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From the Editors

Opportunities Amidst Change

Click anywhere on the above image to view Editor-in-Chief Scott Bogren and Editor Rich Sampson’s
welcome to this edition of DigitalCT magazine.
www.ctaa.org
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New on the CTPodcast

NEMT 2016

Every month, the CTPodcast is home to a collection of thought-provoking, insightful discussion on key community and public transportation topics To subscribe to the CTPodcast, go to
http://ctpodcast.blogspot.com/ or search “The CTPodcast” in iTunes. Click on the microphone
beside each entry to listen.

The C
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news

Via Rideshare’s Zach Wasserman
DigitalCT Editor Rich Sampson discusses on-demand mobility with
Via’s Vice President of Strategy, Zack Wasserman, including his company’s role in the dynamic ridesharing industry and the potential to
help community and public transportation providers apply key technology to improve on-demand Dial-A-Ride and paratransit service to
improve efficiency and customer service.
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CDTLS can provide funding in
support of transportation facility construction or renovation.
Across the country local transit
services are building facilities
and promoting economic development through transportation.
Sustainable economic development can be dependent on an
intermodal transportation system
that includes rail or bus. Financing
is meant to facilitate or enhance
community transportation activities and to promote intermodal
activities and mobility.

Financing available with negotiable
terms and low interest rates.

CDTLS is dedicated to improving mobility opportunities and
enhancing economic development
through community transportation.

Dale J. Marsico, CCTM
1341 G Street, NW, 10th Floor
Washington, DC 20005
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E-mail: marsico@ctaa.org
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Why use CDTLS?
• Flexible financing options
• Negotiable interest rates
• Key partnerships
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Eligible Applicants: Private companies, non-profit organizations,
and state or local governments
supporting community transportation and intermodal activities.
Criteria: Adequate collateral and
a priority of promoting economic
development in low-income areas.
For further information or a loan
application contact:

EQUAL OPPORTUNITY LENDER

T R AN SP OR TAT I ON FAC I LITIE S & M U LTI- M O DA L C ENTE R S

Community Development
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The perfect compliment to Digital CT is our bi-weekly ENewsletter, CT Fast Mail. Delivering the latest news on transit
policy from the nation’s capitol, developments from across the
country, research and analysis publications and information on
resources and technical assistance from the Community Transportation Association and other partners, CT Fast Mail is the
most direct location for the most relevant news and updates in
the industry.
And it’s free to sign-up! Simply send an email to fastmail@ctaa.
org and you’ll be connected with the next issue of CT Fast
Mail. In the meantime, view the latest edition at www.ctaa.org.
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The Commentary

NEMT 2016

By Rich Sampson
Offering options for people to access crucial and – in many cases – life-saving heath
care is among the most fundamental responsibilities of mobility providers in any community. Those engaged in this vital work – from
administrators and dispatchers to drivers and
mechanics – perform their duties with the
seriousness, professionalism and compassion
that comes with the job. Innovation and creativity also define the non-emergency medical transportation (NEMT) industry, seeking
out and implementing more responsive and
efficient solutions by the day.
With many NEMT operators now approaching or passing their fourth decade
of service – and some organizations with
legacies stretching even longer, like Medical Motors Service of Rochester, N.Y. – the
provision of NEMT service is now nearing
a period that will define, or re-define, its
future.
The pages of this edition highlight many
examples of the ongoing quest for innovation
in the NEMT sector – making the best use of
limited investment, responding to the changing health care environment and meeting
growing demand – while our catalog of past
editions of DigitalCT and its predecessor,
Community Transportation Magazine, chronicles transit’s rich heritage of connecting
people with health care (a good place to start
is our 2014 Charting Medical Transportation, edition – ed).
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Purposefully, we devoted the entirety of the
last edition of DigitalCT on the growing incorporation of ridesharing, micro-transit and
on-demand mobility concepts into the community and public transportation landscape.
Those principles of matching riders with the
right vehicles, fares and trip schedules via
advanced technological applications present
tremendous opportunities for NEMT providers. Our podcast – found on page 6 – with
Zack Wasserman of the on-demand transportation technology company Via underscores
and details these possibilities in the context
of demand-response and paratransit systems.
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In the meantime, this edition of DigitalCT
details proven and effective mechanisms to
help accelerate NEMT services. As we note
beginning on page 35, community and public
transportation providers in both Michigan
and Kentucky have developed innovative
models for medical transportation brokerages where existing transit systems play a
meaningful role alongside the private sector.
Meanwhile, Editor-in-Chief Scott Bogren
considers the impact of recent developments and changes in repetitively-scheduled
NEMT trips (see page 43 – ed) away from
dependence on ambulances, and a series of

9

Next Page

SUN

The Commentary

reports and updates beginning on page __
describe how various states are responding
to increased NEMT demand as a result of
expanded Medicaid populations through the
ACA.
Transportation provisions for our nation’s
veterans accessing Veterans Administration
health care programs remains elusive to this
day, as Chris Zeilinger describes beginning
on page 46. The Association’s Executive
Director – and Publisher of DigitalCT – Dale
J. Marsico, CCTM, explains the background
and nuance of these and other policy structures starting on page 11.

SUN small urban network

science, an enterprise of constantly changing knowledge, uncertain information, fallible individuals, and at the same time, lives
on the line. There is science in what we do,
yes, but also habit, intuition, and sometimes
plain-old guessing. The gap between what we
know and what we aim for persists. And this
gap complicates everything we do.”

SUN small
urban
network

The intersection of intricate policies, private-sector competition and the urgency of
service make non-emergency medical transportation both daunting and ever-changing.
This edition of DigitalCT is just one of many
resources developed by CTAA to help make
more sense of this challenging, yet essential
aspect of our industry. We encourage you to
explore our Competitive Edge training program – with its soon-to-launch online platform, as Charlie Dickson previews on page
14 – to better equip your organization to
compete among the bevy of potential providers.

In 2003, Dr. Atul Gawande wrote in a summary in Complications: A Surgeon’s Notes
on an Imperfect Science that could as easily
apply to the dilemmas of NEMT as to the
basic tenants of medicine: “we look for medicine to be an orderly field of knowledge and
procedure. But it is not. It is an imperfect
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NEMT 2016

The Economist recently published an article on American health
care companies entitled Fit as fiddles. The article highlights the
growth and economic success of insurers in the immediate period
following enactment of the Affordable Care Act, supporting the notion that insurance companies are thriving in the current market
place.
According to The Economist, states have come to the conclusion
that Medicaid is made simpler by turning the entire program over
to private contractors from the insurance industry with Texas and
Florida making this a priority this year and with Michigan and Iowa
following this year. It’s an important trend the publication thinks will
continue. On Medicare, the article acknowledges that one in three
Medicare patients today are covered by Advantage Programs run by
private insurance companies, with that number to rise to one out of
every two. Finally, the article spends time analyzing the ebb and flow
of various insurance companies and probable mergers and acquisitions.
I like this article because it reinforces many of my own views and
it provides valid economic and reality-based counterpoints to many
conservative commentators relative to the changes going on in the
healthcare market place.

By Dale J. Marisco, CCTM

Primarily, the conclusion that the Affordable Care Act would create a government-run health care system has proven itself false. In
Medicaid today, we’re seeing government-run health care now being
driven by private companies. Since the Insurance Exchanges sell
only private insurance for the uninsured, there’s no government coverage there either. And with people electing to add private coverage
to Medicare, one wonders why these falsehoods survive in the reality
of what’s actually happening.
As for Non-Emergency Medical Transportation (NEMT), I see the
trend to manage it through intermediaries, insurance companies, or
brokers continuing in the same way as coverage in general. Further
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reinforcing this trend is the fact that states
are turning to these same approaches for
behavioral health, which has always faced
transportation barriers and concerns.
Although the discussion on changes in
health care delivery usually focus on cost,
other important issues are often less visible but equally vital. Turning to insurance
companies for Medicaid and to Advantage
programs in Medicare also involves a strong
commitment to patient management —
managed care. Insurance companies often
use case management to determine levels of
service, care and testing. Deploying a range
of technology, managed care concepts assemble data on treatment and outcomes that
follow various approaches designed to both
reduce inpatient care and boost outpatient
treatment and methodologies. The end result
of these efforts should be both lower cost
and better outcomes.
What this means for NEMT is a profound
change in perspective. As we have been saying for years, all the great healthcare is useless if you can’t get there, a fact now strongly
supported by a delivery system that needs
those services to be successful. You can’t
have outpatient success if you can’t get the
patient to treatment.
I believe that market-based treatment,
outcome and payment systems are more
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powerful than government regulations. Bad
outcomes for intermediaries means financial penalties and poor ratings. We see that
all the time in stories about late night discharges from hospitals. Missing the successful outcome by failing to meet the treatment
plan costs a great deal.
The challenge for NEMT providers is
similar to all those working in the health
care field. How do providers of any service
respond to the rapid need for transportation
and develop cost structures for those who
want to buy service but not invest in infrastructure?
NEMT providers must think about hospitals as an example. Although it’s hard to
simplify 50 years of history, lets just say that
at one time almost all hospitals in the US
were either public or nonprofit entities. Such
organizations received public and charitable
contributions to build these facilities. Today
almost all such facilities are in the private
sector or in nonprofit networks that act like
private entities. Long-term private financing, bonds, depreciation and patient services paid through insurance have replaced
government grants as the primary means of
investment. The most successful of these
institutions are those that deliver high quality services at the lowest price, spreading
these costs across all patients. We all know
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of hospitals that have closed over the last
decade and these closures are linked to their
inability to adapt new forms of service delivery or being based in a community that
doesn’t have enough patients for short-term,
outcome-based care.
For NEMT providers, how we look at service must change. First we need to address
not just our service costs but the rationale
behind them. For instance, when we think
about demand are we examining the number
of trips we provide or the way requests for
service come to us? Do we take into account
that we have rising requests for real-time services? Do we have long-term patient service
requests that can be expected on a routine
basis? If we work in contracted NEMT service, do we have a fixed number of trips to
estimate our revenue before we compute our
costs? Do we expect that everyone will agree
to pay the same price or will we be forced to
discount services like everyone else in the
health care field?
Today, we must also address right-sizing,
since not all services need the same kind of
equipment. Are there ways to deploy service that costs less in one area for us so we
can provide service that’s more expensive in
another? Is the price of operating my current
fleet more than the market is willing to pay
for my service? Are there ways for me to bal-
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ance quality and price?
These are the same questions faced by people running hospitals during the last five decades and questions NEMT providers now face every day. With the
emphasis on private-sector management, make no
mistake: this trend is the future.
In these difficult and challenging times CTAA can
help. We have developed a network of services that
are essential in addressing change including:
•

The Competitive Edge: A comprehensive online educational program that can prepare you
for the new business climate that is emerging in
medical transportation.

•

The Professional: Access to an NEMT expert
experienced in the medical transportation issue
who can help you resolve your local situation.

•

The Capitol Solution: CTAA’s network for
right-sizing capital by leasing, purchasing or
renting equipment that helps you acquire rolling
stock that better meet your needs.

•

The Network: CTAA’s can provide a variety of valuable support
services like training, low-cost insurance, fuel purchasing and
other tools designed to enhance your competitiveness.

Change, though rarely comfortable, does afford new opportunities.
The articles throughout this edition of DigitalCT highlight both this
new era of profound change in the health care industry as well as
emerging new opportunities for community and public transportation operators to do what they’ve always done best: transport people.
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The Competitive Edge Evolves Into
the Keys to NEMT Success:

CTAA Brings Cutting-Edge NEMT Training Right to Your Desk
By Charles Dickson
The world of non-emergency medical
transportation is constantly changing so
CTAA is re-vamping its Competitive Edge
training course. The new course, to be titled
The Keys to NEMT Successm is designed
to help transportation providers succeed in
today’s NEMT market.
Rex Knowlton, the course instructor says,
“The Affordable Care Act combined with
more states moving to a managed-care system for all Medicaid services means that
there is an ever-increasing complexity in
providing NEMT transportation.”
Limited funding combined with growing
patient loads has states seeking intermediaries that can control costs through competition. Community and public transportation
providers must become efficient, safe, cost
effective and accountable to maintain these
important medical transportation services.
CTAA, in response to requests from its
members, has developed and is introducing
the Keys to NEMT Success that will give
community and public transit providers the
tools, resources and benefits they need to
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make them central players in the new nonemergency medical transportation environment.
The goal of this new course is to show organizations how to be competitive and profitable as a provider of non-emergency medical
transportation. The focus is on the following
keys to NEMT success:
•

Understanding the NEMT Setting

•

Knowing your cost and setting a price
that’s competitive and fair

•

Becoming a skilled negotiator

•

Training your staff

The method of presenting the class and
materials is also changing. The Keys course
will be presented in a live online format.
Course participants will log onto the course
from their office or home computer and meet
the instructor live and online. This will make
the class more convenient for participants
and allow for a large reduction in costs.

ceived over the past few years. This will allow
participants who cannot afford the time away
from their office to receive the latest, and
best training. We hope that this will be the
first of many programs offered this way.”
Although the class will be online, participants will still be able interact with the
instructor and with each other – in fact the
course is designed to facilitate maximum
participation.
The Keys class has undergone pilot testing and the first class will be offered this
spring. There are four two-hour classes that
comprise the course and it will be offered
in twice weekly sessions for two consecutive
weeks. For more information on the course
email Len Cahill at cahill@ctaa.org or call
him at (800) 891-0590 x705.

Len Cahill, Training Director for CTAA,
said, “We are moving to this online format in
response to numerous requests we have re-
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NEMT & Medicaid Expansion in Oregon

NEMT 2016

Non-emergency medical transportation (NEMT) was not mentioned
in the original 1964 Title XIX legislation establishing the Medicaid
program. The assurance of transportation for Medicaid beneficiaries
evolved over the last 50 years through administrative and judicial
mandates. Its very existence today is largely the result of numerous
federal court decisions that have permanently established access rights,
entitling recipients to receive NEMT assistance, and requiring state
and federal agencies to pay for it. As a result of this history, NEMT
has often been viewed by states as an unfunded federal mandate, and
handled separately from other Medicaid services.
This Medicaid and NEMT environment was relatively stable up until
the mid-1990s, when the number of enrollees grew and states began
looking to control costs and introduced brokerages into the mix. Today, the Medicaid & NEMT system stands once again on the precipice
of significant change – now taking the form of insurance companies,
Health Maintenance Organizations (HMOs) and Coordinated Care
Organizations (CCOs).
The passage of the Patient Protection and Affordable Care Act (ACA)
in 2010 has raised the issue anew and, to some, extent old resistance
continues. As originally enacted, the ACA required all states to expand
Medicaid coverage to nearly all adults with incomes at or below 138
percent of the federal poverty level. The original goal was to increase
enrollment by 15 million beneficiaries (Rosenbaum, 2011). A 2012 Supreme Court ruling on the constitutionality of the ACA, however, made
state Medicaid expansion voluntary. The first Medicaid expansions began in 2014. Today, 31 states including the District of Columbia have
expanded their Medicaid program and as a result more than 9 million
beneficiaries are receiving healthcare coverage as a result of the ACA
with childless adults making up the largest proportion of the newly eligible population (Centers for Medicare and Medicaid Services, 2015).
Full federal financing for the Medicaid expansion, also known as
the Federal Medical Assistance Percentages (FMAP) is available for
three years (2014 to 2016). Beginning in 2017, the FMAP will begin
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NEMT & Medicaid Expansion in Oregon
to drop, gradually decreasing to 90 percent
by 2020. This means that the states that
elected to expand Medicaid will be required
to cover the balance (National Conference of
State Legislatures, 2011). Even at the lowest
end, the federal reimbursement rate for ACA
Medicaid expansion populations is well above
the FMAP rate for other traditional Medicaid
populations, such as low-income children and
pregnant women. The FMAP is based on each
state’s per capita income, resulting in the federal government paying a larger proportion of
Medicaid costs in poorer states as compared
to higher income states. For example, in 2015
the federal government paid about 74 percent
of most Medicaid costs in Mississippi, but
only 50 percent (which is the floor), in New
Jersey and Connecticut (Federal Financial
Participation in State Assistance Expenditures,
2014).
Despite the fact that the federal government
is paying the full cost of the ACA Medicaid
expansion through 2016 and the generous federal reimbursement rates afforded to states on
an ongoing basis, the ACA remains unpopular
among a number of governors and state legislatures for a variety of reasons. The Centers
for Medicare and Medicaid Services (CMS),
the federal agency charged with administering
the Medicaid program has established a number of rules in which states are required to follow. For example, under the Medicaid expansion provisions of the ACA, states are required
to cover all newly eligible adults with incomes
up to 138 percent of the federal poverty level.
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In addition, they may not place enrollment
caps on the number of the beneficiaries. Furthermore, states are required to cover certain
mandatory benefits through the Medicaid
program. NEMT is one of those (Centers for
Medicare and Medicaid Services, 2016a).
In order to gain flexibility in how states manage their Medicaid programs, including how
NEMT services are provided to recipients,
they can ask CMS to waive certain rules and
requirements. Under Section 1115 of the
Social Security Act, the Secretary of the Department of Health and Human Services has
authority to approve experimental, pilot, or
demonstration projects that give states some
flexibility in designing their programs (Centers
for Medicare and Medicaid Services, 2016b).
These so-called Section 1115 demonstration
waivers have been used to established innovative new approaches to serving the Medicaid
population, such as Oregon’s program of coordinated care, or to propose restricting certain
Medicaid services to certain Medicaid groups.
With respect to designing Medicaid programs
for the ACA expansion population, a number
of states have obtained or are seeking approval
through the Section 1115 Waiver process
for two reasons. First, Section 1115 waivers
provide states the opportunity to implement
expansion programs in ways not afforded under current law. Second – and perhaps more
important to the provision of NEMT benefits
and access to healthcare services – states are
electing to use the waiver process as a “politically viable way to extend coverage and
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capture enhanced federal matching funds for
newly eligible adults” (Musumeci & Rudowitz,
2015).
At least three states proposed waiving the
NEMT assurance requirement when serving
the Medicaid expansion population: Arizona,
Indiana and Iowa. To date, CMS has agreed
to temporarily suspend the rule in Iowa and
Indiana, and is still considering Arizona’s
request. Other states are considering similar
waiver requests.
Taking a Closer Look at Oregon
A year ago, we began working with one
of the newly established Coordinated Care
Organizations (CCOs) that serves a largely
rural Medicaid population here in Oregon. A
CCO is a network of all types of health care
providers (physical health care, addictions and
mental health care and sometimes dental care
providers) who have agreed to work together
in their local communities to serve people
who receive health care through the state’s
Medicaid program. CCOs are focused on prevention and helping people manage chronic
conditions, like diabetes. This helps reduce
unnecessary emergency room visits and gives
people support to be healthy. Today, there are
16 CCOs operating statewide Oregon (Oregon
Health Policy Board, 2015).
Our assignment gave us access to detailed
trip data for all of the CCOs’ Medicaid members over a two-year period in 2013 and 2014.
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This rich gold mine of information allowed
us to analyze how NEMT services were being
used by each of the Medicaid eligibility groups
that make up the plan’s 20,000 plus members,
including NEMT utilization and travel patterns. With the ACA Medicaid expansion becoming fully implemented in Oregon in 2014,
we were able to assess and compare NEMT
utilization before and after the ACA Medicaid
expansion. Although our analysis is limited to
a relatively small and rural population, early
indications of the demand for and utilization
of NEMT services would suggest that proposals to eliminate NEMT services in Iowa,
Indiana and Arizona may be misguided.
The Impact of ACA Expansion on Enrollment and NEMT Utilization

vice, during the period using the eligibility file
provided to us by the CCO. Member months
is a common metric used within the health
insurance industry to quantify the number of
members in a health plan because new beneficiaries can gain or lose Medicaid eligibility
at various times during the year. A member
month is defined as one Medicaid beneficiary
being enrolled for one month. For example,
an individual who is a member of a plan for
a full year generates 12 member months. To
obtain an approximate number of enrollees in
a health plan, divide the member month figure
by 12.

As evident in Figure 1, the number of member months increased by almost 60 percent,
from 155,967 in 2013 to 243,834 in 2014,
reflecting that the number of Medicaid beneficiaries enrolled in the health plan each
month rose from 13,000 in 2013 to more than
20,000 in 2014. NEMT utilization, however,
did not experience an increase commensurate
with the growth in Medicaid beneficiaries.
In 2013, the broker provided 38,270 NEMT
trips, compared to 44,576 in 2014, an increase of a little over 16 percent.

Figure 1: WOAH Medicaid Member Months and Number of NEMT Services by Year:
2013 and 2014

In January of 2015 we began to analyze
member data provided by the CCO and
NEMT utilization data provided by the nonprofit community-based transportation broker
that had been serving plan members for years.
We initiated our work for WOAH with rather
rudimentary analyses to better understand basic utilization trends, while developing a more
detailed and sophisticated analysis of the ACA
Expansion population in the region as the data
would permit.
As a first step, we compared NEMT utilization in the pre- and post-ACA Medicaid expansion years of 2013 and 2014 in Oregon. So
that the figures are comparable, we calculated
the number of member months of NEMT ser-
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The Relationship Between Medicaid
Eligibility and NEMT Utilization

Table 1: Condensed Medicaid Eligibility Categories

In order to better understand the impact of
the ACA expansion population on NEMT utilization, we analyzed the data by Medicaid eligibility type. Using NEMT utilization data for
2014 and the health plan’s membership files,
we matched the data in both files on a unique
identification code related to each Medicaid
beneficiary. To protect patient confidentiality,
the unique ID is a code that is specific to the
Medicaid program, yet is unrelated to any personally protected or confidential information,
such as the beneficiary’s social security number. Furthermore, all other personal information was stripped from the file. In the original
membership file included 20 unique Medicaid
categories. For ease of analytical purposes and
to make the analysis more meaningful, we
condensed the 20 Medicaid eligibility categories into seven shown here in Table 1. Within
the table, we also sought to further categorize
each eligibility type into one of two rather
broad categories to help define their health
care needs: acute and chronic or long-term.
NEMT Utilization is Uneven
First, we examined the proportion of NEMT
trips attributed to each eligibility type or category with the exception of the Special Needs.
We excluded this group from our analysis
because they made up just a fraction of the
CCO’s membership and utilization, accounting for far less than one percent of all mem-
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bers and NEMT utilization. Furthermore, the
nature the Special Needs group also did not fit
neatly within any of the other eligibility types
because many of the members in this group
are often children suffering from rare and
complex medical conditions, such as cystic
fibrosis and cancer. Restricting our analysis to
six primary eligibility types, Figure 2 presents
the number of member months represented by
bars and oriented along the left-hand axis. The

proportion of NEMT trips is represented by
the diamond and is oriented on the right-hand
axis. While there was a good deal of variability
within the membership of Medicaid beneficiaries by eligibility type, there was also great
variability among the utilization of NEMT
trips in 2014.
The Medicaid beneficiary groups with
largely acute health care needs made up the

Figure 2: WOAH Member Months and Percentage of NEMT Services by Medicaid
Eligibility Category: 2014

largest proportion of the CCO’s membership,
yet accounted for the lowest utilization rates.
For example, although the ACA Expansion
population accounted for the bulk of member
months in 2014 (37 percent) they accounted
for just 14 percent of the NEMT trips. Children, the next largest Medicaid group (35
percent), accounted for almost 7 percent of
the trips. Traditional Non-Disabled Adults accounted for nine percent of enrollees, but took
just four percent of the trips. A balance between the size of the cohort and their share of
NEMT services was achieved only by Pregnant
Women, who represented one percent of the
membership and accounted for one percent of
the trips. On the other hand, Medicaid beneficiaries with chronic and long-term health
care needs, accounted for the lion share of
NEMT utilization. Blind & Disabled members
of the plan consumed the most NEMT trips,
41 percent of all NEMT services, yet made
up less than 12 percent of the CCO’s membership. The Old Aged cohort also consumed
NEMT services at a disproportionately high
rate, taking 33 percent all trips, but representing just 5 percent of members.
A Look at the Members Who Actually Use
NEMT
With the ACA Expansion population accounting for 14 percent of NEMT services in
2014, we sought to isolate the actual number of Medicaid members utilizing NEMT
services. In Table 2, we show the number of
un-duplicated users of NEMT services and
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compare them with the number of actual
members in that Medicaid category in order
to establish a utilization rate for each eligibility group. We define un-duplicated users of
NEMT services as any member that accessed
at least one NEMT service during 2014. We
also calculated the number of un-duplicated
members. They are defined as any Medicaid
beneficiary that was a member for at least one
month during 2014. For example, in 2014,
8,905 new members were added as a result of
Medicaid expansion. However, only 5 percent
of that ACA Expansion group, 433 individual
members, actually took a trip during the year.
The average user took 15 trips during the year.
As it turns out, the ACA Expansion population’s utilization rate is comparable to that of
the Traditional Non-Disabled Adult population. As reflected in the table below, Traditional Non-Disabled Adult users averaged a similar
number of trips. The Old Aged group was the
highest user of NEMT services in 2014, with a
utilization rate of over 42 percent. In addition
to having a higher rate, this older cohort also
averaged the greatest number of NEMT trips.
Costs of Serving Different NEMT Users
The cost of providing the more than 44,000
medical trips to the CCO’s 20,000 plus members during 2014 came to roughly $1.6 million. That includes all direct service costs of
providing travel, meals and lodging, plus the
broker’s administrative costs for managing the
program. Converted to a monthly per-capita
figure – or a per member/per month (PMPM)
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capitation rate – which is widely used among
CCOs in Oregon, we calculated that total
NEMT costs during the 12-month period
came to $6.65 PMPM. Included in the overall rate was $1.10 PMPM to cover the brokers
administrative expenses.
However, since each group of Medicaid
recipients utilize NEMT services differently,
we realized that you could not apply the same
charge to each category, and that the mix of
rates would change if the composition of the
Medicaid population changed. Table 3 sum-
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marizes the individual the estimated PMPM
calculations for each of the CCO’s condensed
member categories based on each group’s size
and utilization of NEMT services. The lowest per-capita rates were applied to those with
largely acute health care needs because their
utilization of NEMT services was lowest. For
example, the PMPM rate for Children was
just $2.16, the lowest among all beneficiary
groups. The ACA Expansion population’s use
of NEMT was also relatively low as compared
to other groups. The estimated PMPM for
the ACA Expansion population was just $3.04,
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bulatory taxi), stretcher volunteer, wheelchair
(paratransit) and lodging/meals. As reflected in
Figure 3, Oregon’s Medicaid program makes
extensive use of volunteer drivers. In many
rural areas of the state, volunteer drivers
are local citizens who volunteer to use their
own vehicle to take eligible clients to medical appointments, and are reimbursed based
on the total number of miles they drive when
transporting a member to a Medicaid-covered
service. Between 2013 and 2014, volunteers
provided 13,320 one-way trips, accounting for
nearly 16 percent of all NEMT services provided to this CCO’s members.

similar to the Traditional Non-Disabled Adult
population’s PMPM rate of $4.15.
The highest rates were assigned to members
with chronic and long-term health care needs.
Among the highest were members in the Old
Aged group since their use of NEMT services
exceeded all others by a wide margin. The
PMPM for this group was $37.75, followed by
the Blind & Disabled with a $20.12 PMPM
rate.
Where They Go and How They Get There
With a better understanding of which Med-
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icaid eligibility types are utilizing NEMT services, a final objective was to determine how
(mode of transportation) plan members were
accessing medical services, where they were
transported and the distances they traveled to
obtain healthcare services. By matching the
NEMT trip information with the Medicaid
eligibility data, we were further able to better
understand the transportation modes in which
plan members were accessing services.
The broker classifies the NEMT services
into one of 10 categories: airfare, public transportation (typically fixed route bus), mileage
(client reimbursement), secure, sedan (am-
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In Figure 3 (next page), we show the primary
NEMT modes utilized by the three largest
user groups: the ACA expansion population,
Traditional Non-Disabled Adults, and Children. Our focus on these three eligibility types
was to foster more appropriate comparisons of
NEMT utilization to the ACA expansion population. Although each of the three eligibility
types shown in Figure 3 is distinct and different in their own right, these groups typically
have acute health care needs rather than longterm and/or chronic conditions such as the
Blind and Disabled and Old Aged categories.
In addition, these three groups have similar
NEMT utilization rates and costs. Further,
we excluded NEMT modes like wheelchair,
stretcher and other ambulette type services
because they comprised only a small fraction
of the total number of NEMT trips for the
three groups.
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The ACA expansion group and Non-Disabled
Adults have the most comparable NEMT utilization patterns. The most common type of trip
utilized by both groups in 2014 was by sedan,
accounting for almost 33 percent of all NEMT
trips for ACA Expansion members and 35 percent for the ambulatory adult group. Both also
had comparable utilization rates of mileage reimbursement. The traditional Medicaid population was, however, almost twice as likely to
utilize volunteer drivers (33 vs 17 percent) as
ACA Expansion members. When examining
Child members, they were more likely to claim
lodging and meal expenses (nearly 29 percent)
and were also likely to use sedans as their primary mode of transport.

scheme in order to place each address into
one of nine categories: dental, dialysis, mental
health/counseling, major medical facility (e.g.
hospital), hotel/motel, nursing home or assisted living facility, pharmacy, primary or outpatient care, and unclassified or unknown.
In our analysis, we again focused on the
ACA Expansion, Traditional Non-Disabled
Adult and Child populations, also limiting
the analysis to the most frequent destina-

tions. For example, non-disabled populations
such as these were infrequent users of dialysis
facilities. Among the three Medicaid eligibility
types, the most frequent destination of NEMT
trips was a major medical facility. Among the
ACA expansion population, almost a third of
NEMT trips in 2014 were to major medical
facilities. This was followed by outpatient or
primary care services (24 percent), mental
health or counseling services (23 percent) and
pharmacies (6 percent). The proportions of

Figure 3: Select NEMT Mode and Utilization by Eligibility Group: 2014

After analyzing the mode, we wanted to
understand the reasons why members sought
care. Although we did not have the actual
medical claims or encounter data to correspond with the NEMT trips, we inferred about
the nature of the NEMT trip from the address.
The broker was able to provide the physical
address for both the origin and destination
for each one-way trip. With no other information about the address, we used a Geographic
Information Systems (GIS) program to classify
whether or not the address was a residential
or commercial address as defined by the U.S.
Postal Service. Once the commercial addresses were identified, we manually looked
up each commercial address using Google to
identify the nature of the commercial business. After carefully analyzing the commercial address¬es, we developed a classification
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the Traditional Non-Disabled Adult and Child
populations utilizing NEMT services were also
very similar to ACA Expansion population.
Also using GIS, we calculated the distances
along the network of streets and roads between the physical address for both the origin and destination for each one-way NEMT
service. While the majority of the NEMT trips
for ACA Expansion, Traditional Non-Disabled
Adults and Children occurred within the
CCO’s service area, there were also a number
of trips of up to 200 miles to distant specialized medical facilities outside the service area
Because these extreme distances can greatly
impact the calculation of average trip lengths,
in Table 4 we present the median distances
to certain destinations for the three different
Medicaid eligibility groups.
While the ACA expansion and the traditional
adult Medicaid populations shared similar utilization patterns in terms of the proportion of
beneficiaries utilizing NEMT services and the
types of facilities they accessed when seeking
care, the median distances traveled to those
health care facilities were somewhat different.
For example, the median distance from the
typical ACA Expansion member’s home to a
major medical facility was almost 16 miles. Yet
for lower income adult members, the median
distance was nearly twice that at almost 29
miles. The typical ACA expansion member
using NEMT services traveled just 5 1/2 miles
when seeking mental health care or counseling services, while the other group averaged

www.ctaa.org

CONTENTS

almost four times that distance or about 20
miles. Children enrolled in Medicaid traveled
nearly 22 miles to reach mental health services. The opposite was true among these three
eligibility groups when seeking outpatient or
primary care. ACA Expansion members typically traveled about 20 miles to receive outpatient or primary care as compared to just 10
miles for the traditional adult population and
8 miles for Children.

ulations in terms of acuity and eligibility. The
most analogous group to the ACA Expansion
population is the Traditional Non-Disabled
Adult group. They are primarily acute users of
health care services with equally low-income
levels. The principal difference between the
two is that Traditional Non-Disabled Adults
typically live in families with dependent
children while those individuals living in ACA
Expansion households do not.

Policy Implications

While we did not have detailed information
on each member’s family status, a 2012 Urban
Institute analysis of those likely to be enrolling
in Medicaid as a result of the ACA expansion
estimated that 82 percent of the newly eligible
adults would be living without dependent chil-

Our research and findings demonstrate that
the CCO’s ACA Expansion members are accessing and utilizing NEMT services at rates
and costs comparable to similar Medicaid pop-
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dren (Kenney et al., 2012). It therefore comes
as little surprise that Medicaid Expansion
members require and are utilizing NEMT services to access needed healthcare services. In
addition, compared to those with health insurance, uninsured adults are significantly more
likely to have unmet health needs (Sommers,
Baicker, & Epstein, 2012). This fact is further
underscored by our analysis that Medicaid
Expansion members who utilize NEMT services access them on average, almost 15 times
per year. We therefore believe that the ACA
Expansion populations in Iowa, Indiana and
Arizona are likely experience similar NEMT
needs and utilization patterns.
Even with utilization rates similar to that of
other CCO members with acute health care
needs, the differences in the type of healthcare services and where those services are
located among ACA Expansion members is
understandable. In the Urban Institute analysis on ACA expansion populations referenced
earlier, the authors predicted that the expansion group would be quite heterogeneous.
They estimated the ACA expansion population
to be a mix of young adults that had not yet
formed families, some parents of young children not living at home and other older adults,
nearing age 65 (Kenney et al., 2012). Because
of the likely heterogeneity of the CCO’s ACA
Expansion members, it is not unexpected to
see some variability in the types of health care
services and the long distances they are traveling to access those services as compared to
Traditional Non-Disabled Adult members due
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to the expected differences in health needs.
Due to the variety of health care needs represented by the ACA Expansion population, it is
dangerous to conclude that these groups may
not need NEMT services.
If states view the cost of providing NEMT
as an inhibiting factor for its inclusion as part
of the benefits package to ACA Expansion
populations, our analysis should allay some
of those concerns. The costs for providing
NEMT services for this population were much
lower than for populations with chronic and
long-term care needs and comparable for
populations with acute care needs. Despite
the direct cost of NEMT services, states and
providers must continue to look beyond those
costs and think of NEMT as an investment.
Studies have shown that NEMT savings in
healthcare costs due to appropriate preventive care and proper disease management were
greater than the incremental costs required to
provide NEMT services (Hughes-Cromwick,
Wallace, Mull, & Bologna, 2005). In Texas,
Medicaid recipients that accessed NEMT
services reported significantly higher utilization of early periodic screening diagnostic and
treatment (EPSDT) checkups versus those
who did not access NEMT services (Borders,
2006). EPSDT is the most prominent preventive care component of the Medicaid program
for children.

In addition, our analysis is the first to use GIS
to estimate the actual distances that Medicaid beneficiaries must travel and the types of
health care facilities where they seek care.
We think our analysis bolsters the case that
NEMT plays a critical component to health
care access for all eligibility groups with mobility challenges.
Admittedly there are a number of shortcomings to our analysis, but this is just the beginning. Our analysis was limited by our lack of
access to Medicaid claims and encounter data.
We believe, for example, that by matching the
health care claims or encounters with related
NEMT trip information, we could better understand the health care needs and acuity so
that we can better coordinate medical travel
and offer more appropriate and cost-effective
NEMT services. Furthermore, our current
analysis tells us only about those populations
that have accessed NEMT services. Approximately 3.6 million Americans miss or delay
medical care because they lack appropriate
transportation to their appointments (HughesCromwick et al., 2005). We hope to seek ways
to identify those Medicaid recipients with
transportation barriers, and assess their health
outcomes compared with NETM users in
order to insure that state Medicaid programs
are used to their fullest potential in securing
access to needed health care services.

We believe our analysis is among the first to
analyze NEMT utilization among all Medicaid
eligibility groups over an extended time period.
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The Future of NEMT and The Oregon Way
Twenty years ago, Oregon became a
pio¬neer in how Medicaid transportation was
managed by creating a network of indigenous
community brokers who used smart mobilitymanagement techniques to coordinate transportation resources at the regional level. In
addition to raising safety standards within the
industry, the model is credited with improving access to covered services for Medicaid
recipients. For years, Oregon’s NEMT program served as a national example of effective
coordination and in the use of public transit
resources, and has been a model for experts
and advocates throughout the country.
Oregon’s approach to health care reform is
challenging traditional thinking about the role
transportation access plays within the health
care delivery system. The move to a patientcentered, coordinated care model is having an
impact on how NEMT costs and benefits are
weighed. Since the inception of the Medicaid
program, NEMT has generally been viewed
as a supplemental or ancillary service that
the feds required. As a result, NEMT services
often have been viewed as costs rather than
investments, and so historically the challenge
seemed to be how to keep those expenditures
to a minimum. Now, since medical providers
are being paid to keep people healthy, rather
than just treating each illness or injury, there
is an opportunity for community and public
transit folks to form strategic partnerships
with health care providers that can reward
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Background: How Our Research Came About
By David Raphael
Following the passage of the Affordable Care Act, Oregon went through an extensive Health Systems Transformation process, and with a 1115 Waiver and a lot of money from CMS, proceeded to
reform the state’s Medicaid pro¬gram. The Governor at the time envisioned introducing a system
of coordinated care that focused inclusively on physical, behavioral and dental health. Initially, the
system concentrated only on Medicaid recipients under the Oregon Health Plan (OHP), but eventually,
it was hoped that such an integrated, patient-centered approach would be applied to all publicly-supported medical services, including Medicare, student and state employees’ health programs.
Sixteen regional Coordinated Care Organizations (CCOs) were created to manage the health care
needs of 620,000 or so enrollees in the OHP. (That OHP population rose to one million following
Medicaid expansion in 2014, a 68 percent increase.) As part of the system of care, the CCOs were
as¬signed responsibility for assuring that members had access to needed health services, as defined
by the health plans. This part of the health reform program was not very well thought-through, reflecting the fact the NEMT represents less than one percent of the Oregon’s Medicaid budget. Also, some
of the CCOs, in my judgment, were not adequately prepared to take over the NEMT task.
The shift in NEMT responsibility also was quite controversial because it involved dismantling the
state’s successful 20 year-old transportation brokerage system that had been run by indigenous
community brokers. Because managing NEMT providers was a new and added responsibility, CCOs
were given a couple of year’s leeway before they had to phase in their own medical transportation
programs. Some CCOs moved quickly, and negotiated new contracts with existing regional brokers.
Others put the contracts out to bid, and either created new, local entities or went with large national
mega-brokers, which is what happened in the Portland metro area where TriMet, the region’s public
transit provider and NEMT broker, was replaced by Access2Care, a private out-of-state contractor.
In 2014, I was approached by one of Oregon’s newly formed CCOs serv¬ing a largely small town
and rural population, and asked to help them develop their own NEMT program. I hired Steve and a
couple of other well-known local consultants to help in the analysis of NEMT operations and planning
the new system for the CCO. After a long delay – largely over HIPPA and privacy issues – we finally
got access to two years of detailed trip information for the health plan’s 20,000 or so members from
the state Medicaid agency. That data was the basis of the analysis Steve provides in this article, and
we think it represents a unique opportunity to examine how people actually utilize NEMT services. It
also provided us an opportunity to compare utilization by the traditional Medicaid population with that
of the expansion group, which represented almost a doubling of the CCO’s membership.
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NEMT providers for assuring that patients
have cost effective access to preventive and
primary care and treatment.
What is at work here is the growing recognition that improved mobility is an important
factor in keeping people healthy and that that
activity involves more than simply an occasional trip to a doctor. Getting to preventive
care and community-based rehabilitation services, for example, is essential to maintaining
health. So is having access to fresh and affordable food and pharmacies, and being mobile
enough to enjoy recreational and socialization
activities. Rather than being viewed as another
burdensome federal mandate, there is growing
awareness that a well-managed medical transportation program can pay off financially in
numerous ways for health plans, hospitals and
other medical providers, as well as taxpayers.
For example, reducing no-show rates and
missed appointments, assuring that hospital
patients are discharged on time, and reducing
avoidable emergency room visits and hospitalizations – all help to free up resources and
contribute to flattening the cost curve. Similarly, non-medical transportation that allows
at-risk Medicaid recipients to remain active in
their own homes and communities has been
proven to more than pay for itself in reduced
institutionalization costs.

are important elements in improving health
outcomes and lowering health care costs, little
progress has been made in actually measuring
those transportation-related benefits or their
actual contribution in reducing costs. Similarly, few metrics exist to quantify NEMT’s
contribution to improved health quality or
cost savings, and we are only beginning to
under¬stand the importance of developing
experience-based measures of performance
and how to use incentives to improve NEMT’s
contributions to health improvement goals
within the coordinated care environment
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While there is some understanding today
that patient mobility and access to services
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NEMT 2016

The Impact of Managed Care on NEMT in Illinois:

An Independent Evaluation of the Integrated Care Program
The University of Illinois-Chicago’s (UIC)
Institute on Disability and Human Development prepared this evaluation of the transportation impacts of the state’s IlliniCare
program in August 2015. It is excepted and
re-published here with permission – ed.
Executive Summary
Transportation is often cited as a barrier to
accessing healthcare among Medicaid recipients. It is important to examine the quality
of transportation provided as well as whether
Managed Care Organizations (MCOs) are
meeting the demand for transportation,
ensuring that members are able to keep
consistent appointments with their medical
providers. This report focuses on the nonemergency transportation services (NEMT)
services provided by the MCOs.

•

•
The MCOs have increased utilization of
nonemergency transportation more than the
Chicago Fee for Service (FFS) Medicaid enrollees. The MCOs also spend more money
on transportation than FFS.
•

Using a matched sample, the number
of outpatient visits where transportation
was provided increased significantly more
for the Integrated Care Program (ICP)
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members than for Chicago members in
FFS. Some groups of members, such as
people with physical disabilities, older
adults, and community residents had a
significant increase in non-emergency
transportation as a result of the ICP, but
for other groups, such as individuals with
developmental disabilities and those in
long-term care, the number of outpatient
visits where transportation was provided
decreased significantly as a result of the
ICP.
Among those with at least one nonemergency transportation trip, the average percent of outpatient visits where
transportation was provided was around
40 percent for ICP and 27 percent for
Chicago in FY13, showing that consumers are using other forms of transportation to go to outpatient visits.
Transportation costs went up from FY11
to FY13, but MCOs spent significantly
more on transit than what was spent
on transit for members in the Chicago
comparison group. This difference was
especially pronounced in individuals with
HIV and people with physical disabilities.
MCOs appear to be spending more on
transportation but also are providing a
higher level of service.
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Evaluation Question: Has the process that
members use to request and schedule
NEMT changed?
Similar to Fee-For-Service (FFS) Medicaid,
both MCOs used a transportation broker
who manages scheduling of trips, prior authorizations and payment to individual transportation providers. Unlike FFS where the
State pays the broker’s claims, the MCOs pay
a capitation to the transportation broker who
then makes the payments to individual providers. Both MCOs had a contract with the
same transportation broker in FY14, Medicaid Transportation Management (MTM)
for Non-Emergency Medical Transportation
(NEMT). IlliniCare contracted with First
Transit for the first part of FY14. There have
been several improvements to NEMT as part
of the ICP. They include:
•
•

As part of MCO procedures, additional
entities, such as Care Coordinators are
able to schedule trips for members.
FFS Medicaid has more strict regulations
on members having to go to the closest
appropriate medical provider and least expensive mode of transport. While MCOs
have similar goals, these are not part of
their guidelines.
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•

•
•
•

FFS Medicaid seems to have more strict
eligibility criteria for who is eligible for
NEMT. MCOs highlight that every member is eligible. However, MTM, uses a
screening process to make sure that people who have personal automobiles, have
family/friends that provides rides, utilize
paratransit or can take public transportation do not use the NEMT service.
Similar to FFS Medicaid, members in the
ICP can get reimbursed for gas mileage
when using their personal vehicles.
MCO care coordinators have access to an
online scheduling program that they can
use to schedule rides for members.
Lastly, unlike in FFS Medicaid, MCOs
allow members to stop at pharmacies
after medical visits on their trip home to
obtain medications.

Evaluation Question: Has the amount of
NEMT transportation provided changed?
NEMT trips are scheduled through a call
center by members, providers as well as
Care Coordinators. Table 1 displays NonEmergency Medical Transportation (NEMT)
data for FY13 and FY14 on the number of
trips scheduled, completed, and the reasons
that trips were not completed. While HFS
also uses a transportation broker to provide
transportation services to Chicago members,
they were not able to provide data on scheduling of NEMT in FY11 or any subsequent
years. Based on last year’s report, transportation brokers for the MCOs and the Illinois
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Department of Health and Family Services
(HFS) collected similar scheduling information and had a dedicated call center. IlliniCare’s previous transportation vendor did not
collect data on scheduling, and in 2014 it
changed transportation vendors.
IlliniCare has a slightly higher percentage
of completed trips and a smaller percentage
of cancellations by the provider than Aetna.
However, IlliniCare had more cancellations
by members and more member “no shows”.
Cancellations from providers occur for many
reasons, such as operator errors, wrong infor-
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mation, and no transportation vendor being
available. Data was not provided on the number of cancellations by providers or denials
in FY13. One of the limitations of the data is
that it does not show whether members cancelled or did not show up because they were
forced to find other means of transportation
as a result of providers being late. IlliniCare’s
transportation vendor did not collect scheduling information for FY13 or the first part of
FY14.
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Evaluation Question: Has the proportion
of members using NEMT transportation
changed?
To examine the use of transportation services, special datasets were provided to UIC
from each MCO’s transportation broker.
HFS provided claims data for members in
FFS Medicaid before and during the ICP.
In order to make equivalent comparisons, a
new metric called Travel Days was developed
and represents a day when a member utilized
a transportation service. A travel day may
have several trips and each trip may include
several claims submitted by a transportation
provider. The number of travel days per year
could be compared across groups and years.
Table 2 shows 20.5 percent of members utilized non-emergency medical transportation
(NEMT) in FY14 compared to 16.1 percent
in FY13 and 14.6 percent in the baseline period (FY11). Details on each MCO also show
that the percentage of members utilizing
NEMT was 21.0 percent for Aetna and 18.3
percent for IlliniCare. The number of travel
days per member went down in FY14 to 13.6
percent from 17.2 percent in FY13 indicating that while more members were utilizing
NEMT, they were using NEMT for less days
on average.
Although Table 2 indicates that only about
20 percent of enrollees used transportation
services through an MCO, it remains the
largest topic of grievances for consumers.
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One of the more common themes concerned
transportation no shows and lateness.
Evaluation Question: Have the types of
NEMT transportation used by members
changed?
The quality of transportation services is also
defined by whether members are placed in
vehicles that meet their current level of function and need. Table 3 describes the type of
vehicles being used to provide non-emergency transportation and the percentage of the
total travel days where each vehicle type was
used. From baseline to FY13, the use of a
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few categories increased (notably Taxis and
Service Cars) and others decreased (Nonemergency Ambulance and Medicars). This
trend continued in FY14. The MCOs noted
that they used taxi services only when other
transportation providers were not available.
Aetna did not separate out Taxi vs. Medicar
in FY14 and so 84 percent of their travel
days are in those two categories.
Evaluation Question: How have the costs
of NEMT transportation changed?
There were some substantial changes in
transportation costs during the ICP. Table

32

Next Page

Illinois’ Integrated Care Program
4 shows the total cost spent on emergency
and non-emergency transportation in FY13
compared to FY11 for the Chicago and
ICP groups. The last columns show the
percent change from FY11 to FY13 for the
ICP group and the Chicago group. Total
non-emergency costs and non-emergency
costs per 1,000 member months more than
doubled in the ICP. Emergency transportation is provided through the MCOs and not
through their broker, MTM. The MCOs paid
more per 1,000 member months for emergency transportation compared to Chicago.
MCO transportation brokers paid the transportation providers more than in Chicago for
non-emergency transportation as well. The
costs more than doubled for non-emergency
transportation for ICP members.
To better understand where the costs increased among non-emergency transportation, cost was stratified according to the type
of vehicle used in Table 5.
The cost of transportation increased substantially for most vehicle types in FY13 compared to FY11. The increase was especially
pronounced in non-emergency ambulances
($216, increased from $122 in FY11), taxis
($61, increased from $17 in FY11) and
Medicars ($59, increased from $21 in FY11).
The cost of non-emergency ambulances was
about the same in FY14, although Medicar
increased again to $93 (with a large difference between Aetna ($99) and IlliniCare
($38)).
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The impact of the ICP on costs was also
examined through a matched difference-indifference (DID) analysis using propensity
score matching. Table 6 (see previous page)
shows the costs per member month between
ICP and Chicago members from FY11 to
FY13 for outpatient visits only. Additional
sub-group analyses were conducted for each
of the waiver groups.
The matched DID showed that the effect
of the ICP was a $10.41 per member per
month increase in transportation costs. The
waiver group analysis indicated that the effect was significantly higher for individuals
with physical disabilities and those on the
elderly waiver. These groups are probably
more likely to use specialized transportation
services.
Evaluation Questions: What proportion of
doctor’s appointments is NEMT provided?
Did the proportion change as a result of
the ICP?
One of the key questions for evaluating
transportation, is whether consumers receive
transportation when it was needed? Did they
receive transportation when they had a doctor’s appointment? To examine this question,
the research team calculated the proportion
of outpatient visits where transportation was
provided.
The treatment effect of the ICP per member
was a 4.6 percent increase in the propor-
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tion of outpatient visits where transportation was provided (see Table 7). Additional
subgroup analyses of this proportion showed
that the effect of the ICP was greater for
some groups, such as members with physical
disabilities (7.5 percent) but less for other
groups, such as individuals with developmental disabilities (-4.6 percent). These results
indicate that members are getting transportation when it is needed at a slightly higher
rate than those in the FFS Chicago comparison group. However, some groups are
not being provided as much transportation
as others when they have medical appointments.
Table 8 (see next page) examines utilization
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only among people with 1 or more trips. On
average, people enrolled in Medicaid who
used transportation services only used them
for 30-40 percent of their outpatient visits.
For other visits, they obtained other forms of
transportation, whether by choice or by problems experienced. Future research should
examine how people get to doctor’s appointments for more than half of their outpatient
visits.
Evaluation Question: Have member
perceptions towards NEMT transportation
changed?
In our consumer survey, members were
asked about transportation services they re-
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ceived from MCOs. Figure 1 shows whether
or not an enrollee received transportation assistance from their insurance plan and what
type of assistance they received. Most enrollees (67.5 percent) reported that they did not
require or receive transportation assistance
from their insurance plan (although it is
likely that many of these enrollees did not
need assistance). About 10 percent received
transportation assistance via taxi or public
transportation. About 19 percent received
transportation assistance from their insurance plan via a scheduled vehicle.
Among people who reported needing transportation assistance from their insurance
plan, most reported that they always or usually received the assistance (59.8 percent
combined). However, more than 40 percent
never or only sometimes received the transportation assistance they needed.
Summary and Findings
•

•
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MCOs have made some important improvements to the scheduling and implementation of NEMT. A useful addition
has been the tracking of scheduled, denied, completed and cancelled trips. This
information helps to put into context the
consumer complaints related to transportation and was previously unavailable
under FFS.
The percentage of members using NEMT
was slightly higher during the ICP period
and the percent is consistent with what
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•

•

is reported through our consumer survey.
More noteworthy, was that the proportion
of outpatient visits with transportation
provided increased significantly more for
ICP members than for Chicago members
in FFS. Subgroup analyses showed differential impact for different waiver groups
and that for some groups the proportion of outpatient visits that transportation was provided actually decreased.
Future research could inquire into why
certain groups aren’t using NEMT as
much through additional surveys or focus
groups.
The cost of NEMT paid per member
increased during the ICP. Our analysis
indicated that in part it was due to changes in the types of vehicles used, and to an
increased capitation payment made to the
MCOs transportation broker in charge of
administering NEMT.
Among NEMT users, transportation was
provided for 30-40 percent of outpatient visits. It appears that for a majority
of visits, members find other forms of
transportation to their provider. It may
be important to convene a meeting with
transportation experts and stakeholders
about transportation policy to develop
guidelines for appropriate levels of service
for NEMT in Illinois. Additional research
is needed to understand how much of
a burden transportation to most ofthe
doctor’s visits are on members and their
families.
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Note: the following were contributors to this report: Tamar Heller, Randall Owen, Dale Mitchell, Yochai Eisenberg, Coady Wing, Anne Bowers, Caitlin Crabb, Kiyoshi Yamaki, Chris Keys,
Lindsey Back, Hailee Gibbons, Mandy Schmidt, and Judah Viola. The report was submitted to
the Illinois Department of Public Health and the Illinois Department of Healthcare and Family
Services, August 2015.
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The Michigan Transportation Connection:
Building a Statewide, Transit-Based NEMT Brokerage
By Rich Sampson
The set of circumstances that surround providing non-emergency medical transportation
(NEMT) in most states or communities are
connected by a common thread: bureaucratic
challenges, marginal reimbursement rates
and skyrocketing demand. It’s a maddening
combination of factors that frustrates among
many agencies and leads others to walk away
from the headache entirely.
Community and public transportation
providers in Michigan know these obstacles.
Over the past decade, they – through their
state transit association, the Michigan Public
Transportation Association (MPTA) – these
operators grew determined to take matters
into their own hands. This is the story of the
Michigan Transportation Connection and it’s
path – through fits and starts – to develop
a statewide NEMT brokerage model where
existing public resources are matched with
private-sector partnership to deliver better
service, while acting as the best stewards of
the public’s investment.
Breaking Bureaucratic Barriers
As demand for access to medical treatments, appointments and ongoing care has
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grown like a tidal wave since the
late 1970s and early 80s, the health
care industry, public programs that
support public health and mobility
providers have all tried to create and
sustain efficient ways to get patients
to doctors’ offices, community clinics
and regional medical centers. Rarely,
however, have those efforts occurred
in concert.
In Michigan, NEMT services were
traditionally administered through
a complicated structure between
the state’s Department of Human
Services (DHS) and the Department of Community Health (DCH).
Some clients were directed to service
provided by private-sector medical
transportation companies, while
others found their way to commu-
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nity and public transportation paratransit or
demand-response operations. Neither found
the reimbursement rates offered by the state
programs sufficient to routinely create profits
or cover the true cost of delivering the trip.
Some private operators would go out of business just as quickly as they were founded and
public transit systems were forced to bear the
fiscal burdens through contributions from local governments or transfers from other state
funding sources. Like so many places, the
situation was untenable.
And much like in other states, MPTA and
its members would – time and again – set
legislative priorities to change the unsustainable structure. They would flex their muscle
and meet with high-ranking state and local
elected officials of both parties who seemed
sympathetic to their cause. But when the time
came to meet with officials at DHS and DCH,
each agency would claim it was the other’s
responsibility, state officials would pay lip-service to potential policy changes and nothing
would ever change.
“We were spinning our wheels every time
and couldn’t seem to break through the roadblocks,” says MPTA Executive Director Clark
Harder (listen to our CT Podcast discussion
with Harder here by clicking here – ed). “Everyone seemed to understand the challenges
we were facing but no one had any solutions
to overcome them.”
By 2010, momentum was building at the
national level to advance health care reform
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legislation that ultimately became the Affordable Care Act.
According to Harder, the MPTA
responded to encouragement
from CTAA to prepare for a
fundamental restructuring of
the provision of health care and
its ancillary services, including NEMT. The MPTA formed a committee
to consider how Michigan’s transit agencies
could proactively embrace that potential new
reality.
The timing of MPTA’s committee coincided
with DHS issuing a pilot program to initiate
a NEMT brokerage in the state’s three most
populated counties: Macomb, Oakland and
Wayne in the Detroit metropolitan region.
DHS awarded the contract to operate the
program to a national medical transportation
management company. And while local transit providers participated in the program as
providers, leaders from those systems reported
minimal trip assignments and poor reimbursement rates.
“Our members were feeling like, once again
with this pilot program, the system was not
interested in changing how things were done,”
says Harder.
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Striking a New Direction Through
Simplicity & Relationships
With the three-county pilot producing
little substantive improvement, the MPTA’s
NEMT committee considered the old adage
that insanity is doing things the same way
but expecting different results. It was time to
break out of the feedback loop of spending
political energy to be stymied by bureaucratic
roadblocks and half-measures with little
chance of achieving change. Harder explains
the Association’s thinking as instead of creating an entirely new mechanism to address
insufficient resources for NEMT service, why
not encourage the state to leverage existing,
publically-funded assets and pair them with
private-sector partnerships?
“The committee recommended that we
create our own, statewide NEMT brokerage
system based on transit systems, utilizing
Michigan’s existing 211 information network
as mobility call centers and reaching out to
local, private companies with which many of
our systems already have established, positive
relationships,” says Harder.
Using the framework established by the
MPTA’s committee, the Association created
a 501c3 organization – dubbed the Michigan
Transportation Connection (MTC) – that
would provide the structure for the brokerage
model. It hired its first employee in July 2014
and received its IRS certification a year later.
CTAA’s Community Development Transportation Lending Services (CDTLS) provided
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a low-interest loan to help launch the entity.
As the organization was taking the formal
steps to create a brokerage entity, it appealed
directly to Michigan Governor Rick Snyder
in hopes that common-sense approach would
appeal to an administration that had shown
interest in practical transit concepts, such as
a regional transit authority in the Detroit area
and improvement’s of Michigan’s Amtrak passenger rail infrastructure.

sense because we are already serving most
of the people through other services and we
would be able to serve more of the population
where medical transportation is a barrier.”

At the same time, the MPTA looked to area
foundations to bolster additional capital to
help launch the MTC model elsewhere in
the state. The Michigan Health Endowment
Fund (MHEF) was in the process of receiving
grant applications during the summer of 2015
Benefiting from the MPTA’s continual
to improve the functionality of health probipartisan engagement at all levels of state
grams at the local level. Harder took advangovernment, Synder’s representatives worked
tage of his existing relationship with MHEF
with the MPTA and the legislature to include Executive Director Paul Hillegonds – who
legislation in fiscal year 2015 to introduce two previously served with Harder in the state
pilot programs – in Muskegeon and Berrien
legislature and also sits on the board for the
counties – using the organization’s brokerage
Southeast Michigan Regional Transportation
model.
Authority – to help advance the MPTA’s case
for grant funding. MHEF ultimately selected
“Working with the Snyder Administration,
the MTC among its grantees in the fall of
for the first time we really felt we had some
2015.
folks in charge who were really listening to
us,” says Harder.
Additionally, a MPTA member – the Clare
County Transit Corporation (CCTC), in Har“It helped having resources for the startup
rison – identified another source of revenue
cost,” says Rochelle Cotey, Executive Director to support the project through the Midland
of ALTRAN of Munising, current President of Area Community Foundation. CCTC Directhe CTAA Board of Directors and a member
tor Tom Pirnstall was armed with a 2013
of the MPTA committee that established the
study – the product of CTAA’s USDA-funded
MTC. “Getting the Department of Communi- Rural Transportation Technical Assistance
ty Health – which awards Medicaid contracts Program prepared by KFH Group – that arwhich are then administered through the
gued central Michigan already benefited from
DHS – to buy into how public transportation
existing resources to create a state-wide transwas an asset in creating the brokerage. A busi- portation information and referral program.
ness plan had to be developed that showed
The combination of the MHEF and Midland
how we could save the state money. It makes
Area Community Foundation grants allowed
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the MTC approach to be expanded to Clare,
Gladwin and Midland Counties (for more on
the grant through the Midland Area Community Foundation, click here – ed).
“We didn’t want or need another study, we
need to take action,” says Pirnstall. “We have
a strong structure in place and we’re glad
some key regional players are taking note.”
“The Michigan Health Endowment Fund
board is proud to support a variety of successful programs already positively impacting the
health of Michigan’s children and seniors as
a result of our first grant funding effort,” said
Rob Fowler, Chairman of the MHEF board.
“We look forward to building additional relationships with Michigan’s community foundations and other nonprofit organizations as
they continue their focused work to improve
the health of Michigan’s most vulnerable
residents.”
“We are excited to collaborate this year with
community foundations on projects that seek
to enhance the well-being of Michigan’s children and seniors in their local communities,”
added Hillegonds.
A Work in Progress
The Michigan Transportation Connection represents a new way of thinking in the
delivery and coordination of NEMT service
in the Great Lakes State, and has achieved a
foothold in implementing its model through
formal support from state government and
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private foundation sources. However, it is very
much an effort in its infancy than a piece of
fully-realized medical transportation infrastructure. While 15 counties are in various
stages of organizing and implementing the
model in their communities, there’s a long
road yet to travel before the MTC can provide
a seamless, statewide NEMT brokerage.
“This was a brainstorm and it’s important to
note that we’re creating a whole new business here,” says the MPTA’s Harder. “As we
go through this process, there have been, and
will be, growing pains.”
For instance, the pilot project in Muskegon
County was initially hampered by bureaucratic snafus within the DHS as to whether funding had actually been established and then
delays in disbarment of the investment to
Muskegon Area Transit System (MATS), the
county’s public transit provider that would administer the pilot project. Despite the logjam
in releasing funds to MATS, the system went
ahead with the program anyways, undertaking
all fiscal responsibility in the hopes the promised state funding would materialize. The
hassles led both the state and Berrien County
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transit officials to hold off on the project until
a clearer administrative process can support
its implementation.
“There were a lot of challenges in the beginning,” says Corey Davis, who oversees the
program for MATS as its Mobility Coordinator. “Completing and collecting paperwork,
determining which medical office had specific procedures for Medicaid paperwork
and release of patient information, chronic
no-shows, navigating the billing process, and
working with riders who were not used to the
way our system operates (as they previously
had a volunteer driver from DHS or another
transportation company) were the main challenges. In many instances, we were told by
the person receiving the ride, ‘I don’t want a
bus, I want a car like before.’ So working to
make the passenger feel comfortable was a big
priority.”
Additionally, the DHS established a reimbursement rate for the brokerage model that
was far less than the $15-per-trip that the
agency had provided to private companies
under the existing system.
“The biggest challenge and disappointment
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was when we were informed that DHS would
not pay transit agencies and nonprofits the
same reimbursement rates – essentially $15
per ride – that they pay to for-profit providers
for individuals who are wheelchair-bound,”
says Davis. “This was detrimental to the success of the program and not what we understood when we began the process. In order
for non-profits and transit agencies to receive
the $15 reimbursement per ride, there would
need to be a policy change at the state level.
Currently we are only reimbursed 27 cents
per mile, which nowhere near covers the cost
of the trip.”
For the MPTA and its MTC brokerage, the
future of the effort not only involves overcoming the policy and regulatory barriers to fully
support the pilot projects, but also monitoring
progress made as the grant-supported projects in Clare, Gladwin and Midland counties
move forward, explaining the fundamental
model to other transit systems and non-profit
providers across the state and investigating
how to serve trips crossing state lines into
neighboring Indiana, Ohio and Wisconsin. As
the MTC model allows systems to opt-out of
participation, providers in adjacent counties
can assume those trips to expand their service
volume and lower costs. To date, the program
is not far enough along to require decisions
on such arrangements.
“We’re looking at every alternative to ensure
this program is adaptable to the needs of our
systems and providers across the state, and
beyond,” says Harder. “We still feel like our
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timing is good and that we’re well-positioned
to change and respond as these pilot projects
come on line.”
Designing in Real Time: Lessons Learned
Although the phrase building the plane
while flying it is a common one in workshop
presentations and team-building exercises,
the thinking behind that concept is no less
true for the experience of Michigan’s transit
systems in creating an innovative, statewide
non-emergency medical transportation brokerage model.
According to ALTRAN’s Cotey, patience is a
prerequisite.
“This was something that required patience,” says Cotey. “It took a long time to get
the governor’s office involved to work with
state departments. To follow a similar path,
start slow and do it right. Go to foundations
or local health care providers first to build
startup funds and then start working with
the state. It takes much more time to develop
agreements and procedures with the state,
but they do need to be partners. They control
about 30 percent of the people who are on
Medicaid.”
The MPTA’s Harder notes the extensive
time the Association spent in researching
legislation and policies as well as a continual
focus – driven by its NEMT committee – on
considering the potential market for such a
service as the stepping stones for other states
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exploring a similar structure. Meanwhile,
MATS’ Davis recommends transit providers learn from others and establish policies
and procedures in advance, work with local
medical providers to understand how they
complete the Medicaid paperwork process,
provide ample employee training prior to the
beginning of the program and have informational materials on-hand for new passengers
so they can understand the agency’s service
parameters.
Both Harder and Davis agree:, having a
strong set of goals from the outset as well as
the dedication to see the effort to its conclusion are the defining elements of planning
and implementing the MTC model.
“We’re striving to assist individuals with barriers to transportation and increase awareness
of public transportation as a NEMT option,”
says Davis. “We’ve created a framework that
other transit agencies can implement for similar programs and are working with MPTA and
others towards a fair reimbursement rate for
transit agencies, either through social service
agencies or health insurance programs.”
“I think we’re well on our way and we’re
looking forward to having even more examples
of elements that worked – and those that
didn’t – when CTAA comes to Michigan for
EXPO 2017 in Detroit,” says Harder. “We’re
excited to share our story, one that is changing every day as it moves closer to reality.
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The CT Interview: Vickie Bourne Discusses the Creation of
Kentucky’s Human Service Transportation Delivery Program
In 2001, the Commonwealth of Kentucky created the Human Service Transportation Delivery (HSTD) program to coordinate and provide
non-emergency medical transportation in the
state. Vickie Bourne served on the Empower
Kentucky Committee that developed the program’s structure and has served as Executive
Director of the Kentucky Transportation Cabinet’s Office of Transportation Delivery – which
oversees the program – since its inception.
Here, she describes the development and implementation of this innovative model. Please
note that the administration of new Kentucky
Governor Matt Bevin may significantly change
the program in the future.
DigitalCT: Tell us a bit about the development of the HSTD program from its earliest concept?
Bourne: In the late ‘90s, Kentucky had an out
of control non-emergency Medicaid program
laced with fraud, lack of accessibility, no
safety measures and limited accountability of
transportation providers and recipients.
Non-emergency Medicaid vouchers were
issued by county case workers. Case workers had heavy workloads and did not have the
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resources to see if the transportation provider
was in good standing such as carrying insurance or having operating authority. Case workers did not know the condition or the type of
vehicles utilized. There were no driver records
or background checks required. It was unknown if the recipient was being transported
to an eligible service.
Children were transported without escorts.
The transportation provider (taxi or bus company) submitted a payment request based
on mileage to the county case worker. Case
Workers processed the payments with little
verification and it often took up to eight
months for the provider to receive reimbursement. In many cases, the providers would
overstate mileage and the State paid it. In one
instance, a provider basically traveled less
than ten miles but charged more than 4,000
miles and it was paid.
Basically, there was no accountability on the
transportation provider or the recipient. A task
force made up of a variety of State employees including Health Services, Transportation,
Workforce Development and Families and
Children was charged with the responsibility
to develop a Human Service Transportation
Program/NEMT Program. We approached our
state legislators with a proposed house bill.
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Our Kentucky NEMT Program was established
by state statute.
DigitalCT: What were some of the goals
going into the establishment of the program?
Bourne: We wanted to:
•

Eliminate fraud and contain cost, bring
accountability,and establish a monitoring
mechanism
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•
•
•

Increase recipient accessibility
Establish safety standards
Coordinate transportation services

DigitalCT: How did transportation providers come together with elected officials
to create the program?
Bourne: State transportation and Health
Service officials held stake holder meetings,
conducted surveys and invited input from
transportation providers and medical facilities.
After the transportation provider/medical
facility meetings, State officials worked with
legislators to sponsor legislation. As the
proposed Bill went through the legislative
process, hearings were held which included
transportation provider input.
DigitalCT: Talk a little bit about how the
program operates, both administratively
and functionally.
Bourne: The task force committee, as previously described, recommended that the
Transportation Cabinet administer the HSTD
KY NEMT Program due to the fact we were
already in the mass transit business, moving
people from A to B with our public transit Programs. The Kentucky Transportation Cabinet
also had direct access to statewide vehicle
records and driver’s license; an important
component for provider/recipient accountability.
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In the ‘90s, the Health Services Cabinet had
thousands of contracts for NEMT services.
Today, Health Services only has one contract
with the Transportation Cabinet to administer
the NEMT Program. Additionally, in 1997,
Health Services paid between $1.5 to $2 million annually to administer the NEMT voucher
system. Eighteen years later, the Health Service Cabinet pays the Transportation Cabinet
$560,000 annually to administer the Program.
Immediate cost savings were realized by
switching to a brokerage model administered
by KYTC.

opment and Transportation serve on a Coordinated Technical Advisory Committee (CTAC)
reviewing and setting policy as needed.

State ztatute prescribes how the Kentucky
NEMT network shall be established both in
administration and operations. For example,
the statute mandates the state be divided into
transportation regions. The Finance Cabinet
will issue an RFP for regional transportation
brokers. The Transportation Cabinet. in turn,
and along with the Finance Cabinet, contracts
with the transportation brokers. The transportation broker contracts with transportation
providers ensuring that each transportation
provider meets program criteria. All trips are
scheduled and coordinated through the brokerage. Brokers will monitor the transportation
providers to ensure trips are completed as
assigned. Monthly reports, including trip data
are submitted to the Transportation Cabinet
from each broker.

The KYTC/Office of Transportation Delivery
conducts on-site broker assessments, random
vehicle inspections, and recipient satisfaction
rider surveys throughout each Fiscal Year.
Contract compliance is required to ascertain
vehicle inspections and driver qualifications.
Proof of vehicle insurance is checked. Monthly
reports on driver drug and alcohol testing are
made to the Transportation Cabinet. Recipient
eligibility and verification is performed ensuring the recipient is going to a covered service.

Each month, Health Services reimburses the
Transportation Cabinet a capitated payment
for each transportation region. The Transportation Cabinet reimburses the broker monthly
based on a per-member, per-month eligibility
count. Dollars received by brokers are used
to pay all transportation providers and cover
administration expenses after all providers are
paid in full.

Under the current rogram, a proper vehicle
is assigned to meet recipient mobility needs
in the coordination of scheduled trips. Before
the Kentucky NEMT brokerage model, some
recipients were denied transportation because
the case workers were unable to schedule a
trip with a provider or find a lift-equipped vehiTo ensure the program continues to provide cle. Modern technologies are utilized to track
a timely, accessible transportation service, the scheduled trips and assigned vehicles. The
Cabinet for Health Services, Workforce Devel- KYTC/Office of Transportation has a toll-free
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number that allows recipients to call the State
regarding eligibility or to lodge a complaint.
Subcontractors may file a complaint or ask
questions via the toll-free number as well.
Since the ‘80s, federal and some state governments have encouraged the coordination
of transportation services. The HSTD Program
strives to coordinate the various federal programs and not have multiple vehicles driving
parallel; going to the same facilities with oneon-one transports.
 igitalCT: What advice would you give
D
to other states hoping to replicate this
model?
Bourne: Coordinate with your state DOT and
your Health Services Offices and get legislative approval that can be incorporated into
state statute and regulations.
Another important factor and the core of the
HSTD Program success is the fact that we
have Kentucky public transit operators committed and strongly supporting the HSTD Program. I don’t believe we could accomplish so
much without our Kentucky Transit Providers
(for our profile of one such provider – Mount
Vernon’s Rural Transit Enterprises Coordinated, Inc. (RTC), click here – ed).
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46 – Medicare NEMT Demonstration: The Rising Demand for Dialysis Transportation
49 – What About NEMT for Veterans?
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non-emergency medical transportation trips
to dialysis, paid for by Medicare, though only
to critically-ill and/or bed-ridden individuals.
The initiative was launched by CMS to
effectively test whether paying for what it
calls, “repetitive, scheduled non-emergent
ambulance transports” actually reduces program expenses by avoiding more expensive
ambulance transports. Beginning this month,
six additional states — Maryland, Delaware,
Virginia, West Virginia, North Carolina and
the District of Columbia — have joined the
initiative.
By Scott Bogren
Medicare, which provides health insurance
to 48 million Americans, has no non-emergency transportation benefit — it only pays
for ambulance trips. Yet as numerous studies and a recent report from a U.S. Department of Health and Human Services Office
of the Inspector General (OIG) highlights,
Medicare is too often paying for expensive
ambulance trips when they are not necessary
— particularly in serving dialysis trips.
That is precisely where opportunity meets
reality — where Center for Medicare and
Medicaid Services (CMS) officials fully realize the potential savings that non-emergency
medical transportation brings to the dialysis
arena in the form of reduced ambulance
costs, emergency room visits, hospitalizations and readmissions. And not just to criti-
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cally ill and/or bed ridden individuals need
some form of ambulance transport, but to all
dialysis patients. And though we’re not there
yet, a new Medicare demonstration offers a
first, positive step in this direction.
The Medicare Demonstration
A recently introduced Medicare demonstration begins the journey by which CTAA
believes the life-sustaining and cost-saving
non-emergency medical transportation benefit should be more fully expanded. Section
515 of the Medicare Access and CHIP Reauthorization Act added a new requirement for
the testing of a prior authorization model for
repetitive, scheduled non-emergent ambulance transport in New Jersey, Pennsylvania,
and South Carolina. CTAA members providing dialysis transports today know exactly the
nature of these repetitive, scheduled transports. These three states are now providing
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The initiative is, thus far, limited to dialysis patients who are bed ridden and/or have
other serious medical complications requiring some form of ambulance transport. It’s
far from ideal, but it’s the first time that
Medicare has offered any transportation benefit beyond emergency and it may portend a
broader expansion of the benefit in the near
future —to include dialysis patients who are
transportation disadvantaged.
“What may look like savings under the line
item called ambulance,” says frequent CTAA
NEMT Contributor Marsha Simon of Simon
& Company, “is going to end up being greater
cost on the line item called hospital. A much
better solution would have been a pilot program
that included a Medicare-funded transportation
option for people who may not be able to drive
or are unable to afford a taxi, but don’t need an
ambulance.”

46

Next Page

Medicare NEMT Demonstration
The Growth in End Stage Renal Disease and
Dialysis is Undeniable
The key factor in this issue is the undeniable growth in the number of Americans
needing dialysis as treatment for end stage
renal disease. The expanding population of
older adults as well as increases in diabetes,
hypertension and heart disease are all driving record numbers of dialysis patients —
the vast majority of whom need treatments
thrice-weekly.
Today, more than 20 million Americans
have some form of kidney disease, two-thirds
of whom are under the age of 65. In 1973
Medicare launched its end state renal disease program, offering health care coverage
to kidney disease patients under the age of
65 — approximately 10 percent of Medicare recipients are not older Americans. The
average dialysis patient costs the Medicare
program between $70,000 and $100,000
annually. These costs have been rising at an
annual rate of six percent in recent years.

emerged as key indicators of successful treatment outcomes — and areas where transportation providers have a direct impact. The
increase in the number of freestanding dialysis facilities (estimated at nearly 6 percent,
annually) as well as the improvement in end
stage renal disease treatments are effectively
useless if patients cannot get there.
Why CMS Launched the Demo
CMS, in its demo, says it is seeking to test
whether prior authorization helps reduce
expenditures, while maintaining or improving
access to and quality of care. The agency believes using a prior authorization process will
help ensure services are provided in compliance with applicable Medicare coverage,
coding, and payment rules before services
are rendered and claims are paid.
In September, a report by the US Department of Health and Human Services Office
of the Inspector General (OIG) found the
following:

• Medicare paid $17 million for ineligible
transports to non-covered destinations like
physician’s offices.
• Medicare paid $30 million for beneficiary
transports that did not receive Medicare services at the pick-up or drop-off location. The
OIG believes some of these claims may have
been inappropriate.
• One in five Medicare ambulance providers had what the OIG deemed “questionable”
billings.
The OIG report even mentions the preauthorization demonstration in Pennsylvania,
South Carolina and New Jersey, noting that
the demonstration particularly focuses on dialysis-related transports that have increased
notably in recent years.
CMS is collecting extensive data as the
current demonstration program expands —
data that it hopes will prove the efficacy of
fundamentally changing how it looks at repetitive, scheduled non-emergent ambulance

Among so-called advanced countries, the
U.S. trails only Japan for the rate of dialysis
utilization at 125.7 per 100,000 population.
In terms of end stage renal disease incidence, the U.S. trails only Mexico. Sadly, the
U.S. tops the rankings of mortality rates for
end stage renal disease patients, at 20 percent.
Access to dialysis centers and the duration of these life-sustaining treatments have
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Medicare NEMT Demonstration
transports. Nothing is ready for release as of
this writing.
The Emerging Opportunity
As the calendar turns to 2016, it is time for
CTAA members from around the nation to
join together in pursuit of a demonstration
that links Medicare with a non-emergency
medical transportation component for all
dialysis patients — not just those in need of
ambulance-type mobility. The cost-savings
of community transportation NEMT trips,
combined with the improved access to treatments and patient outcomes, is a worthwhile
pilot program.
If you’re interested in this effort, please
drop me an email at bogren@ctaa.org.
ABOUT US
Community Transportation Magazine is the voice of the Community Transportation Association, a national association dedicated to making mobility alternatives available to all
Americans. The Association’s Board of Directors provides national leadership and direction for the Association. The Board relies on the special expertise of its State and Tribal
Delegate Council to assist in their important efforts.
OUR BOARD OF DIRECTORS: Rochelle Cotey, President; Bill McDonald, Vice President; Moses Stites, CCTM, Treasurer; Dr. Fred Schmidt, Secretary; Charles Carr; Barbara Cline,
CCTM; Ann Gilbert; Santo Grande, CCTM; Jo Ann Hutchinson; Robert P. Koska; Dave Marsh; John McBeth; William McDonald; Elaine Wells; Fred Schmidt, PhD.; David White,
CCTM and William Osborne. Ex-Officio Directors: Dan Dirks CCTM; Reginald Knowlton, CCTM; Richard Doyle; Roland Mross
OUR STATE & TRIBAL DELEGATE COUNCIL: Alabama • Taylor Rider; Alaska • Casey Anderson; Arizona • Jeff Meilbeck; Arkansas • Ken Savage; California • Ron Hughes; Colorado • Hank Braaksma, CCTM; Connecticut • Mary Tomolonius; Delaware • Ken Bock, CCTM; Florida • Steve Holmes; Hawaii • Harry Johnson; Georgia • Butch McDuffie; Idaho • Kelli
Fairless; Illinois • Tom Zucker, CCTM; Indiana • Rebecca Allen, CCTM, CTSR; Iowa • Mark Little, CCTM; Kansas • R.E. (Tuck) Duncan; Kentucky • Beecher Hudson; Louisiana • Donna Lavigne; Maine • Jim Wood; Maryland • Nancy Norris, CCTM; Massachusetts • Anthony Ngethe; Michigan • Dan Wedge; Minnesota • Mike Ness; Mississippi • John Johnson;  
Missouri • Dorothy Yeager, CCTM; Montana • Ron Wenger; Nebraska • Charles McGraw; Nevada • Debbie Dauenhauer; New Hampshire • Van Chesnut; New Jersey • Carol
Novrit, CCTM; New Mexico • David Harris, AICP; New York • Damon Mustaca, CCTM; North Carolina • Randy Bass; North Dakota • Dale Bergman; Ohio • Kristina Reider, CCTM;
Oklahoma • Charla Sloan, CCTM; Oregon • Doug Pilant, CCTM; Pennsylvania • Leeann MacWilliams, CHSP; South Carolina • Keith Scott; South Dakota • Ronald Baumgart; Tennessee • Chris Kleehammer; Texas • Lyle Nelson; Utah • Todd Beutler, CCTM; Vermont • Jim Moulton; Virginia • Josh Baker, CCTM; Washington • Kelly Scalf; West Virginia •
David Bruffy; Wisconsin • Greg Seubert; Wyoming • Renae Jording, CCTM. Tribal Delgates: Eastern Band of Cherokee Indians • Kathi Littlejohn; Navajo Nation; Confederated Salish
& Kootenai Tribes of the Flathead Nation • Corky Sias
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By Chris Zeilinger
In rural, suburban and urban areas alike,
community transportation providers have become increasingly aware of the mobility challenges that face many of our country’s veterans. It’s not that these men and women have
unique transportation needs – really, they’re
simply trying to get to jobs, education, shopping, medical services, and socializing with
family and friends, just like the rest of us.
However, the systems of services and benefits
for veterans are provided in ways that are different than what we do for other segments of
the population. A leading case in point, experienced by many community transportation
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providers, is that the health care benefits and
services provided through the Department of
Veterans Affairs are handled quite differently
than Medicare, Medicaid or insurance-centered health care.
Today, there are approximately 22 million
men and women who’ve previously served in
our country’s armed forces. A slight majority
– 55 percent – of these veterans are workingage adults (i.e., between the ages of 18 and
64). According to the Department of Veterans Affairs (VA), about 6 million veterans
receive health care from VA hospitals and
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clinics, but nearly every veteran also receives
non-VA health benefits, too, with 11 million
veterans receiving employer-provided insurance, 9 million veterans receiving Medicare
benefits, and just under 2 million veterans
receiving Medicaid benefits. While unemployment rates among veterans (i.e., the
number of currently non-working workingage veterans actively seeking employment)
are lower than for the overall civilian population in the U.S., workforce participation
rates are lower among veterans, and the
incidence of disabilities among veterans is
higher than for the U.S. population. Among
working-age veterans, those who are employed receive wages and salaries that are
higher than comparable nationwide figures:
the median income of an employed veteran
in 2012 was $35,367, compared to that
year’s median income of $24,521 among all
working persons in the U.S. However, nearly
half of all working-age veterans are not even
in the workforce.
We may want to think that the health care
services provided through the VA represent
the universe of medical care for veterans, but
such is not the case. Last year, the federal
government spent $59.4 billion on health
care services for veterans, according to VA
data, but these services were provided to
less than one-fourth of our nation’s veterans. Thus, for every veteran, one of the most
challenging health care questions he or she
must face, often on a daily basis, is “who’s
paying for this part of my health care?”
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NEMT & Veterans
This health care conundrum carries over
into the transportation space. After all,
employer-provided insurance hardly ever
includes any provision for non-emergency
medical transportation, nor are the majority
of Medicare beneficiaries able to enjoy any
sort of non-emergency transportation benefit.

participating VA facilities, which represents
only a fraction of our veterans’ population,
and – with the exception of veterans living
more than 40 miles from otherwise appropriate VA services – does not pay even the
slightest bit of attention to medical or other
services not furnished by the VA.

Some of the 1.7 million veterans receiving Medicaid may be able to have some of
Within the VA health system, there is a
their medical transportation covered by their
growing patchwork quilt of transportation
state’s Medicaid program, but that depends
resources, including some reimbursements
on how the state administers NEMT within
to family members for beneficiary travel, a
its Medicaid program, and is certain to delong-standing use of volunteer medical trans- pend on whether the veteran on Medicaid is
portation for ambulatory veterans provided in receiving Medicaid-covered services from a
partnership with DAV chapters, some transMedicaid-participating health care provider;
portation operated directly by the VA through typically, these are not VA facilities. So, there
its Veterans Transportation Service, some
is the possibility that a low-income veteran
medical transportation provided to non-ammay be able to receive transportation to and
bulatory veterans through contractors, and
from Medicaid-covered services, but cansome instances where partner organizations
not receive transportation to and from his or
are helping address non-emergency medical
her VA-covered health care services. And if
transportation for veterans in highly rural
that itself is not a challenge, our country has
areas.
approximately 450,000 veterans over the age
of 64 that live in poverty, which means that
To help veterans make effective use of
their health care frequently is a crazy quilt
these diverse transportation options, and to
of concurrent VA benefits, Medicaid benefits
make use of existing, publicly available local
and Medicare benefits.
and intercity transportation services, there’s
a growing network of mobility managers
For transportation providers accustomed
housed within participating VA facilities, as
to providing NEMT as part of their states’
part of its Veterans Transportation Program.
Medicaid programs, responding to veterans
Of course, this whole patchwork of services
transportation needs can pose a number
is available only to veterans in connection
of challenges. For one, VA does not have
with the health care they are receiving at
the mechanisms in place to pay for NEMT,
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unless provided directly through VTS or a
contractor. For another, there is no statutory assurance of NEMT. Even when there
are arrangements in place to pay for veterans’ NEMT needs, these arrangements will
address only the transportation to and from
VA facilities. Operationally, there is a challenge of geography, in that there are only 153
VA Medical Centers across the country, plus
numerous community-based outpatient clinics (CBOCs), but these medical centers and
CBOCs often are not in the same community as the veteran’s residence, which further
precludes local transportation services as a
means of accessing the health care. Of the
5.2 million rural veterans, 57 percent are enrolled in the VA for health care – three times
the enrollment level for urban veterans –
which makes access and transportation even
more critical in rural communities.
The VA itself, often nudged and supported
by the network of veterans’ advocacy organizations, is taking a number of steps to help
make veterans’ medical mobility less of a
problem than historically has been the case.
As mentioned above, there are a number of
initiatives within VA’s Veterans Transportation Program that have been helping improve
the transportation connections between veterans and their VA-provided health care. The
demonstration programs of transportation
for veterans in highly rural areas are suggesting some promising partnerships that could
pay off for more rural veterans, if Congress
can adjust the necessary laws. Even more
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recently, VA announced a new pilot program,
Project ARCH (Access Received Closer to
Home), that is testing ways in which the
VA helps connect veterans with health care
services near where they live, and helps these
locally based health care providers furnish
VA-covered health care, even though the
nearest VA facility may be many miles away.
Five pilot Project ARCH sites have been
named, and it will be interesting to see how
this approach plays out in Flagstaff AZ, Pratt
KS, northern Maine, Billings MT and Farmville VA.
Within the transportation community, the
responses to veterans’ NEMT challenges vary

widely. Realizing that a large majority of veterans are not receiving transportation from
VA, and are not covered under Medicaid,
more and more local transportation providers
try to make existing transit services available
to veterans, by educating VA mobility managers, case workers, and individual veterans
about their transit options, by assuring the
availability of transit services and amenities
at VA facilities, and often by going an extra
mile by doing such things as providing farefree or reduced-fare transit services for veterans. In many urban and rural areas there
are community groups, volunteer networks,
etc., that work to fill in the mobility gaps,
and help provide transportation for veterans
when other resources don’t exist.

That said, these challenges are not going
away anytime soon. While the overall number of veterans is expected to diminish over
the coming decades to around 15 million in
the year 2043, the number of veterans with
service-connected disabilities has almost
doubled over the past ten years, and is expected to soar in the coming years. Socially,
this reflects remarkable advancements in
military medicine, health care, adaptive technology, etc., but it also means that the ability of existing volunteer networks, whether
community-based networks or those of the
DAV, will be challenged as they seek to address more complex mobility needs of veterans in the years ahead.

Applications Now Open for CTAA’s Rural,
Tribal Technical Assistance Programs
The Rural and Tribal Passenger Transportation Technical Assistance programs helps
rural and tribal communities enhance economic growth and development by improving
passenger transportation services and facilities. Technical assistance provides planning
to support transit service improvements and expansion, system start-up, facility
development, development of marketing plans and materials, transportation coordination,
training and other public transit problem solving activities. Technical Assistance is
provided by CTAA staff and consultants and involves on-site and off-site work conducted
over a period of eight to twelve months. No local match is required. Applications for the
technical assistance programs must be submitted to CTAA by March 1, 2016.
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53 – Illinois’ Patient Navigator Program Redirects NEMT Patients to Transit
57 – Lyft Helping Seniors Get to the Doctor Without an App
59 – Prairie Hills Transit Partners with Regional Hospital System to Provide
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Illinois’ Patient Navigator Pilot Program Successfully
Redirects Non-Emergency Patients to Transit
By Tom Bik, PhD, Dennis Presley, MPA and
Dottie Miles, EMT-P
In today’s rapidly-changing healthcare environment, many Emergency Medical Services
(EMS) organizations and Emergency Departments (EDs) find themselves squeezed
between mandates to provide services and
reimbursement rules that only provide payment for so-called medically necessary
services. Often, 9-1-1 calls for service come
from individuals whose conditions don’t require emergency care, but nonetheless must
be transported by EMS to the ED. The losses
from these non-reimbursable transports are a
significant threat to EMS financial viability,
create unnecessary stress on EMS staff, and
divert resources away from legitimate medical and trauma emergencies.
One approach to address this problem has
been to explore ways to reduce the number
of medically unnecessary or inappropriate calls and to collaborate with transit and
healthcare providers to provide access to
more appropriate non-emergency services.
The potential for a more integrated role
for EMS was outlined in Innovation Opportunities in EMS, a 2013 white paper drafted
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by the Departments of Health and Human
Services and Transportation. A major component of the model proposed in this paper
was to develop systems to divert low-acuity
patients away from EDs and into patientcentered medical homes. EMS is often the
first point of contact between individuals and
the healthcare system, and as such, EMS is
well-positioned to intervene in a meaningful
way that can improve the delivery of health
services while reducing overall downstream
costs.
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Several EMS agencies in urban areas have
developed sophisticated integrated systems
of EMS triage and service coordination.
However, many EMS operations lack the administrative staff and/or financial resources
to explore innovative models of integrated
care. The design and effectiveness of such
programs for EMS organizations of different
sizes and organizational structures hasn’t yet
been well documented. Preliminary results
from a pilot project in Illinois, however, suggest one model of integrated care that may
be promising for many EMS agencies.
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Illinois’ Pilot Project
Following a comprehensive assessment of
medical transportation needs in the southernmost counties of Illinois, the Illinois Department of Transportation (IDOT) and the
Center for Rural Health and Social Service
Development (CRHSSD) at Southern Illinois
University’s School of Medicine established
the Rural Medical Transportation Network
(recently renamed the Illinois Medical Transportation Innovation Project, or IMTIP).
The purpose of this new collaboration was to
improve both emergency and non-emergency
medical transportation in order to provide reliable, affordable medical transportation using a one system perspective. IMTIP adopted
a triad model of integrated care that included
representatives from EMS, public transit and
healthcare organizations. (See Figure 1.)
Regional priorities were identified through
a series of focus groups, interviews and mail
surveys. One major concern identified by
project members was the negative impact
that medically unnecessary calls for service
were having on EMS agencies.
To address this concern, the IMTIP partners chose the patient navigator model, a
proactive strategy that could capitalize on
the collaboration of project partners. Patient navigators (PNs) – whose role includes
some degree of case management, patient
education, social work and advocacy – had
been used with considerable success in
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up dates for the pilots were staggered by one
year so that lessons learned from the first
adopters would be available to those who followed.

many areas of healthcare, and had already
been adopted by several EMS agencies in a
few metropolitan areas. It was hoped that
by integrating PNs into EMS, 9-1-1 callers
who were inappropriately using ambulance
services and EDs could be instructed on how
to access care from non-emergency transportation and healthcare providers, and social
service agencies.
In order to test drive the application of
the navigator model, the IMTIP proposed a
three-year EMS patient navigator pilot program to introduce patient navigators at three
downstate EMS organizations.
Program Design and Start-Up
The three EMS agencies selected to conduct the EMS PN trials varied in their size,
ownership type and organizational structure.
Significant differences also existed in the
population size, socioeconomic status and
degree of rurality of their service areas. Start-
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Each site developed a set of criteria used to
refer clients to the PNs. Referrals are made
by the paramedics who are sent to treat and
transport 9-1-1 callers. Once a client is referred, PNs contact them to offer assistance
in obtaining access to appropriate health
service providers, non-emergency medical
transportation services, and/or other community resources that will help them avoid
future non-emergency 9-1-1 calls. PNs also
educate clients on the appropriate reasons
for calling 9-1-1 and the services that are
available from public agencies and not-forprofit organizations. The participating EMS
agencies have considerable flexibility in the
specific application of the PN model so that
there’s an opportunity to learn from innovations at individual sites.
The most important task in initiating pilot
site operations was for each agency and PN
to establish relationships with the medical,
social service and public transit providers in
their region. Meetings were held with public
transit officials, hospitals, clinics, primary
care physicians, social welfare agencies,
mental health providers and others to alert
these organizations the PNs would be referring new clients to their organizations as part
of the PN pilot.
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All three pilot sites chose RNs to serve in
the PN position. These RNs were assigned
to the PN position half-time during the pilot
period and continued to perform other duties
within their agencies. Although their medical expertise and knowledge of community
services were necessary for the performance
of their PN duties, they also required several
important personal characteristics. In order
to be successful in negotiating difficult patient needs and diverse agency services, the
PNs would need to be outgoing, calm and
persistent.
Very little equipment was required to
launch the PNs at each site. Each navigator
was equipped with a tablet computer that
was used to take referrals and to track interactions with clients. PNs used Microsoft
Excel worksheets designed by CRHSSD staff
to record interactions with clients and to
calculate estimated savings from the PN program. The PNs also had business cards they
could distribute to clients listing a cellphone
number clients could use to contact them
whenever they had questions or needed nonemergency assistance.

General/recurring pain and falls were
among the most frequent reasons for individuals to be referred to PNs at both agencies.
Other types of problems resulting in referrals
included poor living conditions, clients who
were unable to care for themselves, substance abuse and mental health issues. Both
agencies had nearly identical percentages (14
percent) of referrals that were due to clients
lacking transportation for their healthcare
needs (e.g., trips to doctor’s office or pharmacy). Not surprisingly, many of the clients
had multiple contributing conditions and
circumstances that resulted in their referrals
to PNs.

Preliminary Results

The project was designed to target EMS
super-utilizers, and did in fact intervene
with the most frequent 9-1-1 callers. However, the program also identified many other
clients who were in need of intervention
from medical providers and social service
agencies; it seems clear that having PN eyes
on the ground proves valuable in identifying
individuals and providing services to many
who would have otherwise fallen through
the cracks of the healthcare system, possibly
resulting in emergency situations at a later
date.

Although a complete assessment of the
pilot project won’t be available until the pilot
period has been completed, some promising findings are evident from a preliminary
review of the information reported from the
first two pilot sites.

PN interventions were broadly classified as
either educational-based or referral-based.
More than half of all PN interventions at
both sites were educational-based, often
little more than teaching clients about the
role of EMS in the healthcare system and
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the appropriate use of EMS. Indeed, almost
90 percent of clients at the smaller site and
40 percent at the larger site required only
a single intervention from the PN before
reducing the number of times clients made
medically unnecessary 9-1-1 calls. Even this
minimal amount of targeted effort to improve
health literacy helped to significantly reduce
the number of unnecessary 9-1-1 calls and
to redirect these clients to more appropriate
treatment and transportation services.
One of the primary motivations for pilot
program implementation was to determine
whether EMS agencies could improve their
financial standing through the use of PNs. A
simple assessment of the effectiveness of the
program was performed by comparing the
number of medically unnecessary EMS trips
required by clients who were referred to the
PNs six months before and six months after
their first contact with the PNs. Preliminary
findings determined that the number of
calls from clients who had been referred was
reduced by more than half at both agencies.
(See Table 1.)

To place an estimate of the dollar value of
the program, the reduction in the number of
9-1-1 calls was multiplied by the average cost
of each agency to respond to a 9-1-1 call.

55

Next Page

Illinois IMTIP Program
Based on preliminary estimates, the cost savings from the reduced number of 9-1-1 calls
exceeded $100,000 at both agencies. (See
Table 2.)

The performance of the pilot program will
continue to be monitored by the IMTIP
staff and a research report documenting the
complete evaluation will be prepared and
released once the pilot period has concluded
and all of the data has been analyzed.
Challenges Revealed

The economic value of other benefits, such
as avoiding the cost of unnecessary ED visits,
not having to maintain additional EMS crews
to service unnecessary calls, or increased revenues to public transportation providers was
not estimated in the preliminary analysis. As
the program matures and more providers/
collaborators become engaged in the project, other cost savings and improvements in
client welfare may emerge. Both participating EMS agencies plan to continue their PN
operations after the pilot program has been
completed.
Proactive PN programs may also provide
EMS agencies with a head start in the type
of collaborative relationships that are likely
to dominate the future of healthcare. PNs at
these two pilot agencies are forging relationships with primary care providers, hospitals,
federally qualified health centers, public
transportation agencies, home health providers, dental clinics, social service agencies and
nursing care facilities. Formal agreements and
protocols have been established with some of
the providers, and resource lists of all referral
collaborators have been developed.
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Preliminary reports from the PNs in the
pilot study have also revealed some of the
challenges to working in a mobile integrated
healthcare delivery environment.
PNs must learn to quickly identify patient
needs and be able to match these to the
types of services available in the community.
However, many communities may not have
service organizations able to provide the type
or quantity of services needed. For example,
appropriate outpatient or inpatient mental health services may not be available, or
primary care practices may have long waiting
lists, especially in smaller communities or
rural areas.
Integrated care requires a minimum level
of local services as well as a high level of cooperation from all service providers. In many
areas these services may not yet be available, and providers may just be beginning to
develop the level of collaboration that will be
needed to serve clients in a fully integrated
healthcare environment.
The lack of health literacy among large seg-
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ments of the population also remains a significant challenge. Far too many individuals
lack any understanding of the dire implications of inappropriate EMS use. They prefer
the quick solution of EMS transport and ED
treatment to riding on public transit, making
appointments with primary care physicians,
or sitting in line waiting for services at outpatient urgent-care facilities. The message of
the 9-1-1 quick-fix is inadvertently promoted
through TV and news stories, and some ED
billboards even advertise short wait times. It
will require a substantial health education
effort to reverse these attitudes, and educate
frequent 9-1-1 users to the true costs of inappropriate EMS use.
Conclusion
Evidence from these pilot projects—as
well as the documented success of similar
programs – suggests EMS agencies don’t
need to wait for national-level policy changes
to adapt the way they provide services and
improve their financial bottom line. PN
programs can provide an opportunity to avoid
financial losses from non-reimbursable 9-1-1
calls while improving patient welfare.
By leveraging collaboration of service providers in their communities, EMS agencies
can alter traditional siloed models of healthcare and capture opportunities for enhanced
access, improved diagnosis, patient follow-up
and compliance, and enhanced quality of
care and patient satisfaction.
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This article originally appeared in the
Journal of Emergency Medical Services on
December 23, 2015 and is re-published
here with permission. Tom Bik, PhD, developed a desire to work in rural health while
serving as a Peace Corps volunteer in West
Africa. Dennis Presley, MPA, is the IMTIP
coordinator and has worked with agencies
and organizations across the state to conduct
EMS research and facilitate the relationship
between EMS, health care and public transit.
He played a major role in the funding, design
and implementation of the patient navigator
pilot project. Dottie Miles, EMT-P, is a paramedic and EMS instructor with nearly 40
years’ experience in EMS, in positions ranging
from EMS volunteer to EMS agency director.
She also helped to design the patient navigator program and was the director at one of the
agencies that participated in the pilot project.
She’s currently working to implement a new
mobile integrated healthcare pilot project in
several downstate Illinois counties.
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Lyft Helping Seniors Get to the
Doctor Without an App
By Ronny Kerr
If you’re a senior living in New York City
with a doctor’s appointment today, you may
be headed to the doctor’s office in a Lyft vehicle. Lyft is a national, for-profit transportation network company, a competitor of Uber.
And you won’t even have to open up the app
to hail one.
Lyft this week announced that it has partnered with the National MedTrans Network
(NMN), a private transportation provider, to
help seniors get rides to their non-emergency
medical appointments.
Founded in 2005, NMN is a national
provider of non-emergency medical transportation, today managing more than 10,000
vehicles, modes of transportation from taxis
and wheelchair van to non-emergency ambulances, and millions of trips annually for clients and members. Approximately 3.6 million
Americans miss or delay their appointments
due to transportation issues, according to
a Community Transportation Association
report cited by Lyft.
The problem looms even larger for seniors,
who may not be able to drive or have difficulty taking public transportation. And, in New
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York City, where cars are even more scarce
and the public options are even more daunting, the problem is bigger still.
In New York, Lyft will be helping NMN
fulfill 2,500 rides weekly, or 130,000 yearly,
ultimately reducing wait times in the office
and the number of missed doctor’s appointments. But that number could grow by 10X:
“Using transportation-as-a-service like this,
the health plans and government agencies
we partner with are significantly reducing
fraud, saving costs, and improving the patient experience,” said Billy McKee, President of National Medtrans Network. “We
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Lyft for Seniors NEMT
provide more than 25,000 livery trips per
week in NYC, and our goal is to push all of
those through Lyft.”

This article originally appeared in vatornews
on January 13, 2016 and is re-published here
with permission – ed.

The partnership will be a pilot test for Lyft
and NMN in New York. Assuming all goes
well, we could see the two expanding the service to other regions where NMN currently
operates, including California and Florida.
Because more than a quarter of American
seniors (aged 65 and up) don’t own smartphones, according to Lyft, one key aspect of
the new partnership is that the rides come
without the patient ever having to pull up
an app. The company’s Lyft for Work team
launched Concierge expressly to solve this
problem, allowing their partners at NMN
to request a ride for the patient through the
Lyft platform.
All the system needs is the passenger’s
name along with their pickup and drop-off
locations, and Lyft handles the rest. It’s a
pretty nifty solution to a real problem, and I
could see Concierge expanded to other uses
as well.
Some groups have criticized Uber and Lyft
for skirting taxi laws that require a certain
number of vehicles to serve the disabled, but
it’s steps like Lyft’s latest that show promise
for the companies to help seniors and the
disabled get around town.
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Demonstration Funding Announcement
The Transit Planning for All project announces the availability of funding for communitybased demonstration programs. The purpose of this funding opportunity is to encourage
development of an inclusive coordinated transportation system in which people with
disabilities and older adults actively participate in both advisory and decision-making
capacities. While the intention is first and foremost the development of inclusionary
processes and plans, the secondary expectation is that inclusion will result in identifiable
and measurable changes in the transportation system that respond to the needs and
preferences of older adults and people with disabilities.
To take advantage of this funding opportunity, communities should download both the
request for proposals and the grant application form. All requirements stated in the
application form must be met in order for an application to be considered. Applications must
be submitted by 11:59 p.m., eastern time on Friday, March 18. There will be a conference
call to answer questions on the demonstration grants on Wednesday, Jan. 27 at 2 p.m.,
eastern time. Call toll-free: 866-906-9888; Passcode 2724141.
Request for Proposals: Inclusive Planning Impact Grants (416 KB)
Application (.doc)(115 KB)
Budget Narrative Worksheet (.xlsx)
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Prairie Hills Transit Partners with Regional Hospital
System to Provide Discharge Transportation Assistance
By Pamela Friedman
It’s been nearly three years since Regional
Health, the largest health care provider in
western South Dakota, approached Prairie
Hills Transit (PHT) for assistance in meeting
a growing need, the provision of transportation assistance for discharged patients. Its a
crucial service for PHT that highlights both
the challenge and the opportunity of NEMT.
Often these patients have been in the hospital for extended amounts of time. For many
discharged patients, the trip home or to a
rehab facility wasn’t feasible by taxi. On occasion, patients’ family members or caretakers are also traveling. Many need to travel a
significant distance; sometimes hundreds of
miles. Other trips require crossing state lines
to return home. In the past, those without
transportation access were sent home via
ambulance, incurring significant costs.
With its history of service across Western
South Dakota, Prairie Hills was the obvious
choice to help the hospital meet this challenge. The transit agency was already under
to contract to provide transportation for
residents of the nursing homes and assisted
living facilities operated by Regional Health,
so PHT leadership had already established a
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good working relationship with the healthcare system. PHT routinely transported residents throughout five local communities to
medical appointments. Hospital administrators presented their request as an expansion
of already existing services.
Hospital and transit representatives met
to share concerns and ideas prior to finalizing an agreement. One of Prairie Hills’
major concerns was the lack of resources
to purchase or designate an existing bus to
provide the trips. Thus, the hospital agreed
to purchase one. The vehicle and drivers are
managed by PHT. A contract was signed,
providing Prairie Hills with a daily fee. Income from other facilities owned by Regional
Health covers a portion of the operational
costs. The contract is still considered as part
of PHT’s 5311 (rural transit) service because the majority of the dischargees travel
to other rural communities and occasionally
into other states. Services are provided daily,
with the exception of a few holidays each
year. Patients are picked up and transported
to their destination of choice. The hospital is
located in Rapid City, 50 miles from Prairie
Hills’ home in Spearfish, SD. Additional facilities are located in five other communities;
Custer, Deadwood, Spearfish and Sturgis.
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Prairie Hills Transit provides discharge transportation for each. Some of the trips are 200
miles or more. A second mini-van, primarily
used to provide ADA transportation, provides
additional rides that come up on the same
day the van is traveling to the hospital. Most
discharges are scheduled a day or two in
advance and by leaving a second vehicle in
Rapid City, PHT has eliminated the need to
send a second vehicle down to accommodate
those trips. When the regular bus is in use,
and a second discharge is needed there is an
hourly fee attached to those trip, above and
beyond the normal contract. Also any hours
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Prairie Hills Transit

that exceed the contract are charged out at
an additional fee.
Barb Cline, Executive Director of PHT
notes the hospital is a wonderful partner to
work with and that staff appreciates the partnership because of its benefits to patients.
Patients don’t have to be transferred out of
the area and it’s easier for patient family
members to be nearby. The hospital benefits
as well. Beds open up more quickly and if
needed, patients can be diverted to other facilities. In November 2014, the van provided
135 individual trips, traveling 7,000 miles
in 29 days. Drivers log information for each
trip, which is shared with the hospital so
they can analyze the benefits gained by provision of discharge transportation.
Mark Brodin, Vice President Regional
Health in Rapid City, who initially contacted
PHT regarding provision of transportation
for discharged patients notes “the services
provided by Prairie Hills Transit has significantly improved the ease of the discharge
process for both our patients and staff. Being
located in a rural area in our state, Prairie
Hills Transit has enabled us to transport our
patients across a broad geography both timely and safely.”
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Recently, PHT signed a second contract
with the hospital for the provision of nonemergency medical transportation and other
services. To facilitate the process, a nonprofit, Black Hills Transit (BHT) was created. BHT is able to provide various types
of charter work that PHT cannot. Services
are provided through contracts with nursing
homes and assisted living facilities. Contracting with BHT insures wheel chair accessible
vehicles are used and that drivers are properly trained in securement and other assistive
services.
By leveraging existing relationships with
a regional medical system, PHT was able to
tailor specific services to meet the changing
mobility needs of the system’s patients. The
partnership delivers new revenue to PHT
for services it was largely already providing.
At the same time, it used innovative mechanisms like creating a separate organization to
administer NEMT service and working with
Regional Health to purchase a vehicle. These
are the kinds of creative and adaptive solutions that will define the future of community and public transportation’s role in NEMT
service at the local level.
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