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DESERTCOM Committee  
Agenda 

March 11, 2026, at 8:30 a.m. 

Perimeter Center, Training Room (A&B) 

9960 Mayland Drive, Henrico, VA 23233 

 

 

1. Call to Order and Welcome  

2. Roll Call  

3. Review of Meeting Minutes  

4. Public Comment Period 

5. Review and Discussion of Materials 

6. Next Steps and Wrap Up 

7. Meeting Adjournment 

EDA-Census Poverty Status Waiver. 

 

https://mtgis-portal.geo.census.gov/arcgis/apps/experiencebuilder/experience/?id=ad8ad0751e474f938fc98345462cdfbf&page=EDA-Census-Poverty-Status-Viewer&views=Modeled-Tract-Area-Poverty
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DRAFT Meeting Minutes 
SHSP TF – DESERT Committee 

March 11, 2026, 8:30 a.m. 
Virginia Department of Health Professions 

9960 Mayland Drive, Training Room 1B 
Henrico, Virginia 23233 

 
Task Force Members in Attendance (alphabetical by last name):  Mr. Jim Beckner; Ms. Karen Cameron (chair); 
Ms. Carrie Davis; Ms. Amanda Dulin (dialed in virtually); Mr. Deepak Madala; Mr. Rufus Philips; Mr. Stone 
Staff in Attendance (alphabetical by last name):  Ms. Mikayla Ferguson, SHSP TF Planner; Mr. Geoff Garner, 
Senior Policy Analyst; Ms. Casey Miller, Policy Analyst 
Ms. Cameron welcomed the committee and called the meeting to order at 8:32 am. 
Ms. Miller called the roll. 
Quorum was established. 
Ms. Cameron reviewed the agenda. 
Mr. Garner walked through materials provided to the committee outlining current statutory requirements 
regarding § 32.1-102.3. Demonstration of public need required; criteria for determining need.  He advised when 
determining whether public need for a project has been demonstrated, the commissioner shall consider: 

• distinct and unique geographic, socioeconomic, cultural, transportation, and other barriers to access to 

healthcare 

• financial accessibility 

• indigent people 

Regarding § 32.1-102.2:1. State Health Services Plan; Task Force, he stressed the importance of meeting the 
health care needs of the indigent and uninsured citizens of the commonwealth. Mr. Garner  read subsection C, 
“The State Health Services Plan shall also include specific criteria for determining need in rural areas, giving due 
consideration to distinct and unique geographic, socioeconomic, cultural, transportation, and other barriers to 
access to care in such areas and providing for weighted calculations of need based on the barriers to health care 
access in such rural areas in lieu of the determinations of need used for the particular proposed project within the 
relevant health planning district or region as a whole”  
In subsection D, Mr. Garner highlighted that the Task Force shall exercise its duties to ensure the following: 

• the availability and accessibility of quality health services at a reasonable cost and within a reasonable 

geographic proximity for all people in the Commonwealth, 

• appropriate differential consideration of the health care needs of residents in rural localities,  

• elimination of barriers to access to care 

Under 12VAC5-230-30. Guiding principles in the development of project review criteria and standards, The COPN 
program seeks to promote the development and maintenance of services and access to those services by every 
person who needs them without respect to their ability to pay. 
Under 12VAC5-230-40. General application filing criteria, the commissioner may condition the approval of a 
COPN by requiring an applicant to: facilitate the development and operation of primary medical care services in 
designated medically underserved areas of the applicant's service area. 
He advised the committee that the department should review completed applications which qualify for expedited 
review pursuant to 12VAC5-220-280 in accordance with the following 90-day scheduled expedited review cycles. 
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Moving on to the topic of current legislative mandate, he referred to Virginia Acts of Assembly (2025), Chapters 
397 and 410. He explained that additional chapters listed in a bill means that there is a companion bill. He stated 
the Task Force shall develop recommendations, including project eligibility criteria, for establishing an expedited 
application and review process, in an area that meets at least two of the following criteria:  

• does not have a hospital or health care provider  

o within a 30-mile radius where the population density is estimated to be less than 1,500 residents per 

square mile or  

o within a 15-mile radius where the population density is estimated to be more than 1,500 residents 

per square mile;  

• has less than one primary care physician per 3,500 residents; or   

• has an annual poverty rate of at least 20 percent, according to the latest data provided by the U.S. Census 

Bureau. 

Mr. Garner stated that the Task Force shall develop recommendations on options for designating areas of the 
state with an identifiable need for additional projects, considering the unique geographic, socioeconomic, 
cultural, transportation, and other barriers to access to health care. The Task Force shall also develop 
recommendations on specific criteria for determining when expedited review should apply to projects located in 
such areas. The commissioner shall report the recommendations by October 1, 2026. The subcommittee DESERT 
COM must have their recommendations finalized to report out at the next full SHSP TF meeting, June 12, 2026. 
No one offered public comment. 
Ms. Cameron led the committee to the materials, “VA Rural Health Plan 2022-2026”. She read the priority 
metrics. 

1. Education 

2. Broadband 

3. Nutrition and food security 

4. Healthy moms and babies 

5. Access to health care 

6. Behavioral health, substance disorder and recovery 

7. Employment/workforce development 

Mr. Beckner asked about limitations of COPN. He asked if we could look at North Carolina, which conditions every 
medical license. He asked if this falls outside of the committee’s role. 
Ms. Cameron stated that the committee can make recommendations to the general assembly 
Mr. Garner advised the committee to bring DHP into any conversation before making recommendations. The task 
force is charged with developing the new SHSP for COPN, but the committee is not prohibited from making 
recommendations that exceed the barrier. 
Ms. Cameron led the committee to the map on page 9-2, Access to Health Care Services. 
The committee asked what SHIP means. 
Ms. Miller stated is stands for small rural hospital improvement program. 
Ms. Cameron stated that rural health care is often perceived with quality differences and patients will often drive 
further. 
Mr. Stone advised that it has a barrier impact on the ability to repair as a system.  
Ms. Cameron stated that from looking at the map on page 9-3, in Virginia, except for a few little pockets, there 
are Federally Qualified Health Centers (FQHCs) and free clinics, which should all be accessible regardless of the 
ability to pay. 
Mr. Rolfes said that primary care level is accessible; however, the lack of specialty is one of the larger issues. 
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Ms. Cameron suggested preferences, incentives, specialists willing to rotate in some of these areas as ideas. 
Mr. Philips stated the Mr. Becker has great perspective in that his organization matches patients up with 
transportation to specialty care. 
Mr. Beckner stated that driving is a problem but bridged the gap to connect patients to service. He said that the 
rural community is resourceful in taking care of their own. 
Ms. Dulin asked if telehealth is a solution? 
Mr. Stone stated that internet connectivity is often a problem; however, infrastructure has improved due to 
satellite accessibility increase in rural areas. Willingness in both patients and providers is another issue. COVID has 
since changed that model especially with providers, but patients still want to be in person. 
Mr. Garner said that ties back to the cultural barriers mentioned earlier in the language in the statutes and 
legislative mandates. 
Mr. Stone stated that it is learned behavior, a cultural behavior. In the far southwest there was a program with 
the free clinic to do telehealth and gas cards were offered as incentive. He stated that patients would drive by the 
location of the telehealth clinic and another 25 miles to see their doctor in person because that is what they are 
accustomed to doing. Another piece is that the patient will plan their entire day around that trip, grocery shop, 
stop at the pharmacy, have lunch, etc. He mentioned mammograms and colonoscopies where sedation is 
involved and their concerns about how they will get home.  
The committee discussed barriers in transportation and mobile strategies, expanding access in underserved 
communities. 
Ms. Cameron instructed the committee to the VA Rural Vitality Project Narrative. 
Mr. Garner asked the committee if mobile operates generate a bottom line that is in the black or if they are all 
operating at a loss. 
Mr. Philips stated that mobile is very expensive to operate and often dependent on grant funding. 
Mr. Stone stated that mobile rarely breaks even. 
Ms. Cameron suggested enhanced payment through Medicaid. 
The committee had a conversation about the scope of the committee, what is included, and what is outside of 
scope. 
Mr. Garner reiterated from the earlier presentation, that the coming legislative mandate is to develop 
recommendations on options for designating areas of the state with an identifiable need for additional projects, 
considering the unique geographic, socioeconomic, cultural, transportation, and other barriers to access to health 
care as well as developing recommendations on criteria for determining when expedited review should apply. 
That is the requirement, the committee can go beyond, but that is the requirement. 
The committee looked at the data in the materials provided. 
Ms. Cameron walked through the poverty rates. The cities are more concentrated, but the counties in which the 
cities are in are much more widespread. She asked if the staff could create a map by the items in the bill (20% or 
more in poverty, distance from a hospital, primary care providers) by county and, if available, any smaller 
geographic are (ZIP, census, etc.); each on a separate map and then showing areas that meet two or all of the 
criteria. 
Mr. Madala stated that he does not do targeting by locality because it is not helpful and has found that some of 
the highest amount of uninsured and poverty are within the larger counties. He gave the example of Chesterfield 
County. It is not just the percentage; it is also the number of people uninsured, in poverty and now include those 
who have lost access due to their legal status. It is very difficult to map the pockets within the counties. 
The committee discussed the criteria needed to create the maps and goals for the next meeting. 
Mr. Garner advised there is a strategic objective that needs to be identified. 
Mr. Rolfes suggested having legislators attend a future meeting. 
Ms. Davis stated that we will need to define “area’. 
Ms. Cameron requested a list of each service regulated by COPN and any language that specifically relates to 
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access. The committee may want to make recommendations for each service or offer preference but would need 
a list for review.  
Ms. Cameron asked the staff to find out which psych and substance abuse beds are regulated provide an 
inventory if possible. 
The COPN team said it would take 3 weeks to produce the maps. 
The committee agreed upon the following dates for future meetings: 
April 7, 2026, 1 p.m. will be virtual. 
April 20, 2026, 2 p.m. will be in person. 
May 11, 2026, 10 a.m. will be virtual. 
Ms. Cameron stated the goals for the next meeting will include: 

o identify the population 

o define the term, “area” 

o all COPN services which include language pertaining to access  

o map from COPN team 

o map with pockets of poverty areas within cities and counties (Mr. Madala) 

The meeting was adjourned at 10:28 a.m. 
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Good afternoon, 

Geoff, your point is well taken. The listed variables can be extracted and mapped. I still believe that doing 
the analysis at the census-tract level is the best choice because geography matters. Aggregation at the 
county and census tract levels is not a linear transformation. There are significant differences 

The OHE-Social-Epi team has modified our methodology to suit your request. Please, have your team 
review the methodology and let us know if that works for you. The maternal care desert methodology 
used a similar methodology but different variables. 

 

Hope this helps. 

From: Garner, Geoff (VDH) <Geoff.Garner@vdh.virginia.gov>  
Sent: Friday, April 3, 2026 5:00 PM 
To: Roka, Jona (VDH) <Jona.Roka@vdh.virginia.gov>; Anson-Dwamena, Rexford (VDH) 
<Rexford.Dwamena@vdh.virginia.gov>; Jacobs, Antwon (VDH) <Antwon.Jacobs@vdh.virginia.gov>; 
Scarbrough, Natalie (VDH) <Natalie.Scarbrough@vdh.virginia.gov>; Miller, Cassandra (VDH) 
<Cassandra.Miller@vdh.virginia.gov>; Serna, Sandra (VDH) <Sandra.Serna@vdh.virginia.gov>; Dunkel, 
Stephanie (VDH) <Stephanie.Dunkel@vdh.virginia.gov> 
Subject: RE: Health Professional Shortage Area - Primary care & Dental Health 
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Everyone: 

 

Thank you all for your help on this.  The maps provided so far are interesting; however, I think they contain 
factors that are not directly relevant to the task at hand. 

 

We need four things: 

1) A map showing the “areas” in Virginia with poverty of at least 20% 

2) A map showing the “areas” in Virginia with less than one PCP per 3,500 residents 

3) A map showing every hospital and PCP in Virginia with a 15-mile radius drawn around it 

4) The ability to lay these maps over each other (in order to see if a location hits at least two of the 
three above-listed elements) 

 

Do any of you have the ability to generate that…or any component of it? 

 

(Of course, part of the issue here is how you define “area.”  Since the GA did not clarify that for us, I think 
we can use whatever is most manageable…county, census tract, whatever.) 

 

Again, thank you all for your input. 

 

Geoff Garner 

  

Policy Analyst Senior, 

Office of Licensure and Certification, 

Virginia Department of Health 
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O:  (804) 367-2157 

C:  (804) 658-9690 

  

From: Roka, Jona (VDH) <Jona.Roka@vdh.virginia.gov>  
Sent: Friday, April 3, 2026 6:50 AM 
To: Anson-Dwamena, Rexford (VDH) <Rexford.Dwamena@vdh.virginia.gov>; Garner, Geoff (VDH) 
<Geoff.Garner@vdh.virginia.gov>; Jacobs, Antwon (VDH) <Antwon.Jacobs@vdh.virginia.gov>; 
Scarbrough, Natalie (VDH) <Natalie.Scarbrough@vdh.virginia.gov>; Miller, Cassandra (VDH) 
<Cassandra.Miller@vdh.virginia.gov> 
Cc: Dunkel, Stephanie (VDH) <Stephanie.Dunkel@vdh.virginia.gov>; Serna, Sandra (VDH) 
<Sandra.Serna@vdh.virginia.gov> 
Subject: Re: Health Professional Shortage Area - Primary care & Dental Health 

 

Good morning Rex, 

 

I hope you are well. Thank you for your assistance with this. I have copied members of the COPN team to 
review the maps and ask any follow up questions. 

 

Best, 

Jona  

 

 

From: Anson-Dwamena, Rexford (VDH) <Rexford.Dwamena@vdh.virginia.gov> 
Sent: Thursday, April 2, 2026 5:59 PM 
To: Roka, Jona (VDH) <Jona.Roka@vdh.virginia.gov> 
Cc: Dunkel, Stephanie (VDH) <Stephanie.Dunkel@vdh.virginia.gov>; Serna, Sandra (VDH) 
<Sandra.Serna@vdh.virginia.gov> 
Subject: Health Professional Shortage Area - Primary care & Dental Health  

  

Hello Jona, 
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I have mapped the current HPSAs for Primary Care and Dental Health. Please review and let me know if 
you need any changes. We can also link the two datasets, calculate the average HPSA score (or Provider 
FTE shortage), and map the overlap based on the scores (or FTE shortages). The higher the score (or FTE 
shortage), the greater the need. Let me know. Thanks 

  

 

 

 

 

 

 

 

 

 

5) A map showing the “areas” in Virginia with poverty of at least 20% 

Poverty data will be obtained from the U.S. Census Bureau. For each census tract, the poverty rate will be 
calculated using the non-institutionalized population as the denominator to ensure comparison across 
geographic areas. Tracts in which 20% or more of residents live below the Federal Poverty Line will be 
assigned a value of 1, indicating high-poverty status. Tracts with less than 20% of residents below the 
poverty threshold will be assigned a value of 0. 

 

6) A map showing the “areas” in Virginia with less than one PCP per 3,500 residents 

Social-Epi Team recommends calculating the “Accessibility Score Calculation Using ArcGIS.” 
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The ArcGIS Accessibility Tool will be used to generate an accessibility score for each census tract. This 
approach incorporates both the spatial distribution of primary care providers (PCPs) and the population 
they serve, while accounting for travel restrictions. The tool computes an accessibility score by integrating 
supply and demand within this catchment area, weighting providers by their proximity to the population. 

Method Overview 

• Demand: The total population residing in each census tract. 

• Supply: The number of provider full-time equivalents (FTEs) located within each tract. 

• Distance Function: A 30-minute travel-time threshold, consistent with the Health Resources and 
Services Administration (HRSA) definition of reasonable access. 

• Catchment Area: All providers within a 30-minute travel time of the tract centroid are included in 
the accessibility calculation. 

Classification of Accessibility 

The resulting accessibility scores will be divided into quintiles (1–5): 

• 1 = Highest accessibility 

• 5 = Lowest accessibility 

This classification enables meaningful comparisons across tracts. 

 

Rationale for This Approach 

Using a simple PCP-to-population ratio at the census-tract level can produce misleading results because: 

• A tract without a PCP does not necessarily lack access; residents may live near providers in 
adjacent tracts. 

• Distance and travel time are critical components of real-world access; ignoring them can bias 
estimates of provider availability. 

• The 30-minute threshold is a nationally recognized standard (HRSA) for defining reasonable access 
to primary care services. 

By incorporating travel-time–based catchment areas, this method provides a more accurate and policy-
relevant measure of spatial accessibility. 
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7) A map showing every hospital and PCP in Virginia with a 15-mile radius drawn around it 

The Social-Epi recommends Measuring Geographic Access to Hospitals Using ArcGIS Network Analyst 

ArcGIS Network Analyst will be used to calculate the travel time cost from each census tract to the nearest 
hospital. This analysis identifies the shortest travel time between the population-weighted centroid of 
each census tract and the closest hospital facility using the road network. The tool calculates the minimum 
travel time needed to reach the nearest hospital, considering actual road connectivity and travel 
impedance. 

 

Method Overview 

• Origin: Population-weighted centroid of each census tract 

• Destination: Nearest hospital facility 

• Cost Metric: Travel time (minutes) along the road network 

• Tool: Closest Facility function in ArcGIS Network Analyst 

Classification of Hospital Accessibility 

Census tracts will be dichotomized based on a 15-minute travel-time threshold: 

• Flag = 1: Tracts where the population-weighted centroid is more than 15 minutes from the nearest 
hospital 

• Flag = 0: Tracts within 15 minutes of a hospital 

This binary indicator will be used to identify areas with limited geographic access to hospital services. 

 

Rationale for the 15-Minute Threshold 

Using straight-line distance or simple proximity measures can misrepresent true access by ignoring the 
structure of the transportation network. Travel-time-based measures provide a more realistic assessment 
of accessibility. The 15-minute threshold is widely used in health services research as a reasonable 
benchmark for timely access to acute care, particularly in rural and underserved areas. 

 


