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From the Editor

Our Final DigitalCT: An Extensive Look at NEMT 
Brings Us to a Close on a High Note

By Rich Sampson

Through the PDF pages of DigitalCT Magazine – and its printed 
predecessors, Rural Transportation Reporter, Community Transporta-
tion Reporter and Community Transportation, all published by the 
Community Transportation Association of America – few topics 
have received the depth and nuance of coverage we’ve afforded to 
non-emergency medical transportation (NEMT)

And for good reason, for while we’ve produced more articles on 
rural and specialized transportation providers and issues – logical, 
given those sectors have been CTAA’s focus since its inception – 
NEMT requires an entirely unique vocabulary, policy complexity 
and operational specificity than nearly any other aspect of moving 
people. A scroll through our archived editions and articles reveals 
coverage of topics as diverse as wheelchair securement and blood 
borne pathogens, alongside meaty analysis of Medicaid legal inter-
pretations and capitated rates. 

Over time, we’ve devoted entire editions of these publications 
to NEMT coverage, including July 1997, Summer 2002, Winter 
2005, Summer 2006, Fall 2014, and Winter 2016. While the depth of 
concepts, strategies and trends impacting those providing NEMT 
service can seem daunting at times, the same fundamental reality 
spans the years (and the pages): people experience better health 
care outcomes when they have access to reliable mobility options. 
Our Editor-in-Chief and CTAA Executive Director notes as much in 
his extensive overview of NEMT in this edition, which reflects the 
commitment of CTAA’s members and NEMT providers across the 
country to do what’s both right and necessary to connect people 

with the care they need.  

That key premise also plays out in the details of issues and chal-
lenges impacting today’s NEMT professionals, as CTAA’s Health 
Care and Transportation Associate Alex King and Communications 
Specialist Taylor McGinley unpack in-depth and timely topics, 
such as state Medicaid waivers, NEMT’s return on investment 
(ROI) and establishing a shared language among the mobility and 
medical sectors. 

At the same time, the innovation and experience of CTAA mem-
bers rounds out a practical understanding of how NEMT is the 
work of continual adaptation, flexibility and partnership. CTAA 
Board of Directors members Barb Cline – sharing her accounts of 
working with a regional hospital operator – and Dave White, dis-

July 1997 Summer 2002 Winter 2005

(click on the covers above to view our past NEMT-focus issues)
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From the Editor

cussing what his company looks for in NEMT providers as a bro-
kerage, offer their unique perspetives. And although NEMT in the 
urban space is often considered unresponsive at best and inefficient 
at worst, Ed Benning of the Flint MTA outlines his agency’s new 
approach to operating medical trips through its Rides to Wellness 
program. Finally, Taylor McGinley profiles the business-centered 
approach of SafeRide and its technology platform. 

As the CTAA staff shifts its in-depth content delivery mechanism 
from DigitalCT’s PDF format to a blog platform on our newly-
redesigned www.ctaa.org website, our ongoing attention to what’s 
new and what works in non-emegency medical transportation will 
remain unchanged. 

Summer 2006 Fall 2014

Winter 2016
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The State of NEMT

Non-Emergency Medical Transportation (NEMT): Where It Is, 
How It’s Changed and Where It’s Headed

NEMT 2018

The non-emergency medical trip has 
long been a staple of community and pub-
lic transportation operations. In fact, from 
its very inception, the Community Trans-
portation Association of America (CTAA) 
found itself developing training, research, 
technical assistance, resources and advo-
cacy directed squarely at ensuring the safe 
and efficient transport of all Americans to 
non-emergency medical appointments. 

Dialysis. Chemotherapy. Physical therapy. 
Behavioral health. Substance abuse treat-
ment. Preventative care medical appoint-
ments. Veterans. Seniors. Children. People 
with disabilities. Brokers. Capitated rates. 
Fee for service. Volunteer drivers. Social 
determinants of health. Mobility manage-
ment. On-demand service. Medicaid. Medi-
care. The VA. Outpatient care. These are just 
some of the ingredients that, over the past 
30 years, have been stirred into the non-
emergency medical transportation recipe. 
And if all that seems complicated, well, you 
haven’t seen anything yet.

Today, an entirely new set of NEMT 
opportunities and threats stand squarely 
before the community and public transit 
industry — ushering in a new era in non-

emergency medical transportation. The role 
of effective mobility in reducing emergency 
room visits, ambulance usage and readmis-
sions — to say nothing of the attendant 
cost savings to the health care industry 
— is coming into focus. The understanding 
of the real value of NEMT is seeping out 
beyond government-funded health care 
programs like Medicaid, Medicare and 
the Veterans Administration and into for-

profit health care systems. Technology has 
enabled transportation services to operate 
fully on-demand, in ways that are both 
HIPPAA and audit trail compliant. And 
the private sector has stepped fully into the 
NEMT business in the form of Uber, Lyft 
and a list of upstart scheduling and analyti-
cal technology firms that grows daily and is 
constantly churning with mergers, acquisi-
tions and bankruptcies. Oh, and the Trump 

By Scott Bogren

http://www.ctaa.org
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Administration seems committed to making 
Medicaid NEMT an optional (and not man-
dated) benefit. 

Yet through it all, the need for a trip to the 
doctor, has endured.

Understanding NEMT Today Requires 
Knowing About NEMT’s Beginning

Public transportation, throughout its his-
tory and evolution, has connected passen-
gers with health care of all types. Hospitals, 
VA Centers, clinics and health care com-
plexes have long been key trip generators 
for patients and employees along tradition-
al fixed-route transit service. Further, one of 
CTAA’s original, founding members, Roch-
ester, N.Y.’s Medical Motor Services, traces 
its roots back to the 1919 influenza outbreak 
and the need to connect people, nearly a 
century ago, with care. So it is factually 
incorrect to say that non-emergency medi-
cal transportation began with the advent 
of the Medicaid program in 1965’s amend-
ments to the Social Security Act. That said, 
the development of today’s non-emergency 
models of transportation services, largely 
demand-response operations, begins with 
the concurrent advent of federal regulations 
demanding each state include NEMT in its 
state Medicaid plan, and the U.S. Depart-
ment of Transportation launching invest-
ment in rural public transportation in the 
mid-1970s — service that often found older 
adults, non-emergency medical trips and 
social service transportation at their heart.

The transportation assurance for Medicaid 
recipients began to emerge in 1966 in guid-
ance to the states for Medicaid program 
implementation. In 2009, CTAA’s published 
a report in conjunction with the Himmel-
farb Health Sciences Library at The George 
Washington University, where authors 
noted:

“Although the original statute itself did 
not speak directly to transportation, numer-
ous provisions formed the legal basis for 
subsequent agency policy – articulated first 
in guidance and subsequently in regula-
tions – regarding the transportation assur-
ance and the availability of federal financ-
ing for medically necessary transportation 
services: the law’s “statewideness” (i.e., that 
the state’s medical assistance plan operate 
in all parts of the state) and “comparabil-
ity” (meaning that all eligibility groups be 
treated comparably in terms of coverage 
and care requirements; the statutory re-
quirement of efficiency in program adminis-
tration; the requirement that state programs 
be administered “in the best interest” of 
program recipients; the statutory free choice 
of qualified provider” provisions the use of 
standards of efficiency and medical neces-
sity in terms of both coverage and payment 
for medical care;the provision of prompt 
medical care.”

This language, codified in 42 C.F. R. § 
431.53, is the basis for Medicaid NEMT: The 
general transportation assurance rule pro-

vides that a State plan must (a) Specify that 
the Medicaid agency will ensure necessary 
transportation for recipients to and from 
providers; and (b) Describe the methods 
that the agency will use to meet this re-
quirement.

 
A number of court decisions during the 

1970s reinforced the validity of Medicaid’s 
non-emergency transportation benefit, and 
in many ways these decisions form the 
firewall that has successfully protected the 
benefit through today. The most consequen-
tial of these decisions was made in Texas in 
1974, where a Medicaid-eligible person with 
a disability brought a class-action against 
the state for violation of federal regulatory 
requirements. The court ruled in favor of 
the plaintiff, stating that, “under federal 
policy, the choice of means by which to 
carry out the obligation was a matter of 
state discretion, but that the assurance of 
non-emergency transportation represented 
a mandatory duty. Because the regulation 
was promulgated with the full authority 
of the Secretary, it could be enforced as if it 
were part of the statute itself.” 

The Shape of NEMT in ‘80s and ‘90s

The Medicaid NEMT system that grew 
out of these regulations and legal decisions 
was one that was different in every state 
— 50 state plans included 50 unique ways 
to assure Medicaid recipients had access 
to their health care. It was also a system 

http://www.ctaa.org
https://hsrc.himmelfarb.gwu.edu/cgi/viewcontent.cgi?article=1035&context=sphhs_policy_briefs
https://hsrc.himmelfarb.gwu.edu/cgi/viewcontent.cgi?article=1035&context=sphhs_policy_briefs
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where the foundational benefit did not find 
itself in the Medicaid statutes themselves, a 
weakness that those opposed to providing 
access would later exploit. 

For the better part of two decades, Med-
icaid non-emergency medical transporta-
tion sailed along in a largely fee-for-service 
pattern with transit operators and other 
providers billing trips directly to state Med-
icaid offices. Mileage reimbursements were 
also heavily relied upon by many states, 
creating a transportation network of friends 
and family members of Medicaid recipients.  
During this time, the broader notion of co-
ordination and coordinated transit systems 
— particularly in rural America — began to 
take a consistent form. Federal Transit Ad-
ministration funds started to be leveraged 
by Medicaid contract revenue (a funding 
source specifically allowed as local match) 
to build out many a modern community, 
coordinated transportation operation. 

By the mid ‘90s, demand for NEMT be-
gan to escalate, partly due to an increasing 
prevalence of certain medical conditions, 
but also largely related to the simple growth 
in the number of Medicaid recipients. 
The population of the U.S. had effectively 
doubled since Medicaid’s introduction and 
though utilization rates for the transporta-
tion benefit were still relatively low (typi-
cally, 10 percent or lower), simple growth in 
the number of Americans receiving Medic-
aid created increased demand. The preva-

lence of chronic conditions like end stage 
renal disease (ESRD) and diabetes also be-
gan to grow significantly during this time, 
driving up the demand for transportation. 

Two key trends emerged during this 
timeframe that combined to fundamentally 
change the provision of Medicaid NEMT 
moving forward into the 21st Century. First, 
the specter of fraud and abuse began to 
drive policy at the Department of Health 
and Human Services’ Centers for Medi-
care and Medicaid Services (CMS). Second, 
health care delivery, across the US, veered 
into new outpatient models, dramatically 
reducing in-patient treatments and escalat-
ing demand for transportation to-and-from 
treatment and therapies. 

The Arrival of Brokers

The combination of states’ increased Med-
icaid spending (due largely to increased 
enrollees), the perilous condition of many 
state budgets (Medicaid, though a state-fed-
eral partnership, remains the single greatest 
spending line item in state budgets other 
than K-12 education), the widespread belief 
that NEMT was rife with fraud and abuse, 
and a growing desire on the part of state 
Medicaid programs to simplify processes 
created the ideal environment for the intro-
duction of private sector Medicaid NEMT 
brokers.

 
Community and public transit operators, 

Let’s talk honestly about fraud and 
abuse. The phrase conjures images 
of  transit systems fraudulently billing 
for services never provided, or provid-
ing illegal inducements. And though 
some instances of  such illegal behav-
ior have occurred, those instances 
are far-and-away outliers. Examples 
of  public and/or community trans-
portation operators defrauding the 
Medicaid program are rarer still, 
with most instances of  such behavior 
emanating from private sector opera-
tors or individuals transporting family 
members. In one state in which CTAA 
provided Medicaid NEMT technical 
assistance, the concept of  friends 
and family NEMT provision had grown 
an additional “f”, for friends, family 
and fraud. 

Fraud and Abuse: A Rarity

http://www.ctaa.org
https://www.cms.gov/Medicare-Medicaid-Coordination/Fraud-Prevention/Medicaid-Integrity-Education/Downloads/nemt-presentation-handout.pdf
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used to the fee-for-service model and hav-
ing rightfully deployed Medicaid NEMT as 
a vital component in their coordinated sys-
tems — coordination that was supported by 
FTA and several Administrations — quickly 
understood the threat this new NEMT de-
liver model represented. But their concerns 
were often misdirected at the brokers them-
selves, rather than the state legislatures 
and state Medicaid departments who were 
driving the change. Many coordinated rural 
public transit operations found themselves 
fighting for a status quo that Medicaid, at 
both the federal and state levels, was flee-
ing. 

As the broker model picked up steam, 
along came the Deficit Reduction Act (DRA) 
of 2006 which codified the practice. In short, 
the DRA offered two significant, statutory 
additions to the Medicaid non-emergency 
transportation language. First, it fully per-
mitted states to establish Medicaid NEMT 
transportation brokerages; offering states 
the ability to do so, through the 1915 (b) 
waiver process, without previous admoni-
tions on comparability, freedom of choice 
and statewideness. Second, it introduced 
the concept of limiting the Medicaid trans-
portation benefit through state adoption 
of “benchmark” plans. Simply put, if the 
adopted benchmark plan didn’t offer trans-
portation, then the state was not compelled 
to do so. 

The passage of the DRA gave many states 

that had yet to move their Medicaid NEMT 
programs to a brokered model, the impetus 
to do just that. But more significant change 
would soon roil the NEMT field with Presi-
dent Obama and Congress passing the Af-
fordable Care Act in 2010, which expanded 
Medicaid rolls, beginning in 2014, to any 
individual at 138% of the federal poverty 
rate and offered states significant federal 
money to accept the expanded Medicaid 
population. 

Today, 37 states (plus the District of Co-
lumbia) have agreed to expand their Med-
icaid populations. For the best breakdown 
of how each state currently treats Medicaid 
NEMT, the Transit Cooperative Research 
Project’s Project B-44 report offers the fol-
lowing breakdown a little more than a year 
ago: 19 states have adopted some form of 
managed care for Medicaid NEMT, while 
18 states deploy either statewide or regional 
brokers. 

The non-emergency medical transporta-
tion ground shifted even further in Decem-
ber of 2016 when the U.S. Department of 
Health and Human Services (HHS) Office 
of Inspector General (OIG) ruled that health 
care providers (both public and private) 
could legally, in certain circumstances, 
contribute or pay for patient transportation. 
To be clear, these health care providers were 
under no compulsion to pay for transporta-
tion, but the Safe Harbor rule (as it came to 
be known) allowed that they could choose 

to without fear of running afoul of conflict 
of interest rules designed largely for doc-
tors. 

CTAA and its members initially viewed 
this ruling through the prism of private-
sector dialysis companies which had con-
sistently pointed to these conflict of interest 
rules to explain why they were not legally 
allowed to support the transportation of 
clients to their clinics. However, the ruling 
would have a far broader impact with time. 

It’s important to recognize the bigger 
picture that came into focus at this time as 
a direct result of all of these policy machi-
nations — because it was during this pe-
riod that today’s NEMT marketplace was 
forged. The trend lines of growing numbers 
of Medicaid enrollees, increasingly slim 
state budgets (don’t forget the dire impact 
of the recession of the late 2000s), and an 
emphasis on outpatient and preventative 
health care models began to converge. And 
as they converged, new technologies that 
would greatly impact NEMT in the not too 
distant future were moving from incubation 
to infancy to testing.

 
Enter the Disruptors

In June, 2007, Apple introduced the 
iphone into what was already a crowded 
cell phone market. No one used the phrase, 
“smart phone,” initially, but in a matter of 
months many came to realize that these 

http://www.ctaa.org
https://www.federalregister.gov/documents/2008/12/19/E8-29662/medicaid-program-state-option-to-establish-non-emergency-medical-transportation-program
https://www.kff.org/medicaid/issue-brief/status-of-state-medicaid-expansion-decisions-interactive-map/
http://nlinepubs.trb.org/onlinepubs/tcrp/tcrp_rpt_202_companion.pdf
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new hand-held devices would fundamen-
tally alter everything from entertainment 
(music, films, social media) to navigation 
(GPS) to finance (mobile banking and pay-
ments) to, you guessed it, transportation. In 
little more than a decade, smart phones be-
came ubiquitous and it wasn’t long before 
the convenience of the devices infiltrated all 
facets of American life, and business — in-
cluding health care and transportation.

Initially, technology start-ups like Uber 
and Lyft, ideas funded entirely by ven-
ture capital from Silicon Valley (largely), 
dubbed themselves ridesharing firms. Not 
surprisingly, individuals and organizations 
engaged in actual ridesharing (i.e., two 
or more people sharing a ride to a loca-
tion) pushed back vigorously, and eventu-
ally they became known as ride hailing or 
transportation network companies (TNCs). 
Regardless what you call them, the TNCs’ 
arrival was a broadside attack on the taxi 
transportation model — a model that had 
long played a role in the delivery of NEMT, 
particularly in the private sector health care 

space. Seemingly overnight, an entirely new 
mode of transportation appeared, one that 
would eventually find its way to NEMT 
provision.

The fuel for the TNCs is data. And there 
are few industries in America that create 
more data than health care. But it’s what 
that data is telling the health care industry 
— specifically, costs — that’s driving the 
entire health care sector to re-examine trans-
portation delivery models. Always in an 
effort to lower costs, increase efficiency and 
improve care. 

Whether it’s CMS (Medicare and Medic-
aid), insurers (ie United HealthCare, Blue 
Cross/Blue Shield, etc) or large private-
sector hospital groups, that data is telling 
them they need to reduce hospitalizations, 
emergency room visits, hospital re-admis-
sions and ambulance trips in order to either 
maximize profits or control costs — or both. 
Moreover, the financial burden of a no-
show in health care today is one the indus-
try recognizes, and quantifies. Public and 
private sector health care officials alike mea-
sure their no-show rates and comprehend 
their financial impact — almost always they 
incur costs in these no-show scenarios with-
out any ability to bill for services rendered. 
It is not atypical for a no-show to cost a 
health care provider between $50 to $100, 
on average. And what’s one of the main 
reasons for a no-show? Lack of available 
transportation.

Today we see Uber and (particularly) Lyft 
entering into relationships with all man-
ner of organizations and businesses in the 
private-sector health care arena. It’s not 
hard to see why. The TNCs and their tech-
nology offer health care providers a ready-
made solution that they often tailor to the 
marketplace. Concerns with Health Insur-
ance Portability and Accountability Act of 
1996 (HIPPA) compliance? They develop 
a HIPAA-compliant platform. Audit trail? 
The TNC technology makes for a lock-tight 
trip auditing interface. Accessibility needs? 
Increasingly, the TNCs are on-boarding 
fully accessible minivans into their service 
networks; albeit with longer trip wait times 
than with their other networks.

 
Beyond the TNCs and their impact at the 

provider level, the disruptors are also find-
ing traction at the scheduling and routing 
stage as both traditional transit vendors 
and technology start-up companies seek 
to improve and optimize NEMT through 
simpler scheduling interfaces designed for 
health care coordinators and social workers 
as much as for transportation personnel — 
always with an eye on lowering costs. 

Yet for all its bluster and self-promotion, 
the disruptors have yet to find a viable busi-
ness model — or one that at least generates 
a profit. Uber and Lyft operate deeply in the 
red each year and are subsidizing each trip 
they make with investor capital. They re-
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main immune to having to meet the Ameri-
cans with Disabilities Act — a federal law 
— by insisting they are not transportation 
companies, but rather technology firms. 
They resist sharing travel shed data with 
local transportation planning bodies yet 
routinely use publicly funded infrastructure 
from which to base their operations. They 
have treated public streets as testing tracks 
for their automated technologies, with 
sometimes dangerous results. In the NEMT 
space, the question remains: do you want 
a family members’ life-sustaining medical 
trips being provided by a driver for whom 
the service is (in their own words) a “side 
hustle?”

The rapid speed of change in the NEMT 
field, from policy and political to health 
care delivery to operations and scheduling 
is escalating. In many ways, the nation’s 
demographics, more than anything else, 
are driving this rate of change. Our ag-
ing, urbanizing population with a higher 
prevalence of people with disabilities and a 
higher incidence of chronic conditions (dia-
betes, dialysis, etc.) is not going to subside 
anytime soon. Given these trends, what 
follows are the key issues facing NEMT pro-
viders today.

Key NEMT Issues Moving Forward

Service Quality — Community and pub-
lic transportation services operating in the 
NEMT marketplace offer a higher degree 

of quality in terms of driver and equipment 
than their counterparts in the private sec-
tor. Typically, transit drivers are subject to 
routine and random drug and alcohol test-
ing, prescribed criminal and background 
checks as well as regular defensive driving 
and CPR training. Drivers are limited in 
the number of hours a day they may drive. 
Public and community transit drivers serv-
ing dialysis patients, further, are trained in 
dealing with bloodborne pathogens. 

Community and public transit vehicles 
undergo daily and routine inspections and 
maintenance, are tested at the federal bus 
testing facility and are part of each agency’s 
asset management planning. Typical transit 
operations carry spare vehicles to ensure 
service consistency and have detailed rou-
tine maintenance schedules.

All of these quality attributes are part 
of the mandate that comes along with an 
agency accepting even $1 of federal transit 
funding — as transit operators know all too 
well. Yet the community and public transit 
industry has not been able to successfully 
translate these levels of quality service 
when competing with the private sector 
head-to-head for NEMT work. Too often, 
the only factor in decision making is price.

Compliance with CMS regulations is 
another important dynamic that must be 
addressed in the relationship between 
transportation provider and health care 

system. Brokers, upon entering the NEMT 
space, immediately seized upon the impor-
tance of program compliance and assured 
state Medicaid agencies they would meet 
all compliance factors in their service agree-
ments. Compliance has not always been 
a strong suit for community and public 
transportation operators. Compliance is not 
something that the TNCs have fully tackled. 

Additional quality factors like on-time 
performance, billing, and fraud and abuse 
mitigation also are key factors in the NEMT 
quality continuum. To those of us in the 
public and community transportation 
industry, it often seems there is a thumb on 
the scale in the direction of cost alone when 
it comes to NEMT policy, contracting and 
decision making. The ability for the NEMT 
payors — be they public or private — to 
more fully assess quality and to understand 
transportation beyond cost will be key to 
this issue’s resolution.   

NEMT Beyond Medicaid — As much of 
this article indicates, the NEMT acronym 
has long been synonymous with Medic-
aid recipients and policy. For a generation 
of public and community transportation 
professionals, in fact, the two (NEMT and 
Medicaid) were understood to be one-in-
the-same. That historical artifact is changing 
rapidly for a number of valid reasons.

Today more than ever before, Medicaid is 
subject to the partisan whims of the acrimo-
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nious modern political process. The pro-
gram’s inclusion as a key component in the 
Obama Administration’s Affordable Care 
Act (which created the option for expanded 
Medicaid coverage) put the politicization 
of Medicaid NEMT on steroids. Issues like 
NEMT waivers at the state level, work 
requirements for Medicaid recipients, and 
the ongoing partisan divide over health 
care access rightfully give pause to any 
organization considering committing scarce 
transportation resources to Medicaid NEMT 
operations. Further, Medicaid NEMT is 
a highly competitive business with scant 
profit margins available to operators.

Adding to these concerns, we also must 
consider the long-term viability of the 
Medicaid NEMT benefit itself. As has been 
covered in this paper, NEMT is not directly 
in the Medicaid statutes, but rather it is the 
product of regulations and court orders in 
the late 1960s and early 1970s. In October, 
the Trump Administration revealed on 
a HHS regulatory docket that it plans to 
introduce a Notice of Proposed Rulemak-
ing (NPRM) in May, 2019, that would al-
low states the flexibility to choose to cease 
offering the Medicaid NEMT benefit. Three 
states — Iowa, Indiana and now Kentucky 
— have already had Medicaid waivers 
approved by CMS doing just that. CTAA ex-
pects the language in the NPRM to closely 
resemble language in HR 1394 which was 
proposed by Rep. Susan Brooks (R-Ind.) 
during the last Congressional session. The 

transportation benefit in Medicaid seems 
destined for a legal fight in the very near 
future. And, to be sure, a great many states 
will choose — given the choice — to con-
tinue the vital NEMT benefit.

Even Medicare, which has never statu-
torily paid for anything other than ambu-
lance transportation, is beginning to see the 
benefits of NEMT — albeit around specific 
chronic conditions. In the November 30, 
2018, Federal Register, CMS announced a 
one-year extension of the prior authoriza-
tion pilot program for NEMT for repetitive, 
scheduled transportation (like dialysis, 
diabetes and chemotherapy) in Delaware, 
Maryland, New Jersey, North Carolina, 
Pennsylvania, South Carolina, Virginia, and 
West Virginia and the District of Columbia. 
The program began in 2014 and CMS is 
evaluating the program to see if it merits 
nationwide expansion due to a combination 
of program savings and improved health 
care outcomes. 

While all of this partisan fighting erupts 
around the Medicaid NEMT benefit, the 
private sector health care field (hospital 
groups, MCOs, insurers, etc.) seem to be 
moving in exactly the opposite direction. 
With their prodigious data collection exper-
tise, these health care entities are coming to 
understand the vital ways in which NEMT 
can both lower costs and bring real savings 
by reducing no-shows, emergency room 
visits, readmissions (in September, CMS an-

nounced that 2,599 hospitals across the U.S. 
are facing readmission penalties) and even 
ambulance usage. These businesses have 
crunched the numbers and see transporta-
tion as a cost savings, as well as a way to 
compete for new customers. These private-
sector organizations represent a fresh look 
at NEMT and present emerging opportuni-
ties for transportation providers.

The Shape of MaaS — All forms of on-
demand transportation — be they Medicaid 
NEMT, complimentary ADA paratransit or 
an app-based TNC trip — are beginning to 
find their place in a broad transportation 
strategy known as Mobility as a Service 
(MaaS). Taking attributes from transit co-
ordination tactics and then mobility man-
agement and combining them with new 
technologies and data analytics, MaaS dra-
matically changes the lens through which 
trips should be viewed from the perspective 
of the mode to instead the point of view of 
the passenger. 
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MaaS offers great promise for NEMT be-
cause it takes a fully networked approach to 
a trip. In fact, it works best when a variety 
of transportation services — for example 
fixed-route operations (bus or rail), bikes, 
scooters, walking, as well as a spectrum of 
on-demand mobility — can be deployed to 
make the most efficient, cost-effective trip 
happen. Where MaaS offers real promise 
in the NEMT space is in the long-standing 
friction between transit’s emphasis on the 
trip and health care’s focus on the patient. 
This core discrepancy in viewpoint has 
often led to tension between transit and 
health care advocates. MaaS concepts may 
be the bridge between the two, allowing for 
the efficiency of transit-style service while 
maintaining a patient- or passenger-specific 
approach. 

Social Determinants of Health — An 
individual’s overall health is impacted 
by so much more than the health care 
they receive. In fact, the majority of an 
individual›s health outcomes are due to 
what happens outside of the health care 
arena. The other, non-clinical factors form 
the notion of the social determinants of 
health (SDOH). Given the growing em-
phasis on SDOH in the health care sector, 
moving forward, NEMT operations must 
become fluent in SDOH

A brief sweep of the internet quickly 
reveals that a number of organizations have 
attempted to quantify these social determi-

nants, from the Centers for Disease Control 
here in the U.S., to the World Health Orga-
nization. The generally accepted five prin-
ciple social determinants of health are: (1) 
economic stability; (2) education; (3) social 
and community context; (4) health and 
health care; and (5) neighborhood and built 
environment. What this means, in practice, 
is that an individual’s education, income, 
job status, and geography are key determi-
nants in their overall health and well-being.

.
The Office of Disease Prevention and 

Health Promotion produces a set of national 
goals every 10 years (the current goals are 
called Healthy People 2020) that, among 
others, dives deep into the underlying fac-
tors for each of the aforementioned five key 
social determinants of health — and it’s in 
these underlying factors where transpor-
tation and mobility, couched as access, is 
directly addressed.

 
• Economic Stability — employment, 

food security, housing instability, and pov-
erty

• Education — early childhood educa-
tion and development, enrollment in higher 
education, high school graduation, and 
language and literacy.

• Social and Community Context — civic 
participation; discrimination, incarceration, 
and social cohesion.

• Health and Health Care — access to 
health care, access to primary care, and 
health literacy.

• Neighborhood and Built Environment 
— access to foods that support healthy eat-
ing patterns, crime and violence, environ-
mental conditions, and quality of housing. 

So within this collection of factors, the key 
question to ask is how can NEMT (or per-
haps more specifically, a targeted applica-
tion of NEMT) impact these social determi-
nants of health? In many ways, the answer 
includes widening the scope of NEMT to 
include employment and education trips, 
connections to healthy foods, social and 
human service trips, and the physical safety 
of mobility options, in addition to direct 
service to health care services.

 
Key Opportunities for NEMT

Perhaps the best question to ask of a pub-
lication focused on non-emergency medi-
cal transportation is, simply: What’s next? 
CTAA believes that the best way to identify 
the future for NEMT is to look for the situ-
ations where a lack of adequate mobility 
leads to unsuccessful health care and/or 
human services outcomes; or, conversely, 
where the programmatic cost savings of 
successful health care and/or human ser-
vices outcomes are so significant that they 
could be, at the very least partially, applied 
to improved NEMT (or even MaaS) invest-
ment. Using this standard, a number of key 
opportunities for NEMT come immediately 
into view.
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Opioid Addiction Treatment — In 

statistics released at the end of November 
by the Center for Disease Control (CDC), 
70,000 Americans died from opioid-related 
overdoses in 2017. For context, that figure 
doubles the number of Americans that 
die in traffic accidents each year. Further, 
the CDC reports that the rate of opioid 
overdose is higher in rural America (where 
fewer than one in five Americans lives) than 
in urban or metropolitan areas.  

At the end of October, President Trump 
signed into law the Substance-Use Disorder 
Prevention that Promotes Opioid Recovery 
and Treatment for Patients and Communi-
ties Act, which, among others, continues 
state opioid grants through the Substance 
Abuse and Mental Health Services Admin-
istration. Further, the new law increases the 
numbers and types of health care providers 
that can provide medication-assisted treat-
ment (MAT). 

Both the opportunity and need for in-
creased levels of NEMT designed to connect 
patients to opioid treatment programs and 
services is clear. The disproportionate im-
pact of opioid abuse in rural America, how-
ever, makes both the funding and logistical 
challenges nothing short of severe. Study 
after study has shown transportation barri-
ers to be among the biggest impediment to 
success in these treatment programs, with 
only Medicaid currently available to actu-
ally provide resources to pay for transporta-
tion to MAT.

Earlier this fall, CTAA offered its as-
sistance to the National Institute on Drug 
Abuse (NIDA) as it announced a series of 
funding opportunities focused on a net-
work of researchers collaborating across 
justice and community-based service set-
tings to transform community-level re-
sponses to opioid misuse and opioid use 
disorder in justice-involved populations. As 
we noted then: “Transportation is a sig-
nificant contributor to success or failure in 
patient outcomes – a key social determinant 
of health – and such factors are especially 
relevant where substance use disorder and 
opioid misuse has become a public health 
crisis. CTAA and its member represent a 
network, experience, and skills to support 
researchers’ work in addressing the opioid 
crisis. As an organization, CTAA is fully in-
vested in contributing to positive outcomes 
wherever possible for communities around 
the country, and the organization would be 
particularly honored to assist in any efforts 
to overcome this public health crisis.”

In September, the Federal Transit Ad-
ministration and U.S. Department of Agri-
culture hosted a meeting entitled, Opioid 
Misuse: Increasing Access to Transportation 
in Rural Communities in Lewisburg, W.V., 
that further explored the issue. 

Clearly, there is a swirl of activity focused 
on addressing the opioid epidemic — and 
with an emphasis on the disproportionate 
impact of the crisis on rural America. And 

rural transit operators — many of which are 
highly involved in both the public transit 
and NEMT services in their communities 
— want nothing more than to be part of 
the pilots and demonstrations from which 
solutions will likely arrive. But the potential 
service ramifications on these agencies also 
must be considered. 

For many rural public transit operators, 

In a 2010 study of  patient needs in opiod treatment 
programs notes the importance of  transportation upon 
beginning a treatment program as well as long-term 
efforts to avoid relapse. 
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the demand for dialysis transportation 
(which is, most often, three times a week) 
has become tough to meet as the number of 
end stage renal disease patients has grown 
across the country. CTAA is aware of some 
such transportation operators that have 
been forced to cap the number of dialysis 
patients they’ll accept. With medication-
assisted treatment (MAT) being actively 
supported by the new federal legislation, 
the service demands of daily suboxone (or 
similar medication) treatment could be stag-
gering and extremely difficult for a trans-
portation network already straining against 
capacity constraints to meet. Further, CTAA 
believes that specialized training for driv-
ers — including, potentially, the use of 
Narcan to stem the effects of opioid over-
dose — will be vital in the safe and effective 
transportation of this population. It seems 
clear that any attempts to simply place the 
trip demands associated with opioid treat-
ment programs, particularly MAT, into the 
currently available NEMT network will fail 
without increased transportation invest-
ment and new approaches to service deliv-
ery — like MaaS.

The bottom line is that the opioid epidem-
ic is a health care crisis that is dispropor-
tionately striking areas of the country with 
the least amount of public and community 
transportation infrastructure and invest-
ment. The need for innovative partnerships 
and technologies in delivering NEMT op-
erations designed to address this health care 
emergency is clear. 

Drug Courts — In 2017, the National 
Criminal Justice Reference Center estimated 
that more than 3,000 courts now existed 
across the country with the purpose of 
striking the proper balance between incar-
ceration and treatment of (typically, non-
violent) individuals in the legal system with 
substance abuse disorders. These courts are 
designed to develop stringent addiction 
treatment regiments — including random 
testing — with the goal of better patient 
outcomes and providing more cost-effective 
options for non-violent offenders than 
going to prison. Not surprisingly, trans-
portation, particularly in rural areas, has 
become one of the main barriers to success-
ful patient outcomes for those individuals 
enrolled in those programs.

First and foremost, CTAA believes that 
substance abuse is a health care diagnosis, 
regardless the substance. And like other 
health care diagnosesidentified through-
out this article, the focus is on how more 
efficient and cost-effective transportation, 
as well an innovative treatment program 
delivery, can create better health care out-
comes for patients. 

Through its work with the National Cen-
ter for Mobility Management (NCMM), 
CTAA is working with a team in rural 
Michigan to create a transportation ser-
vice to help participants in the drug court 
system connect to their multiple required 
appointments, sometimes as many as 11 ap-

pointments a week. The team is partnering 
with a local nonprofit organization to create 
a centrally located community hub for drug 
court participants. This hub not only serves 
as a central space, but offers supportive 
activities between appointments including 
transportation navigation, resume assis-
tance, and GED preparation classes. Given 
the proximity of the hub to key local desti-
nations, the team is currently considering 
launching a fleet of free-rent bikes to drug 
court participants so they could ride to ap-
pointments.

Successful drug court participants pro-
vide cost savings to both the health care 
and legal system. As is the case with other 
emerging NEMT opportunities, fares alone 
will not come anywhere near paying for 
these trips, especially when considering the 
specialized training and on-demand nature 
of random testing protocols. To become 
sustainable, a portion of the program sav-
ings that successful outcomes create must 
be re-invested in the transportation network 
that’s engendered them. Additionally, the 
demand that drug court-style transporta-
tion services create cannot be met, exclu-
sively, by current transportation services in 
most areas. The MaaS approach with a fully 
developed network of both fixed-route and 
on-demand transportation providers and 
modes will, no doubt, be necessary. 

Rethinking Coordination — For the 
better part of the past quarter century, 
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those of us in the community and public 
transportation industry have been asked 
— in myriad ways — to coordinate our 
services with human service and health 
care organizations. Sometimes, these 
coordination efforts have been ruse; 
austerity measures given a more palatable 
name. Doing more with less was often how 
this message was delivered. Other times, 
coordination implied extending, or even 
building, transportation services through a 
multi-platform approach where no single 
investor could afford an entire operation, 
but combined investors could. 

Yet from the beginning of these coordina-
tion efforts, not all transportation investors 
arrived at the table in good faith. The Fed-
eral Transit Administration, through nu-
merous federal programs, across multiple 
Administrations and with a variety of target 
audiences in mind has always arrived at the 
coordination table as a willing funder and 
partner with its federal agency brethren. 
The same cannot be said, however, about 
other federal agencies — which have too 
often been unwilling to truly commit to co-
ordination, with willingness to merely pay 
prevailing bus fares for clients or operating 
under the false assumption that the transit 
industry is rife with fraud and abuse. 

Frankly, the rationale behind this hesi-
tancy to fully commit to the coordinated 
transportation model has had merit. Tran-
sit’s focus on the trip has always conflicted 

with health care and human services’ em-
phasis on the client or patient. The two enti-
ties count, serve and evaluate differently. 
Too often, transit operators were perceived 
— accurately, in some cases — to be selling 
a one-size-fits-all approach to potential co-
ordination agencies that was far from what 
those agencies were seeking to buy. The 
emergence of a more robust and diverse 
set of on-demand transportation services, 
enabled by advances in technology, is the 
change agent in these coordination dynam-
ics and the impetus for re-thinking coordi-
nation.

How so? First, let’s be clear that what 
used to known as demand-response service 
has, in reality, morphed into today’s on-
demand operations. And the biggest change 
that goes along with those titles is the leav-
ing behind of the 24- or 48-hour waiting 
periods that often went along with demand-
response service and that was codified with 
the advent of ADA complimentary para-
transit in the early 1990s. The most signifi-
cant impact that TNCs have had on com-

munity and public transportation is how 
quickly they changed expectation levels on 
the part of the riding public. On-demand 
service, today, means right away — the very 
idea of waiting periods is melting away, 
particularly in urban environments. The 
availability of on-demand transportation is 
a coordination game changer, and it sets the 
stage for the next great leap forward: the 
integrated on-demand transportation net-
work or ecosystem. 

Smart phones and apps can now bring 
together a variety of on-demand transporta-
tion services into a seamless, coordinated 
network that seamlessly interfaces with 
traditional fixed-route transportation opera-
tions and that is available at the swipe of 
a finger. The components of that network 
are different in every community, but can 
include TNCs, taxis, ADA complimentary 
paratransit, NEMT, volunteer drivers, bike 
and scooter share and social service trans-
portation. The network will handle a first-
mile/last-mile leg of a commute as simply 
as it does a non-emergency medical trip — 
the only difference being the payor. In this 
vision of the next generation of coordinated 
transportation, individuals, human and so-
cial services, public (Medicaid/Medicare/
VA) and private health care deploy mobil-
ity management skills to purchase the more 
efficient, cost effective service that best 
suits their needs. This potential model puts 
together every transportation mode from 
bikes to cars to small buses to big buses to 
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trains and provides trips based on the Mo-
bility as a Service model. 

Would the emergence of a coordinated 
network like the one described above bring 
new agencies, funders and investors into 
the mix? Would it provide the best trans-
portation at the lowest price? Would it be 
flexible enough to meet the wide spectrum 
of American’s travel needs? CTAA believes 
it would. But that transition will be neither 
simple nor quick. 

The Crucial Connection

The need for non-emergency medical 
transportation (NEMT) is not going away. 
In fact, trends in health care policy, popula-
tion demographics and budgets virtually 
ensure NEMT’s prominence today, and 
even more in the future. The key will be 
NEMT providers’ and advocates’ ability to 
articulate the full spectrum of cost savings 
and enhanced health outcomes that efficient 
and cost-effective NEMT engenders. 

Too often, the term NEMT has been re-
served for those serving Medicaid clients. 
A more expansive definition will be needed 
moving forward, however; one that encom-
passes the full continuum of transportation 

  

modes, current and emerging technologies 
and a gamut of investors and payers far be-
yond what we see today. Updated, adapted 
versions of transportation concepts like co-
ordination, mobility management and even 
Mobility as a Service will be tested, iterated 
and deployed to meet growing demand.

This vision of  conducting a community needs assessment 
process from South Dakota finds commonality with the 
work of  mobility providers everywhere. 

 And at the end of all of this, we must 
return to notion that the fundamental con-
nection to be made is a simple trip to the 
doctor’s office or health care appointment. 
Same as it ever was. 

The State of NEMT
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Medicaid non-emergency medical trans-
portation (NEMT) is an important compo-
nent within the public transportation space, 
particularly for rural providers. The contract 
revenue from Medicaid NEMT is the largest 
source of operating funds for many transit 
systems across the U.S. and a vital source of 
local match. Additionally, public transporta-
tion passengers, both urban and rural, are 
themselves Medicaid recipients, thus creating 
both a policy and fiscal link (and both op-
portunities and tension) between Medicaid 
NEMT and public transportation services. 

The links between public transportation and 
Medicaid NEMT are critical to understand 
as the landscape of both types of services 
continue to evolve and shift. In recent years, 
both individual states and the current Admin-
istration have submitted numerous requests 
to waive or eliminate the NEMT benefit with 
varying levels of success. Now, with seem-
ingly few supporters in the top tiers of HHS, 
CMS, and the Administration, the transpor-
tation benefit seems to be facing its biggest 
threat yet. 

Incremental Threats: CMS 1115 Waivers 

On the federal level, there is a general 
movement away from using Medicaid dollars 
to support NEMT, as high-level officials in the 

Centers for Medicare and Medicaid Services 
(CMS) have shown inconsistent levels of sup-
port for the transportation benefit. Previously 
— with Iowa being the most obvious example 
— the Obama Administration, in an effort to 
entice more states to accept expanded Med-
icaid as part of the Affordable Care Act, was 
willing to trade away the Medicaid NEMT 
benefit. More recently, the Trump Administra-
tion has used waivers to bypass or unravel a 
number of the Obama Administration’s more 
expansive health policies, and has granted 
some states’ requests. 

In particular, CMS Administrator Seema 
Verma (who arrived from Indiana with a 
predisposition of opposition efficacy of 
NEMT) has supported waivers of NEMT as a 
potential reform allowed by law. In a March 
2017 letter to state governors, former HHS 
secretary Tom Price and CMS Administrator 
Seema Verma encouraged the use of waivers 
for NEMT services as a cost-cutting measures. 

A number of states have taken advantage of 
the Centers for Medicare & Medicaid Services 
(CMS) support of the 1115 waiver program to 
create changes to their Medicaid programs. 
Section 1115 demonstration waivers specifi-
cally allow for state flexibility to implement 
experimental, pilot, or demonstration projects 
that differ from federal program rules. These 
waivers can provide states with consider-

able flexibility in how they operate their state 
Medicaid program, beyond what is available 
under current law. 

The movement to limit the transportation 
benefit, while not widespread, has had vary-
ing levels of success in states across the U.S. 
CMS has approved Section 1115 waivers for 
three states (Iowa, Indiana, and – very se-
cretly – Kentucky) which have eliminated the 
NEMT benefit for specific subsections of their 
Medicaid population. Additionally, five other 
states (Arizona, Arkansas, Massachusetts, 
New Mexico, and Pennsylvania) have con-
sidered or proposed similar 1115 waivers of 
NEMT services. 

In 2013, Iowa became the 
first state to receive waiver 
authority exempting it from 
providing NEMT to their 
Medicaid expansion popu-

lation (adults up to 133 percent of the Federal 
Poverty Level, FPL).

Indiana’s Section 1115 
waiver was first approved 
in 2015 and waives NEMT 
for the expanded adult 
group (up to 133% FPL), 
and provides exceptions for 
19- and 20-year old’s sub-
ject to EPSDT (Early and Periodic Screening, 
Diagnostic and Treatment), pregnant women 

By Alex King
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and those who are medically frail.

Despite legal chal-
lenges, Kentucky’s 
Section 1115 waiver was 
reapproved in late 2018, 

and includes a waiver of the requirement to 
provide NEMT for beneficiaries enrolled in 
the new adult group (up to 133% FPL), with 
exceptions for beneficiaries who are medically 
frail, 19- or 20-year-old beneficiaries entitled 
to Early and Periodic Screening, Diagnostic, 
and Treatment (EPSDT) services, former fos-
ter care youth, survivors of domestic violence, 
and pregnant women.

Legislative Threats:  The Brooks Bill & 
other legislative proposals

In addition to state-by-state threats to 
NEMT via CMS waivers, additional legisla-
tive efforts to limit or remove pieces of the 
NEMT Medicaid benefit also have been 
tested. To date, none of these attempts have 
been successful; nevertheless, they add to the 
overall attitude of opposition to the transpor-
tation benefit. 

In March of 2017, Rep. Susan Brooks (R-
IN) in conjunction with Reps Chris Collins 
(R-NY) and Brett Guthrie (R-KY), introduced 
H.R. 1394, a bill that would amend title XIX of 
the Social Security Act to provide states with 
flexibility with respect to providing cover-
age for non-emergency transportation under 
Medicaid. This bill was introduced in the 
hopes of revoking the federal requirement to 

provide Medicaid NEMT in an effort to  pro-
vide states with flexibility. The legislation was 
referred to the House Committee on Energy 
and Commerce for consideration, but the ef-
fort has since stalled. 

Additionally, another Republican proposal 
in 2017 would have reversed the Affordable 
Care Act’s Medicaid expansion and in do-
ing so, also reduced federal funding for the 
NEMT program for this population. This pro-
posal also failed, but other similar individual 
state efforts via CMS Section 1115 Waivers 
(see above) still stand. 

To clarify, current regulations (CFR §431.53) 
mandate that a State plan must specify that 
the Medicaid agency will ensure necessary 
transportation to and from providers. The 
concern with both of these threats is that they 
would ultimately repeal this 50 year old as-
surance of NEMT for Medicaid Patients. 

New Threats from the Administration: 
The HHS Unified Agenda and the NEMT 
Advanced Notice of Proposed Rulemaking

Over the past few months, the Medicaid 
NEMT benefit has come under direct threat 
from a series of new, and pending, actions by 
the Administration. 

The President’s FY 2019 Budget included 
a proposal to use regulatory authority to 
change Medicaid NEMT from a mandatory to 
an optional benefit. While the congressional 
budget seems unlikely to include this pro-

posal (due to the lack of support for the 2017 
Brooks Bill), the Administration was able to 
find another avenue through which to move 
this idea into action. 

On October 17th the Administration an-
nounced its semiannual forecast of the rules 
that the Department of Health and Human 
Services (HHS) will be churning out over the 
next year. The lengthy list includes issues that 
are top of mind for the department and the 
administration is expected to move forward 
with many of these priorities in the coming 
months. This year’s announcement included 
revealing a potential rule that would re-
examine non-emergency medical transporta-
tion (NEMT) coverage requirements for states 
under Medicaid.  

While very little is known about the content 
of the proposed rule (which is speculated to 
be released in May 2019), the overwhelming 
consensus is that it will revisit NEMT benefit 
requirements for beneficiaries with no other 
means of accessing medical services.  Report-
edly, the goal of the proposed rule aligns with 
the Administration’s goal to provide states 
with greater flexibility as part of the adminis-
tration’s reform initiatives. This also matches 
the goal of the Brooks Bill proposed back in 
2017. 

Potential Impacts

Despite the lack of information, many have 
continued to speculate on the avenue the 
proposed rule may take in re-examining the 

http://www.ctaa.org
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NEMT benefit. One potential change being 
discussed is that the rule could possibly al-
low states to make changes to their NEMT 
program through a State Plan Amendment 
versus a Waiver, which would be an easier 
and less time intensive process. Taken at face 
value, the wording of the announcement 
does not appear to be focused on any one 
specific Medicaid population or set of eligi-
bility categories, and any high risk or partic-
ularly vulnerable populations have not been 
identified at this time as being potentially 
exempt from any changes.  

Given the framing of providing states with 
greater flexibility, it can be assumed that if 
made optional, not all states will choose to 
revisit or change the NEMT benefit. Each 
State Medicaid program operates individu-
ally under the federal rules.  Therefore, if 
this proposed rule does fall under the idea 
of state flexibility, the changes to Medicaid 
NEMT may not be as sweeping as potentially 
feared.  

However, it does not matter if your state 
has already waived the benefit, is consider-
ing waiving it, or has no intention of waiving 
it, this potential proposed rule should be of 
interest to all transportation providers. 

In addition to the potential elimination of 
benefits, there are also many potential un-
intended consequences on transportation 
services as a whole. As mentioned above, 
Medicaid NEMT is an influential figure 
within public transportation. Changes to the 

Medicaid NEMT benefit will impact funding 
streams for transportation, impact ridership, 
and create new and unknown challenges to 
transit providers, particularly rural public 
operators who have grown to depend on the 
investment.  

Many specialized and public transit sys-
tems simply do not have the capacity or 
funding to take on the additional demand 
that would occur if the NEMT benefit were 
eliminated.  In addition, contract revenues 
used for FTA match dollars could diminish 
or disappear, threatening rural public tran-
sit’s ability to meet the match requirements 
thus creating a wider range of impacts on 
transit services and community mobility. 

If the benefit becomes optional on the fed-
eral level, some of these links could change 
on the federal level as well – therefore threat-
ening the current structure even in states that 
choose not to change their NEMT benefit. 

It is critical to note that at this point in time, 
the comments above, and any others you 
hear, are merely speculations until further 
information is released by CMS.

Looking Ahead

No matter which, if any, of the above dan-
gers come to fruition, public transportation 
should be alarmed.  The threat to Medicaid 
NEMT is no longer gathering; it is here. As 
transit providers, and community members, 
we need to consider the impact that Medic-

aid NEMT has not only on our services, but 
on our community members, and on our 
wider network of public services. 

We must work together with our partners 
and other key stakeholders who are reliant 
on NEMT to create a unified response strate-
gy across groups. From public transportation 
providers, NEMT brokers, health care insur-
ers, hospitals, to patient advocacy groups, we 
all need to illustrate the value of non-emer-
gency medical transportation in the hopes of 
fighting these threats. 

CTAA is currently tracking developments 
around the proposed rule and other existing 
and potential threats closely and is prepar-
ing a response and advocacy strategy. We are 
working with a number of key stakeholders 
in this arena including Brokers, Insurers, 
and other organizations who have members 
or constituents reliant on NEMT services, 
to create a unified response strategy across 
groups.  As our strategy takes shape, and 
more information emerges, we will be sure to 
share any relevant updates on our website. 

http://www.ctaa.org
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The perfect compliment to Digital CT is our bi-weekly 
E-Newsletter, 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. NOTE: CTAA Members receive CT Fast 

Mail a week before non-member subscribers. To become a 
member, visit www.ctaa.org today!

http://www.ctaa.org
http://web1.ctaa.org/webmodules/webarticles/anmviewer.asp?a=3767&z=132
mailto:fastmail%40ctaa.org?subject=Sign%20Me%20up%20for%20Fast%20Mail%21
mailto:fastmail%40ctaa.org?subject=Sign%20Me%20up%20for%20Fast%20Mail%21
http://www.ctaa.org


www.ctaa.org CONTENTS 25

Cross-sector collaboration is central to 
solving the complex problems transporta-
tion providers face. However, each sector is 
unique and has its own way of approaching 
problems, which can create barriers to suc-
cessful partnerships. 

While the activities of health care and 
transportation clearly overlap, there is often 
relatively little discussion or collaboration 
between them. This limited conversation 
between sectors creates inefficiencies in 
services, decreased access to care, poorer 
health outcomes for patients, and a general 
tension and frustration. One such barrier to 
building productive partnerships likely in-
cludes the unique jargon that forms in any 
specialized industry which can feel over-
whelming or intimidating to outsiders.

In order to better address complex health 
and mobility problems, health care and 
transportation must work together to create 
a shared language, and cross-sector under-
standing of key terms and ideas is critical 
to making such an effort succeed. A shared 
language can mean the difference between 
a successful partnership which creates new 
and innovative ideas, or a failed one that 

yields few results.  

Below are a few key questions that can 
help transportation professionals gain a 
better understanding of health care termi-
nology and how it impacts the services that 
get clients to their appointments. In each, 
we offer both analysis of the question and a 
useful transit tip.

What is a Community Health Needs 
Assessment (CHNA)? 

Passed as a part of the Patient Protection 
and Affordable Care Act (ACA), tax-exempt 
hospitals must complete a Community 
Health Needs Assessment every three years 
and adopt an implementation strategy to 
meet needs identified in the assessment. 
The goal of a CHNA is to improve the 
health of communities by ensuring that 
hospitals have critical information needed 
to accurately provide services and care that 
meets the needs of their local population. 
These assessments also provide an oppor-
tunity to improve coordination of hospital 
benefits with other services and initiatives 
to improve community health, well-being, 
and equity in access to health care services.

Transit Tips: Community stakehold-
ers, including transportation provid-
ers, should see CHNAs as a chance to 
engage with their local hospital in the 

process of prioritizing community needs. 
Transportation providers can leverage the 
CHNA process to identify and create new 
partnerships to improve health care trans-
portation and overall mobility in commu-
nities. A recent study of hospital CHNA’s 
found that 14 percent of hospitals identified 
transportation as a priority need as a result 
of their community research; however, only 
8 percent of hospitals decided to act on that 
finding and include transportation as a part 
of their implementation plan.

Why does health care rely on capitated 
rates? 

The current U.S. health care environment 
has been experiencing a shift over the past 
decade towards value-based care, including 
a change in reimbursement and payment 
models. Value-based models largely use a 
capitated payment model, where providers 

A Transit-Health Care Shared Language Guide

Learning to Talk with Health Care:
A Shared Language Guide
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are paid a prospective cap, or per-member 
per-month (PMPM) payment to provide 
the care for individuals enrolled in a health 
plan. The goal of this type of payment mod-
el is to encourage providers to consider best 
practices, value, and preventative health 
when addressing payment needs. Providers 
are incentivized to provide the right care at 
the right time to their patients, so that they 
can profit from any net realized savings 
below the assigned payment per patient. 
Additionally, the capitation model is recog-
nized as more stable and financially certain, 
as it offers a monthly financial guarantee, 
whether patients seek care or not.  

Transit Tips: It is fairly common for 
NEMT payment to be offered as a 
capitated rate. In states that use man-

aged care organizations (MCOs) or a bro-
kerage model for NEMT, the state will pay 
the MCO or broker a PMPM rate based on 
the number of Medicaid enrollees and as-
sumptions about NEMT need. While there 
are benefits to having the transportation 
costs be both known and fixed, research has 
shown that capitated rates can discourage 
high-quality transportation. Pre-determined 
rates can vary dramatically from actual 
transportation costs, and when the rates 
cannot cover the costs, both services and 
quality will be cut to cover the losses.  In 
particular, the recent impact of the opioid 
epidemic on transportation need has expo-
nentially increased trip rates for Medicaid 
populations needing treatment. A capitated 

rate has little chance in adequately cover-
ing the trip need for individuals traveling 
for treatment seven or more times a week, 
particularly when the PMPM capitated rate 
was likely determined before the scope and 
impact of the opioid crisis was realized. 

Transportation providers need to work 
with health care to help them understand 
why the capitation model does not always 
effectively promote quality care in the same 
way for transportation as it does in health 
care systems. Quality and effective trans-
portation may end up increasing instead of 
decreasing use of transportation services 
– thus capitated rates create a disincentive 
to have high quality transportation as high 
transportation use limits potential profit-
ability. 

What is HIPAA and does it apply to 
transportation?  

The Health Insurance Portability and Ac-
countability Act of 1996 (HIPAA) is a series 
of national standards that health care or-
ganizations must have in place in order to 
safeguard the privacy and security of pro-
tected health information.  In 2003, HIPAA 
established uniform privacy protections 
over patients’ health information (PHI). 
PHI is any demographic or individually 
identifiable information that can be used to 
identify a specific patient including names, 
addresses, emails, telephone numbers, full 
facial photos, etc.  

Transit Tips:  Public transportation 
agencies maintain some medical infor-
mation about their clients; however, 
only those organizations that provide 

health care and bill for services electronical-
ly must comply with the HIPAA law, which 
means at this time, very few transit systems 
fall within this category.  

Currently, there is no concrete guidance 
available on how transportation, particular-
ly non-emergency medical transportation, 
relates to the HIPAA privacy rule.  Even 
the U.S. Department of Health and Human 
Services (HHS) website does not disclose 
any guidance, advice, opinion, or decision 
regarding whether or not transit agencies 
need to comply with HIPAA. 

Based on current practice and available 
research, to be subject to HIPAA, a transit 
agency would have to be HIPAA’s defini-
tion of a business associate and have a 
business associate agreement (BAA) with a 
covered entity that authorizes the creation, 
sharing, maintenance or transit of PHI on 
behalf of the covered entity.  Current prac-
tice leaves a major exception to the idea that 
HIPAA does not apply to transit, NEMT 
brokers are required to sign BAAs as a part 
of their contracts with state Medicaid of-
fices, thus requiring them to comply with 
HIPAA.  

However, as technology evolves and 
what is considered patient health informa-
tion expands, transportation providers are 
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beginning to become more aware of which 
HIPAA rules may apply to them and con-
sider if and how they need to begin work-
ing towards becoming HIPAA compliant. 

What is the Lewin Report and why is it 
important? 

Indiana’s Section 1115 waiver to expand 
their Medicaid program was first approved 
in 2015, and included a waiver for NEMT 
services for expansion adults (Note: Med-
icaid expansion adult group includes ben-
eficiaries with income from 101-138 percent 
of the Federal Poverty Level, and provides 
exceptions for 19- and 20-year old’s subject 
to EPSDT [Early and Periodic Screening, Di-
agnostic and Treatment], pregnant women 
and those who are medically frail – ed). As 
a part of the terms and conditions of this 
waiver, Indiana was required to conduct an 
independent evaluation of the NEMT ben-
efit to ‘allow the state and CMS to consider 
the impact of the State’s NEMT policies on 
access to care.” The state hired The Lewin 
Group to conduct the evaluation. The re-
sulting report evaluating the experience of 
the Indiana Medicaid beneficiaries included 
in the NEMT waiver, has since become fa-
mous in NEMT circles and is frequently re-
ferred to simply as in “The Lewin Report.”

This report has become fuel for those who 
support eliminating the NEMT benefit, 
due to the implications of its content on the 
lack of impact that the NEMT benefit has 
on missed appointments due to transporta-

tion barriers. However, despite the use of 
this report as support against the benefit, 
both CMS and the Lewin Group expressed 

concern about the limited scope of 
the research conducted and the lack 
of comparability of the information 
researched. 

Transit Tips:  Largely, CTAA believes that 
the Lewin Report is not nearly as devastat-
ing to the NEMT benefit as some may want 
us to believe. Even with the limited scope of 
members surveyed for the research, utiliza-
tion of services and percentage of missed 
appointments due to transportation were 
in line with the percentages seen in other 
states across the country. In addition, the re-
port actually illustrates the value of NEMT 
by recording the decision of some managed 
care providers in Indiana to provide pri-
vate coverage of the NEMT benefit for the 
population no longer covered by Medicaid. 
The Lewin Report, while frequently used to 
support the elimination of the NEMT ben-
efit, when read between the lines, actually 
does just the opposite. 

What is a Section 1115 Waiver? 

Section 1115 of the Social Security Act 
gives the Secretary of Health and Human 
Services authority to approve experimen-
tal, pilot, or demonstration projects that are 
found by the Secretary to be likely to assist 
in promoting the objectives of the Medic-
aid program.  These waivers can provide 
states with considerable flexibility in how 

they operate their state Medicaid program, 
beyond what is available under current pro-
gram rules and federal law.  The purpose of 
these demonstrations is to demonstrate and 
evaluate state-specific policy approaches 
that improve the integrity and effectiveness 
of the Medicaid program for low-income 
beneficiaries

Transit Tips:  There has been signifi-
cant variation in the length of time it 
takes to get final approval of a Section 

1115 waiver. However, every waiver must 
go through both a 30-day public comment 
period at both the state and federal level. 
Public transportation and community part-
ners should take advantage of these oppor-
tunities and use them to submit concerns 
when applicable and necessary. 

While Section 1115 waivers are the main 
avenue for states to request waiver author-
ity for the NEMT benefit, the waivers can be 
wide ranging in scope and do not necessar-
ily have to include any changes to NEMT 
or transportation whatsoever. Some 1115 
waivers may even work to expand NEMT 
or create innovation demonstration pilots 
expanding services focused on social deter-
minants of health such as transportation.

Additionally, Section 1115 waivers have 
recently become a vehicle for the creation 
of work requirements for Medicaid ben-
eficiaries, which at times have impacts on 
transportation.  The Kentucky HEALTH 
program which created work requirements 
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for Medicaid Beneficiaries ties the required 
80 hours of work, job training or searching, 
or community service per month directly to 
the provision of key benefits such as dental, 
vision, and NEMT. On the opposite side of 
the spectrum, Ohio currently has a pend-
ing 1115 waiver that includes a request for 
federal match dollars to provide supportive 
services including transportation for indi-
viduals working to meet the work and com-
munity engagement requirements.  Ohio 
specifically identifies and calls out trans-
portation as a critical supportive service for 
beneficiaries who are working to meeting 
the employment and community engage-
ment requirements.  To date, Ohio is the 
only state to submit an 1115 waiver includ-
ing work requirement that is also request-
ing a federal match to provide supportive 
services such as transportation to help 
beneficiaries meet the work requirement.

How is the shift to Managed Care       
impacting NEMT? 

More than 55 million Medicaid beneficia-
ries are enrolled in Managed Care across 
the U.S., making Managed Care the current 
dominant health care delivery system. The 
managed care delivery system was cre-
ated to manage cost and utilization while 
improving quality by delivering health 
benefits and additional services through 
contracted arrangements between state 
Medicaid agencies and managed care or-
ganizations (MCOs). An MCO is a health 

care provider or a group or organization of 
medical service providers who offers man-
aged health care plans. Given their focus 
on managing costs and improving care, it 
makes sense that MCOs use value-based 
capitated payments to incentivize provid-
ers to provide efficient, effective, and higher 
quality care. 

Transit Tips:  A majority of states 
using the MCO model have shifted 
to delivering NEMT through either 
NEMT focused brokers or MCOs 

who then subcontract with NEMT brokers. 
Capitated PMPM payments are used by 
either the broker or the MCO to manage the 
NEMT benefit. The push towards managed 
care delivery systems has directly impacted 
the use of capitated payment within the 
Medicaid NEMT space.  Additionally, it is 
important to note that there have been some 
instances, such as in Indiana, of MCOs 
choosing to provide NEMT services either 
in addition to or in replace of state covered 
NEMT benefits under Medicaid.

Why should transit care about co-pays? 

A co-payment, or co-pay, is a common 
form of cost-sharing under many health 
insurance plans. Beneficiaries pay a fixed 
amount established by an insurance plan 
for sharing the cost of a certain health ser-
vice. Specific rules regarding health insur-
ance co-payments vary based on the policy 
and provider. The cost-sharing system 
between providers and beneficiaries is a 

critical selling point for each plan. 

Transit Tip:  Among the many places 
that discussions between transportation 
and health care providers break down, the 
subject of fares often tops the list. Health 
care advocates, particularly in the federally-
funded Medicaid program, typically are 
willing only to pay the same fare the public 
pays for a trip. Transit professionals, under-
standing the true nature of farebox recovery 
and how much additional investment goes 
into every trip provided, balk at the notion 
of merely charging a fare.

Next time you find yourself in this co-
nundrum, bring up the health care systems’ 
use of co-pays. Simply put, just as fares 
don’t pay for all that goes into a transit trip, 
neither do co-pays cover the entirety of a 
doctors’ visit, to say nothing of a surgical 
procedure. Co-pays are an entry charge into 
the health care system. Fares serve the same 
function in transit. 
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NEMT’s ROI

ROI Defined for NEMT: How Transit Creates
Positive Returns for Health Care

NEMT 2018

The worlds of health care and finance are 
consistently dominated with buzzwords 
like big data, information governance or 
datafication, making it difficult to break 
through those language barriers and com-
municate strategically with other sectors. As 
health care continues to expand its support 
for social determinants of health, it calls 
our attention to the fact that health care 
will need to work with new sectors, such as 
housing and transportation. In the previous 
article, we’ve established that in order to 
successfully work with these other sectors, 
it has become increasingly important for a 
cross-sectional shared language; one that al-
lows all sectors to discuss how they overlap 
and impact the others. Without understand-
ing the value that other sectors can provide, 
potential discussions, or even partnerships 
will be stalled. To develop this by think-
ing about value, let’s look at what impacts 
everyone - costs and return on investments 
(ROI).  

Recent trends show health care provid-
ers moving towards value-based payment 
models; increasing the quality of care while 
decreasing costs. The goal is to provide bet-
ter care, prevent readmissions, and improve 
overall patient outcomes, all without tak-

ing a hit to their bottom line. A focus on 
preventative care, and ensuring patients 
maintain regular and consistent care is criti-
cal to reducing costs related to avoidable 
readmissions or emergency care. Because 
of this, ROI for health care typically tends 
to be straight forward and determined on 
whether or not the health care system sees 
overall cost-savings. 

A consistent problem in the health care in-
dustry is appointment no-shows. Appoint-
ment no-shows can result in an average 
daily loss to the health care system of $725 
and cost the overall health care industry 
an estimated $150 billion a year. Not only 
do these no-shows hurt health care provid-
ers and insurance companies, but also the 
patient. No-shows lead to increased medi-
cal costs, poor patient care, potential health 
complications and increased emergency 
room visits. Health care providers are in-
creasingly looking at the issue of no-shows 
and how they affect overall ROI.

As mentioned above, health care has 
recognized that there are multiple factors 
that impact person’s ability to make it to 
their medical appointment, such as: a lack 
of transportation, employment, child care, 

chronic conditions or memory issues. A 
lack of safe, reliable transportation alone 
accounts for an estimated 3.6 million no-
shows annually. If transportation-disad-
vantaged populations had improved access 
to health care, no-shows would decrease, 
reducing national health care costs and off-
setting the minimal increase in transporta-
tion costs. By examining how transportation 
can create ROIs for the health care industry, 
we can strengthen transit’s role as a critical 
player in the health care industry and make 

By Taylor McGinley & Alex King
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NEMT’s ROI
sure transportation providers have a meaningful seat at 
the health care table. 

Data Typically Used in ROI Studies 

Historically, it has been difficult to study and provide a 
standard for data in addressing transportation and health 
care. Metrics across sectors typically misalign or don’t 
make sense in different contexts. However, the trans-
portation industry is getting better at providing figures 
that prove their value; certainly more than just ridership 
numbers.

There are several factors that should be considered 
when determining how a lack of access to transporta-
tion can impact the health care industry. A first step is to 
identify:

1. The population that doesn’t have access to safe, reli-
able transportation;

2. Typical characteristics of that population;

3. Medical conditions that population may have and the 
subsequent impact on the trip needed; and

4. Potential consequences of missing an appointment.

The Transportation Research Board studied general 
characteristics found amongst populations that routinely 
miss appointments. On average, the populations that 
tend to miss medical appointments are female, poorer, 
older, have less education and are more likely to be a 
part of a minority group. These populations also gener-
ally tend to have multiple medical conditions, however if 
treated in a preventative manner, can be manageable. Ad-
ditionally, the conditions listed to the right were among 
the most common by those who have particularly high 
tendencies to miss care.

Traffic Breakdown
Breakdown per Channel

What’s our
best traffic-
generating
social media
channel?

Social Traffic vs All Website Traffic

Facebook is undoubtedly the best performer in this
categorySince investing heavily in SEO last quarter,
Pinterest became our second social source of
trafficDespite numerous experiments in YouTube,
traffic stayed stagnant

This page of the report looks into how each social media network contributes to generating
traffic for your website.

Total Visits from
Social Media in Q2:

Typical Critical Medical Conditions Found in
Populations That Generally Miss Care Appointments

Obstetrical Care

Cancer Treatment
and Screening

Screening for high
cholesterol levels

Screening for high
blood pressure &
hypertension

Arthritis

Asthma

Social Traffic

12%
5% from Q1

04

Chronic
Obstructive
Pulmonary Disease

Dental Problems

Depression and
mental health

Diabetes Renal disease

Heart disease

Medical allergies

Pain or aching
joints

Poor circulation

Vision problems

* Information from the 
Transportation Research 
Board
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Costs to the health care system are deter-
mined by a variety of factors including the 
examination of readmission rates, cost by 
appointments and potential revenue lost by 
year due to missed appointments, which all 
vary by provider. In total, as noted earlier, 
the collective impact of no-shows can cost 
the entire health care industry an estimated 
$150 billion a year.

Social Determinants of Health, Patient 
Care and Transportation

Examining the social determinants of 
health has become a critical piece in under-
standing why people are unable to make 
their scheduled health care appointments. 
A number of studies have been produced 
that highlight the multitude of factors that 
impact a patient’s decision to go, or not go, 
to their appointment from transportation, 
to the cost of co-pays, mistrust of doctors, 
to simply feeling too sick to make the trip.  
The following studies dive into the social 
determinants of health, and the potential 
impacts of resolving transportation barriers 
to care. 

Recently, Lyft and Hitch Health (a tech-
nology company specializing in integrating 
health records with ride hailing platforms) 
released findings of a year-long pilot pro-
gram conducted at a health clinic in Min-
neapolis, where Hitch Health’s automated 
short message service (text) technology 
offered Lyft trips to patients needing a ride. 
At this specific clinic, the cost to the hospital 

of a no-show was averaging $100 for each 
scheduled, but unattended visit. The pilot 
program found the cost of paying for non-
emergency medical transportation (NEMT) 
services to be less than $15 each way. At the 
pilot program’s conclusion, the transporta-
tion services had reduced no-shows by 27 
percent and increased revenue at the clinic 
by an estimated $270,000,  producing an 
ROI of 297 percent.

“We are looking forward to reaching even 
more people across the country with Hitch 
Health to ensure transportation is no lon-
ger a barrier to accessing health care,” says  
Gyre Renwick, vice president of Lyft Busi-
ness.

A study produced by HealthConnections, 
a program from WellCare Health Plans, 
found that in a given year, patients who had 
their social service needs met could reduce 
spending by the health care industry by 11 
percent. The study team focused on how 
to address the social factors contributing to 
a person’s inability to go to a medical ap-
pointment. They did this by looking at two 
groups: those who had their social service 
needs met and those who did not.  Those 
who had just one of their social needs met 
experienced a seven percent reduction in 
total care costs compared to those who had 
none of their needs met. This shows how 
even a limited intervention can be helpful 
in reducing total health costs, while also 
improving the life of the patient.

“Effective healthcare delivery may require 
interventions from a broad array of com-
munity-based organizations that act beyond 
the scope of the medical care provider,” 
notes HealthConnections’ study.

The State of Florida offers many programs 
for the transportation disadvantaged, which 
primarily focus on getting people to medi-
cal appointments, employment, education, 
nutrition and other critical life-necessities. 
In order to see what the effects would be 
if just one of these barriers were solved for 
this population, the Florida State Univer-
sity’s (FSU) College of Business conducted 
an ROI study into each of these catego-
ries. Specifically related to medical trips, 
they sought to understand if preventative 
medical care would help keep low income, 
elderly and disabled Florida residents out 
of the hospitals and nursing homes, while 
also improving the mobility and health of 
the patients. By doing so, they wanted to 
calculate the return generated by funds 
invested into these programs by the state of 
Florida. The study found that if one percent 
of the NEMT trips funded resulted in the 
avoidance of an emergency room visit, the 
ROI for the state is 1108 percent, or about 
$11.08 for each dollar the state invests in 
this program. 

According to the FSU study, “based on 
these figures, it seems fair to conclude that 
the estimated benefits of transportation 
disadvantaged programs far outweigh their 

NEMT’s ROI

http://www.ctaa.org
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costs. It must be restated that these ROI 
figures are generated using highly conser-
vative assumptions. Realistically, the actual 
ROI would probably be much greater, and 
more accurate, if they considered the num-
ber of clients who actually avoid hospitals, 
nursing homes, and assisted living facilities 
by utilizing these transportation disadvan-
taged programs.”

The Medical Transportation Access Coali-
tion (MTAC) was organized to advocate 
for the benefits of NEMT to elected officials 
(CTAA is an allied partner to MATC – ed). 
Originally founded by NEMT brokers, 
the coalition has worked hard to educate 
patients, health providers and plans, and 
policymakers on the necessity of access to 
transportation. MTAC has recently released 
a study where they examined the ROI of 
NEMT by looking at Medicaid claims data 
and surveying NEMT users. They focused 
on three specific chronicmedical conditions 
and treatments: dialysis for kidney disease, 
wound care for diabeties patients and treat-
ment for substance use disorders. The study 
found that:

• 58 percent of nearly 1,000 beneficiaries 
surveyed reported that without NEMT, they 
wouldn’t be able to go to their medical ap-
pointment;

• The total ROI of NEMT for all three con-
ditions and treatments per 30,000 members 
per month is more than $40 million.

NEMT’s ROI

Not only was this study critical in quan-
tifying the importance of NEMT, it helps 
shape the way transit providers talk to the 
broader public by offering ROI figures in 
relation to Medicaid costs. It also further 
solidifies the reality that NEMT benefits 
pay for themselves as part of a managed 
care strategy for people with certain chronic 
conditions.  

Applications in Reality – the NCMM 
Experience

CTAA has been fortunate to be a leader 
of the National Center of Mobility Manage-
ment (NCMM), a Federal Transit Admin-

istration (FTA)-funded technical assistance 
center focused improving transportation 
options for all Americans. NCMM’s prima-
ry activities support mobility management 
professionals, FTA grantees, and partners 
in adopting proven, sustainable, and repli-
cable strategies that achieve its mission. The 
team works to:

• Provide assistance to communities 
through dissemination of promising practic-
es, a monthly e-newsletter, and customized 
technical assistance;

• Deliver in-person and web-based train-
ings, including webinars;

• Network with mobility management 
practitioners through several communica-

Data produced by MTAC demonstrates that increased 
access to care reduces costs for the health care sector.

http://www.ctaa.org
https://mtaccoalition.org/
https://mtaccoalition.org/
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tion forums; and 

• Align and support the goals and activi-
ties of the Federal Coordinating Council 
on Access and Mobility (CCAM) and the 
Federal Transit Administration.

The Center also provides grant opportuni-
ties; more recently the Health Care Access 
Design Challenge 2017. The Health Care 
Access Design Challenge 2017 was a fund-
ing opportunity to assist communities in 
addressing health care access issues. The 
goals of the projects were to 1)  support 
communities in designing ready-to-launch 
health care transportation solutions that 
improve access, and 2) disseminate results 
of the communities’ work to facilitate the 
implementation of solutions in part or in 
whole by other communities.

The 2017 Design Challenge was com-
promised of teams from seven states, each 
working to improve access in one of the 
following categories: 1) access to behavioral 
health, 2) treatment for chronic diseases, 3) 
ongoing treatment for post-hospitalization 
recovery and avoidance of re-hospitaliza-
tion, and 4) treatment for acute/immediate 
care. 

A team located in Rockingham County, 
Virginia, led by Valley Program for Aging 
Services, worked to improve access to ongo-
ing treatment for post-hospitalization re-
covery and avoidance of re-hospitalization. 
Their team found that the local patients 

most desired dignity of choice in regards 
to the level of support needed in accessing 
care. To address this, the team designed a 
set of solutions that patients could choose 
from: a transportation buddy system, a 
transportation options informational card 
and a transportation navigator. When inter-
viewed at the completion of their project, 
Pam Collins, Care Coordinator at Sentara 
East Rockingham Health Center, said how 
their primary care facility was going to see 
reduced long-term costs thanks to these 
transportation solutions. 

“This solution is a win-win for everyone: 
the patients, the provider, and the health 
care facility,” says Collins. “It reduces 
readmission to the hospital.  The patient 
gets to their health care appointment. They 
have their hospital follow-up. Medically, 

it’s wonderful for them. For the provider, 
their slot is filled. When a patient misses 
their appointment and doesn’t get into their 
provider for more than seven days, there 
is a greater chance of readmission to the 
hospital.”

While the NCMM grant was focused on 
the planning phase, the Rockingham team 
will be able to continue their work via a sig-
nificant grant from a local hospital that will 
allow them to implement a limited launch 
for their solution.

Each team not only created valuable solu-
tions for their community, but also ensured 
that ideas for the solutions created tied 
directly back to the needs of their most vul-
nerable populations. These solutions work 
towards not only improving the quality of 
life for community members, but enhancing 

NEMT’s ROI

The Rockingham County Health Care Access Design Challenge Team developed this graphic depicting the intersection 
of  health care and mobility needs, and their response – a Transportation Navigator – to overcome gaps between the 
two compontents.  
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economic development for their commu-
nity, and promoting healthy living for all. 

Benefits that Far Outweigh the Costs

Measuring the benefits of providing 
transportation is far more difficult than 
measuring its costs. Nonetheless, the stud-
ies mentioned have succeeded in devel-
oping accurate estimates. These studies 
have shown that interventions that include 
transportation to increase attendance at ap-
pointments often reported positive results, 
including fewer missed appointments, re-
duced length of stay, and fewer emergency 
room visits.

While these studies prove optimistic, we 
can never prove total causation between 
transportation and health outcomes, just 
correlation. Social determinants of health 
are incredibly variable and include a host 
of other social factors; proving that there 
can never just be a simple cause and ef-
fect between a social service and improved 
health. However, these studies demonstrate 
how tipping the needle towards improving 
a social service can impact the health and 
well-being of people in a positive way.

“These results reinforce the need for poli-
cies that encourage organizations to accept 
financial responsibility for addressing social 
determinants of health through nonmedical 
interventions,” summarizes the HealthCon-
nections study.

Financial executives, health care practi-
tioners, and transit leaders are learning to 
speak the same language, but there is still 
work to be done. We need to continue to 
work towards ways to communicate effec-
tively across sectors and truly demonstrate 
the ROI transit can bring to health care. 
Those who typically miss medical appoint-
ments due to transportation barriers will 
potentially make their medical conditions 
worse, battle with costly medical care, will 
continue to harm them as well as those who 
are working to help them. 

NEMT’s ROI

Today, it is more important than ever 
to conduct further research and develop 
strong partnerships across sectors. We as 
an industry need to reach out to the health 
care industry and demonstrate how valu-
able transportation really is for reducing 
their costs and improving the lives of their 
patients. At a time when health care is look-
ing to reduce costs as much as possible, we 
need to make sure transportation programs 
aren’t the ones on the cutting block.  

http://www.ctaa.org
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SUN / ConneCTAA

SUN
SUN small urban network

SUNsmall 
urban 
network

SUNsmall
urban
network

SUNsmall
urban
network

CTAA’s Small Urban Network is forming right 
now! If you represent a transit operation in a 
small-urban community, please contact Scott 
Bogren at bogren@ctaa.org and be sure to get 
on our SUN mailing list. The first full meeting of 
the SUN will take place on September 5. Stay 
tuned to the CTAA FastMail for the lastest de-
tails. 

CTAA’s Small Urban Network is working to 
improve federal transit legislation and policy 
for smaller cities. If you represent a transit 
operation in a small-urban community, 
please contact Rich Sampson at sampson@
ctaa.org and be sure to get on our SUN 
mailing list. We’ll be hosting our next SUN 
Conference August 2019. Stay tuned for 
further details...

ConneCTAA: A Listserv for 
CTAA’s Small Urban Members

Our members are CTAA’s greatest asset. For 
that reason, we’re proud to introduce a new 
tool for CTAA members to share questions, 
discussion, examples and resources directly 

with each other: ConneCTAA.

ConneCTAA is an email-based electronic 
listserv - available only to CTAA small-urban 
transit members. Because you’ve told us you 
need a forum to speak candidly and openly 
among yourselves to share your questions, 
frustrations and solutions with your peers, 
no vendors or government officials – at any 
level – will have access to this group, even if 

they’re CTAA members.

Please share your questions, 
challenges and ideas with your peers 

by emailing sun.ctaa@gmail.com. 
That’s all there is to it, just like any 

other email you might send.

http://www.ctaa.org
http://www.ctaa.org/sun
mailto:sampson%40ctaa.org?subject=CTAA%27s%20SUN
mailto:sampson%40ctaa.org?subject=CTAA%27s%20SUN
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As we focus on new inovations and approaches 
to non-emergency medical transportation (NEMT) 
in this edition of DigitalCT, we turn to a num-
ber of CTAA members to share their experiences 
in adapting to the changing needs in connecting 
people with health care. We start off with a look at 
how a large, multi-county rural transit provider 
– Prairie Hills Transit (PHT) in western South 
Dakota – has partnered with a regional hospital 
company – Regional Health, which operates facil-
ities in Spearfish, Rapid City, Custer, Sturgis and 
Deadwood – to directly serve their patients. Barb 
Cline is Executive Director of PHT and CTAA’s 
Upper Midwest Regional Director – ed.

As a rural transportation provider, we know 
partnerships are the key to survival. Regional 
Health is an integrated health care system in 
South Dakota with a mission to “make a dif-
ference. Every day.” The company was aware 
of our reputation for safety, reliable vehicles 
and training because nursing homes owned 
and operated by them had been our custom-
ers for years. We came to an agreement that 
solidified our role in hospital discharge ser-
vice. At the present time, we do not bill Med-
icaid for any of these trips, although I’m sure 
a high percentage qualify. Each year, we carry 
over 2,350 patients for Regional Health. 

For over 20 years, we worked contractually 
with area nursing homes owned by Regioanl 
Health.Hospital patients being discharged 
had often come in by ambulance and had no 
way to get home. Also, they often would not 
have clothing appropriate for weather con-
ditions as they were discharged. One of our 
PHT board members – who uses a wheelchair 
herself –  pulled together area community 
groups to provide blankets, hats, and booties 
to stock on each bus. In fact, the same board 
member gave her coat to a patient being dis-
charged.

Six years ago, Regional Health’s Vice Presi-
dent of Innovation and Operations scheduled 
a meeting to talk about discharge transporta-
tion from their largest hospital in Rapid City, 
the largest city in western South Dakota.  
Explaining the circumstances of patients being 
discharged and the difficulties many of the 
individuals faced in returning to their homes 
impressed upon us the seriousness of the 
request. He said he was aware of the health-
care utilization of PHT throughout the region 
and had only heard good things about us.  He 
explained that while Regional Health knew 
health care, he was confident that we knew 
transportation and were very good at it. We 
were the kind of company he wanted to work 
with.

NEMT in Action: A Transit-Hospital Partnership

NEMT In Action: A Transit-Hospital Partnership in 
South Dakota’s Black Hills

NEMT 2018

By Barbara Cline, CCTM

Interested in the partnership, I explained 
that I didn’t have funding to buy a vehicle 
and they readily agreed to purchase a bus for 
us to operate. We entered into an agreement 
to provide transportation for a daily fee dur-
ing specific hours and an hourly fee outside 
those hours. Prairie Hills Transit works with 
Regional Health to coordinate non-emergency 
medical transportation trips, especially for 
patients being discharged from facilities.

Just recently, we retired that bus and they 
again purchased two accessible vans for us 
to operate for them. Honesty and integrity 
– along with open communication – have 
served us both well as our partnership has 
evolved and matured.

Prairie Hills Transit works with Regional Health to 
coordinate non-emergency medical transportation trips, 
especially for patients being discharged from facilities.

http://www.ctaa.org
http://www.prairiehillstransit.com/
https://regionalhealth.com/
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What A NEMT Broker Wants 

NEMT In Action: As a Broker, What
We’re Looking for in an NEMT Provider

NEMT 2018

As a transportation management firm, or 
brokerage, Coordinated Transportation Solu-
tions, Inc. has developed professional com-
mercial transportation networks in multiple 
states. We understand that our providers are 
ultimately the face of the program, at least 
for the patient, and arriving on-time, every 
time, safely and with a professional driver is 
the goal of any NEMT program. Our busi-
ness model, to partner with our provider net-
works, supports our overall goals of creating 
transportation solutions that work and offer-
ing exemplary customer service. That being 
said, our expectations from each provider are 
exacting, as patient safety is our overriding 
concern. Prior to contracting, we perform 
both a desk audit and a site visit where we 
review driver records, policies & procedures 
and vehicles and their maintenance records. 

The business must be in good standing, 
with drivers that are properly licensed, 
trained, drug tested, and able to perform 
monthly background checks. All vehicles 
must be clean, scent and smoke-free, in 
good mechanical condition, with all appli-
cable licensure, and meet state, federal, and 
manufacturer’s safety standards. Accessible 
vehicles must comply with ADA regulations.  

Drivers or vehicles that do not meet our stan-
dards are removed from service. We employ 
corrective action plans (CAP) with providers 
if their performance begins to trend down-
ward, up to and including removal from our 
network. 

I (Dave) founded Coordinated Transporta-
tion Solutions, Inc. (CTS) more than 20 years 
ago as a 501(c)(3) transportation management 
firm, because I knew there was a better way 
to connect patients to health care. The CTS 
mission of service to vulnerable populations 
is accomplished through partnerships, not 
just with government agencies and health 
plans, but with our extensive network of 
providers. We have grown from a 3-person 
organization working for one health plan to 
more than 150 employees, coordinating mil-
lions of trips in multiple states as a result of 
this partnership approach.

We support our providers with a dynamic 
provider relations team, not only at our Con-
necticut headquarters, but with local staff, on 
the ground, everywhere we operate.  These 
field representatives not only credential and 
monitor each provider, they offer their in-
dustry and business expertise to the network 
which strengthens our partnerships and ulti-

mately elevates service levels. We value our 
relationships with our provider network and 
strive to maintain open lines of communica-
tion so that expectations and programmatic 
regulations are understood by all providers. 
We also hold annual provider meetings in 
each region to provide trainings and a forum 
to discuss their concerns and suggestions for 
program-wide improvement. 

The best partnerships are built with those 
transportation providers that understand 
how truly important our work is to support-
ing positive health outcomes for the fragile 
riders we transport, and that are respectful, 
professional able to be flexible to meet the 
unique needs of those riders. An overview of 
our provider requirements can be found on 
the CTS website. 

Dave White is the Founder and President of Coor-
dinated Transportation Solutions, Inc., while Jana 
Hunkler serves as its Vice President of Business 
Development.

By Dave White, CCTM, and Jana Hunkler, CCTM

http://www.ctaa.org
https://www.ctstransit.com/transportation-providers/providers-requirements/ 
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NEMT in Action: Our New Approach to NEMT

NEMT In Action: In an Urban Area, 
Our New Approach to NEMT

NEMT 2018

By Ed Benning

In 2015, the Mass Transportation Author-
ity held community listening sessions with 
local healthcare providers for the purpose 
of determining what the unmet needs were 
related to individuals aging in place, liv-
ing longer, and the need for more medical 
services. Out of this process I determined 
that there may be an opportunity to partner 
with some of the agencies to address these 
concerns regarding gaps in services; espe-
cially surrounding medical transportation.

Based on the information that I received, 
it was important to develop a model for 
early delivery of services and I recognized 
the need for new special on-demand medi-
cal services that would go beyond the tra-
ditional transit model of fixed route service 
and/or para-transit. Therefore, it was in-
cumbent that we provide services that were 
flexible, reduced barriers and impediments 
and would provide for a better quality of 
life for the residents of our community, 
especially those needing access to medical 
services.  

As the CEO of the Mass Transportation 
Authority, it was incumbent upon me to 
develop a team within our organization 

capable of rolling out a program that would 
meet all of the aforementioned concerns.  
We then established the Rides to Wellness 
program and in 2016 we determined that an 
even higher level of service was needed – 
providing same day service within 30-min-
utes of the received request. In addition, 
this included special consideration for fami-
lies, young children, babies in car seats and 
a full service that provided rides to doctor 
appointments, prescriptions, and shopping. 

The same day service model that was 
developed has grown tremendously over 
the last two years and the Rides to Wellness 
program today transports between 8,000 
– 9,000 passengers per month and soon, 
we will be adding on a new portion of the 
program that will provide same day ser-
vices for veterans on an expanded service 
model for those needing to travel within the 

region, as well as to adjoining areas such as 
Ann Arbor, Saginaw and Detroit, MI. 

As a transportation provider operating 
in today’s environment we must find more 
efficient, more effective on-demand services 
that better address the needs of residents 
throughout our communities. 

Ed Benning is the General Manager and CEO 
of the Mass Transportation Authority (MTA), a 
CTAA Small Urban Network (SUN) member in 
Flint, Mich.

http://www.ctaa.org
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NEMT in Action: SafeRide’s Responsive Approach

NEMT In Action: CTAA Member SafeRide Responds to 
Shifting Trends in the Health Care Industry

NEMT 2018

By Taylor McGinley

Within the last ten years, key trends have 
emerged from the health care industry: 
namely, the industry’s shift away from a 
reimbursement model to a value based care 
model and the increase of populations that 
require access to health care. A value-based 
care model stresses the importance of pay-
ments based on a quality basis and is be-
ing heavily encouraged by the Centers of 
Medicare and Medicaid Services. This helps 
to ensure that the entire life of a patient is 
managed and that people receive quality 
care.

Simultaneously, those in the baby boomer 
generation are aging, putting increased 
stress on health care providers. Coupled 
with a continued rise in life expectancy, 
more and more people need access to care 
for longer. 

As these trends began developing and 
continued to grow, a group of innovative 
entrepreneurs saw an opportunity to en-
sure that patients were getting the care they 
needed, while ultimately lowering long-
term health care costs. 

The Foundations

SafeRide, one of 
many software plat-
forms used by NEMT 
and care providers, 
was founded by 
Robbins Schrader, 
Ben Salter and Whit 
Schrader in 2015 and 
partners with care 
provider networks, 
health plans, NEMT 
providers and Lyft. 

“Our founders 
seized a moment 
to improve patient 
outcomes by improv-
ing access to trans-
portation,” explained 
Ghermayn Baker, Marketing Manager at 
SafeRide

SafeRide’s partnership with NEMT pro-
viders allows for high-quality door-to-door 
service. SafeRide relies on their network of 
NEMT providers, who are appropriately 
trained and have the required vehicle types, 
to provide this additional level of patient 
assistance. The partnership with Lyft has 
enabled SafeRide to provide patients with 

increased access to care, by providing curb-
to-curb service. Lyft drivers are not trained 
to assist patients with door-to-door service, 
however they are able to offer non-emer-
gency trips to patients who don’t require 
additional assistance.

This graphical representation of  SafeRide’s trip 
optimization platform prioritizes real-time information to 
passengers to reduce dwell time and missed pick-ups.

http://www.ctaa.org
https://www.saferidehealth.com/
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Combating Costly No-Shows

More than three million Americans miss 
or delay appointments annually due to a 
lack of access to transportation. This sad-
dles health care providers with high costs 
and lost time. For example, if a dialysis 
patient misses their appointment, hospital 
readmission costs dramatically increase 
for that patient and the care provider. To 
combat this issues, SafeRide reports they 
developed a software that helps patients get 
to their appointments in a timely manner, 
while avoiding costly no-shows.

The SafeRide platform allows the NEMT 
dispatchers and care providers to view the 
same software on their desktop. The care 
provider schedules the patient’s next ap-
pointment, which the NEMT dispatcher is 
alerted to through the software, and then 

assigns the ride to a specific driver. The ride 
then gets pushed to the driver’s mobile app, 
where they can see the ride in real-time and 
receive GPS updates. Alternatively, rides 
can also be assigned to Lyft drivers if that 
is the most appropriate service level (i.e. 
curb-to-curb). Lyft drivers receive a notifica-
tion that the trip is from SafeRide and alerts 
them that the rider may require extra assis-
tance.

“SafeRide gives us access to all patient 
movement in real-time; we find this to be 
very helpful for our teams, our aides and 
patient’s families,”SafeRide health car part-
ner Optimal Aging says about their rela-
tionship. 

This process allows the patient to get the 
right ride at the right time, whether it be 
previously-scheduled or offered on-de-
mand. SafeRide reports that this experience 
has become easy to use for all participants 
and sources the best ride for the patient 
based on their needs.

“Wapato Shores Accessible Transporta-
tion strives to stay at the leading edge of 
technology available in the marketplace and 
have been impressed with the responsive-
ness of SafeRide’s Development Team,” 
says Fred Voelkel, Human Resources, Train-
ing, and Recruiting Manager at Wapato 
Shores Accessible Transportation. “They 

have been responsive to our needs and have 
even gone to the incredible length of send-
ing their entire team to Portland, Oregon 
to meet with our managers, dispatchers 
and schedulers, and our drivers to improve 
the product to better meet the needs of our 
industry.”

Delivering Meaningful Results

Thanks to SafeRide’s software, the com-
pany has found that their partnered health 
care providers have seen a 50 percent de-
crease in appointment no-shows. They’ve 
also been able to increase the number of on-
time appointments, as well as streamlining 
the patient experience. 

Not only have there been increased bene-
fits for health care providers, but there have 

NEMT in Action: SafeRide’s Responsive Approach

The SafeRide app combines multiple variables and data 
points to provide a wealth of  information to both drivers 
and passengers. See next page for an enlarged image. 

SafeRide Co-Founder and Head of  Product Whit Schrader 
(left) provides training on the company’s platform to a 
NEMT driver at a partner transportation provider.

http://www.ctaa.org
https://www.healthcaredive.com/news/lyft-hitch-health-nemt-pilot-reduced-no-shows-by-27/528401/
https://www.saferidehealth.com/pdf/20170821_Optimal_Aging.pdf
http://www.wapatoshorestransports.com/
http://www.wapatoshorestransports.com/
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NEMT in Action: SafeRide’s Responsive Approach
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also been additional benefits for NEMT 
providers. SafeRide can provide transpor-
tation providers with a consistent level 
of demand, leading to increased revenue. 
SafeRide’s software also optimizes routes, 
making better use of their time on the road 
and producing more efficient service. 

SafeRide can support NEMT providers by 
sourcing patient trips after they’ve estab-
lished the demand through the health care 
providers. When SafeRide partners with 
a care provider in a specific region, they 
receive the following data:

• Patient and ride volume

• Trends in patient transportation, whether 
they organize transportation in house or use 
a tax service

• Types of vehicles needed

• Typical hours 

Using this information, a care profile is 
created, allowing SafeRide to determine 
what transportation options are needed. 
SafeRide seeks out NEMT providers that 
can fulfill specific requirements, such as 
HIPPA compliancy, training standards, and 
the capacity to meet ride volume.

NEMT providers set their own trip costs 
and from there, SafeRide passes that cost 
directly to the care providers with no mark-
ups. By doing so, they are providing market 
rates directly to care providers at cost and 

NEMT in Action: SafeRide’s Responsive Approach

seek to make a more efficient marketplace.

Connecting More People to Care

The ease of integration between SafeR-
ide’s care provider network and NEMT 
providers has worked efficiently to reduce 
no-shows, provide reliable medical trans-
portation and improve the patient expe-
rience – the kind of performance-based 
model the health care industry is seeking. 

Through increased partnerships with 
NEMT providers, SafeRide has built a ro-
bust network, that offers a consistent stream 
of demand, increased efficiency and ulti-
mately connects more people to care.

“SafeRide has transformed our ability to 
care for the elderly and at-risk,” says Mari-
ka Rausa, Director for Providence Optimal 
Aging.

If you are an NEMT agency looking for 
technology that will best assist your op-
eration, CTAA works closely with many 
software providers. We would be happy to 
provide feedback on what could work best 
for you. 

CTAA’s Keys to NEMT 
Success Online Training

The world of  non-emergency medical 
transportation (NEMT) is rapidly chang-
ing - so fast, in fact, that any organiza-

tion providing NEMT services today 
needs some help. Wouldn’t it be great to 
have a recognized NEMT expert - some-
one who’s been an NEMT operator and 
has experience working directly with 

insurance companies, brokerages and 
state Medicaid agencies - at your dispos-

al to help you understand exactly how 
the changing environment will impact 

your operation, and how to take advan-
tage of  new opportunities?

Interested in Joining a Keys to NEMT 
Success Session?

Contact Instructor Rex Knowlton at 
knowlton@ctaa.org

Course Fees: $175 for CTAA members, 
$250 for non-members.

http://www.ctaa.org
http://web1.ctaa.org/webmodules/webarticles/anmviewer.asp?a=4505&z=118
http://web1.ctaa.org/webmodules/webarticles/anmviewer.asp?a=4505&z=118
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About Us

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 exper-

tise of its State and Tribal Delegate Council to assist in their important efforts.

OUR BOARD OF DIRECTORS: Elaine Wells, President; Barbara Cline, CCTM, Vice President;  Robert P. Koska, Treasurer; Dan Wedge, 
Secretary; Julie Brown; Charles Carr; Barbara Donovan; Ann Gilbert; Santo Grande, CCTM; Jo Ann Hutchinson; Kristen Joyner; William 
McDonald; Jeff Meilbeck; John McBeth; Dan Wedge; and Randy Zobrist. Non-Voting Directors: Richard Doyle; Dave White, CCTM.

OUR STATE & TRIBAL DELEGATE COUNCIL: Alabama • John Autry; Alaska • John Kern; Arizona • Bruce Morrow;  Arkansas • Ken Sav-
age;  California • Jacklyn Montgomery; Colorado • Hank Braaksma, CCTM; Connecticut • Mary Tomolonius; Delaware • Ken Bock, 
CCTM; Florida • Karen Deigl; Georgia • Butch McDuffie; Hawaii • Harry Johnson, CCTM; Idaho • Kelli Fairless; Illinois • Bill Jung; Indiana 
• Rebecca Allen, CCTM, CTSR;  Iowa • Mark Little, CCTM; Kansas • R.E. (Tuck) Duncan; Kentucky • Beecher Hudson;  Louisiana • Mi-
chelle Horne;  Maine • Jim Wood;  Maryland • Nancy Norris, CCTM; Massachusetts • Anthony Ngethe; Michigan • Heidi Wenzel; Min-
nesota • Voni Vegar;  Mississippi • Sabrena Bartley; Missouri • Dorothy Yeager, CCTM; Montana • Lyn Hellegaard, CCTM; Nevada  • 
Mike Jackson; New Hampshire • Mike Whitten; New Jersey • Carol Novrit, CCTM; New Mexico • Kevin E. Olinger; New York • Bill Wag-
ner; North Carolina • Linda Thomas Wallace;  North Dakota • Dale Bergman; Oklahoma • Charla Sloan, CCTM;  Oregon • Doug Pilant, 
CCTM;  Pennsylvania • John Kanyan; South Carolina • Keith Scott; South Dakota • Andy Sharp; Tennessee • Rebecca Harris;  Texas • 
Wendy Weedon; Utah • Todd Beutler, CCTM;  Vermont • Jim Moulton; Virginia • Josh Baker, CCTM;  Washington • Kelly Scalf;  West Vir-
ginia • David Bruffy;  Wisconsin • Carrie P. Diamond; Wyoming • Renae Jording, CCTM. Tribal Delgates: Confederated Salish & Kootenai 
Tribes of the Flathead Nation • Corky Sias; Sitka Tribe of Alaska • Gerry Hope; Chickasaw Nation, Okla. • Angie Gilliam
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