency, State health 
planning and development agency, and 
Governor, who will be asked to review 
the listings for their State, correct any 
errors of which they are aware, and 
offer their recommendations, if any, 
within 90 days, as to which geographic 
areas, population groups, and facilities 
in areas under their jurisdiction should 
be designated. An information copy of 
these listings will also be made avail-
able, upon request, to interested par-
ties for their use in providing com-
ments or recommendations to the Sec-
retary and/or to the appropriate HSA, 
SHPDA, or Governor. 

(b) In addition, any agency or indi-
vidual may request the Secretary to 
designate (or withdraw the designation 
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of) a particular geographic area, popu-
lation group, or facility as a health 
professional(s) shortage area. Each re-
quest will be forwarded by the Sec-
retary to the appropriate HSA, 
SHPDA, and Governor, who will be 
asked to review it and offer their rec-
ommendations, if any, within 30 days. 
An information copy will also be made 
available to other interested parties, 
upon request, for their use in providing 
comments or recommendations to the 
Secretary and/or to the appropriate 
HSA, SHPDA, or Governor. 

(c) In each case where the designa-
tion of a public facility (including a 
Federal medical facility) is under con-
sideration, the Secretary will give 
written notice of the proposed designa-
tion to the chief administrative officer 
of the facility, who will be asked to re-
view it and offer their recommenda-
tions, if any, within 30 days. 

(d) After review of the available in-
formation and consideration of the 
comments and recommendations sub-
mitted, the Secretary will designate 
health professional(s) shortage areas 
and withdraw the designation of any 
areas which have been determined no 
longer to have a shortage of health pro-
fessional(s). 

§ 5.4 Notification and publication of 
designations and withdrawals. 

(a) The Secretary will give written 
notice of the designation (or with-
drawal of designation) of a health pro-
fessional(s) shortage area, not later 
than 60 days from the date of the des-
ignation (or withdrawal of designa-
tion), to: 

(1) The Governor of each State in 
which the area, population group, med-
ical facility, or other public facility so 
designated is in whole or in part lo-
cated; 

(2) Each HSA for a health service 
area which includes all or any part of 
the area, population group, medical fa-
cility, or other public facility so des-
ignated; 

(3) The SHPDA for each State in 
which the area, population group, med-
ical facility, or other public facility so 
designated is in whole or in part lo-
cated; and 

(4) Appropriate public or nonprofit 
private entities which are located in or 

which have a demonstrated interest in 
the area so designated. 

(b) The Secretary will periodically 
publish updated lists of designated 
health professional(s) shortage areas in 
the FEDERAL REGISTER, by type of pro-
fessional(s) shortage. An updated list of 
areas for each type of professional(s) 
shortage will be published at least once 
annually. 

(c) The effective date of the designa-
tion of an area shall be the date of the 
notification letter to the individual or 
agency which requested the designa-
tion, or the date of publication in the 
FEDERAL REGISTER, whichever comes 
first. 

(d) Once an area is listed in the FED-
ERAL REGISTER as a designated health 
professional(s) shortage area, the effec-
tive date of any later withdrawal of the 
area’s designation shall be the date 
when notification of the withdrawal, or 
an updated list of designated areas 
which does not include it, is published 
in the FEDERAL REGISTER. 

APPENDIX A TO PART 5—CRITERIA FOR 
DESIGNATION OF AREAS HAVING 
SHORTAGES OF PRIMARY MEDICAL 
CARE PROFESSIONAL(S) 

Part I—Geographic Areas 

A. Criteria 

A geographic area will be designated as 
having a shortage of primary medical care 
manpower if the following three criteria are 
met: 

1. The area is a rational area for the deliv-
ery of primary medical care services. 

2. One of the following conditions prevails 
within the area: 

(a) The area has population to full-time- 
equivalent primary care physician ratio of at 
least 3,500:1. 

(b) The area has a population to full-time- 
equivalent primary care physician ratio of 
less than 3,500:1 but greater than 3,000:1 and 
has usually high needs for primary care serv-
ices or insufficient capacity of existing pri-
mary care providers. 

3. Primary medical care manpower in con-
tiguous areas are overutilized, excessively 
distant, or inaccessible to the population of 
the area under consideration. 

B. Methodology. 
In determining whether an area meets the 

criteria established by paragraph A of this 
part, the following methodology will be used: 

1. Rational Areas for the Delivery of Primary 
Medical Care Services. 
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(a) The following areas will be considered 
rational areas for the delivery of primary 
medical care services: 

(i) A county, or a group of contiguous 
counties whose population centers are within 
30 minutes travel time of each other. 

(ii) A portion of a county, or an area made 
up of portions of more than one county, 
whose population, because of topography, 
market or transportation patterns, distinc-
tive population characteristics or other fac-
tors, has limited access to contiguous area 
resources, as measured generally by a travel 
time greater than 30 minutes to such re-
sources. 

(iii) Established neighborhoods and com-
munities within metropolitan areas which 
display a strong self-identity (as indicated 
by a homogeneous socioeconomic or demo-
graphic structure and/or a tradition of inter-
action or interdependency), have limited 
interaction with contiguous areas, and 
which, in general, have a minimum popu-
lation of 20,000. 

(b) The following distances will be used as 
guidelines in determining distances cor-
responding to 30 minutes travel time: 

(i) Under normal conditions with primary 
roads available: 20 miles. 

(ii) In mountainous terrain or in areas 
with only secondary roads available: 15 
miles. 

(iii) In flat terrain or in areas connected by 
interstate highways: 25 miles. 

Within inner portions of metropolitan 
areas, information on the public transpor-
tation system will be used to determine the 
distance corresponding to 30 minutes travel 
time. 

2. Population Count. 
The population count used will be the total 

permanent resident civilian population of 
the area, excluding inmates of institutions, 
with the following adjustments, where ap-
propriate: 

(a) Adjustments to the population for the 
differing health service requirements of var-
ious age-sex population groups will be com-
puted using the table below of visit rates for 
12 age-sex population cohorts. The total ex-
pected visit rate will first be obtained by 
multiplying each of the 12 visit rates in the 
table by the size of the area population with-
in that particular age-sex cohort and adding 
the resultant 12 visit figures together. This 
total expected visit rate will then be divided 
by the U.S. average per capita visit rate of 
5.1, to obtain the adjusted population for the 
area. 

Sex 

Age groups 

Under 
5 5–14 15–24 25–44 45–64 

65 
and 
over 

Male ....... 7.3 3.6 3.3 3.6 4.7 6.4 
Female .. 6.4 3.2 5.5 6.4 6.5 6.8 

(b) The effect of transient populations on 
the need of an area for primary care profes-
sional(s) will be taken into account as fol-
lows: 

(i) Seasonal residents, i.e., those who main-
tain a residence in the area but inhabit it for 
only 2 to 8 months per year, may be included 
but must be weighted in proportion to the 
fraction of the year they are present in the 
area. 

(ii) Other tourists (non-resident) may be 
included in an area’s population but only 
with a weight of 0.25, using the following for-
mula: Effective tourist contribution to popu-
lation = 0.25 × (fraction of year tourists are 
present in area) × (average daily number of 
tourists during portion of year that tourists 
are present). 

(iii) Migratory workers and their families 
may be included in an area’s population, 
using the following formula: Effective mi-
grant contribution to population = (fraction 
of year migrants are present in area) × (aver-
age daily number of migrants during portion 
of year that migrants are present). 

3. Counting of Primary Care Practitioners. 
(a) All non-Federal doctors of medicine 

(M.D.) and doctors of osteopathy (D.O.) pro-
viding direct patient care who practice prin-
cipally in one of the four primary care speci-
alities—general or family practice, general 
internal medicine, pediatrics, and obstetrics 
and gynecology—will be counted. Those phy-
sicians engaged solely in administration, re-
search, and teaching will be excluded. Ad-
justments for the following factors will be 
made in computing the number of full-time- 
equivalent (FTE) primary care physicians: 

(i) Interns and residents will be counted as 
0.1 full-time equivalent (FTE) physicians. 

(ii) Graduates of foreign medical schools 
who are not citizens or lawful permanent 
residents of the United States will be ex-
cluded from physician counts. 

(iii) Those graduates of foreign medical 
schools who are citizens or lawful permanent 
residents of the United States, but do not 
have unrestricted licenses to practice medi-
cine, will be counted as 0.5 FTE physicians. 

(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 dis-
counted through the use of full-time equiva-
lency figures. A 40-hour work week will be 
used as the standard for determining full- 
time equivalents in these cases. For practi-
tioners working less than a 40-hour week, 
every four (4) hours (or 1⁄2 day) spent pro-
viding 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 pro-
viding 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 

VerDate Sep<11>2014 07:55 Dec 20, 2016 Jkt 238192 PO 00000 Frm 00080 Fmt 8010 Sfmt 8002 Y:\SGML\238192.XXX 238192js
ta

llw
or

th
 o

n 
D

S
K

7T
P

T
V

N
1P

R
O

D
 w

ith
 C

F
R



71 

Public Health Service, HHS Pt. 5, App. A 

number of hours providing patient care in of-
fice settings, equivalencies will be provided 
in guidelines.) 

(c) In some cases, physicians located with-
in an area may not be accessible to the popu-
lation of the area under consideration. Al-
lowances for physicians with restricted prac-
tices can be made, on a case-by-case basis. 
However, where only a portion of the popu-
lation of the area cannot access existing pri-
mary care resources in the area, a popu-
lation group designation may be more appro-
priate (see part II of this appendix). 

(d) Hospital staff physicians involved ex-
clusively in inpatient care will be excluded. 
The number of full-time equivalent physi-
cians practicing in organized outpatient de-
partments and primary care clinics will be 
included, but those in emergency rooms will 
be excluded. 

(e) Physicians who are suspended under 
provisions of the Medicare-Medicaid Anti- 
Fraud and Abuse Act for a period of eighteen 
months or more will be excluded. 

4. Determination of Unusually High Needs for 
Primary Medical Care Services. 

An area will be considered as having un-
usually high needs for primary health care 
services if at least one of the following cri-
teria is met: 

(a) The area has more than 100 births per 
year per 1,000 women aged 15–44. 

(b) The area has more than 20 infant deaths 
per 1,000 live births. 

(c) More than 20% of the population (or of 
all households) have incomes below the pov-
erty level. 

5. Determination of Insufficient Capacity of 
Existing Primary Care Providers. 

An area’s existing primary care providers 
will be considered to have insufficient capac-
ity if at least two of the following criteria 
are met: 

(a) More than 8,000 office or outpatient vis-
its per year per FTE primary care physician 
serving the area. 

(b) Unusually long waits for appointments 
for routine medical services (i.e., more than 
7 days for established patients and 14 days 
for new patients). 

(c) Excessive average waiting time at pri-
mary care providers (longer than one hour 
where patients have appointments or two 
hours where patients are treated on a first- 
come, first-served basis). 

(d) Evidence of excessive use of emergency 
room facilities for routine primary care. 

(e) A substantial proportion (2/3 or more) of 
the area’s physicians do not accept new pa-
tients. 

(f) Abnormally low utilization of health 
services, as indicated by an average of 2.0 or 
less office visits per year on the part of the 
area’s population. 

6. Contiguous Area Considerations. 
Primary care professional(s) in areas con-

tiguous to an area being considered for des-

ignation will be considered excessively dis-
tant, overutilized or inaccessible to the pop-
ulation of the area under consideration if 
one of the following conditions prevails in 
each contiguous area: 

(a) Primary care professional(s) in the con-
tiguous area are more than 30 minutes travel 
time from the population center(s) of the 
area being considered for designation (meas-
ured in accordance with paragraph B.1(b) of 
this part). 

(b) The contiguous area population-to-full- 
time-equivalent primary care physician 
ratio is in excess of 2000:1, indicating that 
practitioners in the contiguous area cannot 
be expected to help alleviate the shortage 
situation in the area being considered for 
designation. 

(c) Primary care professional(s) in the con-
tiguous area are inaccessible to the popu-
lation of the area under consideration be-
cause of specified access barriers, such as: 

(i) Significant differences between the de-
mographic (or socio-economic) characteris-
tics of the area under consideration and 
those of the contiguous area, indicating that 
the population of the area under consider-
ation may be effectively isolated from near-
by resources. This isolation could be indi-
cated, for example, by an unusually high pro-
portion of non-English-speaking persons. 

(ii) A lack of economic access to contig-
uous area resources, as indicated particu-
larly where a very high proportion of the 
population of the area under consideration is 
poor (i.e., where more than 20 percent of the 
population or the households have incomes 
below the poverty level), and Medicaid-cov-
ered or public primary care services are not 
available in the contiguous area. 

C. Determination of Degree of Shortage. 
Designated areas will be assigned to de-

gree-of-shortage groups, based on the ratio 
(R) of population to number of full-time 
equivalent primary care physicians and the 
presence or absence of unusually high needs 
for primary health care services, according 
to the following table: 

High needs not indi-
cated High needs indicated 

Group 1 .... No physicians ............. No physicians; or 
R≥5,000 

Group 2 .... R≥5,000 ...................... 5,000>R≥4,000 
Group 3 .... 5,000>R≥4,000 ........... 4,000>R≥3,500 
Group 4 .... 4,000>R≥3,500 ........... 3,500>R≥3,000 

D. Determination of size of primary care phy-
sician shortage. Size of Shortage (in number 
of FTE primary care physicians needed) will 
be computed using the following formulas: 

(1) For areas without unusually high need 
or insufficient capacity: 
Primary care physician shortage = area pop-

ulation / 3,500 ¥ number of FTE primary 
care physicians 
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(2) For areas with unusually high need or 
insufficient capacity: 
Primary care physician shortage = area pop-

ulation / 3,000 ¥ number of FTE primary 
care physicians 

Part II—Population Groups 

A. Criteria. 
1. In general, specific population groups 

within particular geographic areas will be 
designated as having a shortage of primary 
medical care professional(s) if the following 
three criteria are met: 

(a) The area in which they reside is ration-
al for the delivery of primary medical care 
services, as defined in paragraph B.1 of part 
I of this appendix. 

(b) Access barriers prevent the population 
group from use of the area’s primary medical 
care providers. Such barriers may be eco-
nomic, linguistic, cultural, or architectural, 
or could involve refusal of some providers to 
accept certain types of patients or to accept 
Medicaid reimbursement. 

(c) The ratio of the number of persons in 
the population group to the number of pri-
mary care physicians practicing in the area 
and serving the population group is at least 
3,000:1. 

2. Indians and Alaska Natives will be con-
sidered for designation as having shortages 
of primary care professional(s) as follows: 

(a) Groups of members of Indian tribes (as 
defined in section 4(d) of Pub. L. 94–437, the 
Indian Health Care Improvement Act of 1976) 
are automatically designated. 

(b) Other groups of Indians or Alaska Na-
tives (as defined in section 4(c) of Pub. L. 94– 
437) will be designated if the general criteria 
in paragraph A are met. 

B. Determination of Degree of Shortage. 
Each designated population group will be 

assigned to a degree-of-shortage group, based 
on the ratio (R) of the group’s population to 
the number of primary care physicians serv-
ing it, as follows: 

Group 1—No physicians or R>5,000. 
Group 2—5,000>R≥4,000. 
Group 3—4,000>R≥3,500. 
Group 4—3,500>R≥3,000. 

Population groups which have received 
‘‘automatic’’ designation will be assigned to 
degree-of-shortage group 4 if no information 
on the ratio of the number of persons in the 
group to the number of FTE primary care 
physicians serving them is provided. 

C. Determination of size of primary care phy-
sician shortage. Size of shortage (in number of 
primary care physicians needed) will be com-
puted as follows: 

Primary care physician shortage = number 
of persons in population group/3,000¥number 
of FTE primary care physicians 

Part III—Facilities 

A. Federal and State Correctional Institu-
tions. 

1. Criteria. 
Medium to maximum security Federal and 

State correctional institutions and youth de-
tention facilities will be designated as hav-
ing a shortage of primary medical care pro-
fessional(s) if both the following criteria are 
met: 

(a) The institution has at least 250 in-
mates. 

(b) The ratio of the number of internees 
per year to the number of FTE primary care 
physicians serving the institution is at least 
1,000:1. 

Here the number of internees is defined as 
follows: 

(i) If the number of new inmates per year 
and the average length-of-stay are not speci-
fied, or if the information provided does not 
indicate that intake medical examinations 
are routinely performed upon entry, then— 
Number of internees = average number of in-
mates. 

(ii) If the average length-of-stay is speci-
fied as one year or more, and intake medical 
examinations are routinely performed upon 
entry, then—Number of internees = average 
number of inmates + (0.3) × number of new 
inmates per year. 

(iii) If the average length-of-stay is speci-
fied as less than one year, and intake exami-
nations are routinely performed upon entry, 
then—Number of internees = average number 
of inmates + (0.2) × (1 + ALOS/2) × number of 
new inmates per year where ALOS = average 
length-of-stay (in fraction of year). (The 
number of FTE primary care physicians is 
computed as in part I, section B, paragraph 
3 above.) 

2. Determination of Degree of Shortage. 
Designated correctional institutions will 

be assigned to degree-of-shortage groups 
based on the number of inmates and/or the 
ratio (R) of internees to primary care physi-
cians, as follows: 

Group 1—Institutions with 500 or more in-
mates and no physicians. 

Group 2—Other institutions with no physi-
cians and institutions with R greater than 
(or equal to) 2,000:1. 

Group 3—Institutions with R greater than 
(or equal to) 1,000:1 but less than 2,000:1. 

B. Public or Non-Profit Medical Facilities. 
1. Criteria. 
Public or non-profit private medical facili-

ties will be designated as having a shortage 
of primary medical care professional(s) if: 

(a) the facility is providing primary med-
ical care services to an area or population 
group designated as having a primary care 
professional(s) shortage; and 

(b) the facility has insufficient capacity to 
meet the primary care needs of that area or 
population group. 
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2. Methodology 
In determining whether public or nonprofit 

private medical facilities meet the criteria 
established by paragraph B.1 of this Part, 
the following methodology will be used: 

(a) Provision of Services to a Designated Area 
or Population Group. 

A facility will be considered to be pro-
viding services to a designated area or popu-
lation group if either: 

(i) A majority of the facility’s primary 
care services are being provided to residents 
of designated primary care professional(s) 
shortage areas or to population groups des-
ignated as having a shortage of primary care 
professional(s); or 

(ii) The population within a designated pri-
mary care shortage area or population group 
has reasonable access to primary care serv-
ices provided at the facility. Reasonable ac-
cess will be assumed if the area within which 
the population resides lies within 30 minutes 
travel time of the facility and non-physical 
barriers (relating to demographic and socio-
economic characteristics of the population) 
do not prevent the population from receiving 
care at the facility. 

Migrant health centers (as defined in sec-
tion 319(a)(1) of the Act) which are located in 
areas with designated migrant population 
groups and Indian Health Service facilities 
are assumed to be meeting this requirement. 

(b) Insufficient capacity to meet primary care 
needs. 

A facility will be considered to have insuf-
ficient capacity to meet the primary care 
needs of the area or population it serves if at 
least two of the following conditions exist at 
the facility: 

(i) There are more than 8,000 outpatient 
visits per year per FTE primary care physi-
cian on the staff of the facility. (Here the 
number of FTE primary care physicians is 
computed as in Part I, Section B, paragraph 
3 above.) 

(ii) There is excessive usage of emergency 
room facilities for routine primary care. 

(iii) Waiting time for appointments is more 
than 7 days for established patients or more 
than 14 days for new patients, for routine 
health services. 

(iv) Waiting time at the facility is longer 
than 1 hour where patients have appoint-
ments or 2 hours where patients are treated 
on a first-come, first-served basis. 

3. Determination of Degree of Shortage. 
Each designated medical facility will be 

assigned to the same degree-of-shortage 
group as the designated area or population 
group which it serves. 

[45 FR 76000, Nov. 17, 1980, as amended at 54 
FR 8737, Mar. 2, 1989; 57 FR 2480, Jan. 22, 1992] 

APPENDIX B TO PART 5—CRITERIA FOR 
DESIGNATION OF AREAS HAVING 
SHORTAGES OF DENTAL PROFES-
SIONAL(S) 

Part I—Geographic Areas 

A. Criteria 

A geographic area will be designated as 
having a dental manpower shortage if the 
following three criteria are met: 

1. The area is a rational area for the deliv-
ery of dental services. 

2. One of the following conditions prevails 
in the area: 

(a) The area has a population to full-time- 
equivalent dentist ratio of less than 5,000:1 or 

(b) The area has a population to full-time- 
equivalent dentist ratio of less than 5,000:1 
but greater than 4,000:1 and has unusually 
high needs for dental services or insufficient 
capacity of existing dental providers. 

3. Dental manpower in contiguous areas 
are over utilized, excessively distant, or in-
accessible to the population of the area 
under consideration. 

B. Methodology. 
In determining whether an area meets the 

criteria established by paragraph A of this 
part, the following methodology will be used: 

1. Rational Area for the Delivery of Dental 
Services. 

(a) The following areas will be considered 
rational areas for the delivery of dental 
health services: 

(i) A county, or a group of several contig-
uous counties whose population centers are 
within 40 minutes travel time of each other. 

(ii) A portion of a county (or an area made 
up of portions of more than one county) 
whose population, because of topography, 
market or transportation patterns, distinc-
tive population characteristics, or other fac-
tors, has limited access to contiguous area 
resources, as measured generally by a travel 
time of greater than 40 minutes to such re-
sources. 

(iii) Established neighborhoods and com-
munities within metropolitan areas which 
display a strong self-identity (as indicated 
by a homogenous socioeconomic or demo-
graphic structure and/or a traditional of 
interaction or intradependency), have lim-
ited interaction with contiguous areas, and 
which, in general, have a minimum popu-
lation of 20,000. 

(b) The following distances will be used as 
guidelines in determining distances cor-
responding to 40 minutes travel time: 

(i) Under normal conditions with primary 
roads available: 25 miles. 

(ii) In mountainous terrain or in areas 
with only secondary roads available: 20 
miles. 

(iii) In flat terrain or in areas connected by 
interstate highways: 30 miles. 
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Within inner portions of metropolitan 
areas, information on the public transpor-
tation system will be used to determine the 
distance corresponding to 40 minutes travel 
time. 

2. Population Count. 
The population count use will be the total 

permanent resident civilian population of 
the area, excluding inmates of institutions, 
with the following adjustments: 

(a) Seasonal residents, i.e., those who 
maintain a residence in the area but inhabit 
it for only 2 to 8 months per year, may be in-
cluded but must be weighted in proportion to 
the fraction of the year they are present in 
the area. 

(b) Migratory workers and their families 
may be included in an area’s population 
using the following formula: Effective mi-
grant contribution to population = (fraction 
of year migrants are present in area) × (aver-
age daily number of migrants during portion 
of year that migrants are present). 

3. Counting of Dental Practitioners. 
(a) All non-Federal dentists providing pa-

tient care will be counted, except in those 
areas where it is shown that specialists 
(those dentists not in general practice or 
pedodontics) are serving a larger area and 
are not addressing the general dental care 
needs of the area under consideration. 

(b) Full-time equivalent (FTE) figures will 
be used to reflect productivity differences 
among dental practices based on the age of 
the dentists, the number of auxiliaries em-
ployed, and the number of hours worked per 
week. In general, the number of FTE den-
tists will be computed using weights ob-
tained from the matrix in Table 1, which is 
based on the productivity of dentists at var-
ious ages, with different numbers of auxil-
iaries, as compared with the average produc-
tivity of all dentists. For the purposes of 
these determinations, an auxiliary is defined 
as any non-dentist staff employed by the 
dentist to assist in operation of the practice. 

TABLE 1—EQUIVALENCY WEIGHTS, BY AGE AND 
NUMBER OF AUXILIARIES 

<55 55–59 60–64 65 + 

No auxiliaries ..................... 0.8 0.7 0.6 0.5 
One auxiliary ..................... 1.0 0.9 0.8 0.7 
Two auxiliaries ................... 1.2 1.0 1.0 0.8 
Three auxiliaries ................ 1.4 1.2 1.0 1.0 
Four or more auxiliaries .... 1.5 1.5 1.3 1.2 

If information on the number of auxiliaries 
employed by the dentist is not available, 
Table 2 will be used to compute the number 
of full-time equivalent dentists. 

TABLE 2—EQUIVALENCY WEIGHTS, BY AGE 

55 55–59 60–64 65 + 

Equivalency weights .......... 1.2 0.9 0.8 0.6 

The number of FTE dentists within a par-
ticular age group (or age/auxiliary group) 
will be obtained by multiplying the number 
of dentists within that group by its cor-
responding equivalency weight. The total 
supply of FTE dentists within an area is then 
computed as the sum of those dentists with-
in each age (or age/auxiliary) group. 

(c) The equivalency weights specified in ta-
bles 1 and 2 assume that dentists within a 
particular group are working full-time (40 
hours per week). Where appropriate data are 
available, adjusted equivalency figures for 
dentists who are semi-retired, who operate a 
reduced practice due to infirmity or other 
limiting conditions, or who are available to 
the population of an area only on a part-time 
basis will be used to reflect the reduced 
availability of these dentists. In computing 
these equivalency figures, every 4 hours (or 
1⁄2 day) spent in the dental practice will be 
counted as 0.1 FTE except that each dentist 
working more than 40 hours a week will be 
counted as 1.0. The count obtained for a par-
ticular age group of dentists will then be 
multiplied by the appropriate equivalency 
weight from table 1 or 2 to obtain a full-time 
equivalent figure for dentists within that 
particular age or age/auxiliary category. 

4. Determination of Unusually High Needs for 
Dental Services. 

An area will be considered as having un-
usually high needs for dental services if at 
least one of the following criteria is met: 

(a) More than 20% of the population (or of 
all households) has incomes below the pov-
erty level. 

(b) The majority of the area’s population 
does not have a fluoridated water supply. 

5. Determination of Insufficient Capacity of 
Existing Dental Care Providers. 

An area’s existing dental care providers 
will be considered to have insufficient capac-
ity if at least two of the following criteria 
are met: 

(a) More than 5,000 visits per year per FTE 
dentist serving the area. 

(b) Unusually long waits for appointments 
for routine dental services (i.e., more than 6 
weeks). 

(c) A substantial proportion (2⁄3 or more) of 
the area’s dentists do not accept new pa-
tients. 

6. Contiguous Area Considerations. 
Dental professional(s) in areas contiguous 

to an area being considered for designation 
will be considered excessively distant, over-
utilized or inaccessible to the population of 
the area under consideration if one of the 
following conditions prevails in each contig-
uous area: 

(a) Dental professional(s) in the contiguous 
area are more than 40 minutes travel time 
from the center of the area being considered 
for designation (measured in accordance 
with Paragraph B.1.(b) of this part). 
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(b) Contiguous area population-to-(FTE) 
dentist ratios are in excess of 3,000:1, indi-
cating that resources in contiguous areas 
cannot be expected to help alleviate the 
shortage situation in the area being consid-
ered for designation. 

(c) Dental professional(s) in the contiguous 
area are inaccessible to the population of the 
area under consideration because of specified 
access barriers, such as: 

(i) Significant differences between the de-
mographic (or socioeconomic) characteris-
tics of the area under consideration and 
those of the contiguous area, indicating that 
the population of the area under consider-
ation may be effectively isolated from near-
by resources. Such isolation could be indi-
cated, for example, by an unusually high pro-
portion of non-English-speaking persons. 

(ii) A lack of economic access to contig-
uous area resources, particularly where a 
very high proportion of the population of the 
area under consideration is poor (i.e., where 
more than 20 percent of the population or of 
the households have incomes below the pov-
erty level) and Medicaid-covered or public 
dental services are not available in the con-
tiguous area. 

C. Determination of Degree of Shortage. 
The degree of shortage of a given geo-

graphic area, designated as having a short-
age of dental professional(s), will be deter-
mined using the following procedure: 

Designated areas will be assigned to de-
gree-of-shortage groups, based on the ratio 
(R) of population to number of full-time- 
equivalent dentists and the presence or ab-
sence of unusually high needs for dental 
services, or insufficient capacity of existing 
dental care providers according to the fol-
lowing table: 

High needs or insuffi-
cient capacity not indi-

cated 

High needs or insuffi-
cient capacity indi-

cated 

Group 1 .... No dentists ................. No dentists or 
R≥8,000. 

Group 2 .... R≥8,000 ...................... 8,000>R≥6,000. 
Group 3 .... 8,000>R≥6,000 ........... 6,000>R≥5,000. 
Group 4 .... 6,000>R≥5,000 ........... 5,000>R≥4,000. 

D. Determination of size of dental shortage. 
Size of Dental Shortage (in number of FTE 
dental practitioners needed) will be com-
puted using the following formulas: 

(1) For areas without unusually high need: 
Dental shortage = area population/ 

5,000¥number of FTE dental practitioners 
(2) For areas with unusually high need: 

Dental shortage = area population/ 
4,000¥number of FTE dental practitioners 

Part II—Population Groups 

A. Criteria. 
1. In general, specified population groups 

within particular geographic areas will be 
designated as having a shortage of dental 

care professional(s) if the following three cri-
teria are met: 

a. The area in which they reside is rational 
for the delivery of dental care services, as 
defined in paragraph B.1 of part I of this ap-
pendix. 

b. Access barriers prevent the population 
group from use of the area’s dental pro-
viders. 

c. The ratio (R) of the number of persons in 
the population group to the number of den-
tists practicing in the area and serving the 
population group is at least 4,000:1. 

2. Indians and Alaska Natives will be con-
sidered for designation as having shortages 
of dental professional(s) as follows: 

(a) Groups of members of Indian tribes (as 
defined in section 4(d) of Pub. L. 94–437, the 
Indian Health Care Improvement Act of 1976) 
are automatically designated. 

(b) Other groups of Indians or Alaska Na-
tives (as defined in section 4(c) of Pub. L. 94– 
437) will be designated if the general criteria 
in paragraph 1 are met. 

B. Determination of Degree of Shortage. 
Each designated population group will be 

assigned to a degree-of-shortage group as fol-
lows: 

Group 1—No dentists or R≥8,000. 
Group 2—8,000>R≥6,000. 
Group 3—6,000>R≥5,000. 
Group 4—5,000>R≥4,000. 
Population groups which have received 
‘‘automatic’’ designation will be assigned to 
degree-of-shortage group 4 unless informa-
tion on the ratio of the number of persons in 
the group to the number of FTE dentists 
serving them is provided. 

C. Determination of size of dental shortage. 
Size of dental shortage will be computed as 
follows: 
Dental shortage = number of persons in pop-

ulation group/4,000¥number of FTE dental 
practitioners 

Part III—Facilities 

A. Federal and State Correctional Institu-
tions. 

1. Criteria 
Medium to maximum security Federal and 

State correctional institutions and youth de-
tention facilities will be designated as hav-
ing a shortage of dental professional(s) if 
both the following criteria are met: 

(a) The institution has at least 250 in-
mates. 

(b) The ratio of the number of internees 
per year to the number of FTE dentists serv-
ing the institution is at least 1,500:1. 

Here the number of internees is defined as 
follows: 

(i) If the number of new inmates per year 
and the average length-of-stay are not speci-
fied, or if the information provided does not 
indicate that intake dental examinations are 
routinely performed by dentists upon entry, 
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then—Number of internees = average number 
of inmates. 

(ii) If the average length-of-stay is speci-
fied as one year or more, and intake dental 
examinations are routinely performed upon 
entry, then—Number of internees = average 
number of inmates + number of new inmates 
per year. 

(iii) If the average length-of-stay is speci-
fied as less than one year, and intake dental 
examinations are routinely performed upon 
entry, then—Number of internees = average 
number of inmates + 1⁄3 × (1 + 2 × ALOS) × 
number of new inmates per year where ALOS 
= average length-of-stay (in fraction of year). 
(The number of FTE dentists is computed as 

in part I, section B, paragraph 3 above.) 
2. Determination of Degree of Shortage. 
Designated correctional institutions will 

be assigned to degree-of-shortage groups 
based on the number of inmates and/or the 
ratio (R) of internees to dentists, as follows: 

Group 1—Institutions with 500 or more in-
mates and no dentists. 

Group 2—Other institutions with no den-
tists and institutions with R greater than (or 
equal to) 3,000:1. 

Group 3—Institutions with R greater than 
(or equal to) 1,500:1 but less than 3,000:1. 

B. Public or Non-Profit Private Dental Facili-
ties. 

1. Criteria. 
Public or nonprofit private facilties pro-

viding general dental care services will be 
designated as having a shortage of dental 
professional(s) if both of the following cri-
teria are met: 

(a) The facility is providing general dental 
care services to an area or population group 
designated as having a dental professional(s) 
shortage; and 

(b) The facility has insufficent capacity to 
meet the dental care needs of that area or 
population group. 

2. Methodology. 
In determining whether public or nonprofit 

private facilities meet the criteria estab-
lished by paragraph B.1. of this part, the fol-
lowing methodology will be used: 

(a) Provision of Services to a Designated Area 
or Population Group. 

A facility will be considered to be pro-
viding services to an area or population 
group if either: 

(i) A majority of the facility’s dental care 
services are being provided to residents of 
designated dental professional(s) shortage 
areas or to population groups designated as 
having a shortage of dental professional(s); 
or 

(ii) The population within a designated 
dental shortage area or population group has 
reasonable access to dental services provided 
at the facility. Reasonable access will be as-
sumed if the population lies within 40 min-
utes travel time of the facility and non-phys-

ical barriers (relating to demographic and 
socioeconomic characteristics of the popu-
lation) do not prevent the population from 
receiving care at the facility. 

Migrant health centers (as defined in sec-
tion 319(a)(1) of the Act) which are located in 
areas with designated migrant population 
groups and Indian Health Service facilities 
are assumed to be meeting this requirement. 

(b) Insufficient Capacity To Meet Dental Care 
Needs. 

A facility will be considered to have insuf-
ficient capacity to meet the dental care 
needs of a designated area or population 
group if either of the following conditions 
exists at the facility. 

(i) There are more than 5,000 outpatient 
visits per year per FTE dentist on the staff 
of the facility. (Here the number of FTE den-
tists is computed as in part I, section B, 
paragraph 3 above.) 

(ii) Waiting time for appointments is more 
than 6 weeks for routine dental services. 

3. Determination of Degree of Shortage. 
Each designated dental facility will be as-

signed to the same degree-of-shortage group 
as the designated area or population group 
which it serves. 

[45 FR 76000, Nov. 17, 1980, as amended at 54 
FR 8738, Mar. 2, 1989; 57 FR 2480, Jan. 22, 1992] 

APPENDIX C TO PART 5—CRITERIA FOR 
DESIGNATION OF AREAS HAVING 
SHORTAGES OF MENTAL HEALTH 
PROFESSIONALS 

Part I—Geographic Areas 

A. Criteria. A geographic area will be des-
ignated as having a shortage of mental 
health professionals if the following four cri-
teria are met: 

1. The area is a rational area for the deliv-
ery of mental health services. 

2. One of the following conditions prevails 
within the area: 

(a) The area has— 
(i) A population-to-core-mental-health-pro-

fessional ratio greater than or equal to 
6,000:1 and a population-to-psychiatrist ratio 
greater than or equal to 20,000:1, or 

(ii) A population-to-core-professional ratio 
greater than or equal to 9,000:1, or 

(iii) A population-to-psychiatrist ratio 
greater than or equal to 30,000:1; 

(b) The area has unusually high needs for 
mental health services, and has— 

(i) A population-to-core-mental-health-pro-
fessional ratio greater than or equal to 
4,500:1 and 

A population-to-psychiatrist ratio greater 
than or equal to 15,000:1, or 

(ii) A population-to-core-professional ratio 
greater than or equal to 6,000:1, or 

(iii) A population-to-psychiatrist ratio 
greater than or equal to 20,000:1; 
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3. Mental health professionals in contig-
uous areas are overutilized, excessively dis-
tant or inaccessible to residents of the area 
under consideration. 

B. Methodology. 
In determining whether an area meets the 

criteria established by paragraph A of this 
part, the following methodology will be used: 

1. Rational Areas for the Delivery of Mental 
Health Services. 

(a) The following areas will be considered 
rational areas for the delivery of mental 
health services: 

(i) An established mental health 
catchment area, as designated in the State 
Mental Health Plan under the general cri-
teria set forth in section 238 of the Commu-
nity Mental Health Centers Act. 

(ii) A portion of an established mental 
health catchment area whose population, be-
cause of topography, market and/or trans-
portation patterns or other factors, has lim-
ited access to mental health resources in the 
rest of the catchment area, as measured gen-
erally by a travel time of greater than 40 
minutes to these resources. 

(iii) A county or metropolitan area which 
contains more than one mental health 
catchment area, where data are unavailable 
by individual catchment area. 

(b) The following distances will be used as 
guidelines in determining distances cor-
responding to 40 minutes travel time: 

(i) Under normal conditions with primary 
roads available: 25 miles. 

(ii) In mountainous terrain or in areas 
with only secondary roads available: 20 
miles. 

(iii) In flat terrain or in areas connected by 
interstate highways: 30 miles. 

Within inner portions of metropolitan 
areas, information on the public transpor-
tation system will be used to determine the 
distance corresponding to 40 minutes travel 
time. 

2. Population Count. 
The population count used will be the total 

permanent resident civilian population of 
the area, excluding inmates of institutions. 

3. Counting of mental health professionals. (a) 
All non-Federal core mental health profes-
sionals (as defined below) providing mental 
health patient care (direct or other, includ-
ing consultation and supervision) in ambula-
tory or other short-term care settings to 
residents of the area will be counted. Data 
on each type of core professional should be 
presented separately, in terms of the number 
of full-time-equivalent (FTE) practitioners 
of each type represented. 

(b) Definitions: 
(i) Core mental health professionals or core 

professionals includes those psychiatrists, 
clinical psychologists, clinical social work-
ers, psychiatric nurse specialists, and mar-
riage and family therapists who meet the 
definitions below. 

(ii) Psychiatrist means a doctor of medicine 
(M.D.) or doctor of osteopathy (D.O.) who 

(A) Is certified as a psychiatrist or child 
psychiatrist by the American Medical Speci-
alities Board of Psychiatry and Neurology or 
by the American Osteopathic Board of Neu-
rology and Psychiatry, or, if not certified, is 
‘‘broad-eligible’’ (i.e., has successfully com-
pleted an accredited program of graduate 
medical or osteopathic education in psychi-
atry or child psychiatry); and 

(B) Practices patient care psychiatry or 
child psychiatry, and is licensed to do so, if 
required by the State of practice. 

(iii) Clinical psychologist means an indi-
vidual (normally with a doctorate in psy-
chology) who is practicing as a clinical or 
counseling psychologist and is licensed or 
certified to do so by the State of practice; or, 
if licensure or certification is not required in 
the State of practice, an individual with a 
doctorate in psychology and two years of su-
pervised clinical or counseling experience. 
(School psychologists are not included.) 

(iv) Clinical social worker means an indi-
vidual who— 

(A) Is certified as a clinical social worker 
by the American Board of Examiners in Clin-
ical Social Work, or is listed on the National 
Association of Social Workers’ Clinical Reg-
ister, or has a master’s degree in social work 
and two years of supervised clinical experi-
ence; and 

(B) Is licensed to practice as a social work-
er, if required by the State of practice. 

(v) Psychiatric nurse specialist means a reg-
istered nurse (R.N.) who— 

(A) Is certified by the American Nurses As-
sociation as a psychiatric and mental health 
clinical nurse specialist, or has a master’s 
degree in nursing with a specialization in 
psychiatric/mental health and two years of 
supervised clinical experience; and 

(B) Is licensed to practice as a psychiatric 
or mental health nurse specialist, if required 
by the State of practice. 

(vi) Marriage and family therapist means an 
individual (normally with a master’s or doc-
toral degree in marital and family therapy 
and at least two years of supervised clinical 
experience) who is practicing as a marital 
and family therapist and is licensed or cer-
tified to do so by the State of practice; or, if 
licensure or certification is not required by 
the State of practice, is eligible for clinical 
membership in the American Association for 
Marriage and Family Therapy. 

(c) Practitioners who provide patient care 
to the population of an area only on a part- 
time basis (whether because they maintain 
another office elsewhere, spend some of their 
time providing services in a facility, are 
semi-retired, or operate a reduced practice 
for other reasons), will be counted on a par-
tial basis through the use of full-time- 
equivalency calculations based on a 40-hour 

VerDate Sep<11>2014 07:55 Dec 20, 2016 Jkt 238192 PO 00000 Frm 00087 Fmt 8010 Sfmt 8002 Y:\SGML\238192.XXX 238192js
ta

llw
or

th
 o

n 
D

S
K

7T
P

T
V

N
1P

R
O

D
 w

ith
 C

F
R



78 

42 CFR Ch. I (10–1–16 Edition) Pt. 5, App. C 

week. Every 4 hours (or 1⁄2 day) spent pro-
viding patient care services in ambulatory or 
inpatient settings will be counted as 0.1 FTE, 
and each practitioner providing patient care 
for 40 or more hours per week as 1.0 FTE. 
Hours spent on research, teaching, voca-
tional or educational counseling, and social 
services unrelated to mental health will be 
excluded; if a practitioner is located wholly 
or partially outside the service area, only 
those services actually provided within the 
area are to be counted. 

(d) In some cases, practitioners located 
within an area may not be accessible to the 
general population of the area under consid-
eration. Practitioners working in restricted 
facilities will be included on an FTE basis 
based on time spent outside the facility. Ex-
amples of restricted facilities include correc-
tional institutions, youth detention facili-
ties, residential treatment centers for emo-
tionally disturbed or mentally retarded chil-
dren, school systems, and inpatient units of 
State or county mental hospitals. 

(e) In cases where there are mental health 
facilities or institutions providing both inpa-
tient and outpatient services, only those 
FTEs providing mental health services in 
outpatient units or other short-term care 
units will be counted. 

(f) Adjustments for the following factors 
will also be made in computing the number 
of FTE providers: 

(i) Practitioners in residency programs 
will be counted as 0.5 FTE. 

(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 li-
censes to practice, will be counted on a full- 
time-equivalency basis up to a maximum of 
0.5 FTE. 

(g) Practitioners suspended for a period of 
18 months or more under provisions of the 
Medicare-Medicaid Anti-Fraud and Abuse 
Act will not be counted. 

4. Determination of unusually high needs for 
mental health services. An area will be consid-
ered to have unusually high needs for mental 
health services if one of the following cri-
teria is met: 

(a) 20 percent of the population (or of all 
households) in the area have incomes below 
the poverty level. 

(b) The youth ratio, defined as the ratio of 
the number of children under 18 to the num-
ber of adults of ages 18 to 64, exceeds 0.6. 

(c) The elderly ratio, defined as the ratio of 
the number of persons aged 65 and over to 
the number of adults of ages 18 to 64, exceeds 
0.25. 

(d) A high prevalence of alcoholism in the 
population, as indicated by prevalence data 

showing the area’s alcoholism rates to be in 
the worst quartile of the nation, region, or 
State. 

(e) A high degree of substance abuse in the 
area, as indicated by prevalence data show-
ing the area’s substance abuse to be in the 
worst quartile of the nation, region, or 
State. 

5. Contiguous area considerations. Mental 
health professionals in areas contiguous to 
an area being considered for designation will 
be considered excessively distant, overuti-
lized or inaccessible to the population of the 
area under consideration if one of the fol-
lowing conditions prevails in each contig-
uous area: 

(a) Core mental health professionals in the 
contiguous area are more than 40 minutes 
travel time from the closest population cen-
ter of the area being considered for designa-
tion (measured in accordance with paragraph 
B.1(b) of this part). 

(b) The population-to-core-mental-health- 
professional ratio in the contiguous area is 
in excess of 3,000:1 and the population-to-psy-
chiatrist ratio there is in excess of 10,000:1, 
indicating that core mental health profes-
sionals in the contiguous areas are overuti-
lized and cannot be expected to help allevi-
ate the shortage situation in the area for 
which designation is being considered. (If 
data on core mental health professionals 
other than psychiatrists are not available for 
the contiguous area, a population-to-psy-
chiatrist ratio there in excess of 20,000:1 may 
be used to demonstrate overutilization.) 

(c) Mental health professionals in contig-
uous areas are inaccessible to the population 
of the requested area due to geographic, cul-
tural, language or other barriers or because 
of residency restrictions of programs or fa-
cilities providing such professionals. 

C. Determination of degree of shortage. Des-
ignated areas will be assigned to degree-of- 
shortage groups according to the following 
table, depending on the ratio (RC) of popu-
lation 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: 

High Needs Not Indicated 

Group 1—FTEC = 0 and FTEP = 0 
Group 2—RC gte * 6,000:1 and FTEP = 0 
Group 3—RC gte 6,000:1 and RP gte 20,000 
Group 4(a)—For psychiatrist placements 

only: All other areas with FTEP = 0 or RP 
gte 30,000 

Group 4(b)—For other mental health practi-
tioner placements: All other areas with RC 
gte 9,000:1. 

*Note: ‘‘gte’’ means ‘‘greater than or equal 
to’’. 
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High Needs Indicated 

Group 1—FTEC = 0 and FTEP = 0 
Group 2—RC gte 4,500:1 and FTEP = 0 
Group 3—RC gte 4,500:1 and RP gte 15,000 
Group 4(a)—For psychiatrist placements 

only: All other areas with FTEP = 0 or RP 
gte 20,000 

Group 4(b)—For other mental health practi-
tioner placements: All other areas with RC 
gte 6,000:1. 
D. Determination of Size of Shortage. Size of 

Shortage (in number of FTE professionals 
needed) will be computed using the following 
formulas: 

(1) For areas without unusually high need: 

Core professional shortage = area population/ 
6,000¥number of FTE core professionals 

Psychiatrist shortage = area population/ 
20,000¥number of FTE psychiatrists 

(2) For areas with unusually high need: 

Core professional shortage = area population/ 
4,500¥number of FTE core professionals 

Psychiatrist shortage = area population/ 
15,000¥number of FTE psychiatrists 

Part II—Population Groups 

A. Criteria. Population groups within par-
ticular rational mental health service areas 
will be designated as having a mental health 
professional shortage if the following cri-
teria are met: 

1. Access barriers prevent the population 
group from using those core mental health 
professionals which are present in the area; 
and 

2. One of the following conditions prevails: 
(a) The ratio of the number of persons in 

the population group to the number of FTE 
core mental health professionals serving the 
population group is greater than or equal to 
4,500:1 and the ratio of the number of persons 
in the population group to the number of 
FTE psychiatrists serving the population 
group is greater than or equal to 15,000:1; or, 

(b) The ratio of the number of persons in 
the population group to the number of FTE 
core mental health professionals serving the 
population group is greater than or equal to 
6,000:1; or, 

(c) The ratio of the number of persons in 
the population group to the number of FTE 
psychiatrists serving the population group is 
greater than or equal to 20,000:1. 

B. Determination of degree of shortage. Des-
ignated population groups will be assigned to 
the same degree-of-shortage groups defined 
in part I.C of this appendix for areas with un-
usually high needs for mental health serv-
ices, using the computed ratio (RC) of the 
number of persons in the population group to 
the number of FTE core mental health serv-
ice providers (FTEC) serving the population 
group, and the ration (RP) of the number of 
persons in the population group to the num-

ber of FTE psychiatrists (FTEP) serving the 
population group. 

C. Determination of size of shortage. Size of 
shortage will be computed as follows: 
Core professional shortage = number of per-

sons in population group/4,500¥number of 
FTE core professionals 

Psychiatrist shortage = number of persons in 
population group/15,000¥number of FTE 
psychiatrists 

PART III—FACILITIES 

A. Federal and State Correctional Institutions 

1. Criteria. 

Medium to maximum security Federal and 
State correctional institutions and youth de-
tention facilities will be designated as hav-
ing a shortage of psychiatric manpower if 
both of the following criteria are met: 

(a) The institution has more than 250 in-
mates, and 

(b) The ratio of the number of internees 
per year to the number of FTE psychiatrists 
serving the institution is at least 1,000:1. 

Here the number of internees is defined as 
follows: 

(i) If the number of new inmates per year 
and the average length-of-stay are not speci-
fied, or if the information provided does not 
indicate that intake psychiatric examina-
tions are routinely performed upon entry, 
then— 

Number of internees=average number of in-
mates 

(ii) If the average length-of-stay is speci-
fied as one year or more, and the intake psy-
chiatric examinations are routinely per-
formed upon entry, then— 

Number internees=average number of 
inmates+number of new inmates per year 

(iii) If the average length-of-stay is speci-
fied as less than one year, and intake psy-
chiatric examinations are routinely per-
formed upon entry, then— 

Number of internees=average number of 
inmates+1⁄3×[1+(2×ALOS)]×number of new in-
mates per year 

where ALOS=average length-of-stay (in 
fraction of year) (The number of FTE psychi-
atrists is computed as in Part I, Section B, 
paragraph 3 above.) 

2. Determination of Degree of Shortage. 

Designated correctional institutions will 
be assigned to degree-of-shortage groups, 
based on the number of inmates and/or the 
ration (R) of internees to FTE psychiatrists, 
as follows: 

Group 1—Institutions with 500 or more in-
mates and no psychiatrist. 

Group 2—Other institutions with no psy-
chiatrists and institutions with R greater 
than (or equal to) 3,000:1. 

Group 3—Institutions with R greater than 
(or equal to) 2,000:1 but less than 3,000:1. 

VerDate Sep<11>2014 07:55 Dec 20, 2016 Jkt 238192 PO 00000 Frm 00089 Fmt 8010 Sfmt 8002 Y:\SGML\238192.XXX 238192js
ta

llw
or

th
 o

n 
D

S
K

7T
P

T
V

N
1P

R
O

D
 w

ith
 C

F
R



80 

42 CFR Ch. I (10–1–16 Edition) Pt. 5, App. D 

B. State and County Mental Hospitals. 
1. Criteria. 
A State or county hospital will be des-

ignated as having a shortage of psychiatric 
professional(s) if both of the following cri-
teria are met: 

(a) The mental hospital has an average 
daily inpatient census of at least 100; and 

(b) The number of workload units per FTE 
psychiatrists available at the hospital ex-
ceeds 300, where workload units are cal-
culated using the following formula: 

Total workload units = average daily inpa-
tient census + 2 × (number of inpatient ad-
missions per year) + 0.5 × (number of admis-
sions to day care and outpatient services per 
year). 

2. Determination of Degree of Shortage. 
State or county mental hospitals will be 

assigned to degree-of-shortage groups, based 
on the ratio (R) of workload units to number 
of FTE psychiatrists, as follows: 

Group 1—No psychiatrists, or R>1,800. 
Group 2—1,800>R>1,200. 
Group 3—1,200>R>600. 
Group 4—600>R>300. 

C. Community Mental Health Centers and 
Other Public or Nonprofit Private Facilities. 

1. Criteria. 
A community mental health center 

(CMHC), authorized by Pub. L. 94–63, or other 
public or nonprofit private facility providing 
mental health services to an area or popu-
lation group, may be designated as having a 
shortage of psychiatric professional(s) if the 
facility is providing (or is responsible for 
providing) mental health services to an area 
or population group designated as having a 
mental health professional(s) shortage, and 
the facility has insufficient capacity to meet 
the psychiatric needs of the area or popu-
lation group. 

2. Methodology. 
In determining whether CMHCs or other 

public or nonprofit private facilities meet 
the criteria established in paragraph C.1 of 
this Part, the following methodology will be 
used. 

(a) Provision of Services to a Designated Area 
or Population Group. 

The facility will be considered to be pro-
viding services to a designated area or popu-
lation group if either: 

(i) A majority of the facility’s mental 
health services are being provided to resi-
dents of designated mental health profes-
sional(s) shortage areas or to population 
groups designated as having a shortage of 
mental health professional(s); or 

(ii) The population within a designated 
psychiatric shortage area or population 
group has reasonable access to mental health 
services provided at the facility. Such rea-
sonable access will be assumed if the popu-
lation lies within 40 minutes travel time of 
the facility and nonphysical barriers (relat-

ing to demographic and socioeconomic char-
acteristics of the population) do not prevent 
the population from receiving care at the fa-
cility. 

(b) Responsibility for Provision of Services. 
This condition will be considered to be met 

if the facility, by Federal or State statute, 
administrative action, or contractual agree-
ment, has been given responsibility for pro-
viding and/or coordinating mental health 
services for the area or population group, 
consistent with applicable State plans. 

(c) Insufficient capacity to meet mental health 
service needs. A facility will be considered to 
have insufficient capacity to meet the men-
tal health service needs of the area or popu-
lation it serves if: 

(i) There are more than 1,000 patient visits 
per year per FTE core mental health profes-
sional on staff of the facility, or 

(ii) There are more than 3,000 patient visits 
per year per FTE psychiatrist on staff of the 
facility, or 

(iii) No psychiatrists are on the staff and 
this facility is the only facility providing (or 
responsible for providing) mental health 
services to the designated area or popu-
lation. 

3. Determination of Degree-of-Shortage. 
Each designated facility will be assigned to 

the same degree-of-shortage group as the 
designated area or population group which it 
serves. 

[45 FR 76000, Nov. 17, 1980, as amended at 54 
FR 8738, Mar. 2, 1989; 57 FR 2477, Jan. 22, 1992] 

APPENDIX D TO PART 5—CRITERIA FOR 
DESIGNATION OF AREAS HAVING 
SHORTAGES OF VISION CARE PROFES-
SIONAL(S) 

Part I—Geographic Areas 

A. Criteria. 
A geographic area will be designated as 

having a shortage of vision care profes-
sional(s) if the following three criteria are 
met: 

1. The area is a rational area for the deliv-
ery of vision care services. 

2. The estimated number of optometric vis-
its supplied by vision care professional(s) in 
the area is less than the estimated require-
ments of the area’s population for these vis-
its, and the computed shortage is at least 
1,500 optometric visits. 

3. Vision care professional(s) in contiguous 
areas are excessively distant, overutilized, or 
inaccessible to the population of the area 
under consideration. 

B. Methodology. 
In determining whether an area meets the 

criteria established by paragraph A of this 
part, the following methodology will be used: 

1. Rational Areas for the Delivery of Vision 
Care Services. 
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(a) The following areas will be considered 
rational areas for the delivery of vision care 
services: 

(i) A county, or a group of contiguous 
counties whose population centers are within 
40 minutes travel time of each other; 

(ii) A portion of a county (or an area made 
up of portions of more than one county) 
whose population, because of topography, 
market or transportation patterns, or other 
factors, has limited access to contiguous 
area resources, as measured generally by a 
travel time of greater than 40 minutes to 
these resources. 

(b) The following distances will be used as 
guidelines in determining distances cor-
responding to 40 minutes travel time: 

(i) Under normal conditions with primary 
roads available: 25 miles. 

(ii) In mountainous terrain or in areas 
with only secondary roads available: 20 
miles. 

(iii) In flat terrain or in areas connected by 
interstate highways: 30 miles. 

Within inner portions of metropolitan 
areas, information on the public transpor-
tation system will be used to determine the 
distance corresponding to 40 minutes travel 
time. 

2. Determination of Estimated Requirement for 
Optometric Visits. 

The number of optometric visits required 
by an area’s population will be estimated by 
multiplying each of the following visit rates 
by the size of the population within that par-
ticular age group and then adding the figures 
obtained together. 

Age 

Annual number of optometric visits required per person, by age 

Under 20 20–29 30–39 40–49 50–59 60 and 
over 

Number of visits ................................................ 0.11 0.20 0.24 0.35 0.41 0.48 

For geographic areas where the age dis-
tribution of the population is not known, it 
will be assumed that the percentage distribu-
tion, by age groups, for the area is the same 
as the distribution for the county of which it 
is a part. 

(3) Determination of Estimated Supply of Op-
tometric Visits. 

The estimated supply of optometric serv-
ices will be determined by use of the fol-
lowing formula: 
Optometric visits supplied = 3,000 × (number 

of optometrists under 65) 
Optometric visits supplied + 2,000 × (number 

of optometrists 65 and over) 
Optometric visits supplied + 1,500 × (number 

of ophthamologists) 
(4) Determination of Size of Shortage. 
Size of shortage (in number of optometric 

visits) will be computed as follows: 
Optometric visit shortage = visits required 

¥ visits supplied 
(5) Contiguous Area Considerations. 
Vision care professional(s) in area contig-

uous to an area being considered for designa-
tion will be considered execessively distant, 
overutilized or inaccessible to the population 
of the area if one of the following conditions 
prevails in each contiguous area: 

(a) Vision care professional(s) in the con-
tiguous area are more than 40 minutes travel 
time from the center of the area being con-
sidered for designation (measured in accord-
ance with paragraph B.1(b) of this part). 

(b) The estimated requirement for vision 
care services in the contiguous area exceeds 
the estimated supply of such services there, 
based on the requirements and supply cal-
culations previously described. 

(c) Vision care professional(s) in the con-
tiguous area are inaccessible to the popu-
lation of the area because of specified access 
barriers (such as economic or cultural bar-
riers). 

C. Determination of Degree-of-Shortage. 
Designated areas (and population groups) 

will be assigned to degree-of-shortage 
groups, based on the ratio of optometric vis-
its supplied to optometric visits required for 
the area (or group), as follows: 

Group 1—Areas (or groups) with no opto-
metric visits being supplied (i.e., with no op-
tometrists or ophthalmologists). 

Group 2—Areas (or groups) where the ratio 
of optometric visits supplied to optometric 
visits required is less than 0.5. 

Group 3—Areas (or groups) where the ratio 
of optometric visits supplied to optometric 
visits required is between 0.5 and 1.0. 

Part II—Population Groups 

A. Criteria. 
Population groups within particular geo-

graphic areas will be designated if both the 
following criteria are met: 

(1) Members of the population group do not 
have access to vision care resources within 
the area (or in contiguous areas) because of 
non-physical access barriers (such as eco-
nomic or cultural barriers). 

(2) The estimated number of optometric 
visits supplied to the population group (as 
determined under paragraph B.3 of part I of 
this Appendix) is less than the estimated 
number of visits required by that group (as 
determined under paragraph B.2 of part I of 
this Appendix), and the computed shortage is 
at least 1,500 optometric visits. 
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B. Determination of Degree of Shortage. 
The degree of shortage of a given popu-

lation group will be determined in the same 
way as described for areas in paragraph C of 
part I of this appendix. 

APPENDIX E TO PART 5—CRITERIA FOR 
DESIGNATION OF AREAS HAVING 
SHORTAGES OF PODIATRIC PROFES-
SIONAL(S) 

Part I—Geographic Areas 

A. Criteria. 
A geographic area will be designated as 

having a shortage of podiatric professional(s) 
if the following three criteria are met: 

1. The area is a rational area for the deliv-
ery of podiatric services. 

2. The area’s ratio of population to foot 
care practitioners is at least 28,000:1, and the 
computed podiatrist shortage to meet this 
ratio is at least 0.5. 

3. Podiatric professional(s) in contiguous 
areas are overutilized, excessively distant, or 
inaccessible to the population of the area 
under consideration. 

B. Methodology. 
In determining whether an area meets the 

criteria established by paragraph A of this 
Part, the following methodology will be 
used: 

1. Rational Areas for the Delivery of Podiatric 
Services. 

(a) The following areas will be considered 
rational areas for the delivery of podiatric 
services: 

(i) A county or a group of contiguous coun-
ties whose population centers are within 40 
minutes travel time of each other. 

(ii) A portion of a county, or an area made 
up of portions of more than one county, 
whose population, because of topography, 
market and/or transportation patterns or 
other factors, has limited access to contig-
uous area resources, as measured generally 
by a travel time of greater than 40 minutes 
from its population center to these re-
sources. 

(b) The following distances will be used as 
guidelines in determining distances cor-
responding to 40 minutes travel time: 

(i) Under normal conditions with primary 
roads available: 25 miles. 

(ii) In mountainous terrain or in areas 
with only secondary roads available: 20 
miles. 

(iii) In flat terrain or in areas connected by 
interstate highways: 30 miles. 

Within inner portions of metropolitan 
areas, information on the public transpor-
tation system will be used to determine the 
area corresponding to 40 minutes travel 
time. 

2. Population Count. 
The population count used will be the total 

permanent resident civilian population of 

the area, excluding inmates of institutions, 
adjusted by the following formula to take 
into account the differing utilization rates of 
podiatric services by different age groups 
within the population: 

Adjusted population = total population × (1 + 
2.2 × (percent of population 65 and over) 
¥ 0.44 × (percent of population under 17)). 

3. Counting of Foot Care Practitioners. 
(a) All podiatrists providing patient care 

will be counted. However, in order to take 
into account productivity differences in 
podiatric practices associated with the age 
of the podiatrists, the following formula will 
be utilized: 

Number of FTE podiatrists = 1.0 × (podia-
trists under age 55) 

+ .8 × (podiatrists age 55 and over) 

(b) In order to take into account the fact 
that orthopedic surgeons and general and 
family practitioners devote a percentage of 
their time to foot care, the total available 
foot care practitioners will be computed as 
follows: 

Number of foot care practitioners = number 
of FTE podiatrists 

+ .15 × (number of orthopedic surgeons) 
+ .02 × (number of general and family 

practioners). 

4. Determination of Size of Shortage. 
Size of shortage (in number of FTE podia-

trists) will be computed as follows: 

Podiatrist shortage = adjusted population / 
28,000 ¥ number of FTE foot care practi-
tioners. 

5. Contiguous Area Considerations. 
Podiatric professional(s) in areas contig-

uous to an area being considered for designa-
tion will be considered excessively distant, 
overutilized or inaccessible to the population 
of the area under consideration if one of the 
following conditions prevails in each contig-
uous area: 

(a) Podiatric professional(s) in the contig-
uous area are more than 40 minutes travel 
time from the center of the area being con-
sidered for designation. 

(b) The population-to-foot care practi-
tioner ratio in the contiguous areas is in ex-
cess of 20,000:1, indicating that contiguous 
area podiatric professional(s) cannot be ex-
pected to help alleviate the shortage situa-
tion in the area for which designation is re-
quested. 

(c) Podiatric professional(s) in the contig-
uous area are inaccessible to the population 
of the area under consideration because of 
specified access barriers (such as economic 
or cultural barriers). 

C. Determination of Degree of Shortage. 
Designated areas will be assigned to 

groups, based on the ratio (R) of adjusted 
population to number of foot care practi-
tioners, as follows: 

VerDate Sep<11>2014 07:55 Dec 20, 2016 Jkt 238192 PO 00000 Frm 00092 Fmt 8010 Sfmt 8002 Y:\SGML\238192.XXX 238192js
ta

llw
or

th
 o

n 
D

S
K

7T
P

T
V

N
1P

R
O

D
 w

ith
 C

F
R



83 

Public Health Service, HHS Pt. 5, App. G 

Group 1 Areas with no foot care practi-
tioners, and areas with R >50,000 and no po-
diatrists. 

Group 2 Other areas with R >50,000. 
Group 3 Areas with 50,000 >R >28,000. 

APPENDIX F TO PART 5—CRITERIA FOR 
DESIGNATION OF AREAS HAVING 
SHORTAGES OF PHARMACY PROFES-
SIONAL(S) 

Part I—Geographic Areas 

A. Criteria. 
A geographic area will be designated as 

having a shortage of pharmacy profes-
sional(s) if the following three criteria are 
met: 

1. The area is a rational area for the deliv-
ery of pharmacy services. 

2. The number of pharmacists serving the 
area is less than the estimated requirement 
for pharmacists in the area, and the com-
puted pharmacist shortage is at least 0.5. 

3. Pharmacists in contiguous areas are 
overutilized or excessively distant from the 
population of the area under consideration. 

B. Methodology. 
In determining whether an area meets the 

criteria established by paragraph A of this 
Part, the following methodology will be 
used: 

1. Rational Areas for the Delivery of Phar-
macy Services. 

(a) The following areas will be considered 
rational areas for the delivery of pharmacy 
services: 

(i) A county, or a group of contiguous 
counties whose population centers are within 
30 minutes travel time of each other; and 

(ii) A portion of a county, or an area made 
up of portions of more than one county, 
whose population, because of topography, 
market or transportation patterns or other 
factors, has limited access to contiguous 
area resources, as measured generally by a 
travel time of greater than 30 minutes to 
these resources. 

(b) The following distances will be used as 
guidelines in determining distances cor-
responding to 30 minutes travel time: 

(i) Under normal conditions with primary 
roads available: 20 miles. 

(ii) In mountainous terrain or in areas 
with only secondary roads available: 15 
miles. 

(iii) In flat terrain or in areas connected by 
interstate highways: 25 miles. 

Within inner portions of metropolitan 
areas, information on the public transpor-
tation system will be used to determine the 
area corresponding to 30 minutes travel 
time. 

2. Counting of Pharmacists. 
All active pharmacists within the area will 

be counted, except those engaged in teach-

ing, administration, or pharmaceutical re-
search. 

3. Determination of Estimated Requirement for 
Pharmacists. 

(a) Basic estimate. The basic estimated re-
quirement for pharmacists will be calculated 
as follows: 

Basic pharmacist requirement = .15 × (resi-
dent civilian population/1,000) + .035 × 
(total number of physicians engaged in 
patient care in the area). 

(b) Adjusted estimate. For areas with less 
than 20,000 persons, the following adjustment 
is made to the basic estimate to compensate 
for the lower expected productivity of small 
practices. 

Estimated pharmacist requirement = (2 ¥ 

population/20,000) × basic pharmacist re-
quirement. 

4. Size of Shortage Computation. 
The size of the shortage will be computed 

as follows: 

Pharmacist shortage = estimated pharmacist 
requirement ¥ number of pharmacists 
available. 

5. Contiguous Area Considerations. 
Pharmacists in areas contiguous to an area 

being considered for designation will be con-
sidered excessively distant or overutilized if 
either: 

(a) Pharmacy professional(s) in contiguous 
areas are more than 30 minutes travel time 
from the center of the area under consider-
ation, or 

(b) The number of pharmacists in each con-
tiguous area is less than or equal to the esti-
mated requirement for pharmacists for that 
contiguous area (as computed above). 

C. Determination of Degree-of-Shortage. 
Designated areas will be assigned to de-

gree-of-shortage groups, based on the propor-
tion of the estimated requirement for phar-
macists which is currently available in the 
area, as follows: 

Group 1—Areas with no pharmacists. 
Group 2—Areas where the ratio of avail-

able pharmacists to pharmacists required is 
less than 0.5. 

Group 3—Areas where the ratio of avail-
able pharmacists to pharmacists required is 
between 0.5 and 1.0. 

APPENDIX G TO PART 5—CRITERIA FOR 
DESIGNATION OF AREAS HAVING 
SHORTAGES OF VETERINARY PROFES-
SIONAL(S) 

Part I—Geographic Areas 

A. Criteria for Food Animal Veterinary Short-
age. 

A geographic area will be designated as 
having a shortage of food animal veterinary 
professional(s) if the following three criteria 
are met: 
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1. The area is a rational area for the deliv-
ery of veterinary services. 

2. The ratio of veterinary livestock units 
to food animal veterinarians in the area is at 
least 10,000:1, and the computed food animal 
veterinarian shortage to meet this ratio is at 
least 0.5. 

3. Food animal veterinarians in contiguous 
areas are overutilized or excessively distant 
from the population of the area under con-
sideration. 

B. Criteria for Companion Animal Veterinary 
Shortage. 

A geographic area will be designated as 
having a shortage of companion animal vet-
erinary professional(s) if the following three 
criteria are met: 

1. The area is a rational area for the deliv-
ery of veterinary services. 

2. The ratio of resident civilian population 
to number of companion animal veterinar-
ians in the area is at least 30,000:1 and the 
computed companion animal veterinary 
shortage to meet this ratio is at least 0.5. 

3. Companion animal veterinarians in con-
tiguous areas are overutilized or excessively 
distant from the population of the area 
under consideration. 

C. Methodology. 
In determining whether an area meets the 

criteria established by paragraphs A and B of 
this part, the following methodology will be 
used: 

1. Rational Areas for the Delivery of Veteri-
nary Services. 

(a) The following areas will be considered 
rational areas for the delivery of veterinary 
services: 

(i) A county, or a group of contiguous 
counties whose population centers are within 
40 minutes travel time of each other. 

(ii) A portion of a county (or an area made 
up of portions of more than one county) 
which, because of topography, market and/or 
transportation patterns or other factors, has 
limited access to contiguous area resources, 
as measured generally by a travel time of 
greater than 40 minutes to these resources. 

(b) The following distances will be used as 
guidelines in determining distances cor-
responding to 40 minutes travel time: 

(i) Under normal conditions with primary 
roads available: 25 miles. 

(ii) In mountainous terrain or in areas 
with only secondary roads available: 20 
miles. 

(iii) In flat terrain or in areas connected by 
interstate highways: 30 miles. 

2. Determination of Number of Veterinary 
Livestock Units (VLU) Requiring Care. 

Since various types of food animals require 
varying amounts of veterinary care, each 
type of animal has been assigned a weight in-
dicating the amount of veterinary care it re-
quires relative to that required by a milk 
cow. Those weights are used to compute the 

number of ‘‘Veterinary Livestock Units’’ 
(VLU) for which veterinary care is required. 

The VLU is computed as follows: 

Veterinary Livestock Units (VLU) = (number 
of milk cows) 

+ .2 × (number of other cattle and calves) 
+ .05 × (number of hogs and pigs) 
+ .05 × (number of sheep) 
+ .002 × (number of poultry). 

3. Counting of Food Animal Veterinarians. 
The number of food animal veterinarians is 

determined by weighting the number of vet-
erinarians within each of several practice 
categories according to the average fraction 
of practice time in that category which is de-
voted to food animal veterinary care, as fol-
lows: 

Number of Food Animal Veterinarians = 
(number of veterinarians in large animal 
practice, exclusively) 

+ (number of veterinarians in bovine prac-
tice, exclusively) 

+ (number of veterinarians in poultry prac-
tice, exclusively) 

+ .75 × (mixed practice veterinarians with 
greater than 50% of practice in large ani-
mal care) 

+ .5 × (mixed practice veterinarians with ap-
proximately 50% of practice in large ani-
mal care) 

+ .25 × (mixed practice veterinarians with 
less than 50% of practice in large animal 
care). 

4. Counting of Companion Animal Veterinar-
ians (that is, those who provide services for 
dogs, cats, horses, and any other animals 
maintained as companions to the owner 
rather than as food animals). 

The number of full-time equivalent com-
panion animal veterinarians is determined 
by weighting the number of veterinarians 
within each of several practice categories by 
the average portion of their practice which is 
devoted to companion animal care by the 
practitioners within that category, as fol-
lows: 

Number of Companion Animal Veterinarians 
= (number of veterinarians in large animal 
practice, exclusively) 

+ (number of veterinarians in equine prac-
tice, exclusively) 

+ .75 × (mixed practice veterinarians with 
greater than 50% of practice in small ani-
mal care) 

+ .5 × (mixed practice veterinarians with ap-
proximately 50% of practice in small ani-
mal care) 

+ .25 × (mixed practice veterinarians with 
less than 50% of practice in small animal 
care). 

5. Size of Shortage Computation. 
The size of shortage will be computed as 

follows: 
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(a) Food animal veterinarian shortage = 
(VLU/10,000)¥(number of food animal veteri-
narians). 

(b) Companion animal veterinarian short-
age = (resident civilian pop./30,000)¥(number 
of companion animal veterinarians). 

6. Contiguous Area Considerations. 
Veterinary professional(s) in areas contig-

uous to an area being considered for designa-
tion will be considered excessively distant 
from the population of the area or overuti-
lized if one of the following conditions pre-
vails in each contiguous area: 

(a) Veterinary professional(s) in the con-
tiguous area are more than 60 minutes travel 
time from the center of the area being con-
sidered for designation (measured in accord-
ance with paragraph C.1.(b) of this part). 

(b) In the case of food animal veterinary 
professional(s), the VLU-to-food animal vet-
erinarian ratio in the contiguous area is in 
excess of 5,000:1. 

(c) In the case of companion animal veteri-
nary professional(s), the population-to-com-
panion animal veterinarian ratio in the con-
tiguous area is in excess of 15,000:1. 

C. Determination of Degree-of-Shortage. 
Designated areas will be assigned to de-

gree-of-shortage groups as follows: 

Group 1—Areas with a food animal veteri-
narian shortage and no veterinarians. 

Group 2—Areas (not included above) with a 
food animal veterinarian shortage and no 
food animal veterinarians. 

Group 3—All other food animal veteri-
narian shortage areas. 

Group 4—All companion animal shortage 
areas (not included above) having no veteri-
narians. 

Group 5—All other companion animal 
shortage areas. 

PART 5a—RURAL PHYSICIAN 
TRAINING GRANT PROGRAM 

Sec. 
5a.1 Statutory basis and purpose. 
5a.2 Applicability. 
5a.3 Definition of Underserved Rural Com-

munity. 

AUTHORITY: Sec. 749B of the Public Health 
Service Act (42 U.S.C. 293k) as amended. 

SOURCE: 75 FR 29451, May 26, 2010, unless 
otherwise noted. 

§ 5a.1 Statutory basis and purpose. 

This part implements section 749B(f) 
of the Public Health Service Act. These 
provisions define ‘‘underserved rural 
community’’ for purposes of the Rural 
Physician Training Grant Program. 

§ 5a.2 Applicability. 
This part applies to grants made 

under section 749B of the Public Health 
Service Act. 

§ 5a.3 Definition of Underserved Rural 
Community. 

Underserved Rural Community means a 
community: 

(a) Located in: 
(1) A non-Metropolitan County or 

Micropolitan county; or 
(2) If it is within a Metropolitan 

county, all Census Tracts that are as-
signed a Rural-Urban Commuting Area 
(RUCAs) codes of 4–10; or 

(3) Census Tracts within a Metropoli-
tan Area with RUCA codes 2 and 3 that 
are larger than 400 square miles and 
have population density of less than 30 
people per square mile; and 

(b) Located in a current: 
(1) Federally-designated Primary 

Health Care Geographic Health Profes-
sions Shortage Area, (under section 
332(a)(1)(A) of the Public Health Serv-
ice Act) or 

(2) Federally-designated Medically 
Underserved Area (under section 
330(b)(3) of the Public Health Service 
Act). 

PART 6—FEDERAL TORT CLAIMS 
ACT COVERAGE OF CERTAIN 
GRANTEES AND INDIVIDUALS 

Sec. 
6.1 Applicability. 
6.2 Definitions. 
6.3 Eligible entities. 
6.4 Covered individuals. 
6.5 Deeming process for eligible entities. 
6.6 Covered acts and omissions. 

AUTHORITY: Sections 215 and 224 of the Pub-
lic Health Service Act, 42 U.S.C. 216 and 233. 

SOURCE: 60 FR 22532, May 8, 1995, unless 
otherwise noted. 

§ 6.1 Applicability. 
This part applies to entities and indi-

viduals whose acts and omissions re-
lated to the performance of medical, 
surgical, dental, or related functions 
are covered by the Federal Tort Claims 
Act (28 U.S.C. 1346(b) and 2671–2680) in 
accordance with the provisions of sec-
tion 224(g) of the Public Health Service 
Act (42 U.S.C. 233(g)). 
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