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TCRP Research Report 223 provides a guidebook to help communities improve trans-
portation to health care and a research plan to address the continuing need to under-
stand how community partnerships between the health-care and transportation sectors 
develop and can be encouraged. The guidebook provides useful strategies and resources 
for three important audiences—health care, transportation, and other stakeholders—to 
build effective relationships to improve customer-focused mobility services to health-care  
services.

The availability of transportation influences the ability of individuals to access health care, 
whether in urban, suburban, or rural areas. Those lacking transportation often miss health-
care appointments, resulting in delays in receiving medical interventions, which can then 
lead to poorer health outcomes. This in turn contributes to the rising cost of health care.

Research has found that access to reliable and affordable transportation is associated with 
increased utilization of health services and improved health outcomes; improved access 
to health care will provide for greater patient encounters and reduce no-show rates; and 
readily-available transportation can prevent extra stays in the hospital and generate overall 
cost-savings.

Successful collaborations to improve patient access to health-care services have emerged 
in communities across the United States. An understanding of these collaborations may 
benefit other communities interested in improving transportation access to health care. 
However, the complexities intrinsic to the transportation and health-care sectors make 
collaboration between the sectors challenging. To assist in overcoming these challenges, 
TCRP Project H-55, “Guidebook and Research Plan to Help Communities Improve 
Transportation to Health-Care Services” was conducted to develop 1) a guidebook that 
discusses the solutions that have integrated the health-care and transportation sectors and 
have helped improve transportation to health care, and 2) a research plan that outlines 
future research priorities.

KFH Group, Inc., in association with NORC at the University of Chicago, conducted 
a literature review followed by surveys of providers of transportation as well as of health 
care and social services to learn about their efforts to improve access to health care. This 
led to further research of transportation and health-care relationships. Successful pro-
grams and partnerships identified through the research were documented and described 
in the guidebook either as detailed case studies or as collaborative practices.

F O R E W O R D

By	Dianne S. Schwager
Staff Officer
Transportation Research Board
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The Relationship of Transportation and Health Care

Efforts to improve health in the United States increasingly recognize that it is not just the 
health-care system that is responsible. It is a range of factors that collectively affect health 
and health outcomes. These factors are known as the “social determinants of health,” and, 
significantly, they include transportation.

With available and reliable transportation, individuals can travel in their communities 
to access the medical appointments and services they need. Without that access, care is 
delayed or missed, which increases not only the potential for poor health outcomes but 
also the cost for health care. Particularly for those with chronic diseases, delays in care and 
missed appointments complicate disease management and may worsen patients’ health, 
which increases overall health-care expenditures.

The federal government, through an initiative of the Centers for Medicare and Medicaid 
Services (CMS), is encouraging partnerships between health-care providers and commu-
nity services, including transportation, that are available and responsive to the needs of 
community residents.

But what does that mean for a community?

•	 What is responsive?
•	 What is effective transportation?
•	 How are partnerships initiated and developed?
•	 Are there examples of effective partnerships between the transportation and health-care 

sectors that can be highlighted as examples for other communities?

These are some of the questions raised by this research project. Its two objectives that 
attempt to answer those questions include: first, develop a guidebook to help communities 
improve transportation to health care and second, develop a research plan that outlines 
future research needs and priorities to further the understanding of the transportation and 
health-care relationship.

Why Should Communities Improve Access to Health Care?

Access to health care is critical for promoting and maintaining health, preventing and 
managing diseases, and working toward health equity for all Americans. And transpor-
tation has a significant role in that access (Exhibit i). It has been called fundamental to 
societal health.

S U M M A R Y

Guidebook and Research  
Plan to Help Communities  
Improve Transportation  
to Health-Care Services
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Effective transportation ensures a connection to health-care services for residents in a 
community and improves access to other needed services and destinations. Local com-
munities have a role to play in providing that transportation for their residents—not only 
improving health outcomes for their residents but also expanding access to a range of 
community services and places.

The Research Project: Process and Findings

The research began with a background literature review followed by surveys of providers 
of transportation as well as of health care and social services to learn about their efforts 
to improve access to health care. This work led to case study research of transportation 
and health-care relationships to try and understand how the arrangements began and what 
exactly was involved. The research efforts provided material for the guidebook, with sug-
gestions on how to initiate a dialogue between transportation and health-care providers 
as well as subsequent actions and strategies for pursuing a partnership and implementing 
transportation solutions appropriate for patients. Successful programs and partnerships 
identified through the project were documented and described either as detailed case studies  
or as collaborative practices for the guidebook, providing ideas and resources for com-
munities interested in improving transportation access to health care.

Summary of the Project’s Background Research

The availability of transportation influences the ability of individuals to access health care, 
whether in urban, suburban, or rural areas. Those lacking appropriate or available transpor-
tation miss health-care appointments, resulting in delays in receiving medical interventions, 
which may then lead to poorer health outcomes. This in turn contributes to the rising cost 
of health care.

Research has found that access to reliable and affordable transportation is associated with 
increased utilization of health services and improved health outcomes; that improved access 
to health care will provide for greater patient encounters and reduced no-show rates; and 

Exhibit i.    The purpose of almost 10% of the ridership  
in this large rural system is to access health care. 
Photo courtesy of KFH Group.
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that readily-available transportation can prevent extra stays in the hospital and generate 
overall cost savings.

Available data do not show exact numbers of patients affected by a lack of transportation. 
According to research, the range is as great as 10% to 50% of patients who report transporta-
tion as a barrier to accessing health care.

Certain population groups have been identified as more likely to have transportation 
needs impacting access to health care. These include the elderly, those with disabilities, 
individuals with lower incomes, those without their own transportation, veterans using the 
Department of Veteran Affairs’ (VAs’) medical system, patients with chronic diseases, and 
those living in isolated rural areas (Exhibit ii).

Barriers to improving transportation access to health care include transportation infra-
structure issues—for example, limited, poorly designed or ineffective public transportation 
service; long travel distances to access health care; and limited communication, information 
sharing, and coordination between the health-care and transportation sectors that other-
wise might work toward improving transportation access. Significantly, the research project 
has found that such barriers are not always unsurmountable.

Guidance for Pursuing a Health Care  
and Transportation Partnership

The guidebook addresses the various dimensions and elements of working toward a 
health-care and transportation partnership. These elements are not necessarily stepwise, 
and the development of a partnership may not include all the elements, but generally, the 
following dimensions provide a framework for pursuing a health-care and transportation 
partnership:

•	 Understand Differing Motivations: An important consideration at the beginning is the 
need to understand that the motivations for a partnership may differ between the health-
care and transportation sectors.

On the health-care side, some organizations, such as non-profit hospitals, are respon-
sible for investing in activities that address the needs of the communities they serve, 

Exhibit ii.    Few places are as isolated as the Navajo 
Nation. Photo courtesy of KFH Group.
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which could include supporting transportation services. Health-care organizations are 
also interested in attracting new patients and offering competitive services. The CMS 
administers a five-star quality rating system to help measure Medicare beneficiaries’ 
experiences. A health facility’s rating has a major impact on its ability to attract new 
patients and stay competitive. Investing in services that increase patient satisfaction, such 
as transportation, may be one way health-care organizations remain competitive.

On the transportation side, the community’s transportation providers are interested 
in generating ridership, which could include patients of local health-care organizations. 
The transportation provider can increase its standing in the community with new rela-
tionships established with local health-care organizations.

•	 Identify Entities for the Partnership: Another element for improving community trans-
portation to health care involves identifying appropriate entities to engage for pursuing a 
partnership. Potential participants on the health-care side include not only primary and 
specialty care facilities and hospitals but also both public and private insurers. On the 
transportation side, a focus in the guidebook is the community’s public transportation 
provider but not to the exclusion of other providers such as local non-profit agencies with 
vans and the new private mobility services available in many communities.

•	 Identify Transportation Needs: Identifying the specific needs for transportation 
improvement is a key dimension. Who are the community residents with needs? Why 
do they have needs? The guidebook identifies possible data sources to help qualify and 
quantify transportation needs for health-care access. These include community health 
needs assessments (CHNAs), a requirement for non-profit hospitals through the Patient 
Protection and Affordable Care Act (ACA). Another source is community health assess-
ments (CHAs), which the Public Health Accreditation Board requires health departments 
to develop every 5 years.

•	 Start a Dialogue: With willing participants and identified needs, a dialogue between the 
health-care and transportation sectors is another element of developing a partnership. 
This communication may start from a random precipitating event or an unforeseen 
situation such as in Flint, Michigan where communication between the local health 
department and city’s public transit agency began with Flint’s drinking water crisis.  
Alternatively, communication may start in a deliberate way—perhaps initiated by a  
forward-thinking individual at the public transportation agency or a patient coordi
nator at a health-care provider. One of the interesting findings of the research project is that 
partnerships between health care and transportation arise from situations, environ-
ments, and factors that may be unique to the particular community. If there is a 
common thread, it is that health-care access is a critical need for those individuals 
who lack their own private transportation.

•	 Share a Goal: Effective communication can lead the participating health-care and 
transportation providers to develop a shared goal for improving transportation access. 
While not necessary for a viable partnership, it can be useful to memorialize the mission 
of a new transportation service in broad terms. Having an articulated goal may also be 
useful should the partnering health-care and transportation providers seek funding for 
the service beyond what the partners contribute.

•	 Recognize and Address Barriers: Moving toward a collaborative arrangement for 
improving transportation access to health care may face obstacles. For example, the 
health-care sector has concerns about protecting patient privacy. The transportation 
provider may question if a dedicated service for a health-care facility may be disallowed 
because of the Federal Transit Administration (FTA) Charter Rule. These possible 
barriers and their solutions are described.

•	 Develop Transportation Solutions: An important step is then to develop effective and 
appropriate transportation solutions to meet the defined needs for improving access 
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to health-care facilities. The guidebook explains key factors to consider and describes  
a variety of solutions and services that might be implemented to improve transpor-
tation access.

•	 Sustain the Improved Transportation: Assuming the partnership results in some type of 
transportation improvement, funding for the new service is needed to sustain its opera-
tion. Key to this effort is coordinating diverse funding sources that can be facilitated by 
building a strong coalition of stakeholders that support the service.

Need for More Research

Relationships between the health-care and transportation sectors are evolving with 
a greater understanding that transportation is a key social determinant of health. The 
research project found a range of successful relationships and collaborations between 
health-care and transportation providers, but more work is needed to better understand 
how the partnerships between the health-care and transportation sectors develop and how 
they might be encouraged. Research is also needed to better document the specific ben-
efits of improved transportation access and to develop metrics that provide evidence that 
improved transportation access can, in fact, improve health-care outcomes. Toward these 
ends, a research plan was developed that outlines topics that might be pursued through 
subsequent research. This plan is provided in the appendix at the end of the guide.
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Efforts to improve health in the United States increasingly recognize that it is not just the 
health-care system that is responsible. It is a range of factors that collectively affect health and 
health outcomes. These factors are known as the “social determinants of health,” and signifi-
cantly, they include transportation.

With available and reliable transportation, individuals can travel in their communities to 
access the medical appointments and services they need. Without that access, care is delayed 
or missed, which increases not only the potential for poor health outcomes but also the cost 
for health care. Particularly for those with chronic diseases, delays in care and missed appoint-
ments complicate disease management and may worsen patients’ health, which increases over-
all health-care expenditures.

The federal government, through the Accountable Health Communities Model [an initiative 
of the Centers for Medicare and Medicaid Services (CMS)], is encouraging partnerships between 
health-care providers and community services, including transportation, that are available and 
responsive to the needs of community residents.

But what does that mean for a community? What is responsive? And how are those partner-
ships initiated and developed? The answers to these questions vary from community to com-
munity and partnership to partnership. This was clear from the work conducted by the research 
team in preparing this guidebook. The research began with a literature review, followed by 
surveys, as a means to hear from providers of transportation as well as health care and social 
services. The work also included case study research and identification of collaborations between 
transportation and health care to try and understand how the arrangements began and what 
exactly was involved.

It Takes a Community

One thing is clear from that work—it does take a community to have an effective partner
ship. It takes the community’s transportation provider (and sometimes multiple providers) 
and a community health-care organization (and potentially more than one health-care organi-
zation) to coordinate planning and implementation to improve transportation access to health 
care. Sometimes the initiative comes from the health-care side and sometimes from the trans-
portation side.

As just one example, one of the collaborative practices featured in this guidebook began on 
the health-care side. A large health-care system in Pennsylvania decided that improving trans-
portation access might help reduce no-shows for primary care and ancillary appointments. The 
health-care system reached out and collaborated with the region’s public transit agency to plan 

C H A P T E R   1

Introduction to 
the Guidebook
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and implement a pilot service providing free trips from two selected areas to the health-care 
system’s facilities.

On the other hand, the partnership may start on the transportation side. Two transit agencies  
in Central Texas—one urban and one rural—joined forces to develop a regional mobility manager 
to improve transportation options, recognizing that a key need was expanding transit service to 
support health-care access.

Objectives and Products of the Research Project

This TCRP research project had two objectives: first, to develop a guidebook to help commu-
nities improve transportation to health care and second, to develop a research plan that outlines 
future research needs and priorities.

The guidebook is the primary product of the research project. Its objective is to provide sup-
port, information, and examples that assist communities—with a focus on providers of trans-
portation and health care—build relationships and services that improve transportation access 
to health-care services.

The second product is a research plan, which is included as an appendix to the guidebook. 
The panel that developed the problem statement for the TCRP project and guided the research 
during its conduct understood that the relationship between health care and transportation is 
evolving and that more work is needed. The research plan provides an outline for pursuing and 
funding additional research that quantifies and better qualifies the benefits of improving trans-
portation access to health care.

What Is in the Guidebook?

The guidebook has the following components:

•	 Chapter 1: Introduction to the Guidebook. Readers of the guidebook may want to start here 
to identify which chapters of the guidebook may be of particular interest.

•	 Chapter  2: Why Should Communities Improve Transportation to Health Care? This  
chapter identifies research and evidence demonstrating the value of appropriate transporta-
tion to access health care and health-care-related needs. Local health-care and transportation 
providers can use this information to make the case for transportation to access health care.

•	 Chapter 3: Working Toward a Partnership: Health Care and Transportation. The trans-
portation and health-care sectors must work together to provide appropriate solutions, but 
it starts with communication. Here, one can explore various approaches and examples of a 
community coming together to ensure transportation to access to health care.

•	 Chapter 4: Develop Transportation Solutions. There are a variety of solutions to a commu-
nity’s health-care access needs. In this chapter, a reader can find guidance on key transporta-
tion issues and developing and selecting the most appropriate transportation solutions for 
each rider. One size does not fit all.

•	 Chapter 5: Case Studies. Five case studies are detailed, describing relationships and partner
ships created between transportation and health-care organizations. They demonstrate 
successful efforts that improve transportation access to medical and other wellness-related 
appointments and services. Understanding how these relationships came about and the 
services provided may benefit other communities as they seek to improve transportation 
access to health care.

•	 Chapter 6: Collaborative Practices. Sixteen examples of collaborative efforts between trans-
portation and health-care organizations are described. These practices include those that are 
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relatively straightforward—such as a free van service provided by a hospital—to technology-
enabled solutions that improve access to health care. For those communities interested in and 
considering their own efforts to improve transportation access to health care, the collabora-
tive practices provide ideas and possibly inspiration.

•	 Appendix: Research Plan. Research recognizes that transportation is just one of the social 
determinants of health, but it is increasingly recognized for its importance in promoting and 
maintaining health, preventing and managing diseases, and working toward health equity 
for all Americans.

Through the efforts of this TCRP research, the study team found a range of projects in 
communities across the country that have improved transportation access to health care, 
but more work is needed to better understand how the partnerships between the health-
care and transportation sectors develop and how they might be encouraged. Research is also 
needed to better document the specific benefits of improved transportation access and to 
develop metrics that provide evidence. Finally, research is needed to engage more patients 
to use fixed-route bus services where feasible.

Toward these ends, the research plan outlines research topics that might be pursued 
through TRB and potentially TRB in cooperation with its sister division within the National 
Academies—the Health and Medicine Division. The plan also identifies other possible 
sponsors of the identified research topics, specifically public and philanthropic funders of 
health research.

How to Use the Guidebook

The guidebook is designed to support local-level health-care and transportation providers 
as they work together to support transportation access to health care. Depending on personal 
interest, a reader can start at any chapter and focus on specific issues or needs.

For those interested in getting started and needing to make the case for transportation access 
to health care, Chapter 2 is a good place to start. If the reader is forming a partnership between 
health-care and transportation provider(s), then focusing on Chapter 3 would be instructive. 
For those who have a partnership in place and want to initiate a transportation service or want 
to change that service, then Chapter 4 will provide guidance. Chapter 5 (Case Studies) and 
Chapter 6 (Collaborative Practices) provide the reader with a wide variety of ideas, from initiating 
collaborations to operating a diverse set of services using the latest technology. What is clear 
from the research and what is illustrated by the wide range of projects and services described 
in Chapters 5 and 6 is that there are many successful approaches to improving a community’s 
access to health care.

https://nap.nationalacademies.org/catalog/25980?s=z1120


Guidebook and Research Plan to Help Communities Improve Transportation to Health Care Services

Copyright National Academy of Sciences. All rights reserved.

9   

Introduction

Access to health care is critical for promoting and maintaining health, preventing and  
managing diseases, and working toward health equity for all Americans (1).

Transportation has a significant role in that access and has been called fundamental to societal 
health (2). With available and timely transportation, individuals can travel in their commu-
nities to access the medical appointments and services they need. Without that access, care is 
delayed or missed, increasing not only the potential for poor health outcomes but also the cost 
for health care. Particularly for those with chronic diseases, delays in care and missed appoint-
ments complicate disease management and may worsen patients’ health, which increases over-
all health-care expenditures.

Transportation: A Social Determinant of Health

For many years, efforts to improve health in the United States focused on the health-care system 
as the primary factor driving health and health outcomes. However, more recent research increas-
ingly recognizes that it is not just the health-care system—it is a range of factors that drive health and 
health outcomes (3). These factors—the social determinants of health—are “the structural deter-
minants and conditions in which people are born, grow, live, work and age” (3); see Exhibit 2-1.

These efforts include not only transportation but also such factors as economic stability, 
employment, housing, education, and social support networks. These are elements that help 
structure the communities where we live. Communities that recognize these factors and address 
deficiencies can help mitigate health disparities that often arise from social and economic dis-
advantages (4). Efforts to combat these disparities in health care typically focus on population 
groups that are impacted, including people with low incomes, older adults, individuals with 
disabilities, and those living in rural and inner-city areas (4).

What Is the Role of Transportation?

Remarks at a workshop on the intersection of health care and transportation speak to trans-
portation’s larger role in society and its role in health care (5):

C H A P T E R   2

Why Should Communities Improve 
Transportation to Health Care?

Transportation does not exist to serve itself. Transportation really exists so that 
we can [try] to achieve other more important things in life and in society. Things 
like improving the economy; things like improving quality of life. And I think 
more and more we are starting to recognize that transportation has a role in 
terms of supporting public health as well.
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Transportation ensures a community’s connection to health-care services, and a lack of 
transportation is often cited as a barrier to health-care access (6).

Little data exists on exact numbers of people who lack transportation access to health-care 
services. Data suggest a range as great as 10% to 50% of patients report transportation as 
a barrier to accessing health care (6). This wide variation in the data may be due to differ-
ing user groups or a lack of consistency in the measurement and defining of “transportation  
barriers,” which makes it difficult to determine the full impact that transportation barriers 
have on health outcomes (7).

Transportation issues in accessing health care are generally related to transportation costs, 
lack of access to a vehicle or public transit, distance and time-related burdens, disabilities that 
prohibit the use of public transit, safety and infrastructure issues, and adverse policies (8). These 
are depicted in Exhibit 2-2.

Vehicle access, such as owning a car or having access to a car via a friend or family member, 
has a positive relationship on the ability to access health care (6). Studies have found that vehicle 
access may lead to fewer missed appointments (9, 10).

Patients also cite the burden of travel distance and time as a barrier to accessing health care 
(11). Although rural geography may come to mind when considering long travel distances, even 
urban residents with access to public transit services still face barriers.

Urban and rural residents living in less centralized locations who use public transit may 
have to rely on limited transit service that requires them to make multiple connections or walk  
significant distances (11).

Transportation infrastructure and driver’s license issues may also place significant barriers 
on accessing health care. For example, inaccessible pathways, bus stops, or stations, limited 
routes or availability, and driver’s license laws can impact the ability to access health care 
(12, 13).

Exhibit 2-1.    Social determinants of health (3).
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The Need for Transportation to Health Care

A comprehensive review of the research on transportation’s role in health-care access comes 
from a report on the Rides to Wellness Community Scan Project (14).

Findings include:

Exhibit 2-2.    Transportation issues impacting 
health-care access (8).

Lack of transportation can cause patients to miss medical appointments, disrupting  
the continuity of care and causing delays in the delivery of necessary health 
and wellness services. Research indicates that lack of transportation is a barrier 
to health care for various segments of patients, including rural veterans (Buza 
et al., 2011); low-income immigrants in suburban communities (Silver, Blustein, 
& Weitzman, 2012); patients with chronic disease (Guidry, Aday, Zhang, & Winn, 
1997); poor and low-income adults (Ahmed, Lemkau, Nealeigh, & Mann, 2002); 
and children and families (Children’s Health Fund, 2011). Access to reliable and 
affordable transportation is associated with increased utilization of health  
services, improved health outcomes, and greater likelihood of primary care  
visits by the pediatric population, adults living with HIV, and frequent users of 
emergency departments (Kim, Norton, & Stearns, 2009) (15).
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The Rides to Wellness Community Scan Project goes on to find:

•	 Rates of missed appointments vary widely across health-care sites.
•	 Demographic factors, such as race, ethnicity, and income status, are associated with missed 

appointments.
•	 Not having access to a car is independently associated with missing appointments.
•	 Transportation is frequently identified as a barrier to health-care utilization.
•	 Some populations are at higher risk of missing appointments due to transportation barriers.
•	 Costs associated with missed appointments due to transportation barriers have not been 

established in the empirical literature.

Research published in 2005 found that 3.6 million transportation-disadvantaged individuals 
miss at least one medical trip per year due to transportation barriers (16).

Transportation Barriers: A Factor Affecting  
Health-Care Disparities

Health-care disparities exist across many dimensions, including socioeconomic status, age, 
geography, disability status, rural locations, Medicaid, and needs of Native Americans and veterans.

Socioeconomic Status

Patients reporting a lower socioeconomic status typically report higher rates of transportation 
barriers that impact access to health care (6). Research has found that those patients who have 
problems with transportation to health care are poorer, older, and are more likely to be female 
and non-white compared to the U.S. population as a whole (16).

In a survey of an ambulatory children’s health clinic serving mostly lower-income and 
Medicaid patients, 51% of parents stated that transportation barriers (no vehicle or access 
to a vehicle) were the reason for missing their child’s scheduled appointment. The missed 
appointment rate was 34% (17).

Older Adults

The American population is aging; therefore, as the number of older adults increases, so 
too will the demand for transportation services (18). Age-related changes such as cognitive 
and physical declines may also lead to missed health-care appointments, ultimately affecting  
progression and management of disease (19).

Even when older adults have access to public transportation, using it may require some 
level of physical fitness, the ability to follow bus route directions, and the capability to navigate  
complex bus transfers (20).

Individuals with Disabilities and Mobility Limitations

People with disabilities face challenges in accessing transportation. Barriers may be related to 
the inability of the person to operate a vehicle, inability to access pathways or public transit, or 
because the public transit that is available does not fit their particular needs.

For fixed-route public transit, the pedestrian infrastructure is a barrier in many cases. If the 
bus stop and/or pedestrian pathways are inaccessible or unsafe, fixed-route public transit is not 
an option for individuals with disabilities.
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Individuals with disabilities also experience higher rates of poverty than those without dis-
abilities, compounding their difficulties in accessing health care. Data for the age group 18 to 
64 show that those with disabilities experience a poverty rate that is more than twice that of 
people without a disability: 29% versus 12% (21).

Rural Populations

Transportation is frequently mentioned by rural residents as a major barrier in accessing 
health care (22). Characteristics such as low population density, long distances, and isolation 
that is typical of rural areas can affect how residents access services.

Public transportation may be available but can be inadequate in rural communities and 
towns, which may increase reliance on using a personal vehicle. Even when public transit exists 
in such areas, service is typically limited because of insufficient funding and often an ineffective 
service design.

In some cases, rural roads may be in disrepair or not easily traversed, and long distances to 
access health-care services require extended travel time (23). On a large Navajo reservation in 
rural Arizona, for example, one may travel over 200 miles round trip to get to a specialist or 
100 miles round trip simply to access a health clinic or hospital (24).

Approximately 15% of rural residents have a disability (25). People with disabilities living 
in rural communities face additional barriers to accessing transportation, including a lack of 
accessible vehicles and safe access to pick-up and drop-off locations.

A critical issue for rural communities is the loss of rural hospitals. The number of rural hos-
pital closures has increased significantly in recent years, and this trend is likely to continue, with 
impacts on residents’ access to health-care services (26).

The Government Accountability Office (GAO) reports that 64 rural hospitals closed between 
2013 and 2017, a rate that is more than twice the number of closures in the preceding 5-year 
period (27). Rural hospitals are closing due to factors that include a patient base that is aging, 
poor, and shrinking; high uninsured rates and a payer mix dominated by Medicare and  
Medicaid; economic challenges in the community; aging facilities; outdated payment and 
delivery system models; and business decisions by corporate owners/operators (26).

Patients served by these hospitals tend to have more complex health conditions. Research 
shows, for example, that 18% of people are age 65 and older in rural communities compared 
with 14% in urban areas, and 18% have limitations due to chronic conditions compared with 
13% in urban communities. These patients require more services and more specialties than 
younger, healthier patients. As rural hospitals close, such residents of rural communities are 
more likely to delay health care or even forego needed care (26).

Medicaid Beneficiaries

Over 20% of Americans who live in low-income households or have disabilities are enrolled 
in Medicaid (28). As Medicaid beneficiaries, they may be eligible to obtain Medicaid non-
emergency medical transportation (NEMT) for transportation to covered medical services 
with primary care and specialty health-care providers. TCRP research estimated that Medicaid 
NEMT provided close to 104 million trips in FY 2013 for a cost of $2.9 billion (29).

Such transportation is critical for this population group: research based on National Health 
Interview Survey data has found that primary care access by Medicaid beneficiaries was dispro-
portionately affected by limited transportation compared to those with private insurance (30).
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Reimbursement for Medicaid NEMT varies by state. Several states use prior approval pro-
cesses or limit the number of trips allowed per month, while other states contract with local 
community agencies, vendors, individual drivers, or brokers to coordinate services. Some states 
use volunteers who are reimbursed for their mileage. States may pay taxicab companies or other 
commercial transportation firms on a mileage or trip basis.

The differing state parameters and approaches for Medicaid NEMT may create transporta-
tion barriers for the vulnerable population groups. Through the Affordable Care Act (ACA), at 
least three states—Iowa, Indiana, and Kentucky—have received federal waivers to cut Medicaid 
transportation services, and Massachusetts has a waiver pending. Other states are exploring 
waivers to reduce NEMT costs to their Medicaid programs.

According to a 2009 study conducted for the Texas Medicaid program, unmet need for 
transportation is rising and remains stubbornly high (31). The average number of recipients  
in the state’s Medicaid program for children with unmet transportation needs showed steady 
increases during the study period in 2008 to 2009. By the end of 2009, those with unmet trans-
portation needs remained well above 20%.

Native Americans

Native American transportation needs vary by geography and are far from homogenous. 
Some tribes, such as the Navajo and Hopi, live in very rural environments and often have 
trips of well over 50 to 75 miles each way to access health care, making transit service difficult 
to operate, with significant logistical issues and consequently with high operating costs (32).  
Other tribes or pueblos in close proximity to urban areas—for example, Tesuque and Pojoaque 
pueblos outside Santa Fe, New Mexico—require service similar to any other suburban or 
urban community, with less challenging logistical issues than in the more isolated areas.

Veterans

To a great extent, veterans have transportation needs similar to non-veterans. While many 
transportation needs of veterans overlap with those of the general public, there are some 
differences (33). Approximately 40% of veterans use the health-care services of the Depart-
ment of Veterans Affairs (VA), and often this requires significant travel, particularly for those  
veterans living in rural areas (33).

A recent report commissioned by the VA evaluated the department’s transportation pro-
gram for veterans—the Veterans Transportation Service (VTS) established at certain VA medi-
cal centers. This report notes that the transportation needs of veterans may relate to the nature 
of active duty experiences that result in certain physical and mental conditions less common in 
civilian patients (34). For example, veterans with post-traumatic stress disorder (PTSD) may 
have difficulty traveling in crowded or noisy situations. Their conditions may require unique 
considerations for transportation (34).

Issues Facing Health-Care Providers in  
Improving Access to Health Care

Health-care providers have a role in improving transportation access to health care, but they 
first must understand the role of transportation and barriers that might confront their 
patients. The ACA has been a catalyst in helping the health-care industry understand the 
importance of transportation as one of the social determinants of health.
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Health-care providers can also take action by sharing information about existing transporta-
tion programs available to their patients. A more direct approach is to actually provide or fund 
patient transportation, a strategy now explicitly allowed by 2016 revisions to federal law that 
governs regulations for health-care providers (35).

Communication with Patients About Transportation

Effective communication with patients to understand their health-related social needs can 
address transportation issues and improve access to health care. This involves recognition of the 
social determinants of health, and it can lead to transportation improvements.

Standardized Screening for Health-Related Social Needs

Screening patients for their social needs would help the health-care industry understand the 
important role that transportation plays in access to health-care services, but such screening is 
not yet standard clinical practice (36).

One of the ACA’s new models of health care—the Accountable Health Communities 
Model—is addressing this gap between clinical care and patients’ social needs by testing 
whether identifying and addressing health-related social needs improves patients’ health and 
impacts health-care costs (37).

This model specifically attempts to support clinical and community partnerships. Hospitals, 
clinics, and other medical facilities serve as the entry point for the model by screening Medicare 
and Medicaid patients for their unmet social needs across what is defined as “five core domains.” 
Transportation is one of the five.

Exhibit 2-3 shows the questions for the transportation topic. The five domains were chosen 
for several key reasons, one of which is that the need can be met by community service providers.

There are currently 31 organizations testing the Accountable Health Communities Model.  
It remains to be seen if community service providers can actually respond and improve trans-
portation to health care if transportation is identified as one of the core social needs.

Community Health Needs Assessments

Addressing the social determinants of health can be approached in a broader way— through 
an assessment of a community’s social needs. This is another strategy of the ACA.

In addition to testing new models of health care, the ACA now requires certain hospitals to 
conduct what are known as “community health needs assessments (CHNAs)” every 3 years. The 
objective of these assessments is to identify the barriers to improving community health and 
then to develop an action plan to address those barriers. This requirement applies to private, 
non-profit hospitals, which comprise about 60% of all hospitals in the country (39).

Transportation Needs
5.            In the past 12 months, has lack of transportation kept you from medical appointments, meetings, work, or from

Yes, it has kept me from medical appointments or getting medications
Yes, it has kept me from non-medical meetings, appointments, work, or getting things that I need
No

getting things needed for daily living? (Check all that apply)

Exhibit 2-3.    Transportation-related questions of the accountable health communities 
core health-related social needs screening questions (38).
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To conduct a CHNA, hospitals are required to (39):

•	 Identify the significant health needs of the community, prioritize those needs, and identify 
potential measures and resources available to address the needs.

•	 Include input from “persons representing the broad interests of the community.”
•	 Provide an implementation strategy addressing each significant health need identified.

Hospitals are encouraged to collaborate with other community organizations and facilities. 
The Association for Community Health Improvement has developed a nine-step process for 
developing a CHNA (40); see Exhibit 2-4.

Transportation has not been a key feature of CHNAs to date, with CHNAs focusing more 
on health conditions, behaviors, and clinical care (39). This may be due to perceptions that 
transportation and other social determinants of health are beyond the purview of a hospital. 
Those CHNAs that did address some of the social determinants of health often did not attempt 
to address them in their required implementation strategy, possibly because such issues are 
long-term problems.

The National Center for Mobility Management suggests that community-based mobility 
managers can work with hospitals in developing their CHNAs and help them address transpor-
tation needs and problems that may be identified.

Exhibit 2-4.    Nine-step pathway for conducting a CHNA and developing 
implementation strategies (40).
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Information About Available Transportation Options

Another information-sharing strategy involves marketing existing transportation programs to 
build ridership and community buy-in, especially for new transportation programs. Health-care 
providers and patients may not be aware of what transportation services are available or may not 
be fully educated on how to use those services. Information on eligibility, cost, hours, and other 
critical details should be widely disseminated so potential users may utilize the service.

Awareness-raising campaigns should be created in order to educate both community resi-
dents and providers on how to access available transportation (41). One of the case studies 
included in Chapter 5 of this report provides an effective example of how such information 
sharing benefits and improves access to health care. This is often a mobility management func-
tion as is typified by Capital Metro in Austin, Texas, and its rural partner, Children and Adults 
Rural Transportation Service (CARTS).

Patient Transportation

Revisions to federal law relating to prohibitions of “kickbacks” in the Medicare program 
specifically address the ability of health-care providers to provide transportation for patients 
with a ruling in December 2016—Revisions to the Safe Harbors Under the Anti-Kickback 
Statute and Civil Monetary Penalty Rules Regarding Beneficiary Inducements (35).

With the ruling, “eligible entities,” which include health-care providers such as hospitals 
and clinics (but excluding entities that primarily supply health-care items such as pharmacies), 
are allowed to fund local, non-emergency transportation for patients and shuttle services for 
patients and others to access medically necessary services and items within specific parameters. 
The transportation can be free or discounted. Health-care providers and unrelated businesses 
may contribute together to provide the transportation.

The ruling defines the details.

•	 What types of transportation can be provided? Transportation can be provided on a door-
to-door basis as well as shuttle transportation service. Health-care providers can provide 
the transportation or use vouchers or other subsidy methods to provide transportation for 
patients.

•	 What does local mean? Local transportation is defined as up to 25 miles in urban areas and 
50 miles in rural areas.

•	 Who can be served? Individualized transportation (door-to-door) is to be provided for “estab-
lished patients” including anyone who has made their first appointment.

In various communities, health-care providers, including hospitals, have provided direct 
support for patient transportation before the 2016 ruling, through in-house van service, allow-
ances, special arrangements, or waivers from the Anti-Kickback Statute. Now, however, the 
revisions to the statute clear the way for health-care providers to directly improve transporta-
tion for their patients.

The Business Case for Improving Transportation  
Access to Health Care

Making the business case for transportation is primarily targeted to health-care providers. 
For transportation providers, the currency is ridership, and new ways to generate ridership 
makes the case for itself. Public transit providers are always looking to generate more fixed-
route ridership by selling passes and tickets to health-care providers. Private providers such as 
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transportation network companies (TNCs) and taxis understand this and actively pursue con-
tracts and agreements with health-care providers. These and more examples will be discussed  
in detail in Chapters 4, 5, and 6.

The Business Case for Health-Care Providers

The business case for health-care providers is a little less straightforward. Most of the 
research finds that improved access to health care will provide for greater patient encounters.  
Research also indicates that improved access to transportation can contribute to reduced 
missed appointments. Research regarding transportation for veterans reported that, after a 
reimbursement rate increase, eligible veterans were 6.8% more likely to have an outpatient 
encounter, noting that the policy change was successful in increasing access to VA care for 
patients. The urban and rural changes were similar (42).

Other studies have demonstrated increased compliance with health-care visits after receiving 
taxicab vouchers (17, 43). Researchers have speculated that the corresponding improved rates 
of follow up may be related to the psychosocial impacts—receiving taxi vouchers or bus passes 
conveyed a sense of urgency for follow up or a sense of commitment from staff (43).

A recent study conducted among Medicaid patients had interesting results in an attempt to 
improve access and reduce missed appointments (44). The study’s authors asked the question: 
What is the association between offering TNC-based transportation services (e.g., Uber, Lyft) 
as opposed to the existing Medicaid NEMT network and missed appointment rates for primary 
care patients? In other words, does the use of TNCs improve the missed appointment rate 
over the use of the existing Medicaid NEMT network? This clinical trial found that the missed 
appointment rate was not significantly different between patients offered TNC transportation 
services compared with those that received regular Medicaid NEMT. In essence, the use of 
TNCs produced similar results to the existing NEMT network that patients were using.

Transportation Is Cost Effective

Missed appointments and the related postponement of care costs the U.S. health-care system  
up to $150 billion annually (45). Health-care providers lose revenue when patients miss 
appointments, and health-care costs may rise due to increased emergency department visits 
resulting from postponed care. In addition, patients and third-party payers (including com-
mercial insurance, Medicare, and Medicaid) end up paying more when care is inappropriately 
sought in the emergency department.

In an effort to reduce expensive and ineffective care, new alternative health-care payment 
and delivery models are being implemented through changes in the health-care system imple-
mented by the ACA. These changes shift health-care incentives from a volume-based system to 
a value-based system whereby providers are incentivized to provide cost-effective care.

Cost effectiveness is foundational to the ACA’s new alternative health-care payment and 
delivery models, such as accountable care organizations (ACOs). An ACO is comprised of a 
group of physicians, hospitals, and health-care providers who join together to provide coordi-
nated, high-quality care to the patients they serve (46).

Coordinated care is intended to support patients getting the right care at the right time. When 
an ACO is effective in delivering high-quality care and reducing costs, it will share in the savings 
it achieves for the payer (e.g., commercial insurance, Medicare, Medicaid).

Although ACOs are not paid to provide transportation, some ACOs are serving as a central 
hub to engage with community organizations to provide transportation for patients to access 
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health-care services (47). In a survey of ACOs, 84% of respondents indicated that transporta-
tion services were needed to improve the overall health of the communities they serve. In addi-
tion, one out of 10 ACO respondents indicated they are offering or planning to offer transportation 
services to increase access to health-care and social services. ACOs recognize the role that trans-
portation plays in reducing health-care costs and improving patient outcomes.

In a study conducted by Florida State University, researchers found that if one out of every 
100 trips prevented a 1-day stay in the hospital, the return on investment would be 1,108%, a 
payback of $11.08 for every dollar invested by the state of Florida in funding medical mobility 
programs (48). While it may require policy-level or practice-level changes, addressing trans-
portation issues in health care on a larger scale can be cost effective in certain situations (7).

A comprehensive study of the VA’s VTS has found cost savings to the VA in several ways (34).

•	 Using its own in-house, VTS resources to provide trips avoided the VA’s cost of using out-
sourced services provided by third-party vendors.

•	 A decrease in missed medical appointments due to patient cancellations was shown in VA 
medical centers with a VTS program. Those centers showed a decrease in the percent of 
cancelled appointments of 3.5 times greater than medical centers without a VTS program.

•	 Timely discharges from in-patient hospital stays were possible where VA medical centers 
with a VTS program were able to transport patients who were discharged from the hospital 
but lacked transportation. Without transportation, such patients would otherwise require 
another (unjustified) hospital stay. One of the VA medical centers calculated a savings of 
almost $500,000 in 6 months from the use of its VTS vehicles to take patients home at the time 
of discharge, avoiding the costs for additional days in the hospital.

•	 The number of emergency department visits by patients who used VTS services decreased by a 
greater share than comparable patients without transportation who did not use VTS services.

What Can Communities Do to Improve Transportation  
to Health Care?

Communities can—and have done so in various examples around the country—take an active 
role or become an involved participant in planning for improved transportation access 
to health care. This research project has recognized examples of strategies identified in the  
literature as well as through outreach and surveys conducted by the research team. A number of 
these strategies are listed below, with more information and discussion of examples provided  
in Chapters 5 and 6 of this guide.

•	 Coordinate community planning between public transportation and health-care providers to 
prioritize needs assessments and data about transportation barriers to health care (2). Trans-
portation and health-care providers should engage early in the process.

•	 Support the role of mobility management to coordinate transportation options for com-
munity residents facing transportation problems in seeking health care (49).

•	 Design and provide effective and high-quality public transit for the community, which can 
reduce the need for more costly specialized transportation service.

•	 Work with the state’s Medicaid agency to ensure that safe and accessible Medicaid NEMT is 
available with vetted and trained drivers and without undue restrictions for those beneficiaries 
who do not have reliable and affordable transportation access to health care.

•	 Explore available federal programs and grants that may support improved transportation to 
health care. One example is the Racial and Ethnic Approaches to Community Health (REACH) 
grants that support community-focused interventions to reduce specific neighborhood- 
based health-care disparities by engaging local leaders, building community partnerships, 
and creating sustainable programs (4).
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•	 Seek support from foundations that focus on improving access to health care for vulner-
able population groups. There are a number of examples that depend on support from local  
hospitals or medical center foundations.

•	 Identify community and health-care organizations that understand that transportation is a 
barrier to health care and work toward cooperative arrangements with those organizations to 
plan transportation solutions.

•	 In rural areas, reduce costs for transportation to health care by channeling ridership to a set 
schedule to the extent possible, as opposed to providing more personalized one-on-one trips 
that are more costly.

Summary

The availability of transportation influences the ability of individuals to access health care, 
whether in urban, suburban, or rural areas. Those lacking appropriate or available transpor-
tation miss health-care appointments, resulting in delays in receiving medical interventions, 
which may then lead to poorer health outcomes. This in turn contributes to the rising cost of 
health care.

Research has found that access to reliable and affordable transportation is associated with 
increased utilization of health services and improved health outcomes; that improved access 
to health care will provide for greater patient encounters and reduced no-show rates; and that 
readily-available transportation can prevent extra stays in the hospital and generate overall cost 
savings.

Available data do not show exact numbers of patients affected by a lack of transportation; 
according to research, the range is as great as 10% to 50% of patients who report transportation 
as a barrier to accessing health care.

Certain population groups have been identified as more likely to have transportation needs 
impacting access to health care. These include the elderly, those with disabilities, individuals 
with lower incomes, veterans using the VA’s medical system, Native Americans, patients with 
chronic diseases, and those living in isolated rural areas.

Barriers to improving transportation access to health care include transportation infrastruc-
ture issues—for example, limited or ineffective public transportation service; travel distances 
to access health care that are related to the location of health-care facilities in relation to the 
location of their patient population; and limited dialogue, information sharing, and coordi-
nation between the health-care and transportation sectors that otherwise might work toward 
improving transportation access.

While such barriers are often real, through surveys and outreach, the research project iden-
tified examples of arrangements and partnerships between transportation and health-care 
organizations that have improved transportation access to health care. These are described in 
Chapters 5 and 6 of this report.
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Introduction

Improving the role of transportation for health-care access requires that the transportation 
and health-care sectors communicate so that each understands the perspectives of the other and 
the actions needed to improve access. Effective communication can lead to collaboration and a 
partnership so that the two sectors work together to address not only each sector’s objective—
transportation in serving its passengers and health care in serving its patients—but also a shared 
objective of improving access to health care.

But how does the communication start? What does a health-care facility do when it realizes 
it needs to address patient transportation comprehensively rather than periodically providing 
a taxi voucher? Does the health-care facility know that its community’s public transportation 
provider may be a viable option for improving patient access?

On the other side, what does the community’s public transportation provider do when a 
rider survey finds that passengers ask for service to a hospital beyond its service area? Does the 
community transportation provider know who to contact at the hospital to explore a possible 
solution for its passengers?

Initiating the Process

This chapter explores communication between health-care entities and community trans-
portation providers and how that communication might develop into coordination, collabo-
ration, and a possible partnership between the organizations that improves access to health 
care. A focus in this chapter is the community’s public transportation provider but not to the 
exclusion of other providers, such as local non-profit agencies with vans and the new mobility  
services available in many communities that are also options for improving transportation 
access to health care.

This chapter, from communication to coordination, sets the stage for the collaboration 
needed to develop the transportation solutions that follow in Chapter 4.

The chapter begins with an overview of common factors affecting transportation to health 
care and then addresses the various dimensions of working toward a health-care—transportation 
partnership:

C H A P T E R   3

Working Toward a Partnership: 
Health Care and Transportation
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Support from the Public Health Sector

It is important to recognize that the public health sector also understands the importance of 
community transportation. Health care and public health are related as two components of the 
overall health sector. Health care focuses on services for individuals while public health focuses 
on protecting the health of a community at large, but, significantly, both components benefit 
from supporting community transportation. The Centers for Disease Control and Prevention 
(CDC) makes this case with a new action guide: 

https://www.cdcfoundation.org/sites/default/files/files/HI5_TransportationGuide.pdf

The guide promotes increasing support of public transportation systems, finding that ade-
quate access to public transportation is associated with various positive health outcomes for 
the community overall, such as more physical activity and better air quality. While the focus 
of the public health differs from that for health care, the CDC guide highlights opportunities 
for public health to partner with public transportation, aligning with objectives of this TCRP 
guidebook to improve access to transportation through collaborations and partnerships with 
health-care organizations.

Common Factors Affecting Transportation to Health Care

Individuals with limited access to health-care-related transportation often experience  
challenges related to geography, complex health-care needs, and costs.

Geography and rurality. Urban and rural communities may face different barriers to access-
ing transportation to health care. Rural residents often travel long distances to access medical 
care. In 2018, rural residents lived an average of 10.5 miles away from the closest hospital, com-
pared to an average of 4.4 miles for urban residents (1). Rural transportation concerns often 
include lack of infrastructure, low population density, and long travel distances to access medi-
cal services; many areas in the West see trip distances that exceed 50 miles on a routine basis 
(Exhibit 3-1). When communities are sparsely populated and spread out over large expanses 
of land, local transportation providers may lack the resources and ridership to support fixed-
route public transit. Low population densities can also pose challenges to sustaining taxi service  
or TNCs.

In urban areas, some riders may have difficulty navigating complex transit systems or lack a 
direct route between their home and their health-care provider. Even when fixed-route systems 
are available to urban residents, patients who are elderly or have complex health conditions 

Why Should the Health Care and Transportation Sectors Communicate and  
Collaborate?

Who are Potential Health-Care and Transportation Participants?

What Are the Specific Transportation Needs?

Start the Dialogue

Develop a Shared Goal

Possible Barriers to Collaboration

Resources for Addressing Potential Barriers

https://www.cdcfoundation.org/sites/default/files/files/HI5_TransportationGuide.pdf
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may not have the capacity to wait at a stop or navigate a transfer among routes. Americans with 
Disabilities Act (ADA) paratransit can be an option for some. Lack of comfort or familiarity  
with technology can also create challenges to using applications to arrange rides with  
technology-based, on-demand mobility services or looking up transit schedules online.

Considerations for people with complex needs. Passengers may have needs or conditions 
that affect their ability to identify a driver, board a vehicle, or sit for long distances.

•	 People with mobility limitations may need assistance getting to and from their home to the 
vehicle, with stepping in and out of vehicles, and with navigating stairs. In addition, people 
who use wheelchairs often need wheelchair-accessible vehicles with special design features 
including ramps or lifts.

•	 Some passengers may need assistance lifting or moving medical equipment such as oxygen 
tanks.

•	 Other passengers may need to travel with a caretaker or a service animal.
•	 People with visual impairments may need accommodations to schedule rides (e.g., using  

a phone number instead of a phone application). People with visual impairments may  
need assistance with identifying the driver and navigating from the vehicle to their 
destination.

•	 People with certain mental health conditions may have difficulties riding in a vehicle with 
other passengers or navigating large crowds of people.

Cost. Many passengers, especially those with fixed or limited incomes, may be unable to 
afford transportation to access health-care services. While some insurance programs cover the 
cost of NEMT, many patients do not qualify for transportation assistance and cannot pay for 
the ride out of pocket.

Lack of familiarity with transportation systems. Patients may need additional support to 
use existing transportation services and resources. Some transportation programs offer travel 
training to help certain populations, such as older adults or people with disabilities, learn how 
to use public transit and navigate to their destination. Other programs also provide assistance to 
populations with limited English proficiency.

Exhibit 3-1.    This community in Arizona is over 
50 miles from specialty care. Photo courtesy  
of KFH Group.

https://nap.nationalacademies.org/catalog/25980?s=z1120


Guidebook and Research Plan to Help Communities Improve Transportation to Health Care Services

Copyright National Academy of Sciences. All rights reserved.

26    Guidebook and Research Plan to Help Communities Improve Transportation to Health-Care Services

Why Should the Health-Care and 
Transportation Sectors Communicate  
and Collaborate?

Perhaps the most straightforward answer is that communication  
can lead to collaboration and then a partnership to improve transpor-
tation access to health care, benefiting both an individual’s and soci-
etal health. However, health care and transportation are two distinct  
sectors, and the reason why they might want to connect and coordinate 
are not necessarily the same.

Understanding the different motivations of each side and establish-
ing a common vision may be critical to planning a successful partner-
ship to improve transportation access.

Health Care Organizations’ Perspective

Receiving timely health-care services is essential to preventing  
disease, maintaining good health, and diagnosing and treating  
illnesses. Health-care providers are invested in ensuring that their 
patients can safely and reliably access the care they need. Justifica-
tions for getting involved in transportation to health care can include:

•	 � Improving health-care outcomes. In Transportation to Healthcare 
Destinations: How a Lifeline for Patients Impacts the Bottom Line 
for Healthcare Providers, the National Center for Mobility Manage-

ment describes the benefits of health-care transportation and the costs of missed appoint-
ments (2). Missed appointments are also missed opportunities to identify and treat health 
conditions before they worsen. No-shows represent loss of potential revenue for the 
health-care provider.

•	 Promoting an organization’s mission and vision. Collaborations that improve health 
outcomes may strongly align with the stated values of health-care organizations. Increas-
ingly, health-care organizations are focusing on the root causes of health and the  
social factors that contribute to well-being. Transportation is a key social determinant  
of health.

•	 Fulfilling commitments to community health. Some organizations, such as non-profit  
hospitals, are responsible for investing in activities that benefit their local communities. Some 
hospitals address transportation to health care as part of their “community benefits” pro-
gram, either through offering their own transportation program or by subsidizing bus passes 
or taxi vouchers.

	– Non-profit hospitals must provide “community benefits” to address the needs of the com-
munities they serve. Hospitals can engage in community health improvement or commu-
nity building activities as part of their community benefits, which can include investing in 
transportation assistance and services.

	– Non-profit hospitals must conduct CHNAs periodically. Through the CHNA process,  
hospitals identify and describe the major health needs of their community and service  
area and develop plans to address key health issues. CHNAs can help inform priority areas 
for community benefits.

	– Health departments must periodically develop community health assessments (CHAs) as 
part of their accreditation process, which involves identifying major health needs for the 
community. Health departments often articulate strategies to act on the findings of CHAs 
through community health improvement plans (CHIPs).

Rio Grande Valley Health Alliance:  
An ACO Focused on the Social  
Determinants of Health

Rio Grande Valley Health Alliance 
(RGVHA) is an Accountable Care  
Organization (ACO) located in McAllen, 
Texas, part of an urban area with a 
population of 900,000 on the southern 
border of the United States. RGVHA 
uses TNC “companies Lyft and Uber  
to improve access to NEMT for its  
patients. RGVHA funds transportation 
to and from hospitals, clinics, dialysis 
centers, and other health centers. For 
some patients who were “prescribed” 
exercise by their physician, RGVHA also 
arranges for transportation to and 
from the gym. Offering transportation  
services helps set RGVHA apart from 
other Medicare programs in the region.
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•	 Addressing the social determinants of health. Health-care pro-
viders, insurers, and stakeholders are increasingly moving toward 
addressing the social determinants of health. The availability and 
accessibility of public transportation affect a community’s health-
care access and may in turn affect a person’s health status. Organi-
zations investing in these social determinants may be interested in 
working with their community transportation providers to improve 
health outcomes among community members.

•	 Improving quality by preventing exacerbations of existing  
conditions. Consequences of missed medical appointments may 
include avoidable use of emergency services and hospitalizations. As  
policymakers and insurers become increasingly focused on quality of 
care, health-care providers are emphasizing the importance of pre-
vention. Health-care providers may have substantial incentives to 
ensure that patients reliably attend scheduled appointments.

•	 Attracting new patients and offering competitive services. The 
CMS administers a five-star quality rating system to help measure the 
Medicare beneficiaries’ experiences with their Medicare Advantage 
plans and with nursing homes. A health facility’s rating has a major 
impact on its ability to attract new patients and sustain operations in 
a competitive field. For example, some insurers determine eligibility 
for in-network services based on quality ratings. In order to remain 
competitive, health-care systems may invest in services that increase 
patient satisfaction with care, including transportation services.

•	 Offering information about existing resources to patients. Health-care providers are often 
well aware of their patients’ challenges with navigating public transportation, including lack 
of awareness of available routes and schedules. Some providers work with public transporta-
tion agencies to publicize existing transportation opportunities, including available bus routes 
and stops.

Community Transportation Provider’s Perspective

Coordination and collaboration with health-care organizations can support the mission and 
service of the community’s public transportation provider by:

•	 Identifying the specific transportation needs of health-care organizations’ patients to help 
the public transportation provider better plan its services.

•	 Justifying possible implementation of new services that improve health-care access, 
expanding the footprint of the public transportation provider.

•	 Generating ridership with new trips taken by patients of local health-care organizations.
•	 Increasing the standing of the public transportation provider in the broader community 

with new relationships established with local health-care organizations.
•	 Enlisting support from local health-care organizations to advocate for increased local 

funding for public transportation, building on new relationships with the community’s 
health-care organizations.

•	 Promoting coordination of local transportation services through planning efforts that iden-
tify the role that local non-profit agencies and other community transportation providers 
might play in supporting improved access to health-care facilities.

•	 Adopting technology and innovation through collaborations with health-care providers as 
new technologies and applications are introduced to the health-care industry. For example, 
by participating in applications such as Kaizen Health, the public transportation provider can 
allow patients/riders to schedule trips through an integrated mobility management platform.

Rides Plus: Increased Rural Ridership  
in Southern Illinois

Rides Plus is a call center funded by 
Rides Mass Transit District, a federally 
funded public transportation agency 
that serves 17 counties in Southern  
Illinois. Rides Plus works with transporta-
tion agencies and health-care providers  
throughout the service area to help  
increase access to NEMT. Health-care  
providers contact Rides Plus to schedule 
rides to appointments for their patients. 
Rides Mass Transit District originally par-
ticipated in a pilot project that preceded 
Rides Plus. The pilot demonstrated  
substantial increases in ridership after 
using the call center and mobility  
management services. Increased  
ridership led Rides Mass Transit to  
invest in Rides Plus.
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•	 Promoting healthy communities by actively increasing access to health care while  
improving local mobility.

•	 Providing financial support by sponsoring public transportation service through a partner
ship with a health-care provider. This strategy is seen more often in urban areas, but rural 
areas such as Paris, Texas, have enlisted health-care providers as sponsors of the community’s 
public transportation provider with benefits commensurate with their sponsorship level.

Considerations when Pursuing Collaborations  
with Health Care Organizations

A public transportation provider should consider a number of issues when considering  
collaborations with health-care organizations:

•	 Highlight strengths of the public transportation provider: fully-trained drivers who receive 
comprehensive background checks prior to hiring; agencywide and extensive safety program; 
well-maintained vehicle fleet; wheelchair-accessible vehicles.

•	 Propose transportation services that can realistically be provided. If the health-care organiza-
tion requires same-day service, ensure operational capacity and capabilities to provide that 
level of service.

•	 Obtain support from the public transportation provider’s executive director and board of 
directors to pursue formal health-care collaborations.

•	 Prepare to answer questions regarding the Federal Transit Administration (FTA) Charter Bus 
rules if there is payment involved or if the service is not open to all (“open door” service).

•	 Prepare to answer questions about patient privacy that govern HIPAA (Health Insurance 
Portability and Accountability Act), which establishes standards regarding the protection of 
patients’ medical records and personal information.

•	 Ensure the health-care organization’s familiarity with the rulemaking by the U.S. Department 
of Health and Human Services (HHS) and the updating of the “safe harbor” regulations that 
now allow health-care providers to fund or provide local non-emergency patient transporta-
tion with some limits.

Who Are Potential Health-Care and Transportation 
Participants?

Potential participants that might connect, communicate, and work toward improving  
transportation access to health care include a range of health-care and transportation 
organizations.

Questions to Ask

What are the health-care providers in the community?

What are the transportation providers in the community?

What organizations are involved in advocating for the needs of the target 
population?

Are there existing community collaborations in place related to transportation or 
increasing access to care?
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Health Care: Identifying Stakeholders  
and Collaborators

Primary and Specialty Care Facilities and Hospitals

Primary and specialty care facilities and hospitals are all health-care 
organizations that may have a direct interest in promoting transportation access for patients 
(Exhibit 3-2).

Primary care facilities may include different kinds of practices and health centers that provide 
non-urgent care for common medical concerns. Patients may need transportation to receive 
care for issues before they become urgent.

Specialty care may include facilities that focus on a special health condition, such as dialysis 
clinics, or that provide specialized services, such as ambulatory surgical centers. Hospitals may 
be interested in coordinating efficient transportation home for patients who have been recently 
discharged.

Transportation providers interested in getting involved in health-care transportation may 
need to reach out to the following staff at health-care organizations:

•	 Community relations teams. Some health-care organizations may have staff dedicated 
to building relationships with community partners. Some hospitals may also have com-
munity benefit programs that focus on funding investments in community health and 
well-being.

•	 Case managers and care coordinators. Many health-care organizations use care coor-
dinators or case managers to help address the physical and social needs of patients. Case  
managers and care coordinators are often well-aware of their clients’ transportation difficul-
ties and could be important collaborators for transportation providers. These staff often set 
up informal relationships with local transportation providers.

Primary Care Specialty and Urgent Care Hospitals

Exhibit 3-2.    Different care facilities by type.
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•	 Health-care providers. In individual practices, health-care providers often serve as cham-
pions for organizational change. Health-care providers can bring different types of health-
care stakeholders together, including leadership and frontline staff, to advocate for change.

•	 Leadership. New partnerships with outside entities may require sign-off by the leadership of 
an organization, such as a chief executive officer, president, or board of directors.

Insurance Providers

Insurers are critical partners for transportation providers interested in offering health-
care transportation. Insurers are often interested in the cost benefit of providing coverage for  
services. Insurers may be interested in working with transportation providers if they can see 
evidence that initial investments in transportation will prevent future exacerbations of chronic 
health conditions or avoid costly emergency department visits or hospitalizations. Special 
health-care management organizations, such as ACOs, are tasked with managing a wide range 
of services for members in exchange for participation in shared savings. Many of these orga-
nizations acknowledge the role that transportation plays in health. Exhibit 3-3 lists a range of 
insurance providers.

Insurers that provide Medicare Advantage plans may be particularly interested in a col-
laboration with the community’s public transportation provider given a new CMS ruling 
in 2019. This ruling gives Medicare Advantage plans more latitude to provide patients with 
supplemental services supporting the social determinants of health that previously were not 
covered by Medicare. CMS had previously required allowable supplemental benefits to be 
“primarily health related.”

According to CMS, Medicare Advantage plans can now provide transportation for those  
with chronic diseases to meet non-medical needs, such as grocery shopping. For patients 
with heart disease, this might include delivery of healthy food and produce. For patients with  
diabetes, this might include trips to a diabetes education program or to see a nutritionist. These 
are opportunities for local transportation providers (3).

Leveraging Health Insurance Resources to Cover  
the Cost of Transportation

Receiving early, prompt, and consistent health care can help individuals identify and treat 
health issues and manage their chronic conditions. People who have a usual and ongoing 
source of care are often able to avoid preventable health complications, visits to the emergency 

Insurance Providers

Medicaid Medicare Tricare Veterans Health 
Administration 

(VHA)

Private 
Insurers 

Exhibit 3-3.    Range of insurance providers.
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department, and hospitalizations. As health insurers are motivated to decrease costly emer-
gency and hospital services, they often invest in transportation services to help ensure that 
enrollees can access the care they need. Health insurance programs are listed in Table 3-1.

Connections to Transportation

Transportation providers should consider what types of health-care organizations are within 
their service area and what types of transportation services they might be able to provide.  
A health-care organization may be part of a larger health-care network. For example, ACOs  
and managed care organizations (MCOs) are often made up of groups of hospitals and  
providers who agree to coordinate care for the population of patients. Transportation provid-
ers may reach out to individual physician’s groups within an ACO/MCO or may determine 

Accountable Care Organizations (ACOs)

MEDICAID

Medicaid

MEDICARE

Medicare

Medicare Advantage

Medicare Advantage

ACOs

Table 3-1.    Health insurance programs.

(continued on next page)
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whether the health-care organization has a department that focuses on building community 
relations and addressing the social determinants of health.

Transportation: Identifying Stakeholders  
and Collaborators

On the transportation side, a key participant is the community’s public 
transportation provider. Communities typically have transportation pro-
viders that should be invited to participate including non-profit organiza-

tions such as human service agencies with vans that serve their clients and private companies 
ranging from taxis to medical van companies to new on-demand mobility providers such as 
Uber and Lyft.

Other community organizations and stakeholders may also be possible participants, 
depending on the particular transportation problems to be addressed and the design of the 
process established to work toward solutions. For example, in a large urban area, a repre-
sentative of the organization responsible for administering FTA Section 5310 program funds 
may be helpful in identifying transportation needs of seniors and people with disabilities. In 
a more rural area, the local community action agency or another local agency that focuses on 
the needs of low-income individuals, may be a potential stakeholder with helpful input for 
the process. Table 3-2 lists various types of community transportation providers and how to 
contact them.

VETERANS
HEALTH 

ADMINISTRATION 
(VHA)

VHA,

There are two key health-care programs for veterans, active 
members of the military, and their families:

TRICARE

TRICARE

PRIVATE 
INSURERS

Table 3-1.    (Continued).
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Community
Transportation Providers Who/How to Contact

Public Transportation 
Provider

Executive director
Mobility manager
Planning director/manager

www.apta.com “Transit links by state” at the top of the 

Information on a state’s rural public transit agencies can be 
requested from each state’s

www.nationalrtap.org) under the link “State RTAP.”

Human Service 
Agencies

The community’s 211 service

Volunteer Services The community’s 211 service

Taxi 
Companies

Taxi company owner or manager

community’s business licensing department or Chamber of 

Transportation 
Network Companies 
(TNCs)
and Other On-Demand 
Mobility Providers

Two widely known TNCs are Uber and Lyft.

Uber Health:

Lyft and its Lyft Concierge service

UZURV, Via, and 
zTrip

SendaRide

Table 3-2.    Community transportation providers—who and how to contact.

https://www.apta.com
https://www.nationalrtap.org
https://www.uberhealth.com/
https://www.lyftbusiness.com/industries/healthcare
https://www.sendaride.com/
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Other Potential Stakeholders and Collaborators

Health-care and transportation organizations are the primary participants for improving 
transportation access to health care. However, other community organizations and individuals 
may also play a role supporting efforts to improve access to health care:

•	 Local non-profit agencies providing services for low-income individuals and families, seniors, 
and people with disabilities.

•	 Local department of health.
•	 Organization administering FTA Section 5310 program funds.
•	 Metropolitan planning organizations (MPO) and councils of government.
•	 Local governments.
•	 Riders/patients. A survey of the public transportation provider’s riders can identify access 

problems to health care. Questions directed to patients about possible transportation prob-
lems can elicit useful information about transportation access problems.

•	 Caregivers and families. Many individuals require or benefit from the assistance of care-
givers or family members to travel to appointments. Caregivers can provide additional 
context about transportation access and mobility needs.

•	 Frontline staff at health-care organizations.
•	 Funders. Many successful transportation programs consider issues of funding and sustain-

ability from the outset of collaboration. Funding availability from federal agencies, state agen-
cies, local government, insurers, philanthropies, and multiple other sources often determines 
the size and scope of a program. For example, a program may be designed to show a return on 
investment or improved outcomes among a target population. Understanding the priorities 
and interests of different funders can help ensure long-term sustainability.

•	 Other stakeholders. Other organizations and individuals that work with the target popula-
tion may contribute knowledge and resources for planning a transportation program. Social  
workers, case managers, care coordinators, and other stakeholders often have valuable insight 
into the barriers and facilitators to transportation access.

There may also be existing collaborations or community forums addressing community 
needs, including health care. Coordination with such groups may support or strengthen efforts 
to improve transportation access to health care.

Other Organizations That Affect the Social Determinants of Health

Access to health care represents only one facet of health and well-being. Individuals also have 
other physical, social, psychological, and economic needs that must be met in order to lead 

healthy lives. Transportation providers may consider reaching out to 
community organizations that help the community’s residents meet 
these other needs that promote health and well-being. Such organiza-
tions include grocery stores and farmers’ markets offering fresh foods, 
recreational facilities, and social services programs such as Women, 
Infants and Children (WIC) programs. Public transit providers may 
offer routes or services to many of these destinations as part of their 
network and that could be highlighted by the transit provider through 
marketing outreach efforts and mobility management activities.

What Are the Specific Transportation Needs?

The issues and problems of transportation access to health care may 
be obvious to those who witness the problems first-hand. The patient 
appointment scheduler who repeatedly hears patients cancelling 

Identifying Existing Collaborations

Community advisory boards at local 
health care organizations in transit areas

Local consortia focused on social  
determinants of health

Advocacy groups focused on populations 
with limited transportation access,  
including older adults, people with  
disabilities, and people with chronic 
health conditions
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appointments because they cannot get a ride understands there is a problem. However, effec-
tively addressing a transportation problem requires data.

Data that qualify and quantify the transportation problem will facilitate development of  
possible solutions that target the problem.

Questions to Ask

Who is most likely to miss appointments because of lack of transportation?

What programs are already in place to serve this target population?

What are the resources available to fund transportation services, and what are 
the eligibility criteria for that funding?

Identifying and Defining Needs

An early step is to identify the category of individuals who have transportation needs related 
to health care and define their specific needs.

Who Are the Individuals with Needs?

It may be low-income families without reliable private transportation who miss routine medi-
cal appointments. It may be dialysis patients with disabilities who lack accessible service to reach 
their three-times-per-week treatments, or it may be non-English-speaking residents who have 
difficulty navigating public transportation. It is important to define the target group that needs 
improved access.

In some cases, the target group may not be known. If a health-care clinic is experiencing 
high rates of no-shows on Saturdays, for example, research is needed to identify the individuals 
who are missing appointments. It could be transportation access issues or there could be other 
factors at play.

Identifying the specific category of individuals can be important for planning improvements 
as some transportation programs and their funding parameters designate intended beneficiaries. 
For example, some transportation programs are available to all members of a community, while 
others are tailored to defined population groups such as seniors and people with disabilities. 
Transportation programs provided by the VA are designed for military service veterans and 
generally are not open to others.

What Are Their Transportation Needs?

Identifying the specific transportation needs of the defined category of individuals need-
ing improved health-care access is necessary to consider the options or types of transportation  
service to meet their needs.

Collecting and Interpreting Data

The next step is to obtain and interpret data about the transportation access issue so that  
possible solutions can be considered.

To understand the scope of lack of access to transportation to health care, transportation 
providers may need to have and interpret data about community needs. It is paramount that 
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transportation providers understand the barriers to health-care access 
in order to successfully address objectives of health-care providers, 
such as decreasing no-show rates and missed appointments. In addi-
tion, funders often require applicants to describe the scope of the issue 
in order to determine eligibility for grants.

Community Needs Assessments

Needs assessments may help health-care providers and transporta-
tion agencies understand the unmet needs and priorities of commu-
nity members. Needs assessments typically include a review of key 
demographic information for local populations, such as the number of 
households with reported income below the federal poverty level, the 
distribution of ages, and other key characteristics.

Key Questions

What is the target population?

What is the insurance status of the  
target population?

What is the health status of the target 
population?

What transportation options are  
available to patients?

Why are patients not able or willing to 
use existing transportation options?

CHNAs: One type of needs assessments are CHNAs—community health needs  
assessments—which specifically focus on the health needs of community members.  
CHNAs typically describe health outcomes (e.g., prevalence of chronic conditions), 
health disparities, and local health resources. The Patient Protection and Afford-
able Care Act (ACA) requires non-profit hospitals to conduct CHNAs every 3 years. 
Hospitals must collect information from “persons representing the broad interests 
of the community” as part of CHNA, including public health department and  
underserved populations.

CHAs/CHIPs: The Public Health Accreditation Board requires health departments 
to develop community health assessments (CHAs) every five years. To develop a 
CHA, health departments identify stakeholders and partners for the planning 
process, create a shared community vision, collect data, and use data to identify 
priority issues for the community. CHA collaboratives often outline specific strat-
egies to address priority issues and achieve desired health outcomes through a 
community health improvement plan (CHIP).

Transit needs plans: Public transit agencies may conduct needs assessments on a 
periodic basis as part of the ongoing planning function. These plans identify unmet 
transit needs and highlight potential service improvements and expansions. Devel-
oping the plans should include specific attention to access to health-care facilities.

Transportation providers may choose to get involved in existing needs assessment efforts 
facilitated by the health-care sector to share the perspective of the transportation sector and 
identify opportunities for collaboration. Hospitals and health departments often convene multi-
sector advisory councils to carry out needs assessments. For example, the DC Health Matters 
Collaborative, which includes health systems, hospitals, and social services agencies, developed 
the 2019 CHNA for the District of Columbia that identified transportation as a priority health 
need. The collaborative reached out to the DC Department of Transportation to interview stake-
holders for the CHNA process.

https://www.irs.gov/charities-non-profits/community-health-needs-assessment-for-charitable-hospital-organizations-section-501r3
https://www.naccho.org/programs/public-health-infrastructure/performance-improvement/community-health-assessment
http://www.dchealthmatters.org/content/sites/washingtondc/2019_DC_CHNA_FINAL.pdf
https://nap.nationalacademies.org/catalog/25980?s=z1120
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Transportation providers may choose to use needs assessment tools 
to capture existing data about their service area and community needs. 
For example, the University of Missouri Extension’s Center for Applied 
Research and Engagement Systems (CARES) Engagement Network tool 
allows program planners to identify information about demographics, 
social and economic factors, the physical environment, clinical care, 
health behaviors, and health outcomes. The Robert Wood Johnson 
Foundation’s County Health Rankings help communities compare a 
range of health and access measures across counties and states.

For example, CARES allows the user to compare information for 
counties, states, and national averages. Data visualizations can help 
convey disparities in health and transportation use. The example below 
(Exhibit 3-4) shows information about Medicaid rates, public transit 
use for work, and preventable hospital rates among Medicare enrollees 
in rural Marion County, Illinois.

In another example, the CARES tool allows users to create maps with 
community data. In this example, a map of Washington, D.C. is over-
laid with rates of Medicaid coverage, rail transit stations, and rail transit 
lines in the metropolitan area (Exhibit 3-5). Transportation providers 
could use similar maps to understand how access to transportation ser-
vices may differ among socioeconomic groups or other key indicators (6).

The final example, County Health Rankings, created by the University of Wisconsin Popu
lation Health Institute with support from the Robert Wood Johnson Foundation, provides  
key health indicators by county. The example below (Exhibit 3-6) shows information about 
uninsured rates, health-care workforce availability, and preventable hospital stays among 
residents of rural Marion County, Illinois.

Primary Data Collection

Conducting a needs assessment may involve collecting data directly from consumers and 
stakeholders. Transportation programs may consider conducting focus groups or interviews to 

Transportation Providers and CHNAs

The National Center for Mobility  
Management developed a report,  
Opportunities to Improve Community 
Mobility through Community Health 
Needs Assessments, to describe the CHNA 
process and highlight examples of  
mobility considerations in the CHNA  
process (4). The authors suggest that  
transportation providers use the Trans­
portation to Healthcare Destinations:  
Resource Guide for Conversations  
Between Transportation Professionals 
and Healthcare Professionals to initiate 
a conversation with hospitals about 
CHNAs (5).

Marion County 

State of Illinois 

United States 

Data 
Visualization 

Exhibit 3-4.    Medicaid rates, public transit use for work, and preventable 
hospital rates among Medicare enrollees in rural Marion County, Illinois.

https://engagementnetwork.org/
https://engagementnetwork.org/
https://www.countyhealthrankings.org/
https://www.countyhealthrankings.org/
https://nationalcenterformobilitymanagement.org/wp-content/uploads/2018/12/FINAL-NCMM_Brief_CHNA.pdf
https://nationalcenterformobilitymanagement.org/wp-content/uploads/2018/12/FINAL-NCMM_Brief_CHNA.pdf
https://nationalcenterformobilitymanagement.org/wp-content/uploads/2018/12/FINAL-NCMM_Brief_CHNA.pdf
https://nationalcenterformobilitymanagement.org/wp-content/uploads/2014/09/Healthcare_Transportation_Resource_Guide_AC.pdf
https://nationalcenterformobilitymanagement.org/wp-content/uploads/2014/09/Healthcare_Transportation_Resource_Guide_AC.pdf
https://nationalcenterformobilitymanagement.org/wp-content/uploads/2014/09/Healthcare_Transportation_Resource_Guide_AC.pdf
https://nap.nationalacademies.org/catalog/25980?s=z1120
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Insured, Medicaid/Means-tested coverage,
percent by tract, ACS 2013-2017

Exhibit 3-5.    Medicaid coverage and access to transportation services in Washington, 
D.C. (6).

Exhibit 3-6.    Key health indicators by county.

https://nap.nationalacademies.org/catalog/25980?s=z1120


Guidebook and Research Plan to Help Communities Improve Transportation to Health Care Services

Copyright National Academy of Sciences. All rights reserved.

Working Toward a Partnership: Health Care and Transportation    39   

collect in-depth information from a select group of people. For example,  
a focus group with older adults could provide information about  
specific health-care needs and accommodations for that population.

Transportation providers can also use surveys to obtain information 
about health-care access. A community-wide survey can ask specific 
questions related to access to local health-care facilities and unmet 
needs. Open-ended questions about “other transportation needs” 
are another source of information. Potential topics for primary data  
collection may include:

•	 What kinds of transportation modes do you use?
•	 Have you in the past or do you currently use public transportation?
•	 Do you have any special needs affecting use of public transportation?
•	 Do you have reliable transportation to health-care appointments?
•	 Do you miss health-care appointments because of lack of trans-

portation? How often?

Start the Dialogue

Dialogue between the health-care sector and the community’s public 
transportation provider may start from a random, precipitating event 
or an unforeseen situation such as in Flint, Michigan, with the city’s 
drinking water crisis.

Communication may also start in a deliberate way. Perhaps it is 
initiated by a forward-thinking individual at the public transportation 
agency or a patient coordinator at a health-care organization. Or a local 
community group or task force may identify transportation problems 
for a certain segment of the community’s residents and champion 
improvements that would include better access to health care.

For example, the collaboration between Lane Transit District (LTD) 
and health-care organizations in Oregon was started by a visionary 
individual at LTD who realized that coordinating the transit agency’s  
services with other transportation providers in the community, includ-
ing Medicaid NEMT and veterans transportation programs, was the best 
way to improve transportation. The resulting service—RideSource—schedules health-care trips 
directly with hospital social workers and with the region’s entity that coordinates health care.

Communication Strategies

While the first communication step may be straightforward—perhaps a telephone call or 
email from the community’s public transportation agency to a health-care organization to  
discuss an issue with the transportation service—additional communication between the two 
sectors may be needed to coordinate efforts toward a solution. This might be:

•	 Scheduled in-person meetings attended by key representatives of the two sectors.
•	 A workshop with follow-up coordination activities that are defined.
•	 A panel discussion to discuss needs and solutions.
•	 A one-time event, such as a summit, held in conjunction with a particular day or week  

designated for a particular health-care issue. For example, National Child Health Day is the 
first Monday every October; National Public Health Week is the first week in April.

Survey the Community to Ask About 
Access Needs to Health Care

A community-wide survey, conducted as 
part of a plan for the public transporta-
tion provider in rural Dorchester County, 
Maryland, identified residents’ concerns 
about the pending loss of the local hos-
pital. Most of the hospital’s services were 
moving to a larger hospital in the neigh-
boring county. Survey information pro-
vided support for increased frequency 
and funding for the transit provider’s 
route that served the larger hospital.

Flint’s Drinking Water Crisis Results 
in Partnership Between Public Transit 
and Health Department

The partnership in Flint, Michigan,  
between the Mass Transit Authority 
(MTA) and the state Health Department 
began with the city’s water crisis. The 
Health Department approached the 
transit agency in crisis mode, asking the 
transit agency to provide trips for those 
city residents without adequate trans-
portation to access bottled water, water 
filters, and medical services necessitated 
by the crisis.

https://nap.nationalacademies.org/catalog/25980?s=z1120
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Addressing the identified transportation access issue may be accom-
plished with direct coordination and collaboration between one trans-
portation provider and one health-care organization. Other issues may 
be more complicated and need attention from multiple community 
partners, stretch across county lines, and/or require regular ongoing 
contact among stakeholders. In such cases, formation of a task force, 
committee, advisory group, or other ongoing mechanism to facilitate 
ongoing communication and coordination will be needed.

Key Questions to Ask

After the transportation needs have been identified, defined, and 
quantified to the extent possible, the stakeholders should consider a 
number of key questions:

•  What level of service is needed to address the transportation needs?
•  What level of service is the health-care provider willing to accept?

•	 Are there regulatory issues, such as the ADA or Title VI of the Civil Rights Act of 1964?
•	 Is the health-care organization able to provide funding?
•	 Is the public transportation provider a feasible option to provide the service?

	– If not, what other transportation providers in the community might be feasible options?
•	 When is improved access needed? During defined time periods? Ongoing need?
•	 Are there patients with special needs?

Chapter 4 provides specific guidance for identifying appropriate transportation services to 
match the transportation needs of a health-care organization. This is an important step in fur-

thering the dialogue toward a collaboration between a health-care pro-
vider and transportation provider.

Understanding Different Conditions  
of Collaboration

Communication and coordination between the health-care and 
transportation sectors requires that each side understands the condi-
tions and issues that the other may have in order to move forward with a 
transportation service that improves health-care access. See Exhibit 3-7.

Develop a Shared Goal

Communication and collaboration should lead the participating 
health-care and transportation providers to develop a shared goal for 
improving transportation access. While this is not necessary for a viable 
partnership, it can be useful to memorialize the mission of the trans-
portation service in broad terms.

Having an articulated goal may also be useful should the partnering 
health-care and transportation providers seek funding beyond what the 
partners contribute.

For example, the FTA has a new competitive funding program that is 
designed to enhance mobility and access to community services, specifi-
cally including health care, for older adults, individuals with disabilities, 

Once the MTA in Flint, Michigan, had 
implemented its technology-based, 
same-day service for health-care trips, 
“Rides to Wellness,” it approached the 
community’s large hospital and asked  
if the hospital would like to join the  
collaboration. It took the hospital a year 
of observing Flint’s Rides to Wellness 
service in the community to decide that 
“yes,” it could trust the transit agency 
to provide non-emergency trips for its 
patients.

The Mobility Management Office in  
Central Texas was involved in develop-
ing the Community Health Improve-
ment Plan (7) for the region that 
included a specific objective targeting 
transportation:

“By 2021, decrease no-shows for health 
care appointments at safety-net health 
care providers by 10%.”

“Work with transportation partners 
to expand and enhance transporta-
tion options for members of the 
community who have difficulty  
reliably traveling to healthcare  
appointments.”

“Connect health navigators with 
Mobility Management services so 
they can refer people to the right 
transportation resources for their 
needs.”

https://nap.nationalacademies.org/catalog/25980?s=z1120
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and people with low incomes. An application that documents a partnership between a trans-
portation provider and health-care organization and showcases a shared-goal statement to 
improve access to health-care services would strengthen a grant application.

The responsibilities and tasks for working toward the goal are then needed to plan and 
implement the transportation service. Determining the type of transportation service and its 
parameters are the topic of the next chapter.

Possible Barriers to Collaboration

Moving toward a collaborative arrangement for improving transportation access to health 
care may face issues that the participants raise as possible obstacles to continuation. Experience 
shows that many of these can be addressed and overcome, see Table 3-3.

Resources for Addressing Potential Barriers

This chapter concludes with brief summaries of resources that may help transportation and 
health-care organizations address some of the potential barriers that could be encountered when 
working toward a collaboration. These include summary information on:

•	 FTA Charter Rule.
•	 Revisions to the Safe Harbors Under the Anti-Kickback Statute and Civil Monetary Penalty 

Rules Regarding Beneficiary Inducements.
•	 HIPAA.
•	 Possible funding sources for transportation and health-care collaboration.

Health Care Provider Public Transportation Provider

Exhibit 3-7.    Different concerns for health-care and transportation 
providers.

https://nap.nationalacademies.org/catalog/25980?s=z1120
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Potential Barrier Issue/Rationale Solution Potential Solutions 
Found in the Guidebook 

Bridging gaps and 
building understanding 
and relationships 
between the health-care 
and transportation 
sectors. 

Health-care providers 
may need to demonstrate 
improved health 
outcomes to justify 
investment in 
transportation services. 

Lack of funding for 
transportation services. 

Funding silos. 
 

Health providers may be 
concerned about 
adhering to requirements 
of the Health Insurance 
Portability and 
Accountability Act 
(HIPAA). 

passengers’ information. For example, some 
ride scheduling software uses only patients’ 

Table 3-3.    Potential barriers and their solutions.

https://www.gao.gov/products/GAO-16-238
https://nap.nationalacademies.org/catalog/25980?s=z1120
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Potential Barrier Issue/Rationale Solution Potential Solutions 
Found in the Guidebook 

Special needs that in 
some cases can be 
inappropriate for �ixed-
route and even ADA 
paratransit. 

Public transportation 
agencies have concerns 
that a partnership with 
dedicated service for a 
health-care facility may 
be disallowed because of 
the FTA Charter Rule. 

Health-care providers 
cannot fund 
transportation services 
due to the federal Anti-
Kickback legislation. 

Enhancing transportation 
access to variety of 
services in rural areas. 
 

Table 3-3.    (Continued).

FTA Charter Rule (Charter Rule write-up being reviewed by FTA;  
draft provided 4/9/2020)

The purpose of the FTA Charter Rule is to protect private bus operators from unfair  
competition from public transit agencies that have access to federal and state funds for  
purchasing buses and federal funds for their operation.

Plans for a public transportation and health-care collaboration need to consider the type of 
transportation—whether the service is fixed route or demand response. The Charter Rule treats 
these differently.

Background on the Rule

Information on the FTA Charter Rule is available through this link: https://www.transit.dot.
gov/regulations-and-guidance/access/charter-bus-service/charter-bus-service-regulations-0.

https://www.transit.dot.gov/regulations-and-guidance/access/charter-bus-service/charter-bus-service-regulations-0
https://www.transit.dot.gov/regulations-and-guidance/access/charter-bus-service/charter-bus-service-regulations-0
https://nap.nationalacademies.org/catalog/25980?s=z1120
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According to the FTA, “charter service” means, but does not include demand response service 
to individuals:

•	 Transportation provided by a recipient at the request of a third party for the exclusive use of 
a bus or van for a negotiated price. The following features may be characteristic of charter 
service:

	– A third party pays the transit provider a negotiated price for the group;
	– Any fares charged to individual members of the group are collected by a third party;
	– The service is not part of the transit provider’s regularly scheduled service, or is offered for 

a limited period of time; or
	– A third party determines the origin and destination of the trip as well as scheduling.

•	 Transportation provided by a recipient to the public for events or functions that occur on an 
irregular basis or for a limited duration, and:

	– A premium fare is charged that is greater than the usual or customary fixed-route fare, or
	– The service is paid for in whole or in part by a third party.

Charter Rule Exceptions

•	 There are limited exceptions when an FTA grantee may provide charter service, including:
	– For official government business;
	– To Qualified Human Service Organizations (QHSO) serving the elderly population,  

persons with disabilities, and low-income individuals;
	– When no registered charter provider responds to a notice sent by a recipient;
	– Leasing (must exhaust all available vehicles first);
	– By agreement with all registered charter providers; and
	– Petitions to the Administrator: Events of regional or national significance, or hardship.

The term “Qualified Human Service Organization” deserves additional attention. What 
exactly is a QHSO? How old is “elderly”? And which organizations are qualified?

To provide guidance, FTA Charter Rule Appendix A was published on January 14, 2008,  
providing a list of GAO-identified federal human service transportation programs and states: 
“(a) A recipient may provide charter service to a QHSO for the purpose of serving persons:  
(1) With mobility limitations related to advanced age; (2) With disabilities; or (3) With low-
income. (b) If an organization serving persons described in paragraph (a) of this section receives 
funding, directly or indirectly, from the programs listed in Appendix A of this part, the QHSO 
shall not be required to register on the FTA charter registration Web site.”

However, if an organization serving individuals described above does not receive fund-
ing from a program listed in Appendix A, that organization can still register as a QHSO 
on FTA’s website (https://www.transit.dot.gov/regulations-and-guidance/access/charter-bus- 
service/charter-bus-service-registration). It is not complicated, but it is an additional 
step should an FTA-funded public transit agency wish to provide transportation for that 
organization.

Considerations for Public Transit Agency and Health Care Partnerships

If a transit agency considers some type of demand response service to help meet transpor-
tation needs for a particular health-care facility, the FTA Charter Rule specifically excludes 
services that are demand response. The FTA definition of demand response can be compared 
to its definition for charter service (8):

•	 Charter service is exclusive, whereas demand response service is shared ride. If the transit 
provider may mix passengers from a trip sponsor with other demand response passengers on 
the same trip, then the trip is shared-ride service.

https://www.transit.dot.gov/regulations-and-guidance/access/charter-bus-service/charter-bus-service-rule-and-guidance
https://www.transit.dot.gov/regulations-and-guidance/access/charter-bus-service/charter-bus-service-registration
https://www.transit.dot.gov/regulations-and-guidance/access/charter-bus-service/charter-bus-service-registration
https://nap.nationalacademies.org/catalog/25980?s=z1120
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•	 Charter service is service to a group, whereas demand response service is service to indi-
viduals. Service to individuals can be identified by a vehicle trip that includes multiple  
origins, multiple destinations, or both, even when the clients have exclusive use of the vehicle. 
Some demand response sponsored trips carried out as part of a Coordinated Human Services 
Transportation Plan, such as trips for Head Start, assisted living centers, or sheltered work-
shops, may be provided on an exclusive basis, but are provided to service multiple origins to a 
single destination, a single origin to multiple destinations, or even multiple origins to multiple 
destinations.

•	 Charter service is for a specific event or function, whereas demand response service is 
regular and continuing. Some demand response sponsored trips carried out as part of a 
Coordinated Human Services Transportation Plan may be exclusive, and may be for a group 
from a single origin to a single destination, but may occur on a frequently reoccurring basis, 
such as daily, weekly, biweekly, or monthly.

•	 Demand response service may also include certain trips that are exclusive for a group 
from a single origin to a single destination and that reoccur on a less frequent basis than 
once per month so long as these trips are arranged and operated under the same terms 
and conditions as the demand response system for individuals. These terms and conditions 
include advance notice requirements, service windows for pick up and drop off, and price. 
Service carried out by the demand response units of transit providers that are exclusive for 
a group from a single origin to a single destination for a single event and not under the usual 
terms and conditions of the demand response system for individuals should be considered to be 
charter service. Transit providers should report these services to the charter registration web site.

Should a transit agency consider some type of fixed-route service to help meet transportation 
needs for a particular health-care facility, one important key to ensuring that the service is not 
charter service is to ensure the route is open to the general public, not just patients traveling to 
and from the health-care facility, and publish the route with the transit agency’s regular fixed-
route schedule.

The FTA Charter Rule’s Appendix A Needs an Update

The FTA Charter Rule’s Appendix A, which lists 64 automatically approved QHSOs that an 
FTA grantee can serve without a requirement to register with the FTA website, needs an update. 
This update would provide the new names of currently listed federal human service transpor-
tation programs whose names or sponsoring federal agencies have been revised and include  
66 new federal human service transportation programs that should be on the list.

There are examples where the outdated Appendix A has been an issue. These include several 
coordination efforts between a CDC program and rural public transit agencies that are FTA  
Section 5311 grantees. More specifically, the CDC’s High Obesity Program (HOP) funds land-
grant universities. Two of these universities have been actively trying to partner with their local 
rural transit provider to gain access to healthy food and recreation for the low-income rural 
residents in CDC’s HOP programs.

However, the FTA Charter Rule emerged as the number one barrier for the coordination effort 
between these two CDC/university programs and rural public transportation. That is because 
a university does not qualify as a QHSO in the current Appendix A. If the Charter Appendix A 
was updated to include CDC’s transportation-eligible programs (as well as the other programs 
that should be included) this would not be an issue.

Despite the FTA Charter Rule issue in this example with the CDC’s HOP program, assistance 
through the National Rural Transit Assistance Program found solutions that allowed the coor-
dination efforts to proceed.

https://nap.nationalacademies.org/catalog/25980?s=z1120
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Revisions to the Safe Harbors Under the Anti-Kickback Statute and 
Civil Monetary Penalty Rules Regarding Beneficiary Inducements

The U.S. Department of Health and Human Service issued a ruling in December 2016 that 
revised previous restrictions on the ability of health-care providers to provide patient trans-
portation. The law allows health-care providers such as hospitals and clinics (but excludes entities  
that primarily supply health-care items such as pharmacies) to fund local non-emergency trans-
portation for patients.

The ruling also allows health-care providers to fund shuttle services for patients and others to 
access medically necessary services and items within specific parameters. The transportation can 
be free or discounted. Health-care providers and unrelated businesses may contribute together 
to provide the transportation.

The ruling can be found here: https://www.federalregister.gov/documents/2016/12/07/ 
2016-28297/medicare-and-state-health-care-programs-fraud-and-abuse-revisions-to-the-safe-
harbors-under-the

As background, the Anti-Kickback Statute provides criminal penalties for individuals or  
entities that knowingly and willfully offer, pay, solicit, or receive remuneration in order to induce 
or reward the referral of business reimbursable under federal health-care programs. Because of 
the broad reach of the statute, there was concern that some relatively innocuous commercial 
arrangements were covered by the statute and therefore not allowed.

With the ruling, “eligible entities,” which include health-care providers such as hospitals 
and clinics (but excluding entities that primarily supply health-care items such as pharmacies), 
are allowed to fund local non-emergency transportation for patients and shuttle services for 
patients and others to access medically necessary services and items within specific parameters. 
The transportation can be free or discounted. Health-care providers and unrelated businesses 
may contribute together to provide the transportation.

The ruling defines the following details:

•	 Types of transportation: Transportation can be provided on a door-to-door basis. And it can 
be various modes—buses, taxis, community vans, volunteers, etc. Transportation can also be 
provided via shuttle transportation, using buses, vans or other vehicles that operate along a 
fixed route with a fixed schedule. Health-care providers can provide the transportation or use 
vouchers or other subsidy methods to provide transportation for patients.

•	 What does “local” mean? Local transportation is defined at up to 25 miles in urban areas and 
50 miles in rural areas. Mileage is measured “as the crow flies.”

•	 Who can be served? Individualized transportation (door-to-door) is to be provided 
for “established patients.” This means patients who have been served by the health-care  
provider, which includes per the ruling, a patient who has made his or her first appointment. 
The intent of this provision is to offer flexibility to improve patient care but to limit the 
risk of transportation being used as a recruiting tool or to bring patients in for unnecessary 
services. However, for shuttle service, transportation can be provided not only to patients but 
also family, friends, and even employees of the health-care provider. Restrictions on market-
ing the shuttle service limit the risk that the shuttle would be used to recruit new patients.

Other details include:

•	 The transportation service cannot be advertised or marketed to patients. The ruling empha-
sizes this: transportation cannot be used as a recruiting tool. Information about shuttle 
service, however, can be made available by the health-care provider with a posting of the 
schedule and stops.

https://www.federalregister.gov/documents/2016/12/07/2016-28297/medicare-and-state-health-care-programs-fraud-and-abuse-revisions-to-the-safe-harbors-under-the
https://www.federalregister.gov/documents/2016/12/07/2016-28297/medicare-and-state-health-care-programs-fraud-and-abuse-revisions-to-the-safe-harbors-under-the
https://www.federalregister.gov/documents/2016/12/07/2016-28297/medicare-and-state-health-care-programs-fraud-and-abuse-revisions-to-the-safe-harbors-under-the
https://nap.nationalacademies.org/catalog/25980?s=z1120


Guidebook and Research Plan to Help Communities Improve Transportation to Health Care Services

Copyright National Academy of Sciences. All rights reserved.

Working Toward a Partnership: Health Care and Transportation    47   

•	 The health-care provider is to establish a set policy regarding the availability of free or dis-
counted transportation and must apply that policy uniformly and consistently. However, 
the Department of Health and Human Service’s Office of Inspector General’s revisions to  
the statute do not mandate specific parameters for such policy other than mandating that it 
cannot be based on the type of patients’ insurance.

•	 Payment cannot be made on a per-patient basis. If transportation is available through a 
private company or driver hired by the health-care provider, payment is made on a dis-
tance/mileage basis. If transportation is provided by public transit or taxi, the transporta-
tion would be paid for or reimbursed to individual patients, for example, by taxi vouchers 
or bus fare.

•	 Costs for the transportation must be borne by the health-care provider and not shifted to 
Medicare, a state health-care program, other payers, or individuals.

The Health Insurance Portability and Accountability 
Act (HIPAA)

What Is HIPAA?

HIPAA was instrumental in establishing safeguards for the privacy 
and confidentiality of “individually identifiable health information,” 
also known as protected health information (PHI). HIPAA states that 
PHI is created or received by a health-care provider, health plan, or 
health-care clearing house. PHI describes the health or condition of an 
individual, the health care the individual receives, or payment for health 
care that can be used to identify the individual (9).

There are two key aspects of HIPAA. The HIPAA Security Rule 
describes the standards that must be used to safeguard electronic PHI 
(10). This rule focuses on the requirements for protecting electronic 
PHI, such as passwords, employee training, and other policies and pro-
cedures. The HIPAA Privacy Rule describes protections for the use and 
disclosure of PHI in all formats (11). This rule focuses on the rights of 
the individual and how their information is used.

What Are the HITECH Act and the HHS Omnibus Rule of 2013?

The Health Information Technology for Economic and Clinical Health (HITECH) Act, 
enacted in 2009, sought to increase the use of health information technology, including elec-
tronic health records (EHRs). Part of the HITECH Act focuses on the privacy and security of 
PHI created or shared by EHRs, which involved building upon and strengthening certain 
aspects of HIPAA. For example, the HITECH Act made business associates of covered entities 
directly liable for complying with some HIPAA requirements, including the Security Rule 
(12). Business associates are people or entities whose work involves the use or disclosure of 
PHI on behalf of a covered entity.

The HHS Office for Civil Rights implemented a final Omnibus HIPAA Rule in 2013 to 
implement provisions in the HITECH Act and to further strengthen privacy and security 
safeguards in HIPAA (13). The Omnibus rule extended parts of the HIPAA Privacy Rule to 
business associates of covered entities.

How Does HIPAA Affect Transportation Providers?

Laws surrounding the disclosure of health information are complex and fragmented. 
While HIPAA is a federal law that applies to all states, some states also have additional rules 

Key Resource

The TCRP developed a key resource for 
transportation providers that has  
access to riders’ health information:

Legal Research Digest 46: How the 
Health Insurance Portability and  
Accountability Act (HIPAA) and Other 
Privacy Laws Affect Public Transporta­
tion Operations (2014).

This report provides a comprehensive 
overview of HIPAA, its applicability to 
subcontractors and business associates, 
examples from several transit agencies, 
and more.

https://www.nap.edu/catalog/22359/how-the-health-insurance-portability-and-accountability-act-hipaa-and-other-privacy-laws-affect-public-transportation-operations
https://www.nap.edu/catalog/22359/how-the-health-insurance-portability-and-accountability-act-hipaa-and-other-privacy-laws-affect-public-transportation-operations
https://www.nap.edu/catalog/22359/how-the-health-insurance-portability-and-accountability-act-hipaa-and-other-privacy-laws-affect-public-transportation-operations
https://www.nap.edu/catalog/22359/how-the-health-insurance-portability-and-accountability-act-hipaa-and-other-privacy-laws-affect-public-transportation-operations
https://www.nap.edu/catalog/22359/how-the-health-insurance-portability-and-accountability-act-hipaa-and-other-privacy-laws-affect-public-transportation-operations
https://nap.nationalacademies.org/catalog/25980?s=z1120
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and regulations that govern privacy of health information. While transportation providers 
and brokers are not considered covered entities, some states may consider transit agencies to 
meet HIPAA’s definitions of a business associate or subcontractor. For example, Washington  
State considers NEMT brokers to be HIPAA business associates of the state Health Care 
Authority. In addition, some health-care providers may put certain protections in place  
to ensure that they are in compliance with HIPAA requirements when working with trans-
portation partners.

Transportation providers should familiarize themselves with the TCRP’s Legal Research  
Digest 46: How the Health Insurance Portability and Accountability Act (HIPAA) and Other Privacy  
Laws Affect Public Transportation Operations, which provides a legal analysis of how HIPAA 
applies to transportation providers. Transportation providers should also consult state laws 
and work with their health-care partners to better understand the extent of their responsibilities  
to safeguard the privacy of their patients’ PHI.

How Might HIPAA Affect Partnerships Between Health Care  
and Transportation Providers?

Health-care providers and health plans are covered entities and must abide by HIPAA  
regulations. Some health-care providers and health plans may not consider transportation 
providers to be business associates. Others may ask or require transportation providers to 
implement certain policies and procedures to comply with HIPAA rules.

Health-care providers/plans may ask transportation providers to implement certain 
safeguards because of the potential need to disclose PHI related to a passenger’s health ser-
vices. For example, transportation providers might have access to an individual’s full name,  
Medicaid identification number, medical certifications, health-care destinations, and purpose for 
medical transportation. Some strategies to enforce HIPAA compliance from the transportation  
provider’s perspective may include:

•	 Only allowing transportation providers/drivers to see first names for passengers.
•	 Requiring drivers/scheduling staff to undergo training sessions on HIPAA rules and regulations.
•	 Establishing security procedures such as keeping paperwork with PHI in a locked filing  

cabinet or password-protecting electronic files.

Possible Grant Funding Options for Transportation  
and Health Care Collaborations

Listed below are several possible grant programs that could support a transportation and 
health-care collaboration. However, do not be constrained by this list. There are likely other 
options such as foundations or other organizations at the local level that might support collabo-
rations that improve transportation access to health care.

Federal Transit Administration (FTA)

Access and Mobility Partnership Grants.    Access and Mobility Partnership Grants seek 
to improve access to public transportation by building partnerships among health, transpor-
tation, and other service providers. This program provides competitive funding to support 
innovative projects for the transportation-disadvantaged that will improve the coordination 
of transportation services and NEMT services.

There are two distinct grant programs:

•	 The Innovative Coordinated Access and Mobility (ICAM) Pilot Program.
•	 Human Services Coordination Research grants.

https://nap.nationalacademies.org/catalog/25980?s=z1120
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Eligibility.    Eligible applicants are organizations that are eligible to be recipients and sub-
recipients of the Enhanced Mobility for Seniors and Individuals with Disabilities Program, 
(defined under FTA’s Section 5310 program): designated recipients, states and local govern-
mental authorities.

https://www.transit.dot.gov/funding/grants/grant-programs/access-and-mobility- 
partnership-grants

Helping to Obtain Prosperity for Everyone (HOPE) Program

HOPE supports planning, engineering and technical studies, or financial planning to improve 
transit services in areas experiencing long-term economic distress. It will also support coordi-
nated human service transportation planning to improve transit service or provide new services 
such as rides to opioid abuse recovery and treatment.

Eligibility.    The HOPE Program provides funds to eligible applicants defined as eligible 
recipients or subrecipients under 49 U.S.C. 5307, 49 U.S.C. 5310, or 49 U.S.C. 5311 that are 
in areas of persistent poverty. Applicants are encouraged to work with non-profits or other 
entities of their choosing to develop an eligible project.

https://www.transit.dot.gov/HOPE

AARP

Community Challenge Grants.    The AARP Community Challenge provides small grants to 
fund “quick-action” projects that can help communities become more livable for people of all 
ages. Applications are accepted for projects to improve housing, transportation, public space, 
technology (“smart cities”), civic engagement, and more.

Eligibility.    The program is open to the following types of programs:

•	 501(C)(3), 501(C)(4), and 501(c)(6) non-profits.
•	 Government entities.
•	 Other types of organizations will be considered on a case-by-case basis.

https://www.aarp.org/livable-communities/community-challenge/info-2020/2020- 
challenge.html

National Center for Mobility Management

Health Care Transportation Access “Ready-to-Launch” Implementation Grants.    These 
grants, supported by the FTA, support communities in taking concrete steps toward implement-
ing transportation solutions to address health-care access.

https://nationalcenterformobilitymanagement.org/grants/2019-health-care-transportation-
access-ready-to-launch-grants/

Eligibility.    Eligible applicants are designated or direct recipients for funds under 49 U.S.C. 
Sections 5307, 5310, or 5311, or an eligible subrecipient of these funds. Eligible subrecipients 
under FTA programs include state or local government authorities, non-profit organizations, 
and operators of public transportation.

National Aging and Disability Transportation Center

Innovations in Accessible Mobility Grant.    The National Aging and Disability Transpor-
tation Center is funding up to 10 communities for projects designed to increase accessible 

https://www.transit.dot.gov/funding/grants/grant-programs/access-and-mobility-partnership-grants
https://www.transit.dot.gov/funding/grants/grant-programs/access-and-mobility-partnership-grants
https://www.transit.dot.gov/HOPE
https://www.aarp.org/livable-communities/community-challenge/info-2020/2020-challenge.html
https://www.aarp.org/livable-communities/community-challenge/info-2020/2020-challenge.html
https://nationalcenterformobilitymanagement.org/grants/2019-health-care-transportation-access-ready-to-launch-grants/
https://nationalcenterformobilitymanagement.org/grants/2019-health-care-transportation-access-ready-to-launch-grants/
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transportation options for older adults and people with disabilities, including projects 
related to coronavirus response. Grants of up to $30,000 each will be awarded. Recent  
grantees include: INCOG Area Agency on Aging (Tulsa, Oklahoma) and its Creating Access 
to Nutrition Program.

https://www.nadtc.org/grants-funding/nadtc-grant-opportunities/current-nadtc-funding- 
opportunities/

Eligibility.    Local and regional private non-profit or government organizations that directly 
provide transportation services may apply for this funding opportunity.

Centers for Disease Control and Prevention (CDC)

The CDC is one of the major operating components of HHS. Its mission is:

to protect America from health, safety and security threats, both foreign and in the U.S. Whether diseases 

start at home or abroad, are chronic or acute, curable or preventable, human error or deliberate attack, CDC 

fights disease and supports communities and citizens to do the same.

Possible Support from Local and State Health Departments.    As part of its mission is  
to support communities in addressing public health, the CDC provides funding to state and 
local health departments for various projects. These departments should be contacted as  
possible funding sources for a community-based transportation and health-care collabo-
ration. Funding might be possible through CDC’s REACH program (see below) or other 
options.

REACH.    REACH is a national program administered by the CDC to reduce racial and ethnic 
health disparities.

https://www.cdc.gov/nccdphp/dnpao/state-local-programs/reach/current_programs/index.
html

Through REACH, recipients plan and carry out local, culturally appropriate programs to 
address a wide range of health issues among African Americans, American Indians, Hispanics/
Latinos, Asian Americans, Alaska Natives, and Pacific Islanders.

Eligibility.    REACH gives funds to state and local health departments, tribes, universities, 
and community-based organizations. Recipients use these funds to build strong partnerships to 
guide and support the program’s work. Along with funding, CDC provides expert support to 
REACH recipients.

•	 Eligible Applicants
	– City or township governments
	– County governments
	– Independent school districts
	– Native American tribal governments (federally recognized)
	– Native American tribal organizations (other than federally recognized tribal governments)
	– State governments
	– Non-profits having a 501(c)(3) status with the Internal Revenue Service other than 

institutions of higher education
	– Non-profits that do not have a 501(c)(3) status with the Internal Revenue Service (IRS), 

other than institutions of higher education
	– Private institutions of higher education
	– Public and state-controlled institutions of higher education

https://www.nadtc.org/grants-funding/nadtc-grant-opportunities/current-nadtc-funding-opportunities/
https://www.nadtc.org/grants-funding/nadtc-grant-opportunities/current-nadtc-funding-opportunities/
https://www.cdc.gov/nccdphp/dnpao/state-local-programs/reach/current_programs/index.html
https://www.cdc.gov/nccdphp/dnpao/state-local-programs/reach/current_programs/index.html
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	– Public housing authorities/Indian housing authorities
	– Small businesses
	– Special district governments

Rural Health Information Hub (RHIhub)

RHIhub, formerly the Rural Assistance Center, is funded by the Federal Office of Rural Health 
Policy to be a national clearinghouse on rural health issues, with resources that support health 
care and population health in rural communities.

Additional support is provided by the Health Resources and Services Administration  
of HHS.

The RHIhub is a guide to improving health for rural residents and providing access to current  
and reliable resources and tools to help users learn about rural health needs and work to 
address them.

Information is provided about a wide range of funding sources, including grants that include 
transportation.

https://www.ruralhealthinfo.org/funding/topics/transportation
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Introduction

Once a dialogue has been established between health-care and transportation providers, as 
well as mobility managers and local leaders as appropriate, it is time to discuss the matching of 
patient transportation needs with appropriate transportation solutions. The term “appropriate” 
in this context means that the patients are willing and able to use the service and that the cost for 
the service is reasonable. In many cases, this chapter provides references to the case studies and 
collaborative practices in Chapters 5 and 6, respectively. In addition, Tables 6-1 through 6-9 in 
Chapter 6 allow a reader to identify practices and collaborations by type.

Purpose of this Chapter

The purpose of this chapter is to provide guidance to mobility managers and health care and 
transportation providers in developing and selecting the most appropriate transportation ser-
vice to meet the identified health-care access needs.

The development of transportation solutions is supported by the research in Chapter 2 that 
describes the need for transportation to health care and the activities undertaken as described 
in Chapter 3 that help initiate the discussion. Developing solutions also builds upon the case 
study research documented in Chapter 5 and the collaborative practices described in Chapter 6.

Organization of the Chapter

The development and selection of appropriate transportation solutions for the identified 
needs should include a series of steps. As discussed in this chapter, the steps are:

•	 Understanding the Basics of Transportation: What Health Care Providers Need to  
Know—Health-care providers should understand the basics of transportation, economies 
of scale, and how decisions influence cost and quality of the transportation service.

•	 Understanding Mobility Limitations of Riders: One Patient at a Time—Transportation 
providers should understand the limitations of individuals who need access to health care. In 
some cases, these individuals are similar to the general transit-riding public, but there are sig-
nificant differences for segments of the riders. Transportation providers need to understand 
those differences.

•	 Transportation Solutions and Services Design: One Size Does Not Fit All—Based on the 
wide range of patient transportation needs, appropriate solutions should, where possible, 
include a range of services to appropriately meet each need.

•	 Sustainability: Building a Strong Transportation Support Network—Sustainability  
includes funding and support. Cost efficiency (doing things right) and effectiveness (doing 

C H A P T E R   4

Develop Transportation Solutions
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the right things) are essential. Working toward sustainability often requires building a 
strong coalition of stakeholders.

Understanding the Basics of Transportation:  
What Health-Care Providers Need to Know

Passenger transportation is influenced by many factors. While transportation officials 
understand the factors, ensuring that health-care providers have a basic understanding will 
ensure the decision-making process is sound. There are various considerations and options 
for providing the service, and some are more appropriate than others.

Transporting passengers to access health care can be done in different ways.  
An overriding objective is to strike the right balance of efficiency (doing things 
right) and effectiveness (doing the right things). In other words, providing the 
most appropriate service for each person at a reasonable cost.

Spreading the fixed costs for transportation (e.g., cost of the garage, cost of the 
executive director, etc.) over a larger number of vehicles, miles, or hours will 
lower the cost per trip, cost per mile, and cost per hour as those fixed costs are 
then spread over a larger number of vehicles, miles, and hours.

The following basics of transportation are discussed:

•	 Economies of scale.
•	 Collaboration and coordination efforts: reducing silos.
•	 Grouping trips: What is productivity and why is it important?
•	 Service design: Diversity is good.
•	 Safe and professional services.

Economies of Scale

Passenger transportation is strongly influenced by economies of scale. 
Economies of scale become most apparent in rural and small urban areas 
where three systems are often doing the work of one: rural public transit,  
Medicaid NEMT, and veterans transportation. The inefficiencies of 

three transportation providers serving the same community result in the loss of economies of 
scale (among other issues, such as loss of local matching funds used to secure federal grants).  
Gaining economies of scale can be addressed through collaboration and grouping trips, which 
are discussed below.

Collaboration and Coordination Efforts:  
Reducing Silos

For over 40 years, many studies have expounded the virtues of col-
laboration, coordination, or consolidation, beginning with the landmark 
GAO study in 1977 (1) and confirmed in the GAO’s 1999 study (2).
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What the GAO report is saying (starting in 1979), essentially, is the elimination of trans-
portation funding and program silos will gain economies of scale: management, facilities, and 
administration can be reduced, and all drivers and staff will be properly vetted, monitored, 
and trained.

By definition, siloed transportation limits economies of scale. For example, with siloed  
veterans’ transportation and Medicaid NEMT, alongside public transit, there are three managers,  
three facilities, and three sets of virtually everything related to transit. Moreover, it is unclear if 
all three will have properly vetted and trained drivers.

Collaboration and coordination take place when the health-care community and transpor-
tation community come together, as is evident in the case studies and collaborative practices 
presented in Chapters 5 and 6, respectively.

There has been an increase in siloed transportation for a variety of reasons. Two of the 
largest health-care transportation programs have, for the most part, chosen to operate separate 
services or brokerages:

•	 VA—A federal agency, the VA often sets up its own transportation programs to serve only its 
beneficiaries (3).

•	 Medicaid NEMT—This state-managed program gives states flexibility to design and manage 
their programs. Medicaid NEMT is far and away the largest passenger transportation program 
outside of the FTA. Many states have chosen to provide the transportation with a capitated 
brokerage, which typically does not employ public transit systems in a significant way (4).

Coordinating the Silos

Coordinating siloed transportation can be a difficult and typically a political or cultural  
process. Often the process involves federal and state agencies, insurance companies, MCOs,  
and local governments. While not easy, LTD in Oregon and two of Arkansas’ rural transit pro-
viders show that under the right conditions, silos can be broken down and that, in turn, can help 
improve the community’s access to health care through cooperative efforts.

In 1999, the GAO noted that: “Transportation coordination can reduce federal 
transportation program costs by clustering passengers, utilizing fewer one-way 
trips, and sharing the use of transportation personnel, equipment, and facilities. 
In addition, people in need of transportation often benefit from the greater and 
higher quality transportation services available when transportation providers 
coordinate their operations.” (2)

Lane Transit District (LTD) is an example of eliminating silos and improving the 
quality of the transportation. The transit district has taken on the role of broker 
with a diverse set of programs, funding sources, and providers, allowing LTD to 
provide the best “fit” for each rider and funding source. This includes demand 
response and their network of fixed-route services (Exhibit 4-1), Medicaid NEMT,  
dialysis centers, and veterans transportation provided by LTD, and when combined 
with LTD’s ADA service and other health-care and human service transportation, 
there are notable economies of scale and professionalism.
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Communication

Sometimes simple communication is a valuable form of collaboration. This could be as 
informal as a dispatcher talking or emailing a health-care office manager, case manager, or 
lead nurse, for example. It is important for field-level staff to communicate and work together; 
communication can minimize surprises. One approach is to schedule and hold regular face-
to-face meetings at staff level for the transportation and health-care providers. Southeast  
Vermont Transit works closely with community health teams to assess and fill each need.  
Jasper County Community Services in Indiana calls the local nursing home prior to the 
vehicle’s arrival so that the staff will have the patient ready for the trip, reducing wait time 
significantly. In New Hampshire, Transport Central provides information and training to 
ever-changing health-care staff to ensure they are all working together.

Health Care Facility Location

Prior to settling on a site for a new clinic, hospital, or other health-care facility, those evalu-
ating the site should consider the access to public and private transportation services. This is 
particularly important when the facility considers a move beyond the transit agency’s juris-
diction or at a distance where a trip by taxi or TNC such as Uber or Lyft becomes expensive. 
Conversations with local public and private transportation providers should take place prior 
to the review of potential sites.

Grouping Trips: What Is Productivity  
and Why Is It Important?

More than anything else in the transportation world, productivity 
drives the cost per trip. Productivity is measured as one-way trips per 

Two rural transit operators in Arkansas, Central Arkansas Development Council 
and Southeast Arkansas Transit, eliminate silos by brokering Medicaid NEMT with 
its public transportation. This allows these operators to maintain a robust net-
work of services for the general public and in particular access to health care as 
the public rides with Medicaid NEMT riders in many cases.

Exhibit 4-1.    LTD provides a wide range of services. 
Photo courtesy of KFH Group.
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vehicle hour. Productivity, which must be balanced with providing a safe (social distancing is 
critical at the time of this report given the worldwide pandemic), timely, and comfortable service, 
is critical to cost control.

Why is productivity important?

Productivity: One-way passenger trips per vehicle hour.

•	 In this example, it costs a transit agency $50 per hour to provide service:
	– Productivity of 1.5 trips per hour will yield a cost of $33.33 per trip.
	– Three one-way trips per hour brings the cost to $16.67 per trip.
	– Ten trips per hour, $5 per trip.
	– Twenty-five trips per hour, $2 per trip.

Grouping Trips: Rutherford County Transit (RCT)

RCT is an example of modifying service to improve productivity. Prior to the mod-
ification, transportation to Charlotte (30 miles away) for major medical services 
was provided with paratransit service, with most vehicle trips having one rider 
on board. At that time, RCT had an operating cost of about $50 per hour with an 
average productivity of 1.5 one-way passenger trips per hour or $33.33 per trip. 
There was no attempt to group passengers’ trips.

One of the best ways to lower transportation costs is through productivity improvements. 
The end result? That will depend on different modes or types of service which will yield different 
productivities (and costs per trip); see Table 4-1.

Clearly, based on the productivities shown above, fixed-route service has the highest 
potential productivity and will provide the lowest cost per trip. But fixed-route service 
does not work everywhere, and many patients cannot use that service. This does not mean 
it should be ruled out as an option. For other service types, opportunities exist to improve 
productivity through revisions or a change of service design.

Following are two examples of the power of productivity in reducing cost per trip and total 
costs.

Service Type Productivity 

–

–

–

–

Source: KFH Group. Rural Transit Service Design - Matching Service to 
Meet Needs: An Introduction. Presented at the National Conference on 
Rural Public and Intercity Bus Transportation, Breckenridge, Colorado, 
October 2018.

Table 4-1.    Typical productivity for service types.
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Exhibit 4-2.    RCT vehicles are attractive and easily 
recognized in the county. Photo courtesy of  
KFH Group.

Service was changed to a fixed-schedule model (discussed in detail later in this 
chapter) using attractive vehicles (Exhibit 4-2) that can travel narrow country 
lanes, common in Western North Carolina. With this model, the vehicle operates 
on a set schedule (service is designated for specific days and times), but not on 
a fixed route. Rather, the vehicle picks up passengers at their door. Individuals 
who need access to Charlotte for health care or other purposes plan their trips 
according to the posted schedule. The manager of this transit agency states 
that most trips now include five or more people, yielding a productivity of 
3.3 one-way trips per hour and cost per trip of $15, reducing costs by 55% with 
a reduction in mileage and other costs and the ability to serve more passengers 
overall; see Exhibit 4-3.

Exhibit 4-3.    Modifying service to improve productivity.
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Summary: Grouping Trips

Grouping passenger trips provides cost advantages. However, it should be understood that 
grouping trips is not necessarily a matter of placing seven or eight people on the small demand 
response bus when this is not appropriate. However, if the trips have common destinations, it 
could result in an increase in one passenger trip per service hour to two trips in that hour, which 
cuts the passenger trip cost in half.

The bottom line: use the grouping of trips judiciously. Passenger safety, timely service, ride 
time, and a comfortable trip must be factored in when grouping trips. Performance indicators 
should also be considered, such as maximum ride times that should be determined and agreed 
upon by the collaborating partners.

Service Design: A Variety of Options Is Good

With an understanding of the importance of productivity, the next step 
is to look at service design. The objective is to apply the most appropriate 
service design(s) for the transportation needs.

Various service designs can be considered, depending on whether the com-
munity has urban or rural areas, the type of riders to be served, and their 

specific needs. (Note transportation services that require medical support on board are not 
addressed in this research.). These include:

1.	 Fixed route—Virtually every urban area and many rural areas and smaller cities have fixed-
route service.

2.	 Hybrid services—Flex-route and fixed-schedule type services.
3.	 Demand response shared ride.
4.	 Demand response single ride.

Fixed Route

Description: Fixed-route service operates on a schedule along a prescribed route. Fixed-route 
transports the most people at the highest passenger productivity and the lowest cost per trip in 
urban areas as well as many smaller cities and towns. Transit service with attractive and acces-
sible stops with electronic signs that tell the rider when the bus arrives can make it easy for many 
to ride (Exhibit 4-4).

Grouping Trips: Lane Transit District

When dialysis clinics, patients, and transportation providers work cooperatively 
to group trips, each entity wins. Some transit agencies and brokers, both urban 
and rural, work closely with their dialysis clinics to ensure the best productivity 
in a safe and comfortable environment. This is particularly important as the 
need and level of service required for dialysis patients are expanding and often 
considered a driver of costs (5). Lane Transit District in Oregon, for example, has 
been able to coordinate patient transportation with some of the dialysis clinics 
it serves, coordinating service with other transportation programs including 
Medicaid NEMT.
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Applicability: Fixed-route transit service can be a viable option for many riders to use for 
health-care-related trips. Many brokers and health-care providers routinely distribute tickets 
and passes to riders to use the community’s fixed-route system to get to and from their medical 
appointment. However, it is not the right service in all situations. Those who cannot either use 
the service or get to a bus stop because of a disability require a more specialized mode with  
door-to-door service.

Fixed Route and Health Care: Fixed route is the dominant mode of bus transit in the  
country. While commuting is the most prevalent trip purpose, health care as a trip purpose 
remains important. A review of sampled rider surveys from 2015 to 2020 show that trips for 
health care comprise from 4% to 48% of total trips; see Table 4-2.

According to the sampled surveys, on average, health-care trips comprise the following 
percentages on fixed-route buses by type of community:

•	 Urban areas: 12% of trips were for health care.
•	 Small urban areas: 15% of trips were for health care.
•	 Rural areas: 18% of trips were for health care.
•	 Small urban and rural combined: 14% of trips were for health care.

Exhibit 4-4.    Low floor buses and attractive stops 
can help riders use the service.

Service Area Percentage Range of Health Care Trips

–

–

–

–

–

Table 4-2.    Percentage range of transit trips for health-care  
purposes.
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Fixed-Route Service Design: Effective public transportation does much to improve access to 
health care across the country. The effectiveness of a fixed route, however, is strongly related to 
how the routes are designed, and this is borne out by two of many examples across the country.

An example of two communities, each with a population of 30,000, illustrates this point. 
The rural transit system in one community with a mid-sized university (and no university 

North Central Regional Transportation District (NCRTD): In New Mexico, a large 
rural system shows how small changes to fixed routes at no cost can make a  
significant difference to all potential riders. NCRTD operates predominantly 
fixed routes in very rural and remote areas as well as commuter service into more 
urbanized Santa Fe. One-way trips routinely exceed 80 miles. A recent survey 
indicated that 9% of NCRTD trips are to access health care. That is the equivalent 
of 25,000 one-way health access trips annually or 100 trips every weekday.

In 2015, NCRTD refined and adjusted the start time of many of its routes to allow 
residents to travel for health care, shopping, or other needs in the morning and 
return midday instead of waiting until the end of day—eight hours later—to 
return. The new start and end times of the routes allowed for greater connec-
tivity to transfer seamlessly (Exhibit 4-5) resulting in options for early and late 
appointments and to still serve commuters at the same time. These changes, 
among other low-cost route adjustments, helped NCRTD increase ridership by 
50% in 1 year and 100% in 4 years. The service design changes virtually doubled 
health-care access transportation trips from 50 to 100 daily.

Exhibit 4-5.    NCRTD riders can seamlessly transfer at the 
Española Transit Center. Photo courtesy of KFH Group.

Manchester, New Hampshire: A downtown fixed-route circulator which had  
initially failed was reintroduced with new partners, including a regional medical  
center. The route was redesigned, and ridership increased dramatically. Anecdotal 
evidence from medical center and transit staff suggests that much of that increase 
comes from the involvement of the medical center. This route change was all 
done at virtually no additional operating cost.
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transit service) operates two separate one-way 1.5-hour loops so that virtually all round trips are 
at least 1.5 hours, and 3 hours if a transfer is required (Exhibit 4-6). In this scenario it may take a 
rider 10 minutes to get to the drug store by bus, but the return would take an hour and 20 min-
utes. Productivity is under three one-way trips per vehicle hour, a low level of performance.

The second system in Paris, Texas, operates a traditional route structure where there is two-
way service (Exhibit 4-7). In this case, the return from that 10-minute ride to the drug store is 
also a 10-minute trip. This service operates at eight one-way trips per hour without a university 
at close to one-third the cost per trip of the first example. The result: the second system provides 
far more health-care related trips on public transit at a very low cost.

Hybrid Services

Description: Hybrid transit services are more flexible than fixed route but still follow a 
schedule to ensure a higher productivity than traditional demand response. They are typically 
a cross between fixed route and paratransit and have become common in some areas. The 
two forms of hybrid services presented include fixed-schedule service, briefly discussed in the 
previous section on productivity, and flex-route service (also referred to as route deviation), 
used more commonly in smaller cities and towns but also appropriate for long-distance routes. 
Fixed-schedule service can be relatively productive in remote rural areas where all the rules 
change due to the terrain and demographics, as can be seen in Exhibit 4-8. Fixed schedule can 
be used to serve an entire county and replace demand response service with a more productive 
service.

Fixed-Schedule Service Applicability: Fixed-schedule service is most appropriate in remote 
rural areas. The vehicle follows a schedule but not a specific route. Those who want to use the 
service must follow the schedule; however, the vehicle will pick up passengers at their homes 
or a designated (limited number) stop.

Exhibit 4-6.    Fixed route with loop 
design.
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Exhibit 4-8.    Great distances in remote rural areas 
require a different set of service design rules. Photo 
courtesy of KFH Group.

Exhibit 4-7.    Paris, Texas, metro route map.
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An example of a network of fixed-scheduled services, CARTS, is based in Central Texas. 
CARTS operates in eight rural counties and provides countywide service on a fixed schedule. 
Exhibit 4-9 is a county schedule that details the information needed by the rider. The fixed-
schedule services connect to a variety of other public transit services.

Flex-Route Service Applicability: Flex-route service would be most appropriate for rural 
routes of longer distance where paratransit service would be inappropriate.

Flex route, also referred to as route deviation, is a fixed route with time built in for the bus 
to go off route for a limited distance to pick up passengers at their door or closest intersection. 
This flex service can be limited to persons with disabilities, meeting all of the requirements for 
ADA paratransit, or it can be open to the general public, in which case riders with disabilities are 
subject to the same policies as all riders, including increased fares, limits on distance (which may 
be less than three-quarters of a mile), and capacity constraints. It should be noted that flex-route 
service that flexes for all riders means that individuals with disabilities who cannot get to the 
bus stop to use the service are subject to possible trip denials as many of these services are on 
a first come, first serve basis.

Demand Response Shared Ride

Description: Demand response shared-ride service covers a wide range of services including 
new microtransit options. These services are found in urban areas in the form of ADA para
transit (Exhibit 4-10) and microtransit (including dial-a-ride). In rural areas, they could be 
microtransit and dial-a-ride or countywide demand response. Some of these services require 
one-day advance notice to schedule a trip, while the newer services that use smartphone apps 
require as little as 15 minutes notice for a trip.

Applicability: For health-care access, shared-ride demand response can be appropriate for 
patients unable to use the fixed route or when it is not available to them.

ADA paratransit is a viable option where available. Transit agencies require individuals to 
apply for the service and be deemed eligible prior to use. Various forms of shared-ride demand 
response service exist in many communities. Experience has shown that some individuals who 
could use fixed-route use the demand response service because they want the convenience of 
door-to-door service or they do not know how to ride the bus. It is important to understand 
riders’ capabilities and to provide transit training when this would benefit riders. Those patients 
who refuse to ride fixed route, when deemed capable, should be reviewed on a case-by-case basis 
by the health-care provider.

Rural areas often use demand response service in both rural areas and small towns and cities.  
Rural demand response service is typically low productivity and costly on a per trip basis. 
The fixed-schedule solution will improve productivity without interfering with patient access  
to services.

Demand Response Single Ride

Description: Demand response service is used by a solo passenger with no attempt to group 
rides. Taxis and TNCs are the most common type of single-ride demand response service.

Applicability: This type of service is most appropriate for an individual patient who should 
ride either alone, with a caretaker, or with an attendant for medical or safety reasons.

The need for this type of service is typically best determined by the health-care provider. 
Due to its low productivity, it can also be an expensive trip. Often this type of service is offered 
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Exhibit 4-9.    Fixed-schedule public transit.

https://www.ridecarts.com/
https://www.ridecarts.com/
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Exhibit 4-10.    ADA complementary paratransit 
vehicle.

by the VA, human service agencies, and health-care providers. It is important for after-hours 
discharges from a hospital or other medical facility when public transit and shared-ride services 
are not operating.

These single-ride services have traditionally been provided by taxis and are now often pro-
vided by TNCs as well.

Safe and Professional Services

Patients are entitled to a safe and accessible trip. However, one vehicle driver 
is not the same as the next, and one vehicle is not the same as the next. Effective 
transportation service will ideally be provided by trained staff with safe vehicles— 
in other words, professional transportation service, which is particularly impor-
tant for vulnerable populations.

Professional Standards for Vehicles and Drivers

Appropriately vetted and trained drivers are essential as many trips are one-on-one with 
a vulnerable patient. Exhibit 4-11 details basic requirements for drivers and vehicles. All 
health-care providers should ensure that their transportation providers and drivers are  
properly vetted and trained to work with vulnerable patients. Efforts to improve driver pro-
fessionalism enhance safety as well as customer service.

Rio Grande Valley Transit Driver Academy is a pilot program designed to train 
new drivers to work at public transit agencies in the Lower Rio Grande Valley. 
The transit partners include the city of Brownsville, Brownsville Metro; city of 
McAllen, Metro McAllen; town of South Padre Island, Island Metro; and Lower 
Rio Grande Valley Development Council, Valley Metro. The training is provided 
by South Texas College and Texas State Technical College (6). Through economies 
of scale, each system receives professional training at a reduced cost.
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Vehicles should be professionally maintained to stringent standards, including standards that 
address the age and condition of vehicles.

Depending on the type of transportation service, health-care providers may consider the  
following minimum standards noted in Exhibit 4-11.

Ideally, health-care and transportation providers collaborate to set the minimum standards 
for vehicles and drivers.

Monitoring Drivers

The transportation providers ideally have policies and practices in place to monitor their 
drivers to ensure adherence to standards and policies. Does the transportation solution  
being considered ensure that the transportation provider monitors the driver and that the 
entity in charge knows exactly who is driving? This requires the ability and exercise of real-
time contact. Uber and Lyft apps, for example, allow the user (with a smartphone) to identify 
the driver. Without this assurance it is impossible to tell who is actually driving and what 
vehicle is being driven.

The Result: Safe Service

Placing vulnerable patients into a stranger’s hands for transportation can be a leap of faith. 
However, a leap of faith is not desired when transporting vulnerable patients. Improving 
transportation access to health care should include efforts to ensure the transportation pro-
vider has safe and professional drivers and vehicles. As one example, Medicaid NEMT and 
TNCs typically involve the use of drivers’ personal vehicles. Health-care providers purchasing 
these services should have assurances that the vehicles used to transport their patients are 
appropriate and safe.

Drivers Vehicles 

Exhibit 4-11.    Minimum standards for drivers and vehicles.
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Understanding Mobility Limitations of Riders  
One Patient at a Time

Articulating Service Needs of Riders (Patients)  
and Matching with Solutions

The riders (patients) seeking access to health care cover a very wide range of people. Many are 
ambulatory and can negotiate a public transit network. Others may need a door-to-door ride 
and still others may require an attendant.

Transit agencies are adept at determining if people can use a fixed route or require more 
specialized service, one that should be relied on by health-care providers where available. For 
purposes of developing transportation solutions to improve access to health care, it is useful 
to consider types of riders by their abilities to use transportation and the appropriate types of  
transportation service. The following four categories group riders by type of transportation  
service that is appropriate:

1.	 Ambulatory and independent riders are able and willing to use fixed-route service or other 
public transit mode. This would be the first option where appropriate. It is clearly the lowest 
cost option and requires no additional effort from public transit. These riders would also be 
able to ride on microtransit options that require persons to walk to a nearby intersection.

2.	 Riders in need of shared-ride door-to-door service are able to use a service such as public 
transit’s ADA paratransit, general public dial-a-ride, or microtransit (where door-to-door 
service is available) if they are unable to use or get to a fixed route or if in a rural area without 
fixed-route service.

3.	 Riders in need of single-ride door-to-door require a non-shared, door-to-door ride, which 
is generally beyond the capabilities for public transit agencies. These riders will need a  
direct, non-shared service and may require assistance into or out of a building. After-hours  
discharges often require a single-ride service such as taxi or TNC.

4.	 Highly specialized needs might be needed for a patient who must travel supine or with special 
medical equipment. The transportation service would require a trained professional driver or 
an appropriate attendant to assist the rider and may need a specific type of vehicle.

The First Step: What Are the Riders’ Capabilities?

The first step in determining the appropriate transportation service is to assess the riders’ 
capabilities. Virtually all fixed-route transit agencies in the country (almost all urban areas and 
many small urban and rural areas) have an eligibility determination process for ADA comple-
mentary paratransit that assesses the type of transportation service required by an individual. 
Some of these determination processes are rigorous, requiring interviews, testing, and pathway 
assessments, while others simply require a doctor’s signature. The objective is to determine if 
the rider can ride a fixed route for all trips, for some trips (conditional eligibility), or if the rider 
needs ADA paratransit for all trips (unconditional eligibility).

Using the ADA Eligibility Determination Process

While an ADA eligibility determination process can be an effective way to determine if a 
person is capable of using a fixed route, it may not give the health-care professional the entire 
picture. For example, it may be that a patient is capable of riding a fixed route, but the health-
care provider knows that, given that option, the patient in question would not use it and as a 
result would miss the scheduled medical appointment. In such cases, the health-care provider 
would be justified in selecting a door-to-door service for that patient.
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Using the Eligibility Process for More than Public Transit Service

A formal process for determining eligibility for different types of transportation service can  
be used for more than public transit. For example, LTD, which brokers a range of transporta-
tion services both within an ADA service area as well as beyond, uses an eligibility determination 
process not just for its ADA paratransit service, but for its full array of services. This process is 
unique in that all applicants are subject to a home visit from an eligibility specialist.

Summary: Mobility Limitations

For purposes of determining the appropriate transportation services for improving access 
to health care, it is useful to consider the four basic categories of riders. These broad categories 
capture the transportation abilities of patients and allow the collaborating health-care and trans-
portation providers to evaluate the types of transportation services that fit.

Transportation Solutions and Service Design:  
One Size Does Not Fit All

Depending on the transportation needs of patients articulated by the health-care provider, 
the transportation community can come up with solutions to meet most, if not all, needs. The 
previous sections of this chapter provide the basics of transportation, which include a review 
of the different service designs and a discussion of mobility needs for moving forward with the 
appropriate transportation solutions to improve access to health care. The next step is develop-
ing the appropriate transportation solution. This involves, for example, decisions about how 
to operate the service, contract for service or use a broker, or perhaps the health-care provider 
wants to operate the transportation service directly. Consequently, it involves decisions about 
the type of service to provide.

When finding a transportation solution, what matters most is the functional needs of the 
riders. Is it a matter of simply providing bus passes or does the rider require specialized care or 
a door-to-door, shared-ride service? Transportation solutions should recognize that the needs 
typically represent a continuum, from riders who are able to use fixed-route services all the time 
to those who can never use a fixed route and need some type of more specialized transportation 
service.

One size does not fit all. It would be inappropriate to expect a person using an 
electric wheelchair to ride in an inaccessible taxi, as it would be inappropriate 
to place a person able and willing to ride the local fixed route on a far more 
expensive specialized service.

Management and Operation of Service

When the collaborating health-care and transportation providers are prepared to develop the 
transportation service, there are a number of operational and management decisions to be made:

•	 Should the health-care provider contract for service or should they operate it themselves?
•	 Should the health-care provider form a brokerage and, if so, what type?
•	 What are the most appropriate solutions for the community?
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Contracting for Service

When a health-care provider or consortium of providers initiate transportation service, the 
solution is often to contract the service either with local existing taxi companies and/or TNCs. 
At the same time, the health-care provider may purchase fixed-route bus tickets to distribute 
as appropriate. There are many examples of this type of arrangement, often less formal than 
contractual.

Operate In-House

Many human service agencies and health-care providers operate 
small numbers of vans for their patients or clients. For example, senior 
center vans typically take a group of seniors to health-care facilities 
from the senior center on select days, often grouping up to six or eight 
passengers. There are a number of examples of transit agencies provid-
ing retired vans (in good condition) to non-profit organizations for 
passenger transportation. These non-profit organizations often need  
to address driver training and vehicle maintenance, functions that 
they may not have in-house.

Brokerage: Many Variants

In many cases, communities may use a brokerage for transporta-
tion service, an option that is designed to meet the trip need with an 
appropriate transportation service at a reasonable cost. There are two 
types of brokerages that are intended to do different things:

•   Traditional Coordinated Broker–These services typically offer the 
best fit for riders: cost, service, or both. There are many variations  
of this model as the transportation brokerage can be managed by 

non-profit agencies, transit systems, health-care facilities, or for-profit companies. Tech-
nology to allow for the most efficient use of vehicles is now the norm. These services typi-
cally serve a diverse population, including the general public, with multiple funding sources.

•	 Capitated Broker–A capitated brokerage for health-care transportation pays the broker a 
flat fee for each patient in the health plan. The risk of fluctuation in use of transportation and 
costs for transportation lies with the broker. This is a method used by many states for their 
Medicaid NEMT programs, which allows the state to stabilize costs. Typically, only Medicaid 
NEMT uses this model.

Capitated brokerages have been discussed in detail in TCRP Research Report 202: Handbook 
for Examining the Effects of Non-Emergency Medical Transportation Brokerages on Transportation 
Coordination (8) and are typically not used for non-Medicaid NEMT trips. This discussion 
will instead focus on a variety of coordinated brokerages and the technology that they use.

The value of the broker comes in its ability to deploy a diverse set of transportation providers 
to meet the varying needs of patients. The brokers reviewed for this study did just that—used 
multiple funding sources to serve multiple groups of riders while using a number of different 
providers, including public transit (for example, LTD and Denver Health). The transporta-
tion broker has the ability to fit each trip to the most appropriate mode and provider based on  
passenger need and cost.

Following are three examples of coordinated brokerages, each operated by different types of 
entities; all attempt to provide the best fit for each rider.

Public Transit Brokers

Public transit systems such as LTD have, at times, assumed the role of transportation broker 
for not just its ADA service but also for Medicaid NEMT, senior programs, and a number of 

Rather than work with the local Tribal 
Transit System, Indian Health Services 
in Winslow, Arizona, operates two vans 
to serve the same area as the transit 
system, albeit less productively (7).

Taylor Hospital in Kentucky saw no alter-
native to operating in-house. Other 
health-care providers have taken it a step 
further and now operate public transit in 
their communities including the Aaron E.  
Henry Clinic in Mississippi and Spartanburg  
Hospital in South Carolina. These organi-
zations did so in order to fill a vacuum 
because there were no transportation 
providers in their community.
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other organizations. Some rural public transit systems also act as broker-providers including 
Central Arkansas Development Council and Southeast Arkansas Transit. Vermont uses the 
state transit association to broker Medicaid NEMT trips to transit systems.

Health-Care-Based Brokerages

In Denver, a regional hospital has taken on the role of transportation broker funded through 
its foundation. Denver Health has developed a network of providers and uses brokerage soft-
ware and accompanying technology to broker trips to their facilities as well as network partners.

Informal Broker

Informal brokering is typical across the country as hospital and health-care provider staff 
routinely make arrangements for patient travel. This could include using an app to call a taxi or 
TNC, distributing bus tickets, or dispatching a volunteer. This is a good solution if services are 
available and the demand is not excessive.

Selecting an Approach for Managing and Operating  
Transportation Service

Decisions regarding how to manage and operate a transportation service for improving 
access to health care should first determine what options are available. There are advantages 
and disadvantages to each approach.

Transportation Solutions—Matching Needs to the Right Services

There is a continuum of transportation solutions that can each be matched to a partic
ular transportation need. Based on cost and convenience, a health-care provider can attempt  
to maximize the use of fixed-route service (where available). After that, there are a number 
of options.

Tables 4-3 matches patients with transportation solutions in urban areas. Table 4-4 matches 
patients with solutions in rural areas. Rural areas are distinguished from urban areas in the 
modes available. These tables depict matrices of services and needs and can serve as a guide in 
determining the type(s) of service to meet the individual needs in both urban and rural areas.

Patient Types Taxi, TNC
ADA

Paratransit/
Microtransit

Specialized
or Volunteer

Fixed
Route

Table 4-3.    Matching patients with transportation solutions: Urban.
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The matrices define groups of patients by their transportation abilities or needs. The groups 
do not specify age or disability, since some people can use fixed-route transit and others cannot.

Exhibit 4-12 shows a flow chart depicting the continuum of transportation service annotated 
by the types of patient needs. The chart assumes that the options in the continuum of services 
are available, but that may not always be the case.

First Stop: Fixed Route

The first option, where available and appropriate, should be fixed-route or general 
public transit service such as microtransit. Fixed route is the least expensive mode 

and, while not for all riders, many needs can be met through the use of bus passes. Trips typically 
cost $1–$2. The cost of monthly passes for an unlimited number of rides is about the same as 
one or two single rides on paratransit. LTD in Oregon, Capital Metro in Texas, and Denver  
Health are all examples of using bus passes for health-care needs. These three systems dem-
onstrate an effective use of low-cost bus passes to provide patient access to health care.

Critical to successful fixed routes are bus stops. These stops should be accessible and safe in 
order to attract riders of all kinds. Exhibits 4-13 and 4-14 depict attractive stops.

Rural and Urban Issues: Fixed Route

Many urban areas have effective public transit, and many health-care facilities are on bus 
routes. Smaller cities and towns may have less public transit, and some may have service designs 

Table 4-4.    Matching patients with transportation solutions: Rural.

Patient Types

Fixed 
Route 

(where 
available)

ADA 
Paratransit 

(where 
available)

Rural 
Fixed 

Schedule 
(shared 

ride)

Rural 
Paratransit 

(shared 
ride)

Taxi, 
TNC

Specialized 
or 

Volunteer
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Exhibit 4-12.    Matching transportation needs with transportation services—a continuum.
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that less effectively serve health-care facilities. Two examples of local fixed-route systems are 
depicted in Exhibits 4-15 and 4-16.

Many rural systems operate longer-distance intercounty services. These are most prevalent 
in the West where there are many multi-county transit systems with some services extending 
over 200 miles. For example, Navajo Transit operates over 200 miles from one end to the other. 
NCRTD has a service that spans over 250 miles, from east of Albuquerque to Farmington. These 
are discussed in greater detail in Chapter 6.

Hybrid Services

Over the past 15 to 20 years, a variety of hybrid services have been developed—a cross 
between fixed route and paratransit. Two examples of this are demonstrated by Rutherford 
County Transit in North Carolina and CARTS in Texas (Exhibit 4-17). Both of these examples  
show how fixed-scheduled services allow for the grouping of trips and reduction of costs. The 
fixed-schedule service model has the most potential for a positive impact on ridership and 
service in rural areas.

Exhibit 4-14.    A small town bus stop is very 
attractive.

Exhibit 4-13.    This fixed route bus stop has no barriers.
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Exhibit 4-17.    CARTS country bus provides fixed-
schedule services. Photo courtesy of KFH Group.

Exhibit 4-15.    Local fixed route in Los Alamos,  
New Mexico. Photo courtesy of KFH Group.

Exhibit 4-16.    Small urban fixed route in Coeur 
d’Alene, Idaho. Photo courtesy of KFH Group.
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Second Stop: Demand Response Shared-Ride  
Door-to-Door Service

The next group of potential solutions are all demand response-based, typi-
cally with door-to-door service. Shared-ride demand response or dial-a-ride 

is an appropriate service for many who cannot use fixed route. These typically take one of 
four forms:

•	 ADA complementary paratransit.
•	 General public dial-a-ride (microtransit).
•	 Rural demand response service.
•	 Human service or health-care transportation services.

ADA Complementary Paratransit

Every transit agency in the country with fixed-route service is required to provide ADA para-
transit for individuals with disabilities who cannot use fixed route because of a disability.

•	 Each transit agency has a process to determine eligibility for paratransit service.
•	 Eligibility for paratransit takes two basic forms: unconditional eligibility where a person is 

declared eligible for paratransit for all trips and conditional eligibility where riders can use 
fixed route for some trips and paratransit for others.

•	 Once determined unconditionally eligible, paratransit can be used for any purpose provided 
one calls the day prior to service.

•	 Service is available a minimum of three-quarters of a mile from fixed route on the same days 
and at the same times.

•	 Many transit systems extend beyond the minimum and some include seniors.
•	 Paratransit fares can be no more than twice the fixed-route base fare.
•	 Paratransit services typically generate between one and three one-way trips per vehicle hour.
•	 These services can use transit system vans or buses, taxis, TNCs, and other third-party trans-

portation providers.

Health-care providers are encouraged to visit the website of their local public transit agency 
and open a dialogue with the transit managers to discuss how they could work together.

General Public Dial-a-Ride (Microtransit)

Dial-a-ride (microtransit) and similar flexible on-demand services have been around for over 
40 years, but it was not until recently that this form of transit service began to expand, driven 
in large part by new technology. Microtransit has been enhanced by the variety of apps that are 
capable of using small vehicles (Exhibit 4-18), efficiently and effectively scheduling and routing 
trips. Site visits to various microtransit services reveal that productivity can get as high as six 
one-way trips per hour in suburban and moderate density communities in urban, suburban, 
and rural areas.

Rural Demand Response Service

Some rural transit systems continue to operate shared-ride demand response service, some-
times countywide, operating at very low productivities of one trip per vehicle hour. This can 
result in trip denials due to the low-capacity service. These services are common in a number of 
states—for example, Arkansas, North Carolina, and Texas.

Human Service or Health-Care Transportation Services

There are many examples of human service or health-care agencies transporting patients 
using staff to drive their own vans that are sometimes donations. In addition, the use of 
FTA funds for seniors and persons with disabilities (FTA Section 5310) to purchase vans 
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is a common practice across the country. In some cases, the transit agency (e.g., COAST in 
Washington State) turns over its well-maintained yet retired vans to these agencies. With 
low out-of-pocket costs (no paid driver), these organizations can be encouraged to continue 
providing their service.

Third Stop: Single-Ride Demand Response

Some patients will need one-on-one service due to their specific needs. In other 
cases, one-on-one service is based on the nature of the trip. For example, after-hours 

discharges from a hospital will almost always be a solo trip by virtue of the low level of demand 
at that time, combined with the often last-minute nature of the trip. Transportation providers 
for these trips may include, but are not limited to:

•	 Taxi
•	 TNC
•	 Volunteer
•	 Private provider or individual contractor driver

Most of these services are for ambulatory riders; however, very often private providers and 
some taxi companies have wheelchair-accessible vehicles (Exhibit 4-19).

The issue of after-hours transportation service can be a difficult one especially in rural areas 
or where the discharge is far from the patient’s home. For example, Rutherford County, North 
Carolina, has an agreement with a Charlotte, North Carolina, taxi service for after-hours service. 
There are numerous examples of agreements with TNCs and taxi companies for single-ride 
demand response service (See Denver Health and LTD case studies in Chapter 5).

Fourth Stop: Specialized Demand Response

Specialized demand response transportation service is for individuals with 
unique transportation needs. Often it is necessary to have a highly trained driver or an 
attendant to support the driver. Riders often have physical or mental health issues and 

Exhibit 4-18.    A small microtransit bus. Photo 
courtesy of KFH Group.
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Exhibit 4-19.    An accessible taxi. Photo courtesy of 
KFH Group.

require assistance in route. This assistance would be non-medical and would not require an 
ambulance and EMT.

Fifth Stop: After-Hours Service

For those anticipating after-hours discharges, in particular from  
hospitals, this service is essentially a taxi or TNC provider. In remote rural 

areas where there may not be a taxi or TNC, it may be possible to organize a volunteer trans-
portation network or staff on-call. Another option for health-care providers would be to avoid 
after-hours discharges when the patient depends on the public service.

Summary: All Stops

Having a range of options for service provision is a strength when it comes to transporting 
people to health care. Transportation needs often range from those fully capable of riding fixed 
route to those who will always need specialized assistance on board.

For those health-care providers that have only one or two of these passenger needs, then the 
range of options is not an issue.

Sustainability: Building a Strong Transportation  
Support Network

Transportation and health-care collaborations and partnerships often begin as pilots. If the 
effort is successful and improves transportation access to health care, funding is needed to move 
the service beyond pilot status and to sustain its operation. However, sustainability is more than 
just identifying funding support. It is first important to ensure the transportation service is cost  
efficient, with the appropriate service provided for the identified needs. Second, funding 
sources are needed to continue the service over the longer term. This second part of sustain-
ability is discussed below.

•	 A Diverse Funding Base
•	 Public Transit Funding
•	 Health-Care Providers
•	 Public-Private Sponsorships and Partnerships
•	 Maintaining Multiple Health-Care Funding Sources—the Search for Funding
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A Diverse Funding Base

Once a transportation service is successfully operating, the focus should be on sustainability. 
One approach to sustainability is to find and maintain diverse funding streams. Coordination 
and collaboration are important elements in this effort.

Maintaining a diverse base of funding and revenue can take many forms, and the collaborating 
partners should be engaged to support a continuation of those diverse funds. Those sources of 
funds include but are not limited to:

•	 FTA public transit funding.
•	 Federal health-care funds such as Medicaid and VA.
•	 Health-care providers (many local health-care providers support transit).
•	 Private sector sponsorships and partnerships. Health-care providers, retailers, and others have 

found benefits of sponsorship.

Following are examples of funding sources and approaches to sustainability. Table 4-5 is a 
matrix of funding sources among many that are used in the collaborative practices. Note the 
range of sources among these examples.

Public Transit Funding

FTA has a variety of funding programs for use by transit agencies to support transit. For  
additional information regarding FTA programs, it is best to start with the website: https://
www.transit.dot.gov/funding/grants/grant-programs. The key programs are:

•	 Section 5307 program for operations funding for urban systems (under 250,000 population). 
This includes capital funding at an 80% federal match and operating assistance at a 50% match 
(for smaller urban systems only). It should be noted that large urban systems do not receive 
operating funds from FTA because that is a local, and in many cases a state, responsibility.

•	 Section 5311 program for operating (50% federal match) and capital (80%) assistance for 
rural transit systems.

•	 Other funding sources for capital and facilities (most notably Section 5339) where transit 
systems can receive an 80% federal match.

The Rural Public Transit Advantage Federal Funding—Unique to rural transit, 
FTA treats rural transit systems differently than urban areas. This is particularly 
important in the rules established for matching funds. Rural transit systems have 
the ability to use other federal funds (such as Medicaid NEMT and veterans 
funds) as local match. Coordination and collaboration between public transit 
and health-care providers allow rural transit agencies to leverage these federal 
funds and reduce the need for local match, which is often difficult in rural areas. 
With the proper collaboration, transit expands and benefits all.

Health-Care Providers

Health-care providers have approached the funding of transportation in a number of  
different ways.

•	 Some health-care providers choose to operate or fund the service themselves; in many cases, 
there are no other viable options:

	– Arron E. Henry Health Clinic, Mississippi, and Spartanburg Transit, South Carolina, are 
two examples of health-care providers operating public transit. These systems then take 
advantage of the FTA Section 5311 program and can use other federal sources for match.

https://www.transit.dot.gov/funding/grants/grant-programs
https://www.transit.dot.gov/funding/grants/grant-programs
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Organization/Location Transit 
Providers 

Health-Care 
Providers Federal/State/Local Governments Sponsorships/ 

Private Sector 
Non-Pro�its/ Human 
Service 

•
•

•

•
•

–

•
•

•
•
•
•

•

•

•

•

•

Table 4-5.    Matrix of funding sources.
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	– Taylor Regional Hospital in Kentucky, citing a lack of available transportation, chose to 
develop a service for its patients and fund it directly with support from other health-care 
providers.

	– In Southeast Missouri, the Missouri Rural Health Association’s (MRHA) HealthTran pro-
gram, members pay an assortment of fees such as annual membership fees and monthly 
subscriptions. Initiation and booking fees are imposed on health-care providers in order to 
be part of the network and ensure sustainability.

	– Indian Health Services in Winslow, Arizona, operates its own vehicles in service to the 
Winslow clinic.

	– Denver Health Medical Center (funded by the Center’s foundation) is an example of a 
health-care-funded brokerage.

•	 Other health-care providers collaborate with and fund transit:
	– Capital Metro and its partner CARTS, a rural system in Texas, work closely with a health- 

care foundation to provide service in a small city beyond Capital Metro’s jurisdiction 
and collaborate with the city/county health department to provide bus passes to persons 
in need.

	– Two coordinated rural transit operators competed for and were selected to operate 
Medicaid NEMT brokerages in Arkansas. This funding can then be used to match FTA 
funds.

	– LTD receives funding from a number of human service agencies and health-care providers. 
This includes both Veterans and Medicaid NEMT.

Public-Private Sponsorships and Partnerships

Private sector participation in support of transit is not new. Various forms of partnerships 
and sponsorships have been in place for over 100 years. Advertising on transit was in use since 
the turn of the last century with advertisers tying banners to the sides of trolleys. Transit and the  
private sector each have much to gain. The private sector can advertise, promote their organiza-
tions, and support their community, while the transit system generates flexible local revenue for 
the service. Paris, Texas, is an example of a sponsorship program with participating sponsors 
that include the local medical center, an oncology center, the city, and retailers. The public  
transit operator, TRAX, which is part of the Ark-Tex Council of Governments, generated 
$150,000 in revenue and in-kind facilities for the operation of the fixed-route system.

Maintaining Multiple Health-Care Funding Sources— 
the Search for Funding

There are a number of examples of services funded by a hospital or medical center’s founda-
tion. In some instances, insurance companies (CareMost, for example) fund their own trans-
portation service as well. Unless an organization or collaborative partner is willing and able 
to self-fund their transportation, it is best to generate partners willing to fund or support the 
program. Using public transit as a partner can ensure the program is leveraging the federal funds 
available to the community. This is particularly important in rural areas when transit systems 
can use other federal funds as a local match.

The collaborative partners should embrace new organizations to support the transportation 
service and continually seek out new sources of funds to ensure sustainability. The case studies 
and collaborative practices documented in Chapters 5 and 6 of this guidebook provide many 
examples that demonstrate funding possibilities.
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Introduction

This chapter presents five case studies, set in communities from Lane County, Oregon, on the 
West Coast, to the Denver metropolitan region, to 10 rural counties in South Central Missouri. 
These case studies describe relationships and partnerships created between transportation and 
health-care organizations, demonstrating efforts to improve transportation access to medical 
and other wellness-related appointments and services; see the map in Exhibit 5-1.

C H A P T E R   5

Case Studies

Exhibit 5-1.    Locations of the case studies.
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For those communities interested in and considering their own efforts to improve transpor-
tation access to health care, the examples described in the case studies (as well as the collabora-
tive practices presented in Chapter 6) provide ideas and possibly inspiration. One good place to 
start when considering transportation improvements to health care, as some communities and 
health-care organizations have found, is the community’s public transit agency. The local transit 
agency—with trained staff, a fleet of maintained vehicles and, importantly, operating experience 
in the community—is an existing resource that may be a willing partner for improving access  
to health.

Beyond the community’s public transit agency, there are other transportation providers  
(as described in Chapter 3) that can be effective resources for improving access to health care. 
Taxis, for example, have been a resource for many years, and in just the past several years, 
new private mobility providers have entered the health-care market with options providing  
on-demand transportation.

Additionally, technology solutions are increasingly available that facilitate the steps involved 
in providing transportation for patients—from trip booking to trip payment—with safeguards 
for patient privacy. The case studies in this chapter and collaborative practice described in the 
following chapter showcase a wide variety of transportation services and providers involved  
in improving access to health care.

Case Studies

The five case studies in this chapter include:

1.	 Two transit agencies in Central Texas—Austin’s urban public transportation authority and 
the transit agency serving rural counties surrounding Austin—partnered to develop a regional 
mobility manager to improve transportation options. A key issue has been expanding transit 
service to support health-care access.

2.	 Denver Health, a large medical system that includes a network of community health  
centers, coordinates a range of transportation services to meet patients’ needs in the  
Denver metropolitan region. Services include more traditional options such as the  
provision of bus passes for public transit use (including vouchers to ride the state’s  
intercity bus service) and use of Lyft for on-demand trips to serve hospital discharges 
and outpatient appointments.

3.	 Flint, Michigan’s, public transit authority developed the well-regarded “Rides to Wellness” 
program, providing mobility management, door-to-door service, and same-day trips  
for riders going to medical or other health- and wellness-related appointments.  
Using a ride-hailing-like model and cutting-edge technology, Rides to Wellness is pro-
vided through agreements with local agencies and medical providers that fund the  
transportation.

4.	 LTD in Western Oregon, developed RideSource that brokers and coordinates a range of 
transportation services, including Medicaid NEMT, ADA paratransit, contracted human 
service agency client transportation, health-care transportation, and general public  
service. Health-care trips, for example, are coordinated directly with hospital social  
workers and local coordinated care organizations (CCOs), entities established by the 
state’s Medicaid agency.

5.	 Missouri Rural Health Association’s HealthTran program provides NEMT for rural residents 
in 10 counties in South Central Missouri who have no other means of accessing transpor-
tation to health-care facilities. Initiated as a pilot with grant funding, HealthTran is now  
supported through subscriptions from participating health-care providers.
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Mobility Management—Improving Access to  
Health Care in Central Texas: Capital Metro 
Transportation Authority and Capital Area  
Rural Transportation System

Snapshot of Collaboration

Two transit agencies in Central Texas—the Capital Metropolitan Transportation 
Authority (Capital Metro) and the Capital Area Rural Transportation System (CARTS)—
partnered to develop a regional mobility manager charged with expanding transit for those in 
need in the nine-county Capital region surrounding Austin. The resulting Office of Mobility  
Management (OMM) has coordinated funding and services with numerous health-care  
providers in:

•	 Capital Metro’s service area of Austin and some close-in suburbs
•	 Rural parts of nine counties surrounding Austin, six of which are entirely rural

Additionally, the OMM helped build a number of transportation services in the geographic 
area between the two transit agencies’ service areas that previously had no service.

One of the key issues in development of the OMM was determining how to expand transit  
service to support health-care access. OMM’s response: the office strives to integrate the 
region’s network of transit services to help connect people to needed goods and services in the 
Capital region.

The coordinated efforts of Capital Metro, an urban transit agency, and CARTS, a rural 
agency, now provide access to almost 30 community partners through the OMM, which is 
dedicated to meeting the transportation needs of seniors, people with disabilities, veterans and  
others in need. This collaborative effort has increased fixed-route and specialized transporta-
tion, improving access to health care through the expansion of public transit service in formerly 
underserved and unserved areas.

How Did the Collaboration Start?

Rapid growth brought changes to Central Texas. Areas previously served by CARTS had 
become urbanized and were no longer eligible for CARTS service. These newly urbanized areas 
were also not in Capital Metro’s service area, leaving them in a transit desert with no service.

The collaboration was initiated by CARTS and Capital Metro in response to this loss of 
service and new unmet needs. The two organizations formed the OMM, which is hosted and 
funded predominantly by Capital Metro. The OMM was charged with building transit services 
in areas of high needs. Soon, Travis County joined forces and ultimately service was coordinated 
with the Transit Empowerment Fund. Texas’s capital area region is illustrated in Exhibit 5-2.

Initiating the Effort

Two important factors facilitated development of the OMM. One was the establishment of 
the Transit Empowerment Fund and its resulting funding support. The second was the close 
working relationship between Capital Metro and CARTS that helped the establishment of the 
OMM and with efforts supporting its work.

https://www.capmetro.org
https://www.ridecarts.com
https://nap.nationalacademies.org/catalog/25980?s=z1120
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The Transit Empowerment Fund

The Transit Empowerment Fund was established in 2011 through a partnership between  
Capital Metro, Austin’s public transportation provider, and One Voice Central Texas, a coali-
tion of more than 100 health and human service non-profit organizations. The goal was to 
address the effect of rising public transit fares on low-income individuals.

Capital Metro contributed $250,000 in seed funding in 2012, and in 2013, the transit agency 
increased its annual contribution to $350,000. An independent volunteer board representing 
non-profit health-care and human service agencies, the business community, and Capital 
Metro oversees the work of the Transit Empowerment Fund.

Since 2012, the Transit Empowerment Fund has distributed thousands of Capital Metro  
transit passes to local non-profits for use by their clients. Recipients of the transit passes must 
have low income, reside in the Capital Metro service area, and use public transportation.

The Transit Empowerment Fund Board’s target populations are adults over the age of 65, 
people with disabilities, youth under the age of 18, low-income workers or those enrolled in 

Exhibit 5-2.    Texas’ capital area region.

https://nap.nationalacademies.org/catalog/25980?s=z1120
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job training programs, refugees, people experiencing homelessness, Medicare card holders,  
Medicaid recipients, and veterans. The goal of the program is to promote self-sufficiency by 
providing transportation for employment, health care, education, and social services.

Additionally, the Transit Empowerment Fund Board has funded the following demonstra-
tion projects to expand transit services in underserved areas in the Central Texas region:

•	 In 2013, the Transit Empowerment Fund invested in a demonstration project that provided 
transportation to a non-profit organization’s clients who lived in designated areas to access 
the organization’s parent-child education programs.

•	 In 2014, the Transit Empowerment Fund partnered with AGE of Central Texas, a non-
profit serving older adults, to identify transportation gaps and resources and to create a plan  
to address identified transportation needs of older adults in the Austin area. The plan was 
completed in February 2015 and is guiding the future work of the Board to expand trans-
portation access for seniors in the Austin community.

•	 In 2017, the Transit Empowerment Fund provided a grant to “Ride Austin,” a local app-
based, on-demand transportation service. This grant allowed the non-profit ride-sourcing 
organization to partner with a collaboration of Central Health and a regional hospital for 
a pilot program in which those without the means to pay for health-care transportation  
were able to request no-cost rides to health-care appointments or pharmacies within the  
collaborative’s network.

•	 Also in 2017, the Transit Empowerment Fund awarded the Housing Authority of the City of 
Austin funds intended to expand and enhance the impact of its “Smart Work, Learn, Play” 
mobility equity program.

Development

Capital Metro and CARTS developed the OMM in 2013 to address findings of studies and 
local stakeholder concerns about gaps in transportation services arising from the growing  
urban area and shrinking rural area. Transportation needs were appearing in suburban,  
exurban, and smaller communities with populations between 10,000 and 120,000 that were  
not served by either the urban transit agency, Capital Metro, or the rural provider, CARTS.

Since its initiation in 2013, the OMM has been funded and sustained primarily by Capital 
Metro, with additional funding from FTA Section 5310 grants. Critical to the development of 
the office was ensuring that all participants understood the needs, constraints, and capabili-
ties of each type of participating organization. The approach of this mobility manager is that  
fixed route should always be the first choice of service for an individual when such service is 
appropriate and feasible.

The low transit fares, subsidized through Capital Metro, help the mobility manager accom-
modate many of the health-care transportation needs very cost effectively. Approximately 50% 
of the trip purposes associated with the bus pass program is for health-care access.

Description

The OMM conducts a wide array of services and activities in support of expanded access to 
destinations throughout the region: These services include:

•	 Conduct planning efforts.
	– Planning efforts have focused on unserved and underserved areas in the large region, with 

plans completed for multiple small cities ranging in size from 10,000 to 120,000 popula-
tion. So far, two of the small cities have implemented transportation service as a result of 
the planning efforts.

https://nap.nationalacademies.org/catalog/25980?s=z1120
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•	 Pursue funding and sustainability.
	– Pursue grant funding through the Georgetown Health Foundation, which has provided 

$200,000 annually to the city of Georgetown for transit for three years.
	– Obtain funding from Travis County,

1. � Secured funding from the county and United Way for “Access to Health Care,”  
a program serving lower-income areas that were unserved outside of both Capital 
Metro and CARTS service areas.

2. � Secured funding of low-cost bus passes (one-quarter fare).
	– Arranged Capital Metro funding for portions of service in Georgetown and Round Rock.
	– Coordinated funding with the Transit Empowerment Fund and Travis County.

•	 Build new public service where none existed.
	– Travis County expanded transit service in unserved exurbs and suburbs, a crucial service 

driven by health-care needs.
	– Round Rock and Georgetown both initiated fixed-route service through the efforts of the 

OMM, expanding access to health-care and other needed services.
	– The city of Manor, through the OMM, initiated a loop-route shuttle that had very low  

ridership. This service was revised to an app-based, on-demand service provided by Via and 
ridership increased, with many of the trips providing access to health care.

•	 Engage with the Community Health Impact Plan.
•	 Provide a Trip Planner with 90% of trip planning for access to health care.
•	 Develop information such as the “Greater Austin Transportation Services and Senior Ride 

Guide,” a comprehensive rider’s guide of transportation services in the region.
•	 Administer FTA Section 5310 funding, ensuring coordination of services.

The Need for Transportation

While Capital Metro and CARTS provide well-regarded transit service, there are still gaps as 
identified in a recent coordinated plan (1). These areas are not eligible for federal transit funds 
as is typical for parts of an urban area that are outside of the transit system’s service coverage. 
Over 200,000 people live outside of Capital Metro’s service area, yet they are still in the urban area.

Exhibit 5-3 depicts gaps in service in Central Texas in 2016. Since that time, two of the cities, 
where the OMM conducted transportation plans, have implemented some transit service. In 
addition, the OMM has teamed with Travis County to provide service in the unincorporated 
areas of eastern Travis County that are not in the Capital Metro or CARTS service area.

Filling Transportation Gaps

Many transportation needs can be met through fixed-route service, unless the individual  
cannot get to the service due to distance or mobility limitations or where there is no fixed-route  
service. For those who cannot use a fixed route, other services will be needed. OMM has worked 
hard to fill these gaps with appropriate service through its partnership arrangements. Exhibit 5-4 
depicts one of Capital Metro’s microtransit vehicles serving a local community in Austin.

Partners and Participating Organizations

The greatest strength of the OMM is its ability to build services through partnerships with a 
diverse group of organizations, including:

•	 Local governments
•	 Transportation providers
•	 Health-care organizations
•	 Human service agencies

https://nap.nationalacademies.org/catalog/25980?s=z1120
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Exhibit 5-3.    2017 service gaps in Central Texas.

Exhibit 5-4.    Pick up by Capital Metro, a microtransit 
option. Photo courtesy of KFH Group.
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The OMM has close to 30 partners, most of whom provide support. These are depicted in 
Attachment 1 to the case study and are summarized as follows.

Health-Care and Human Service Agencies

Numerous health-care providers serve as partners. As noted above, the OMM has succeeded 
in securing funding from various health-care entities, the United Way, and human service  
agencies. The Georgetown Health Foundation has contributed over $200,000 to Georgetown’s 
new transit service.

The OMM has been active in the development of the Community Health Improvement Plan: 
Austin/Travis County Texas, Year 1 Action Plan (2). This plan sets forward a wide range of goals 
to improve health care. The goals pertaining to transit are in Attachment 2 to the case study.

Local Governments

Travis County provides funding on a per-trip basis, and the Austin—Travis County health 
service, known as Central Health, has been actively involved in transportation and mobility 
management activities. This organization has been working actively with the OMM to imple-
ment health-care transportation for isolated, lower-income communities beyond the Capital 
Metro and CARTS service areas.

The cities of Round Rock and Georgetown implemented some fixed-route services to  
support those accessing health care, jobs, and other needs. These services were planned and 
supported by the OMM, CARTS, and Capital Metro.

Technology and Innovation

CARTS, in partnership with Capital Metro and Travis County, recently planned a service 
change in the city of Manor, which is a rapidly expanding suburb of Austin (9,200 population 
as of 2017). The service is now microtransit and an app-based, on-demand service that has 
proven to be very successful. Ridership has gone from an average of 40 one-way trips per 
month before the change to currently 100 per day in peak times (3).

CARTS and Capital Metro use fare payment cards, paratransit software, and supporting 
technologies in their paratransit systems.

Facilitators of Success

The initiative started with a partnership between CARTS and Capital Metro. These two 
organizations continue to lead and facilitate new service development through the OMM. 
Strong leadership and collaborative skills of OMM, CARTS, and Capital Metro management 
continue to facilitate success. The funding provided by Capital Metro continues to ensure the 
sustainability of these services.

Barriers, Constraints, and Challenges

The OMM staff reported early challenges in gathering the coalition together and working 
with local governments to fund local transit service. Yet, because the transportation needs were 
so evident, the OMM found most of the organizations willing to participate and support the 
improvement of transportation services.

Funding and Sustainability

There have been four primary sources of funding for transportation services in the Capital  
region. First and foremost, the funding provided by Capital Metro to support the OMM  
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(in conjunction with CARTS) and the Transit Empowerment Fund is critical to both. Capital 
Metro has also provided FTA Section 5307 funding to Travis County as well as the cities of 
Round Rock and Georgetown, both outside the Capital Metro’s service area.

Second, the Transit Empowerment Fund has been extremely supportive of the entire process 
of improving transportation services in Austin/Travis County. The fund provides a number of 
options for funding in concert with the OMM, including:

•	 Micro grants that provide additional opportunities to meet the Transit Empowerment Fund 
mission of enhancing access to transportation for low-income, transit-dependent individuals 
in the Austin area.

•	 Free and deeply discounted transit passes provided to non-profit health-care and human  
service organizations and governmental entities in Central Texas to help meet the transporta-
tion needs of low-income clients.

Third, local governments have been supportive of new transit services in Travis County and 
the cities of Round Rock and Georgetown. Without such local support, the transit services in 
these jurisdictions would be non-existent.

Fourth is funding from health-care and human service organizations that provides matching  
funds for bus passes and other services in support of their programs. The Health Foundation  
of Georgetown in particular, provided $200,000 per year for 3  years for public transit in 
Georgetown.

Overall, the OMM has been able to secure funding to implement much-needed services. The 
staff believes that, if the project is worthy, the funding will come. This echoes comments of 
transit managers leading innovative agencies that were reported in earlier TCRP research:

“(Innovative) Managers do not let funding issues get in their way. They realize that if the service has merit, 
someone will pay for it” (4).

Lessons Learned

OMM staff cited the following steps that have led to their successful activities and efforts in 
providing mobility management in the Capital region of Texas:

•	 Get engaged early in the process when transportation needs become evident and understand 
the stakeholders’ needs.

•	 Make sure “the right people are at the table”—decision makers and people with influence in 
the community.

•	 Seek funding from a variety of sources.
•	 Offer an array of services.
•	 Be resourceful and relentless in the pursuit of opportunities to provide transportation.

Transferability

Mobility management functions and activities are diverse. The OMM has chosen to 
focus on building transportation services and providing information to those who need it. 
These functions can be adopted by other agencies or organizations that pursue mobility 
management.

Advocating for individuals in the community who are transit dependent includes:

•	 Provide information on transportation resources as well as trip planning services.
•	 Identify and secure a variety of sources of funding to help ensure transit sustainability.
•	 Be resourceful in the pursuit of the mobility management objectives.

https://nap.nationalacademies.org/catalog/25980?s=z1120
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Contact Information

Office of Mobility Management
Austin, Texas
http://mytxride.com/

Attachments to Case Study of Capital Metro and CARTS 
Office of Mobility Management for Central Texas

Attachment 1: Partnering Organizations

•	 Transportation Providers
	– CARTS
	– Capital Metro
	– City of Round Rock–Transit
	– The HOP
	– Burnet County Vet-Rides
	– Drive a Senior–Health Care

•	 Health Care Organizations
	– Austin - Travis County Integral Care
	– Central Health, Austin - Travis County
	– La Grange VA Outreach Clinic
	– Easter Seals of Central Texas
	– Hays County Veteran Medical Transportation Services
	– Health Foundation of Georgetown
	– Hill County Mental Health and Developmental Disability Center
	– Road to Recovery–American Cancer Society
	– Medicaid Transportation
	– Multiple health-care providers

•	 Agencies Supporting the Social Determinants of Health
	– Age of Central Texas
	– ARCIL, Inc.
	– Area Agency on Aging
	– Austin Parks and Recreation Department
	– Bastrop County Emergency Food Pantry & Support Center
	– Bluebonnet Trails Community Services
	– Community Action, Inc. of Central Texas
	– Hutto Community Resource Center
	– Mary Lee Foundation

•	 Others
	– Commute Solutions
	– Regional Transportation Coordination Council
	– United for the People

Attachment 2: Community Health Improvement Plan  
Austin - Travis County

Objective 1.3: By 2021, decrease no-shows for health-care appointments at safety-net health-care 
providers by 10%.

1.3.1 � Work with transportation partners to expand and enhance transportation options 
(e.g., number of accessible vehicles in the region, variety of transportation options to 
health care) for members of the community who have difficulty reliably traveling to 
health-care appointments.

http://mytxride.com/
https://nap.nationalacademies.org/catalog/25980?s=z1120
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1.3.2 � Advocate to expand care delivery in under-resourced areas via options such as co-locating, 
building new facilities, and use of telemedicine.

1.3.6 � Promote awareness of existing transportation resources, including Capital Metro’s Mobil-
ity Management program, through a variety of communication avenues.

1.3.7 � Explore options for making Capital Metro’s Mobility Management program more robust 
(e.g., centralizing, tech/software solutions).

1.3.8 � Connect health navigators with Mobility Management services so they can refer people to 
the right transportation resources for their need

Coordinating Patient Transportation to Improve 
Access to Health Care: Denver Health  
Medical Center

Snapshot of Collaboration

Denver Health Medical Center (Denver Health) is a safety-net hospital with a Level I 
Trauma Center, multiple outpatient clinics, and a wide network of community health centers.  
Denver Health coordinates several types of transportation options to meet the needs of its 
patient population, with the goal of increasing access to preventive health-care appointments, 
improving health outcomes after discharge from the hospital, and decreasing preventable 
hospitalizations and emergency department visits. The transportation program includes the 
following components:

•	 Medicaid NEMT. Denver Health case managers and patient navigators can arrange NEMT 
transportation for patients enrolled in Medicaid. However, patients have reported long 
wait times and difficulties in scheduling NEMT rides. Transportation options under NEMT 
include wheelchair-accessible vans, bus vouchers, and taxis, among others.

•	 Bus services. Patients can receive passes to ride Denver’s bus system or vouchers for Bustang, 
Colorado’s intercity express bus service. Bustang can transport patients to major cities  
outside of the Denver metropolitan area, such as Colorado Springs and Fort Collins.

•	 Taxis and Lyft. In November 2016, Denver Health partnered with Lyft to leverage the TNC’s 
large network of on-demand drivers in an effort to increase transportation options after dis-
charge and to and from appointments at outpatient clinics. Prior to partnering with Lyft, 
Denver Health frequently provided taxi vouchers to help patients travel back to their homes.

•	 Private car. The health system maintains one private car to transport patients to and from 
appointments, with an emphasis on patients with complex health needs who have no other 
means of accessing transportation. The private car service is staffed by three volunteer drivers, 
retired community members with clean driving records. Oprah Winfrey donated the car to 
Denver Health to help patients with limited resources.

How Did the Collaboration Start?

Denver Health has long acknowledged the importance of transportation in accessing 
health care and returning home safely after discharge. Prior to 2016, the hospital had heavily 
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relied on taxis and NEMT services to provide transportation to people who were unable  
to use public transportation. However, challenges with existing transportation options  
often resulted in hours-long waits for patients after discharge. For example, due to high 
demand, the broker could not always provide immediate transportation assistance for patients. 
In addition, Denver has a relatively small taxi fleet, which also often contributed to long  
wait times.

A Clear Need for Transportation Assistance

Denver Health consistently serves several populations that needed additional assistance with 
transportation, including:

•	 Patients with limited resources—Denver Health serves many patients with limited resources 
that face challenges with accessing reliable transportation options, including a large popula-
tion of Medicaid patients. Patients may lack access to a personal vehicle and may be unable 
to afford a taxi service or bus fare. Some patients rely on friends and family members for 
transportation.

•	 Patients with limited English proficiency—Case managers report that some patients with 
limited English proficiency have experienced difficulties with navigating Denver’s public 
transportation system.

•	 Patients with complex health needs and limited mobility—While Denver has extensive  
public transit services, many patients have complex needs beyond the capabilities of  
transit. For example, some patients cannot wait at a bus stop that leaves them exposed to 
the elements.

A Turning Point in the Transportation Program

In 2016, emergency department staff reported that one patient had waited in the hospital 
lobby for 7 hours after multiple failed attempts to secure a ride home, including an inability to 
connect with family members and existing taxi and NEMT services. The patient’s experience 
was a pivotal moment for Denver Health leadership and highlighted the fragmented nature of 
transportation assistance available to patients with limited resources.

Partnering with Lyft

At the same time that Denver Health was searching for a better transportation solution, TNCs 
such as Uber and Lyft had begun gaining popularity in Denver. The Chief Experience Officer 
at Denver Health reached out to Lyft to inquire about the possibility of establishing a partner-
ship to coordinate rides for patients. Denver Health chose to partner with Lyft because the  
company’s community-oriented policies aligned well with Denver Health’s mission and values. 
For example, Lyft’s “Round Up & Donate” program provides riders with an option to donate 
to Lyft’s charitable partners.

Development

The Chief Experience Officer was quickly able to connect with Lyft, receive information 
about potential costs, and request funding from the Denver Health Foundation, the fundraising 
arm for the Denver Health and Hospital Authority. As soon as Denver Health established the  
partnership with Lyft, they received access to the Application Programming Interface (API). 
The API is the browser-based application that allows case managers and patient navigators to 
simply log in, input their patient’s address, and schedule the requested ride. As many of the ride 
coordinators had previously used a TNC application on their phones, they were familiar with 
the technology and required little training to begin scheduling rides.
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Description

Case managers at the hospital and patient navigators in outpatient clinics work with 
patients to identify their transportation needs, provide information about public transit 
options, and schedule rides. For example, patient navigators have provided recent immi-
grants with education about navigating the public transportation system. Case managers 
and patient navigators work to secure appropriate transportation for patients who need 
additional assistance, such as a wheelchair-accessible van provided by Medicaid NEMT or a 
wheelchair-accessible Lyft. Outpatient clinics in the Denver metropolitan area include nine 
family health centers and three urgent care centers.

Facilitators for Success

Denver Health worked closely with Lyft to improve patient’s experiences during drop off 
and pick up. For example, the physical address of the main hospital does not correspond to  
the locations where patients exit or enter the building. Denver Health identified the most  
appropriate drop-off and pick-up locations for patients, which Lyft mapped, or “geo-mapped,” 
onto the application. The geo-mapping process greatly improved the ability of patients to 
quickly connect with their driver.

Barriers, Constraints, and Challenges

Case managers and patient navigators had to adjust to the rapid nature of on-demand 
TNC services. As Lyft drivers only wait for a brief period after arriving at their destination, 
patients who were not immediately ready to leave the hospital missed their rides. In addition, 
some patients had never used TNCs and expressed confusion about entering an unmarked 
car. Staff educated patients on how to identify their driver, which helped improve the  
ability of drivers and patients to connect. Some systemic challenges remain, such as a driver 
unexpectedly cancelling a trip or a patient deciding to leave the hospital before their ride 
arrived.

Funding

The transportation program is funded by Denver Health Foundation. The foundation is 
dedicated to supporting Denver Health in its mission of improving the health and well-being 
of the region and frequently funds the hospital’s transportation programs.

Denver Health’s Chief Experience Officer also worked closely with 
state policymakers to pass legislation that would allow Medicaid to 
reimburse for Medicaid NEMT provided through TNCs. The bill, 
HB18-1321: Efficient Administration Medicaid Transportation, was 
signed into law in May 2018 and directs the Colorado Department 
of Health Care Policy and Financing to “create and implement a 
method for meeting urgent transportation needs within the exist-
ing NEMT benefit under the medical assistance program.” The Chief 
Experience Officer also testified in support of the bill, emphasizing 
the cost savings of TNCs over traditional taxi services and the effi-
ciency of on-demand transportation in avoiding unnecessary visits 
to the emergency department.

While the state has yet to enforce a 
policy that allows Medicaid to reimburse 
NEMT through TNCs, Denver Health  
anticipates that the health system  
will be able to partially finance TNC 
transportation through Medicaid  
reimbursements in the future.
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Lessons Learned

Denver Health created strict guidelines for rides provided through Lyft to address liability 
concerns. Patients may only be transported within 25 miles of the hospital, cannot make addi-
tional stops on route to their destination, must be ambulatory, and must acknowledge that they 
are receiving a ride from a third-party vendor. Denver Health also worked with case managers 
and patient navigators to ensure that they preserved HIPAA while arranging transportation. For 
example, coordinators only enter the patient’s first name into the Lyft platform when they call 
for a ride.

Similar to other safety-net hospitals, Denver Health relies heavily on the fundraising abil-
ity of their associated foundation to fund investments in addressing the social determinants 
of health. The Chief Experience Officer’s strong existing relationship with the Denver Health 
Foundation helped the hospital secure funding for the transportation program. When making 
the case for the program to the foundation board, she focused on highlighting the successes of 
the transportation program, including the human impact of transportation access and stories 
from patients who had received help.

In the future, Denver Health hopes to integrate Lyft into their EHR system, Epic, instead of 
requiring case managers and patient navigators to log into a separate system. Ideally, providers 
could place orders for transportation in Epic, and the ride coordinators could fulfill the order 
in the same system.

Transferability

Hospitals and medical facilities around the country have begun to use TNCs to support 
patient transportation. The two dominant TNCs—Uber and Lyft—have developed formal 
programs to serve the health-care industry.

Contact Information

Denver Health Medical Center
Denver, Colorado
https://www.denverhealth.org/

Same-Day Trips for Medical and Wellness-Related 
Appointments: Flint MTA’s Rides to Wellness

Snapshot of Collaboration

The Flint, Michigan, Mass Transportation Authority (MTA) operates a comprehensive 
NEMT program called Rides to Wellness. The program provides mobility management, door-
to-door service, and same-day trips for riders going to medical or other health and wellness-
related appointments. Using a ride-hailing-like model and cutting-edge technology, Rides to 
Wellness is provided through agreements with local agencies and medical providers that fund 
the transportation.

https://www.denverhealth.org/
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How Did the Collaboration Start?

Flint’s MTA points to two seminal events that catalyzed the transit agency’s well-known Rides 
to Wellness program:

•	 Genesee County Department of Health and Human Services’ agreement to pay for a higher 
level of transportation service for the MTA dialysis riders, which acknowledged that presched-
uled, shared-ride ADA paratransit service was not effective for dialysis riders who needed a 
more specialized service, and

•	 Flint’s water crisis that resulted in dangerous levels of lead in the water at residents’ homes.

Dialysis Transportation Provided by ADA Paratransit

By 2015, the MTA realized that its ADA paratransit service for dialysis riders was not effec-
tively meeting the riders’ needs, which are more specialized than those of most ADA riders. 
Dialysis riders are often not ready for their prescheduled pick up after treatment due to medical  
issues. Also, they are weak and depleted after treatment and often require extra assistance  
getting to and from the vehicle.

ADA paratransit is prescheduled; the driver cannot wait until the dialysis rider is ready for the 
trip home. Not only does the driver have other passengers on board and a manifest to follow, 
ADA regulations prohibit any trip prioritization, so dialysis riders cannot be given special treat-
ment. The MTA would then have to find another vehicle to return later for the rider, but that 
often meant a long wait for the second vehicle and the trip home.

ADA paratransit is also shared ride, which means riders do not go directly from their origin 
to their destination. The extra time spent on the vehicle because of shared riding is difficult for 
dialysis riders due to their fatigue and weakness after treatment. When this is added to a long 
wait for a second vehicle to arrive for the trip home, dialysis riders are not well-served by ADA 
paratransit.

Recognizing that dialysis riders need a service more specialized than ADA paratransit could 
provide, the MTA met with the county’s Department of Health and Human Services (DHHS) 
and proposed that the transit agency could offer a more personalized and specialized service  
for the dialysis riders—more flexible scheduling, including some same-day transportation so 
that trips would be scheduled when the rider is ready after treatment and a direct ride home 
with no shared riding. The MTA also offered to provide a bus attendant on board who could  
provide the extra door-to-door assistance for dialysis riders. However, the MTA said the  
service would require a higher cost—$14 per trip, not the ADA fare of $3.50.

The county’s DHHS realized that this specialized service would benefit dialysis patients 
whom they covered through Medicaid and other assistance programs. Moreover, DHHS  
did not see the higher fare of $14.00 per trip as unreasonable; the department found it  
sometimes had to pay a private medivan service $40 or $50 to get a patient home when the 
patient needed a higher level of care than ADA paratransit could provide.

If the MTA could reliably provide same-day, non-shared-ride service for the dialysis patients 
at $14 per trip, the DHHS decided it was a good arrangement. This was the early start of MTA’s 
Rides to Wellness service.

Flint Water Crisis

Flint’s water crisis that began in 2015 was the second catalyst for the MTA Rides to Wellness 
service. This crisis, which became national news, began when the city’s drinking water became 
contaminated, exposing more than 100,000 Flint residents to elevated lead levels. Residents  
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were told to use only bottled or filtered water for drinking, cooking, bathing, and cleaning.  
A federal state of emergency was declared in January 2016.

The crisis required that residents had a way to obtain bottled water and address other  
consequences of the tainted water, including access to medical clinics to check on rashes caused 
by the water. The state DHHS approached the MTA in crisis-level response mode, asking the 
transit agency if it could provide transportation for those Flint residents without adequate 
transportation so that they could get bottled water, water filters, and get to medical services 
necessitated by the water crisis. The state DHHS also wanted the MTA to help those residents 
get to full-service grocery stores so residents could obtain fresh fruits and vegetables, which are 
known to help mitigate lead exposure.

The MTA said, “Yes, we can provide this transportation,” thinking that it would build on the 
same-day service model that had just begun for dialysis riders.

Development

While the same-day specialized service for dialysis riders had been successfully underway 
for some months, the MTA realized that providing trips for Flint residents to address the 
water crisis required a service more nimble and with higher capacity than that for dialysis 
riders. Such a service, the MTA realized, was something like that provided by a TNC, such as 
Uber or Lyft, with the ability to respond quickly and ramp up capacity rapidly.

2016

The transportation service for the state’s DHHS began in September 2016, purposefully 
slowly. The MTA branded the service under its existing Rides to Wellness umbrella. Starting 
the new service required the MTA to lease cars and recruit drivers. Advertisements for drivers 
offered part-time, flexible work hours. Unlike a traditional TNC, the MTA provided the vehicle 
for the drivers, a bonus for recruitment efforts.

Scheduling the trips for the Flint residents to deal with the water crisis initially relied on the 
transit agency’s paratransit scheduling/dispatch software, but this software was not designed for 
TNC-type service, so the MTA went out to bid to find a technology company that would develop 
software with real-time scheduling.

Within only 4  months—by December 2016—a local technology company had been 
selected for the work and had the new software up and running. By then, the MTA was 
providing about 1,000 trips per month to address the water crisis. These were trips for Flint 
residents eligible through the state’s DHHS for Medicaid program or some other state or 
federal assistance program. The state was paying $15.00 per trip.

The MTA was also providing about 1,000 trips per month for the same-day dialysis service.

2017 and 2018

By 2017, agencies providing health-care services were taking notice of MTA’s Rides to  
Wellness branded vehicles (Exhibit 5-5) traveling throughout Flint and surrounding Genesee 
County, providing trips for dialysis patients and residents impacted by the water crisis. Some  
of these agencies contacted the MTA and asked if they, too, could benefit from the new  
transportation service.

The MTA had meetings with the interested agencies and organizations, explaining that the 
service was not ADA paratransit at $3.50 a trip but a premium service, with same-day service, 
door-to-door assistance for riders, and without shared riding. As a premium service, the MTA 
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was clear that the cost was higher—$15 per trip. According to the MTA, none of the agencies 
“blinked an eye at the cost” during these meetings. These were agencies very much in need  
of reliable transportation for their patients or clients and saw MTA’s Rides to Wellness as  
their answer.

Engaging a Large Hospital System as a Partner

The MTA’s experience in partnering with the community’s large hospital system, the McLaren 
Health Care System, provides insights into how Rides to Wellness has grown.

In 2017, the MTA approached the hospital, thinking it might be interested in joining Rides 
to Wellness and gave them what amounted to a sales pitch. The hospital was non-committal—
“We’ll think about it.” Hospital management was skeptical that the transit agency could provide  
effective service when it had experienced problems with other community transportation  
providers, such as taxis.

By 2018, the hospital was ready for the MTA’s help. McLaren indicated it was interested  
in turning over its non-emergency transportation to the MTA Rides to Wellness service.  
Apparently, the hospital had determined by that time that it could trust the MTA.

However, the hospital had requirements. The key requirement was that it wanted its own 
online portal so that its trips were kept separate from other Rides to Wellness trips. The MTA  
went back to the local company that had built the Rides to Wellness software to create the 
online portal.

The new portal was installed on computers throughout the hospital, allowing nurses and 
patient navigators to book rides for their patients. Initially, most of the trips were discharges 
from the emergency room, but now they include a variety of trips, including to and from out-
patient services.

The number and types of trips for the hospital continue to grow. During one month in 2019, 
Rides to Wellness provided approximately 400 trips for McLaren, which pays the MTA $15.00 
for each trip.

Exhibit 5-5.    Branded vehicles helped develop  
the service
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Description

By 2019, the MTA had 13 agency-partners in the Rides to Wellness program. Several of 
these are listed on the MTA website, including the Genesee Health Plan, which offers free rides  
to health and wellness destinations for their Spanish-speaking clients, and the American  
Cancer Society, which supports trips for patients in its Road to Recovery program. Other part-
ners indicated that they do not wish to be listed on the MTA website, preferring to keep the 
information within their own organizations.

MTA’s information about Rides to Wellness makes clear that the service is intended for 
and limited to individuals who are eligible for or connected to one of the Rides to Wellness 
partner agencies.

The MTA has approximately 80 vehicles in use for the Rides to Wellness program. By  
mid-2019, the program was providing over 11,000 trips a month as shown in Exhibit 5-6. On  
a monthly basis, ridership more than doubled from 2017 to 2019.

Revenue generated from the trips also grew. Based on annual data, revenue from the Rides to 
Wellness program increased from $114,925 in 2017 to more than $280,000 in 2019.

Trips can be booked by calling an MTA mobility navigator as well as electronically via smart-
phone, tablet, or computer. Drivers have a tablet for receiving and documenting trips. Response 
time averages about 30 minutes.

Given FTA funding support, the service complies with FTA requirements. Drivers, for  
example, are included in MTA’s drug and alcohol testing program, and trip and other  
operational data are included in the transit agency’s National Transit Data (NTD) reports.

Facilitators for Success

According to the MTA, a key factor that facilitated success for Rides to Wellness was the 
branded vehicles out on the street. Community agencies and organizations kept seeing the white 
sedans and minivans (Exhibit 5-7) with the red and blue lettering traversing streets throughout 
Flint and Genesee County. The branded vehicles served, in effect, as rolling advertisements.

The familiarity of seeing the vehicles led a number of organizations to contact the MTA and 
inquire about joining Rides to Wellness. The MTA concludes that the community was very 
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Exhibit 5-6.    Rides to Wellness ridership.
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eager to find a reliable and reasonably priced transportation service  
that could take people to and from health-care services.

Barriers, Constraints, and Challenges

At the start, one of the MTA’s major challenges to its Rides to  
Wellness service was teaching the agency’s staff that this new service 
was not traditional ADA paratransit. Unlike paratransit, the focus is 
not getting the vehicle from point A to point B on a predetermined 
schedule nor is it ensuring that drivers follow a manifest. This new  
service focuses on the individual rider and their needs. The service also 
does not use manifests. Once the purpose-built software was up and  
running, trip requests were sent in real time to the drivers.

A second challenge was getting the community to trust that the  
transit agency could deliver a high-quality service that improves access 
to health-care and related services. The transit agency, like so many 
across the country, had periodic issues providing ADA paratransit,  
and the community was not convinced that the MTA had the ability to 
provide a same-day, high-quality service.

What was important for the MTA was to get one community orga-
nization to sign on as a partner for the Rides to Wellness service and 
then prove that it could deliver effective and reliable same-day service 
for that organization’s patients or clients. With the first success, the 
building of trust could begin.

The MTA’s current challenges include the need to hire more  
drivers given the demand for service and the accompanying need for 
more vehicles to meet demand.

Funding

The original funding to support the initial Rides to Wellness  
service, which provided the specialized service for dialysis riders, came 

Exhibit 5-7.    Attractive Rides to Wellness vehicles 
were noticed. Photo courtesy of Flint MTA.

Serving Genesee County Veterans 
through MTA’s Rides to Wellness

The MTA is particularly proud of its 
service for veterans and their spouses 
through a partnership with the Genesee 
County Veterans Services Office. With 
this arrangement, veterans honorably 
discharged from military service and a 
resident of Genesee County can book 
free trips to medical appointments, the 
pharmacy, grocery stores, farmers’  
markets, and other community resources 
with MTA’s Rides to Wellness. Genesee 
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from the higher fares charged for the trips and MTA’s local operating 
money. The MTA then received a grant of $310,000 from FTA’s Rides to  
Wellness grant program in 2016. (This grant has since been re-named 
the Transit and Health Access Initiative.) The grant allowed the MTA to 
hire staff for the service (called mobility navigators), purchase 10 vehi-
cles, and pay for the new software. As the program has grown, the transit 
agency has continued to rely on federal grants for capital purchases and 
to receive funds to support operations from its participating partners.

To ensure the program is operationally sustainable, the MTA was 
careful to calculate the actual operating cost of providing the Rides 
to Wellness trips. Taking into account driver salaries ($11 per hour), 
vehicle operating costs, and productivity (three passenger trips per 
hour), the transit agency determined that each one-way trip cost the 
MTA $14.98 to operate. This was rounded up to $15, and that is what 
each partner agency pays for the trips it sponsors.

Capital costs, which are primarily the cost of the vehicles, come 
from several different federal grant programs, including the FTA 
Transit and Health Access Initiative as well as FTA Section 5307 
(Urbanized Area Formula Grants) and Section 5339 (Grants for Bus 
and Bus Facilities).

The vehicles purchased for the service are primarily sedans. However, 
to accommodate riders using wheelchairs and other mobility devices, 
the MTA also purchased ramp-equipped minivans.

Lessons Learned

The Flint MTA reports that it is critical to prove to the community that a transit agency can 
provide a reliable and effective same-day, on-demand service. This is the cornerstone of developing 
collaborations with health-care organizations to improve transportation access to health care.

A second lesson is to price the transportation service fairly and accurately. The MTA was quite 
clear on this, stressing, “Do not underprice yourself.” If the transit agency is going to provide 
same-day, real-time, door-to-door service to improve access to health care, then it should charge 
for that higher quality of service.

A third lesson for building partnerships is to identify and target community organizations 
that understand that transportation is a barrier to health care. The MTA stresses the importance 
of this advice—find the organizations in the community that realize patient transportation is a 
problem, because they might be interested in a partnership to improve transportation.

For those transit agencies interested in developing collaborations with community partners 
to improve transportation access to health care, the MTA suggests seeking help and advice from 
other transit agencies that have developed successful collaborations in their own community to 
improve such transportation. These agencies have been through the growing pains and can share 
their experiences that can help guide another agency in another community. Assistance is also 
available through national associations such as the National Center for Mobility Management.

Transferability

Flint MTA’s Rides to Wellness service has already been the inspiration for similar services in 
neighboring jurisdictions. Three other transit agencies in Michigan have implemented Rides to 

County’s Veterans Services Office has 
provided an annual $50,000 grant 
that funds up to four free round trips 
monthly per eligible veteran and spouse. 
Given the success of the program, the 
annual grant was increased recently 
to $75,000, giving veterans and their 
spouses five free round trips per month.

One notable result of this partnership 
is new support and recognition of the 
MTA from local veterans groups and 
other community service groups. Before 
the partnership, such organizations had 
little awareness of the transit agency. 
The MTA’s arrangement with the  
county’s Veterans Services Office has 
brought new recognition and standing 
for the transit agency in the community.
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Wellness services (they even use MTA Rides to Wellness logo): Greater Lapeer Transit Agency, 
Shiawassee Area Transit Agency, and Saginaw STARS.

Contact Information

Mass Transportation Authority (MTA)
Flint, Michigan
https://www.mtaflint.org

Coordinating Public Transit, Human Service,  
and Medicaid Transportation: Lane Transit  
District’s RideSource

Snapshot of Collaboration

Lane Transit District (LTD) is the public transportation agency in Lane County,  
Oregon. Based in Eugene, Oregon, LTD provides fixed-route bus service, bus rapid transit,  
and demand response transportation for a service area population of about 375,000.

LTD, through its RideSource program, brokers and coordinates a range of transportation 
services including Medicaid NEMT, ADA paratransit, contracted human service agency client  
transportation, health-care transportation, and general public service. Health-care trips are 
coordinated directly with hospital social workers and the local CCO. RideSource providers 
include LTD through its ADA paratransit service, private providers that involve taxis and TNCs, 
and human service agencies.

How Did the Collaboration Start?

The origins of RideSource date to the late 1990s with one visionary individual who was 
the accessible services coordinator with the Lane Council of Governments (LCOG). LCOG is 
involved in passenger transportation as the region’s MPO. LCOG also serves as the Area Agency 
on Aging through its Senior and Disability Services (S&DS) division and provides funding for 
senior transportation needs.

As an employee of LCOG, this visionary actively sought out ways 
to work with LTD. In 2000, she was then hired by LTD to coordinate 
service with other organizations and actively worked with human  
service and health-care organizations to build the RideSource program. 
The program more than doubled in 2008 when RideSource became  
the Medicaid NEMT broker for the county. This allowed RideSource  
to take on services of additional agencies and needs as the program  
continued to expand.

Initiating the Effort

LTD’s journey toward coordinated paratransit came about through 
a combination of circumstances. Clearly the vision of one individual 
was important, but more to the point it became the vision of LTD and 
its partners.

According to the most recent Lane  
Coordinated Public Transit Plan,  
“a growing body of evidence supports 
the connection between successful 
health outcomes and access to afford-
able and appropriate transportation 
options resulting in synergy between 
health and transportation availability.”

Lane Coordinated Public Transportation Plan, 

2019 Update, pg. 7.

https://www.mtaflint.org
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Breaking Down the Funding Silos

Through a series of local and state decisions in Oregon, historical transportation funding  
silos were broken down at a time when many states were building silos. In Lane County,  
Medicaid NEMT and veterans’ transportation programs were combined with transit and other 
programs, addressing needs for health-care and human services.

Rather than operate small, separate siloed services, the various programs decided to take 
advantage of an already established professional transit service—LTD—and the economies of 
scale offered by forming a consortium. In this way, the programs pooled their resources and used 
LTD’s dial-a-ride service through RideSource. This was a positive development.

The individual agencies no longer had to purchase and maintain their own vehicles, employ 
and fully train driving staff, or obtain insurance. The foundation of that enterprise is present 
today in the RideSource program that includes multiple relationships, contracts, and under-
standings that represent 25 years of coordination between public transportation and human 
service agencies in Lane County.

The Spark: Seizing the Moment

In 1990, Oregon began coordinating Medicaid NEMT through transportation brokerages, 
managed by transit agencies. TriMet, the Portland area public transit agency, became the first 
Medicaid NEMT broker in the state, and gradually other regions in Oregon followed suit. LTD 
first became a Medicaid NEMT broker in 2008.

In 2012, the Oregon Health Plan (OHP) began to transform into a coordinated care model, 
under which all health-supportive services (physical health, mental health, substance abuse 
treatment, and dental care) are provided through an umbrella entity/network. Each CCO is 
responsible for a specific geographic area. Lane County was one of the first two areas in the state 
to adopt this model. The CCO Trillium Community Health Plan approached LTD (as the exist-
ing broker), and in 2013 they began a formal relationship.

The CCO conducts stringent oversight of LTD. LTD, in turn, conducts rigorous over-
sight of its service providers, ensuring that they have the required training, meet insurance  
minimums, conduct driver background and license checks, and have the required safety equip-
ment on vehicles.

At the beginning, LTD and Trillium had to work through the growing pains with their 
partnership. But now, LTD finds Trillium cooperative and responsive, reporting that the 
health-care organization completely understands the importance of transportation for 
improving health outcomes.

According to LTD, the objective is: “Focus on the benefit. Money will be part of the  
conversation, but we want to know what we can do. We need to spend to save” (5). The 
model chosen is to expand public transit access to all. As stated in a recent National Rural 
and Intercity Bus Conference workshop, and also applicable in urban as well as rural areas:

“The best way to coordinate human service transportation is to provide excellent public transportation 
that most people can use” (6).

Simply put, as public transit fixed-route and paratransit services improve and expand, 
more people have access to safe transportation for trips to health care as well as other  
trips that address the social determinants of health. Further, as costs are reduced through 
the use of fixed routes, the savings can be used for patients who cannot appropriately use a 
fixed route.
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Development and Description

Starting almost 20 years ago, LTD developed and perfected the concept of a fully integrated 
human service, health-care access, and public ADA transportation program operated by an 
urban transit system with multiple contracted providers through RideSource. Since its start, 
RideSource has expanded to serve a wide variety of human service and health-care agencies and 
providers. Currently, all requests for specialized transportation services in the county includ-
ing for Medicaid NEMT, ADA paratransit, senior transportation, employment transportation  
for individuals with developmental disabilities, and related trip requests are handled by the 
RideSource Call Center (RSCC).

RideSource determines the most appropriate and cost-effective transportation service for 
each trip request and schedules the ride as needed. RideSource uses its own fleet as well as the 
services of more than 30 providers in its coordinated network:

•	 Private taxis.
•	 Transportation networking companies.
•	 Other specialized private for-profit and non-profit providers.
•	 Volunteers coordinated through the Area Agency on Aging.
•	 Reimbursement of clients for their own mileage.

When fixed-route bus travel is possible, RideSource provides the 
individual with a bus pass. For trips from remote areas of the county 
into the LTD fixed-route service area, RideSource may provide a 
demand response trip into town, and then the passenger can use the 
fixed-route service for in-town travel needs.

RideSource brokers trips for the general public as well as trips funded 
under numerous human service and health-care programs, including 
Medicaid. Service is provided on a shared-ride basis so that passengers 
of different programs are commingled when feasible. In addition to 
ongoing program-sponsored travel needs, RideSource can meet short-
term “critical connections” needs often by matching a rider with a  
volunteer driver.

RideSource has used TripSpark Novus technology since July 2017. 
This product was customized for the LTD brokerage and is now 
available off-the-shelf for other organizations. Through TripSpark 
Novus, RideSource can send actual trip assignments to external pro-
viders and those providers can bill back directly for trips they serve. 
For requests for longer trips, Ride Source’s providers are invited to 
bid their cost, helping to ensure cost-effective service. RideSource 
also manages bus passes, mileage reimbursement, volunteers, and 
external providers.

The Early Years

LCOG and LTD worked together to coordinate multiple transporta-
tion programs in developing RideSource. LCOG managed the senior 
services program through S&DS, which provided senior transporta-
tion. LCOG was also responsible for FTA Section 5310 funding for 
seniors and persons with disabilities. Further, as the host for the MPO, 
LCOG has had a stake in transit. LTD has a dedicated tax base and a 
philosophy of serving the community.

Key Elements and Steps in Forming 
RideSource

•	 �A visionary individual and a willing 
organization.

•	 �A reduction in funding among  
transit, human service, and health-
care providers led to the decision to  
coordinate or consolidate. Multiple 
agencies participated.

•	 �In 2008, LTD became the state  
Medicaid NEMT broker for the region, 
more than doubling its service.

•	 �RideSource continued to grow and  
expand services to a wider audience,  
including veterans.

LTD’s Mission Statement:

We believe in providing people with the 
independence to achieve their goals, 
creating a more vibrant, sustainable, 
and equitable community.

See Attachment 1 to the Case Study for LTD’s 

Mission Objectives.
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LTD and LCOG together were able to recruit other partners and, most importantly, Medicaid 
NEMT. Including Medicaid transportation in the coordinated mix changed the dynamics of 
RideSource in a positive way.

Local governments that supported rural and small city shuttles and services into Eugene also 
facilitated the growth of LTD’s commitment to rural parts of the county.

The State Structure for Medicaid NEMT Facilitated Coordination

The Oregon Health Authority’s (OHA) approach to Medicaid NEMT brokerages—those 
that use professional public transit providers and employ safeguards (well-trained drivers, 
properly maintained vehicles, full control over the driver force)—has put the state in the role 
of facilitator of integrated transportation.

The OHA determines the structure for the state’s Medicaid NEMT program, which is a major 
funder of transportation to health care. Its decision to coordinate services through transit dis-
tricts enhances the ability of the transit agencies to coordinate or consolidate transportation 
services. This has been accomplished typically through a brokerage model, where the transit 
agencies are paid on a per-trip basis, unlike the capitated model used by many states.

As more states turn to managed care for their Medicaid programs, this approach to Medicaid 
NEMT is relevant for addressing transportation access to health care. Attachment 2 to the case 
study details the evolution of the Medicaid NEMT program in Oregon and its coordination with 
public transit.

Under the previous payment model utilized by OHA, the RSCC functioned as a gatekeeper 
to transportation services by ensuring the Medicaid-eligible individual was receiving services 
only when all other resources had been exhausted. With the focus of the CCOs on health out-
comes for members, many (including Trillium) are working to enhance access to transportation.  
In effect, RideSource is evolving into a service to enhance access to health-care services for all  
in need. This is a major shift from the capitated for-profit brokerages, where the less service 
provided, the more money the broker makes.

Partners: Participating Funding Organizations	

A major strength of RideSource has been its ability to break down funding silos through 
collaboration, most notably with Medicaid NEMT (facilitated with the state’s structure for its 
Medicaid program) and the VA transportation. The Medicaid NEMT service is discussed above. 
The other agencies and funding streams coordinated through or working with RideSource are 
listed below.

•	 Transportation for Lane County veterans—RideSource coordinates with the Lane County 
Veterans Services Office, providing transportation to and from VA medical and Lane 
County Veterans Services appointments. During the calendar year 2018, 197 veterans made  
2,314 one-way trips, a 400% increase in 8 years.

•	 Community health improvement plan—In 2016, four agencies—Lane County Public Health, 
PeaceHealth Oregon West, Trillium CCO, and the United Way of Lane County—developed a 
community health improvement plan. This plan identified strategies for improving health 
outcomes of county residents.

•	 Funding for developmental disabilities transportation—In the early 2000s, the state  
provided developmental disabilities funding for transportation to employment training.

•	 Mental health transportation—White Bird Clinic is a crisis intervention, mental health 
counseling, and information and referral center. The counseling program serves adults on 
the OHP (Medicaid). The clinic arranges transportation primarily to mental health treatment 
and other activities.
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•	 RideSource ADA—This is LTD’s origin-to-destination ADA paratransit service within the 
metropolitan area for people unable to use regular bus service (some or all of the time) because 
of a disabling condition. RideSource ADA meets ADA requirements.

•	 Eligibility evaluation—Transportation coordinators from Alternative Work Concepts, 
S&DS, and White Bird Clinic perform in-person evaluations to determine eligibility for all 
riders that RideSource serves.

•	 Volunteer Escort—This is a door-through-door service for people who need a high level of 
assistance and do not have other transportation options. Medical Transportation Manage-
ment, S&DS, and the Senior Companion Program participate to support the volunteers.

•	 Immediate (non-emergency) needs—Crucial Connections is an organization that provides 
transportation to relieve an immediate (non-emergency) or evolving situation when no other 
transportation option can be identified. The service offers quick relief to allow time to for-
mulate a long-term resolution. Crucial Connections pays for a limited number of trips that 
are situation specific.

•	 South Lane—The non-profit agency, South Lane Wheels, is supported by the city of Cottage 
Grove and the Rural General Public Program for areas with a population less than 50,000. 
South Lane Wheels provides local dial-a-ride services and a metro shuttle to take people to 
Eugene and Springfield for health care, shopping, and other needs.

•	 West Lane—The Rhody Express is a local shuttle service within the city of Florence that  
is operated by River Cities Taxi for health care, shopping, and other needs. The shuttle is  
supported by Florence and the federal Rural General Public Program for areas with a popula-
tion less than 50,000.

•	 East Lane—Service for the community of Oakridge includes demand response service and 
an intercity shuttle called the Diamond Express, both operated by Pacific Crest Bus Lines for 
health care, shopping, and other needs. It is supported by Oakridge and the state’s Intercity 
Passenger Program that connects communities with a population of 2,500 to the next larger 
market economy and to other transportation services.

•	 Medical and community non-medical transportation under Medicaid—The RSCC  
administers three Medicaid NEMT programs: (1) NEMT for the OHA; (2) NEMT for  
Trillium Community Health Plan; and (3) community non-medical transportation.

Eligibility Assessments: A Unique Approach

LTD assesses the individual transportation needs of all the riders it serves (including, among 
others, riders for Medicaid NEMT and ADA paratransit) through an in-person functional 
assessment process. LTD contracts with three different contractors that make a home visit to 
the vast majority (estimated 99%) of applicants and conduct a comprehensive assessment of  
the applicant’s needs and transportation resources available to the applicant. The assessors 
can then determine the most appropriate service for applicants’ travel needs (Medicaid NEMT  
or otherwise) and connect them with other types of services they may need that are beyond 
transportation. Documentation and reporting for the assessments are electronic and paperless.

As an integrated process with a holistic approach to each applicant, the specific travel needs of 
the applicants—for any trip purpose—are addressed through RideSource. The assessors are able 
to identify other social service needs that applicants may have beyond transportation.

Embracing Technology and Innovation

In addition to the comprehensive eligibility certification program that incorporates home 
visits for virtually all applicants, LTD and its partners have embraced other innovations and 
effective strategies.

In July 2017, new software was implemented at RideSource that consolidates different data-
bases and functions. The software—TripSpark—incorporated the function of four databases 
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and 17 different applications and processes that previously managed all of the services at Ride-
Source, from call intake to service delivery and billing. The TripSpark software now provides all 
of these features in a single database.

In January 2018, LTD changed the design of the half-fare and “honored” (senior) rider cards. 
The new cards are easier to read, and the larger font expiration date allows transportation opera-
tors to inform the riders when they need to get their card renewed. During the 2018 calendar 
year, nearly 6,000 riders received or renewed half-fare and “honored” rider cards.

Also in January 2018, LTD began an innovative new service animal pilot project. The inten-
tion of this voluntary program is to streamline the boarding process for riders who have service 
animals. LTD now provides the option to include a “paw print” endorsement on riders’ identi-
fication cards. This informs drivers that the individual has had a conversation with LTD acces-
sible services staff to assess the need for the service animal and discuss with the rider the transit 
agency’s expectations.

LTD, through RideSource and in conjunction with the Oregon Department of Transporta-
tion’s Department of Rail and Public Transit, assisted in the development of a pilot transporta-
tion service between two communities on the Pacific Coast, Yachats (85 miles from Eugene), 
and Florence (60 miles from Eugene). The Florence/Yachats Connector runs four times a day, 
Monday through Friday, and began service in September 2018. The service is operated by River 
Cities Taxi, the organization also responsible for operating the Rhody Express fixed-route  
service in Florence. At the time of this writing, this pilot appears to be successful, and riders  
are accessing the service daily for health care and other needs.

LTD Accessible and Customer Services

Accessible fixed route is a key element to the RideSource program. Those persons able to use 
a fixed route are given incentives for riding a fixed route. Co-location of LTD-accessible services 
and customer services staff has led to an improvement in the quality of service to LTD customers,  
with better coordination of services for older adults, people with disabilities, and persons of  
low income.

LTD has two discounted fare programs aimed at providing lower-cost, fixed-route public 
transportation: half fare for customers with disabilities and free fare for persons over the age 65. 
Clients of partnering private non-profit agencies also pay half fare.

Facilitators of Success

Various factors have facilitated the success of RideSource. LTD’s holistic mission state-
ment along with the range of funding sources have been important. Support from the LCOG 
and S&DS was crucial in the beginning and helped pull other participants to the consortium 
to share costs.

Oregon’s structure for Medicaid NEMT, not typical among states, is another key factor— 
coordinating Medicaid transportation through transit agencies. This allowed LTD to bring 
Medicaid NEMT into the RideSource fold, along with Medicaid funding. Having Medicaid 
transportation coordinated with public transportation allows the Medicaid service to gain from 
economies of scale and the professionalism provided by public transit agencies.

Barriers, Constraints, and Challenges

LTD did not identify many barriers in developing RideSource. The agency was able to work 
cooperatively with most of the relevant organizations that plan, fund, or use transportation for 
clients or patients.
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LTD reported that procuring a new call center contractor at the same time as implementa-
tion of new software in 2017 was a challenge. The outgoing contractor had developed its own 
software, and the transition to the new contractor and software was not easy.

RideSource has also found that meeting certain transportation needs can be challenging, 
including:

•	 Hospital discharges—LTD is considering using transportation network companies, which 
currently serve the Eugene metropolitan area, to meet these trip needs.

•	 Dialysis transportation—The demand is growing. RideSource can often place dialysis 
patients on fixed-route service when traveling to the appointment, but provides demand 
response service for the return trip. LTD is currently in discussions with several dialysis  
centers to coordinate its service with patients’ treatment schedules for more efficient 
transportation.

•	 Affordable options—Reasonably affordable, accessible specialized service when ADA para-
transit is unavailable is needed. Accessible taxi service is limited, and other private providers 
are expensive.

•	 Access issues—Particularly in rural areas of the county, providing transportation can be 
challenging.

Funding and Sustainability

RideSource brokers about 500,000 trips per year across a wide range of funding streams. An 
estimated 68% of these trips are for Medicaid NEMT. RideSource also provides approximately 
2,500 bus passes a month for Medicaid NEMT, the majority of which appear to be related 
to counseling and methadone treatments. In addition, it is estimated that, among the non-
Medicaid NEMT riders, about 30% of their trips are to health-care services.

LTD provides about 15% of the overall system costs, which include Medicaid NEMT. Taking 
Medicaid NEMT out of the equation, LTD is paying about 46% of the non-Medicaid NEMT 
service through its dedicated funding source (payroll tax). Local agencies pay the bulk of the 
remainder of the funding. The state provides both transit funding and human service health-
care-related funding. These sources are depicted in Attachment 3 to the case study, which details 
RideSource’s diverse funding.

The diversity of funding sources is in part what makes RideSource successful. While LTD and 
Medicaid NEMT funding are dominant, a number of local and state funding streams contribute 
to the funding mix.

Lessons Learned

LTD shared a number of lessons learned from its experience in developing the highly coordi-
nated RideSource program:

•	 Maximize the use of accessible fixed routes to provide transportation.
•	 Seek a diversity of funding sources.
•	 Ask organizations: What do you need transportation to do? How can we help you meet your 

transportation needs?
•	 Seek out Medicaid insurance providers and then work closely with them on transportation 

issues.
•	 Ensure adequate time and attention when contracting for broker and technology support.
•	 Try not to do too much at the same time when working toward coordination and 

consolidation.
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Transferability

Can any urban transit agency with a service area population of 500,000 develop a highly 
coordinated service to meet the transportation needs of their community’s seniors, persons 
with disabilities, and others in need, either fully or in steps? The answer may be yes, if at least the 
following are addressed:

•	 A transit agency willing to make a commitment in funding and staff—LTD has commit-
ted to serving the mobility needs of seniors, persons with disabilities, and persons with a low 
income and has expressed that in its mission statement (Attachment 1, Lane Transit District 
Mission and Attachment 4, Long Range Plan).

•	 Human service agencies and health-care providers that understand the benefits of coor-
dinated transportation—Organizations involved in the program are required to pay a 
portion of the service costs and gain the benefit of a transit agency subsidy with the support 
of professional staff and trained drivers.

•	 Willing local governments—Some of the services developed by RideSource are focused on 
rural areas, and local governments are expected to pay for a portion of the service.

•	 State funding availability—A state Medicaid agency that understands what public transit can 
do for Medicaid NEMT.

•	 Patience—Coordination of service takes time, often years. Experience indicates that it 
is best to start with the willing participants, and soon others will want to be part of the 
collaboration

Contact Information

Lane Transit District
Eugene, Oregon
https://www.ltd.org

Attachments to Case Study of Lane Transit  
District’s RideSource

Attachment 1: Lane Transit District Mission

At Lane Transit District, we asked our community why we do what we do. What we heard is 
summarized like this:

We believe in providing people with the independence to achieve their goals, creating a more 
vibrant, sustainable, and equitable community.

How we do it:

•	 We serve the community with respect.
•	 We continuously question if there’s a better way.
•	 We collaborate internally and externally.
•	 We care for our employees, customers, and business partners.
•	 We plan for a sustainable future.

What we do:

•	 We provide reliable transit services that address the needs of the community.
•	 �We provide a viable alternative to the automobile through high-quality transportation options, programs, 

and services.
•	 We provide leadership in the development of the region’s transportation system.
•	 We practice safety and maintain safe and accessible vehicles, services, and facilities.
•	 We practice sound fiscal and sustainability management.

https://www.ltd.org
https://nap.nationalacademies.org/catalog/25980?s=z1120


Guidebook and Research Plan to Help Communities Improve Transportation to Health Care Services

Copyright National Academy of Sciences. All rights reserved.

112    Guidebook and Research Plan to Help Communities Improve Transportation to Health-Care Services

Attachment 2: Medicaid NEMT—Managed Care

Oregon began changing how it provides health-care services for people who receive health-
care coverage under the OHP (Medicaid) by creating CCOs in 2012. This is not unusual as 
many states are starting to turn to the managed care model. As described by the Oregon Health 
Authority (OHA), CCOs are:

•	 Replacing MCOs, mental health organizations, and dental care organizations for OHP  
members. The CCOs will focus on improved wellness, prevention, and integration of 
behavioral and physical health care. These local health entities will deliver health care  
and coverage for people eligible for the OHP (Medicaid), including those also covered by 
Medicare. CCOs are a new way of doing business for the OHA. They will be the umbrella 
organizations that govern and administer care for OHP members in their local communities.

•	 CCOs must be accountable for health outcomes of the populations they serve. They will have 
one budget that grows at a fixed rate for mental, physical, and, ultimately, dental care. CCOs 
will bring forward new models of care that are patient centered and team focused. They will 
have flexibility within the budget to deliver defined outcomes. They will be governed by a 
partnership among health-care providers, community members, and stakeholders in the 
health systems that have financial responsibility and risk.

The RSCC is one of eight regional call centers within Oregon that handles transportation 
services for Medicaid recipients through an agreement with the OHA. Unique to the RSCC are 
features that offer a comprehensive approach to coordinating local transportation services:

•	 Approved cost allocation methodology.
•	 Cost sharing and integration of human service transportation.
•	 Personal in-the-home interviews by trained transportation coordinators from S&DS and 

Alternative Work Concepts.
•	 Interagency collaboration with case managers.
•	 Innovative program development using a community care model.
•	 Sophisticated application of technology and software.

Attachment 3: Funding Sources

Tables 5-1, 5-2, and 5-3 depict the wide range of funding sources that are critical to LTD’s 
success.

Revenue FY18 Actual FY19 Budget 

—

TOTAL $ 6,379,867.12 $ 7,755,574.00 

Table 5-1.    Accessible services fund: 2-year revenue budget FY18 and FY19.
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Attachment 4: Excerpt from LTD Long Range Plan (7)

GOAL 3: Ensure Equitable and Accessible Transit Service Throughout LTD’s Service Area

Transit is an essential community service that provides personal mobility and freedom 
for people of every walk of life. The role of transit is to create connections and serve people  
efficiently, affordably, and safely. Persons with limited transportation options who depend on 
public transit have the greatest need for linkages to jobs, essential goods and services, and will be 
given special consideration in transit planning.

POLICY 3.1: The allocation of resources for accessible service should consider the following 
priorities: 1) maintain a sustainable level of service for people who depend on public transpor-
tation; 2) respond to pressures of growth and demand within the limits of resource availability; 
and 3) optimize the resources to accommodate emerging community needs.

DEFINITION AND INTENT: The provision of transit service should consider future capacity  
needs as the local population increases and ages over time. Increasing frequency and span of 
service has direct impacts on fleet capacity, which is especially important in terms of the limited 
space for mobility devices on a bus.

Strategy 3.1.A: Collaborate early with Eugene and Springfield to gain understanding about 
the relationship with economic development, multi-family housing, and other community  
services within proximity of transit routes, with priority within Frequent Transit Network (FTN) 
corridors.

Strategy 3.1.B: Strengthen with rural areas and small cities connectivity of medical 
transportation services through coordination of the RideSource Call Center and health-
care providers [bold added].

Strategy 3.1.C: Maximize ridesharing and grouped ride services to address non-medical 
transportation needs.

Strategy 3.1.D: Develop strategies to provide cost-effective and equitable human services 
transportation beyond the District through coordination.

Revenue FY18 Actual FY19 Budget 

TOTAL  $ 9,751,920.69  $ 11,974,775.00  

Table 5-2.    Medicaid fund: 2-year revenue budget FY18 and FY19.

Project  FY18 Actual  FY19 Budget  

TOTAL  $ 11,567,987.18  $ 11,842,175.00  

Table 5-3.    Medicaid fund: 2-year project budget FY18 and FY19.
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Building Transportation Options and Solutions 
for Rural Missourians: Missouri Rural Health 
Association’s HealthTran

Snapshot of Collaboration

The Missouri Rural Health Association (MRHA)’s HealthTran program provides mobility 
management coordination and services through technology, education, and support. Unique 
in approaching transportation barriers through a community approach, the program offers 
MRHA members a one-stop scheduling platform with local, public, commercial, rideshare, and 
volunteer transport. The original HealthTran model began as a pilot program that connected 
rural residents to health-care facilities using existing public transit services. In 2016, Health-
Tran transitioned from the grant-funded pilot program to a subscription-based model where 
transportation is generally provided through volunteer drivers. The 2020 program continues as 
a membership model and has expanded the community approach and addresses transportation 
solutions through assessments, education, technical assistance, non-traditional transportation, 
and technology.

More Details

Participating transportation providers load their availability, cost, and services onto the 
cloud-based system. Ride schedulers select service type (i.e., volunteer, rideshare), mobility 
need, and ride details. Rider profiles provide retained data and take less than 5 minutes to enter. 
Data collected provides statewide aggregate data and can be customized to address specific  
member requirements.

In expanding transportation options, HealthTran staff work with local non-traditional orga-
nizations to increase access. These may include FTA Section 5310 subrecipients, nursing homes, 
ambulance districts, churches, volunteer programs, and others with a desire to improve access 
in their communities. The HealthTran Transportation Manager provides technical assistance to 
get more vehicles on the road and on the platform. An example of a non-traditional provider is 
Delta Area Economic Opportunity Corporation in the Missouri bootheel, which is a community 
action agency currently working with HealthTran to support community transportation with  
32 Head Start vans. As a trusted organization in the area, individuals will be more likely to 
use the transportation service. The delta region is one of the poorest areas of Missouri and 
faces multiple social determinants of health barriers.

The MRHA volunteer driver program’s manager is building a statewide driver program 
and offering the technical assistance to local volunteer programs as well as individual drivers  
to improve sustainability and improve relationships in the communities served. A technology 
program tracks rides, driver profiles, vehicle requirements (insurance, inspections, driver’s 
license), and training. The program allows collection of statewide volunteer data to show the 
value of volunteerism.

An 18-month FTA ICAM grant is supporting a Regional Mobility Coordinator (RMC) 
approach in four areas across Missouri. RMCs receive training and support in bringing  
Mobility Management Coordination and Service to local communities and they act as  
champions in addressing barriers to care.
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The original HealthTran model began as a pilot program that connected rural residents to 
health-care facilities using existing public transit services. The pilot program hired local com-
munity members as HealthTran Coordinators (HTCs) who served as single points of contact 
for the patient and provider. In 2016, HealthTran transitioned from the grant-funded pilot 
program to a subscription-based model where transportation is generally provided through 
volunteer drivers. The 2020 program continues as a membership model and has expanded the 
community approach, and addresses transportation solutions through assessments, education, 
technical assistance, non-traditional transportation, and technology. Each community is unique 
and can use components of MRHA’s HealthTran program to meet their needs. The annual 2020 
membership dues are $250 for a non-profit agency and $500 for a for-profit/vendor.

In the subscription-based model, a health-care provider (MRHA member) agrees to partici-
pate in HealthTran and invests a one-time start-up fee of $1,500 per location. A minimum of 
two locations is needed to begin the process within a community.

The HealthTran monthly subscription cost of $37.50 per month has unlimited usage and  
logins and provides ongoing technical support, expansion, and mobility management educa-
tion. Members pay a $4 booking fee and the transportation cost is determined by the trans-
portation provider. The MRHA volunteer program offers rides at $1.10 per loaded mile with 
“loaded” meaning when the rider is in the vehicle. The 2019 average ride distance was 11.1 miles, 
and the average cost of transportation was $1.10 per mile for an estimated total of $12.20.

HealthTran continues to serve as a “last resort” transportation option for patients who have 
no other way of traveling to health-care facilities. Patients who can access NEMT through  
Medicaid are asked to use the state-funded program. When a Medicaid patient does not meet 
NEMT eligibility, the member has the flexibility to provide transportation through HealthTran.

How Did the Collaboration Start?

Health-care providers have long identified transportation as a major barrier to accessing care 
in rural Missouri. MRHA identified a gap in transportation access for patients who were not  
eligible to receive free or subsidized NEMT but did not have access to a personal vehicle. 
Many of these patients live in rural areas without adequate public transit infrastructure. In 
2013, HealthTran reported that lack of access to transportation was a leading cause of missed 
appointments, which contributed to substantial loss of revenue for rural health-care providers. 
Lack of access to primary care led to poor patient outcomes, overuse of emergency services, and 
avoidable hospitalizations.

Securing Funds for the Pilot Program

In 2013, Community Asset Builders, LLC, a non-profit with a long history of work in grant 
writing and health-care consulting, helped facilitate a panel discussion at the Missouri Public 
Transit Association (MPTA) to discuss solutions to NEMT in rural South Central Missouri 
with other key stakeholders. After the panel discussion, Community Asset Builders, MPTA, and 
MRHA worked together to develop the HealthTran concept. MRHA presented HealthTran to 
the Missouri Foundation for Health in 2013 and received a 3-year grant from the foundation to 
pilot the program. MRHA administered the grant with support from MPTA and Community 
Asset Builders.

Setting Policy Objectives

At the outset of the pilot program, HealthTran established three policy objectives:

•	 To gather data to test the hypothesis that connecting people to transportation leads to cost 
savings and improves health outcomes.
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•	 To create a sustainable program model.
•	 To document the development and implementation of HealthTran to promote replication at 

the state level and across different communities.

Building Relationships and Identifying Partners

The original model of HealthTran focused on improving connections between health-care 
providers and local transit agencies. To bring partners to the table, MRHA acknowledged 
the limited funding of rural transit agencies and scheduling difficulties for rural providers. 
MRHA emphasized the ability of HTCs to remove the burden of arranging transportation 
from health-care staff, transit agencies, and patients. MRHA also highlighted the benefits of 
increased transportation access: improved outcomes for patients, decreased missed appoint-
ments for providers, and increased ridership for public transit services.

To formalize collaborations among partners, MRHA and MPTA established the Health-
Tran Consortium with participating health-care and transit providers. Consortium partners 
all signed an MOA (Memorandum of Agreement) that described three goals for Consortium 
members (8):

•	 Strengthen HealthTran Consortium infrastructure and governance to effectively reduce 
transportation barriers to health care through development of a new service delivery model.

•	 Obtain data to support increased long-term, dedicated state and federal funding for public 
transportation.

•	 Improve patient outcomes for individuals enrolled in HealthTran.

The MOA also established six objectives (9):

1.	 By August 31, 2014, a service delivery model will be developed and ready to implement as a 
pilot within the region.

2.	 By December 1, 2014, pilot will be ready to be implemented across the nine-county region.
3.	 By November  30, 2016, 10% or less of HealthTran participants will use the hospital  

emergency room for non-emergent conditions.
4.	 By November 30, 2016, 10% or less of HealthTran participants will experience a hospital 

readmission within 30 days.
5.	 By November  30, 2016, 80% of HealthTran participants will adhere to scheduled  

appointments.
6.	 By November 30, 2016, 80% of HealthTran participants will report 90% or greater satisfaction 

with service coordination services.

HealthTran received 3 years of support (2018–2020) from UnitedHealthcare to support the 
MRHA and HealthTran mission. Additional funding through the Missouri Department of 
Transportation, using FTA Section 5310 Mobility Management funds, was received. In 2019, 
MRHA was awarded an FTA ICAM grant and will continue to expand mobility management 
coordination and education through the Coordinating Council on Access and Mobility grant. 
The FTA funding supports the following:

1.	 The Missouri Mobility Management Certificate program focused on health, community, and 
transportation designed to assist community health-care workers and case managers who are 
working in rural areas to break down and address transportation barriers.

2.	 Development of Regional Mobility Managers to become community champions and provide 
leadership and assistance.

3.	 Development of a one-stop scheduling system.
4.	 Expansion of the volunteer driver program.
5.	 Placement of MRHA as the Missouri Mobility Management technical assistance lead.
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Development

In the pilot, HealthTran worked with local health-care providers to understand their hours 
and typical patient needs. HealthTran then connected with ambulance districts and public 
transportation providers to expand times and routes to better meet the needs of providers 
and patients. The service started small with a handful of staff and providers (Exhibit 5-8). 
HealthTran staff traveled to providers’ offices to share information about the program and 
asked providers to share information with patients who could benefit from transportation 
assistance. The knowledge gained has been the impetus for the program designed today.

MRHA is contacted by interested health and wellness providers, and an initial discussion 
helps define the need and service areas. Information is gathered, such as a community assess-
ment and transportation data, to determine what aspects of HealthTran may be useful. When 
a community or member is ready, HealthTran connects transportation providers to the sched-
uling system and provides technical assistance and support to the transportation programs 
to ensure they can be appropriately placed in the transportation network. Volunteer pro-
grams, such as senior centers, RSVP programs, and veteran organizations, are introduced to 
the program, and volunteer drivers are recruited. In many rural areas, volunteers enjoy help-
ing neighbors and they receive mileage reimbursement that offsets the cost of volunteering. 
The simple mobile system allows for volunteers to select rides that meet their availability and 
manage their time.

Description

During the pilot phase, HealthTran could help health-care providers cover specialized trans-
portation services. MRHA partnered with a number of both transit and health-care providers to 
successfully implement the pilot program as shown in Exhibit 5-9.

In the pilot, a manual access program and email connected members and HTCs. The system 
worked well during the pilot but would not work for state expansion. The current platform 
teams two technology companies, a scheduling platform designed for hospital transport with 
HIPAA and PHI security, and a volunteer driver program to track volunteer rides. The programs 
are linked and share only required information to ensure ride completion. The data collection 
and report capabilities have been developed for HealthTran and provide customized informa-
tion to help drive access for all.

Exhibit 5-8.    HealthTran HTCs and partners on the 
first day of services in 2014.

https://nap.nationalacademies.org/catalog/25980?s=z1120


Guidebook and Research Plan to Help Communities Improve Transportation to Health Care Services

Copyright National Academy of Sciences. All rights reserved.

118    Guidebook and Research Plan to Help Communities Improve Transportation to Health-Care Services

The volunteer technology tracks hours of service, miles driven, training records, and awards. 
Alerts are given to the Volunteer Manager when vehicle documentation is due (inspection, 
insurance). Drivers are vetted through a nationally approved background screening program 
and drug testing.

Two Missouri Regional Planning Commissions, Boonslick and Meramec, have developed a 
statewide referral system to help individuals find a ride. MO Rides, piloted in 2014, provides ride 
coordination and transportation provider contact information. Working on collaboration with 
HealthTran, MO Rides may soon be able to offer scheduled, self-pay rides.

Facilitators for Success

Clearly articulating the business case for investing in transportation access helped HealthTran 
establish partnerships with funders and providers. At the provider level, missed appointments 
required increased time spent on rescheduling, lower productivity, and revenue losses. At the 

patient level, missed appointments can lead to costly emergency depart-
ment visits, hospitalizations, and exacerbation of chronic conditions.

HealthTran is building the case for reducing employee absences, 
addressing social determinants of health related to medicine and nutri-
tion, and attendee-required meetings, such as with educators regarding 
an Individualized Education Program (IEP). “I do not see any boundaries 
where transportation and HealthTran can go” stated the HealthTran 
Director. “HealthTran will continue to grow and adjust to meeting the 
needs of our rural communities.”

Barriers, Constraints, and Challenges

Rural health-care providers, and especially critical access hospitals, 
may have difficulties paying membership and subscription fees. While 
providers may acknowledge that upstream investments in health lead 
to downstream savings in avoidable hospitalizations, they may not 

Exhibit 5-9.    MRHA partners: Transit and health-care providers.

Making the Business Case

HealthTran developed a case study on a 
patient who required several treatments 
to avoid a limb amputation. While 
HealthTran spent about $6,000 on  
transportation services for the patient, 
local providers were able to bill for over 
60 visits and the U.S. Department of 
Veterans Affairs may have avoided more 
than $1 million in costs for a surgery, 
hospitalization, prosthetics, and  
associated follow-up care.
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be able to justify allocating funding to transportation when they are operating in the red. Com-
munity partners, including local public health departments or federally qualified health clinics, 
may be able to help rural providers offset transportation costs.

HealthTran’s rural service area often lacks access to high-speed broadband internet. Mobility 
managers allocate substantial time to communicating with patients, providers, and volunteers 
via telephone.

Funding

The Missouri Foundation for Health funded the HealthTran pilot with a 3-year grant that 
totaled $499,906. HealthTran also received pilot funding from the National Center for Mobility 
Management, the Missouri Department of Transportation, and UnitedHealthcare.

After the initial grant, the program shifted to a subscriber model that focuses on building 
transportation options. HealthTran services include:

1.	 Technology scheduling system linking public, commercial, rideshare, and the MRHA  
volunteer program. Scheduling a ride takes under 2 minutes, and setting up a rider profile 
takes less than 5 minutes.

2.	 Statewide volunteer program building and linking both individual drivers and volunteer  
programs. Drivers accept rides that meet their availability and location, and programs  
manage the volunteers that are dual enrolled. HealthTran offers a subscription to the 
Volunteer Management program or supports the program as needed. Volunteers receive 
mileage reimbursement that makes volunteering affordable and sustainable.

3.	 Community assessments and transportation gap analysis, technical assistance, and mobility 
coordination training.

4.	 Non-traditional transportation technical assistance for improving community transporta-
tion options and sustainability. An example is in the bootheel of Missouri where the Delta 
Area Economic Opportunity Corporation is working to bring 32 Head Start vans under the 
HealthTran umbrella and provide community transportation when the vans are not trans-
porting children.

5.	 Development of a Missouri Mobility Management Certificate program focused on health and 
community. The certificate will be expanded to a certification program by 2024. The certifi-
cate training will be offered online through the University of Missouri Extension program.

6.	 Training RMCs through regional planning commissions and community action agencies to 
address local access needs. The RMCs will work independently and collaboratively on 
bringing resources, knowledge, and technical assistance to rural communities.

Lessons Learned

The MRHA and Community Asset Builders were able to leverage long-standing relationships 
with funders, community partners, legislators, and other key entities to ensure the success of the 
pilot program and continued investment in the current self-sustaining model. Program leaders 
suggest that partnering with local businesses and leveraging resources from collaborators can be 
critical to gaining buy-in and maintaining services throughout changes in funding.

Similar programs should seek funding for a large initial investment in program infrastructure, 
including training ride coordinators and arranging logistics for drivers. MRHA and Community 
Asset Builders recommend including funding for investments in transportation planning in 
grant applications.

Once established, the subscription-based service can require different kinds of resources to 
remain sustainable. Similar programs should consider whether there is sufficient local interest 
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among community members and providers to establish a system of volunteer drivers and enroll 
in a subscription service for transportation.

Providers reported very high levels of satisfaction with the program. Providers also offered 
some suggestions that could benefit similar programs. For example, almost all providers  
suggested developing a flag in the patient’s EHR to record transportation needs and remind 
staff to contact HealthTran. One provider also recommended creating signage for clinic 
waiting rooms to prompt patients to ask about HealthTran. HealthTran listened, and the 
new scheduling platform has the capability to link directly with medical record systems, and 
national health measures are being explored for 2021 reporting. The data gathered through  
the scheduling system offers customizable reports from collected data including funding 
buckets and payor source.

Transferability

HealthTran successfully transitioned from a grant-based model to a subscriber-based model. 
Other programs could consider a similar trajectory: 1) using grant funding to make large  
capital investments in infrastructure, establish partners, and document the success of the program 
and 2) using a subscriber-based model to continue to provide NEMT with volunteer drivers.

Contact

HealthTran
Jefferson City, Missouri
https://mrhassociation.org/
info@morha.org
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Introduction

This chapter presents 16 examples that describe a wide range of collaborative efforts that improve 
transportation access to health care, with examples from across the country. See Exhibit 6-1.

The examples were selected from more than 50 collaborative practices that were identified 
early in the research project and that are briefly outlined at the end of this chapter in Exhibit 6-9. 

C H A P T E R   6

Collaborative Practices

Exhibit 6-1.    Location of the collaborative practices.
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This exhibit groups the practices into nine categories, ranging from Innovative Funding and 
Reimbursement to Mobility Management to Brokerage Technology.

Collaborative Practices

The 16 collaborative practices described in this chapter include relatively straightforward 
examples such as the hospital in Campbellsville, Kentucky, with a free van service for patients in 
its surrounding counties. The examples also include a call center in southern Illinois that coor-
dinates transportation between several health-care and transportation providers, facilitating not 
just health-care trips but also trips supporting wellness such as trips to grocery stores.

Technology also plays a role in transportation improvements to health care. One of the 
examples profiled—Kaizen Health—provides a logistics hub that aggregates multiple NEMT 
providers in one place.

Readers of the collaborative practices in the chapter will see that close to half address transpor
tation in rural areas. This is not a surprise given that rural communities lack the transportation 
infrastructure typical of urban areas. Rural areas also lack the range of health-care facilities seen in 
urban areas, exacerbated by the closing of rural hospitals as discussed in Chapter 2. The result is that 
many health-care trips in rural areas, especially for more specialized care, may require long trips 
across county borders that require extra coordination and collaboration. 

 
 
 
 

Health-Care Provider Operates Rural Public Transit to 
Improve Patient Access in Rural Mississippi: Aaron E. 
Henry Community Health Services Center, Inc.

Description of Practice

The Aaron E. Henry Community Health Services Center, Inc. (AEH) is a Federally Quali-
fied Health Center (FQHC) that provides integrated, comprehensive care to people in the 
Mississippi Delta. AEH not only focuses on increasing access to primary and preventive care 
but also on promoting community economic development through access to transportation.

AEH offers commuter public transportation, dial-a-ride services, and curb-to-curb services 
to passengers in seven rural Mississippi counties through the Delta Area Rural Transit System 
(DARTS). DARTS originally provided medical transportation to AEH patients but has since 
expanded to offer public transportation to the general public. DARTS offers commuter route 
buses that connect riders to local employers, medical facilities, and other key community loca-
tions. Most DARTS riders use the program to access their jobs at local industries and casinos, 
but on-demand stops can also include shopping centers and human services agencies. DARTS 
currently operates more than 40 multi-passenger vans (1).

In addition, DARTS provides on-demand, dial-a-ride services for elderly patients in the seven-
county region with funding from the Area Agency on Aging. Eligible riders must call DARTS 
to make a 24-hour advance reservation. Older adults and individuals with disabilities are also 
eligible for low-cost, curb-to-curb van service in certain service areas. AEH provides Medicaid 
NEMT transportation. Medicaid beneficiaries call the Medicaid transportation number, and the 
Medicaid broker sets up payment with AEH.

DARTS also participates Delta Rides, a network of private transit providers, other non-
profit transportation providers, and social service agencies in the Mississippi Delta region. 
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Together, the Delta Rides network provides transportation services to 21 counties in the  
Mississippi Delta region. Community members seeking to travel between counties can  
contact a Delta Rides mobility manager, who will coordinate between agencies to schedule 
their ride. Delta Rides’ representatives participate in monthly meetings to share lessons 
learned and discuss resources.

AEH provides approximately 139,000 rides each year. About 70% of rides are for special 
populations (the elderly and individuals with disabilities) and the other 30% are for the general  
public. The number of AEH rides have generally remained steady, with minor changes in 
ridership that correspond to increased or decreased community demand (e.g., the closure of 
a local casino).

Needs

In 2018, AEH served a total of 15,182 patients (2). Approximately 89% of patients were at or 
below 200% of the federal poverty level. In addition, 22% of patients were uninsured, 36% were 
enrolled in Medicaid, and 14% were enrolled in Medicare. AEH also reports that their patient 
population has high rates of certain chronic health conditions. For example, in 2018, 45% of 
patients had hypertension and 23% had diabetes. AEH reports that DARTS has grown in tandem 
with the “expansion of the regional job market and the increased need for affordable employ-
ment transportation.”

How Did the Collaboration Start?

In 1990, AEH identified a major need for transportation among patients in their rural  
Mississippi service area. The founder of the FQHC, Aaron E. Henry, was transporting patients 
in a personal van to help ensure they could attend critical appointments. AEH staff decided to 
develop the DARTS program to better meet patient needs for transportation to subspecialty 
care. At the same time that AEH began providing transportation to patients, some Mississippi  
Delta counties began experiencing new economic development after the passage of the  
Mississippi Gaming Control Act. The legislation restricted casino gambling to counties along the 
Mississippi River and the Gulf Coast. Local residents who gained employment at the new casinos 
needed reliable transportation to and from work.

In 1993, AEH used a grant from the Mississippi Department of Transportation (MDOT) 
to expand services to the general public in recognition of unmet needs for transportation to 
employment opportunities. To decide on the most appropriate stops for the commuter routes, 
AEH reached out to local businesses, social services, and employment agencies to solicit sug-
gestions. AEH prioritizes stops that provide access to places of employment. Other key stops 
include employment agencies, social services, health-care facilities, and recreational sites.

DARTS began with two minivans with a 15-person capacity and has since expanded to  
46 multi-passenger vehicles. Most DARTS riders now use the program to access jobs and human 
services. As of 2019, DARTS provides public transit services in Coahoma, Desoto, Panola, 
Quitman, Tallahatchie, Tate, and Tunica counties.

Funding/Sustainability

Fees for DARTS vary by age, residency, insurance status, and travel distance of the rider. 
Transportation fees for some senior riders are covered by the Area Agency on Aging, Medicaid, 
or Medicare. Some county governments in the DARTS service region also offer transporta-
tion subsidies.
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In addition, AEH receives federal funding from the U.S. Department of Transportation 
(USDOT) Formula Grants for Rural Areas (Section 5311), which is administered by the MDOT. 
In 2018–2019, AEH’s transportation budget was $2.5 million, with $1.1 million from MDOT. 
AEH also holds a purchase-of-services contract from the North Delta Planning and Devel-
opment District to provide transportation services for the elderly and for individuals with  
disabilities. In addition, DARTS funded a Regional Transportation and Maintenance Center 
with grant funding from the U.S. Department of Agriculture, the USDOT’s FTA, Community 
Transportation Association of America, and the Mississippi Development Authority’s Energy 
and Natural Resources Division.

Lessons Learned

Stigma associated with public transportation presented challenges to encouraging use of 
DARTS services. Use of buses is associated with older, low-income, and ill individuals. Rural 
residents are still highly reliant on personal vehicles and unfamiliar with navigating public 
transportation. AEH is taking steps to encourage the use of public transportation among people 
of working age and younger adults. AEH conducted community outreach about transportation 
options and worked with the drivers to create a standard branded look for the vehicle fleet. 
Drivers wear uniforms and adhere to standards for clean vehicles.

AEH leveraged one-time funding opportunities for capital investments in the service fleet. 
For example, AEH used American Recovery and Reinvestment Act funding to purchase new 
vehicles for DARTS and to renovate the vehicle maintenance shop. Capital investments are 
critical for implementing new services and maintaining vehicles.

A key lesson learned for communities seeking to implement a similar program is to under-
stand the needs of the targeted population. Programs need to understand how much com-
munity members are willing to pay, where they want to go, and how long they are willing to 
travel. In rural areas, patients may need to travel for hours for medical care. Programs also 
need to understand how to accommodate their target population, including their physical 
and social needs.

Resources

•	 AEH’s website provides additional information about Delta Rides and AEH public transpor-
tation services: https://www.aehchc.org/darts/delta-rides/

The Takeaways

• � AEH leveraged several sources of funding to not only offer 
transportation to and from medical facilities but also to support 
local economic development and employment opportunities.

• � Periodic capital investments in infrastructure are critical to 
maintaining the integrity of a vehicle fleet.

• � Rural programs may need to conduct outreach or implement 
strategic marketing and branding to help address stigma related 
to public transportation services.

https://www.aehchc.org/darts/delta-rides/
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Health Care Insurer Offers Free NEMT  
Transportation: CareMore Health System

Description of Practice

CareMore Health is a physician-founded, physician-led integrated health insurer and care 
delivery system. CareMore’s focus is on chronically ill patients and developing holistic solutions. 
For many patients enrolled in its Medicare plans, CareMore provides a diverse range of NEMT 
services free of charge. Most ambulatory riders can use Uber and Lyft. Patients that require extra 
assistance or specialized transport have access to door-to-door service and accessible vehicles. 
CareMore has established a call center that takes all requests for service and monitors that service.

All patients (or clinic staff) in need of transportation contact the call center. The call center 
then determines the most appropriate mode of service. The call center either contacts the TNC 
or CareMore’s transportation broker who will then assign the appropriate level of service for 
each patient. Exhibit 6-2 depicts the key steps.

CareMore’s focus on holistic solutions had to include transportation for those in 
need—estimated to be about 18% of their patients. CareMore determined that 
transportation was an essential need. Their previous service had a number of 
issues that needed to be addressed. A service was designed to match need and 
service with the help of Lyft and American Logistics Company (ALC). Technology 
was an integral part of the solution (Interview with CareMore by Ken Hosen, 
December 2019).

 

Exhibit 6-2.    Key steps. Image used with permission from CareMore.

Needs

In 2016, CareMore Health, a physician-founded, physician-led care delivery system serving 
more than 150,000 patients in nine states and the District of Columbia, began a pilot program 
to offer its most chronically ill patients more reliable NEMT.

https://www.caremore.com/
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CareMore had provided patients with wheelchair vans and other specialized transport for 
years, but after receiving numerous complaints from patients that the services were inadequate, 
CareMore sought out a solution to improve the transportation program. The pilot was so 
successful that after just a few months CareMore expanded the program systemwide.

The problems to be resolved revolved around the following issues:

•	 Driver education—With the high-needs service typical of CareMore patients, many of the 
typical TNC drivers were not equipped and did not know how to properly transport chroni-
cally ill patients.

•	 Poor service—On-time performance was poor, resulting in patients being late or missing 
their appointment.

•	 Lack of appropriate service availability—Rural areas pose a particular challenge where trips 
are longer, costs are higher, and often no service is available.

•	 Needs of patients—Most new technologies require the use of a smartphone. CareMore 
worked with TNCs to eliminate the need for a smartphone through calling the CareMore 
call-taking function

•	 Full access—Some benefits did not include access to certain destinations.

How Did the Collaboration Start?

Realizing that the needs of CareMore patients were not being adequately addressed, manage-
ment determined that the solution included a number of key innovations. In 2015, CareMore 
established its call center and entered into a collaborative relationship with Lyft (a TNC) and 
American Logistics Company (ALC) acting as a broker for non-Lyft trips. ALC soon developed 
the software needed by CareMore to assure a level of control over the service. The key elements 
of the collaboration were as follows:

•	 Collaboration—Having the right partners is critical to CareMore’s mission. CareMore first 
chose Lyft and later included Uber for ambulatory patients. ALC is the service broker for trips 
not appropriate for a TNC.

•	 Service design and innovation—CareMore is able to match need to the most appro-
priate service. Their call center allows full control over the service.

•	 Technology—Optimizing and grouping trips where feasible, unlike many brokers,  
CareMore transportation and clinical staff can identify the actual location and on-time 
status of all patients on board a vehicle. This is a valuable tool for clinic staff in addition 
to being another tool to ensure safety of patients.

Coordination of Services

As all trip requests come into the CareMore call center, all coordination is accomplished 
through CareMore. CareMore determines the mode and then dispatches one of its contractors, 
either a TNC or schedules through the broker. Important for safety and on-time performance, 
the call center, broker, and clinic staff are able to track each trip using automatic vehicle locators. 
See Exhibit 6-3.

Funding/Sustainability

Funding for this service comes from CareMore. CareMore believes that the investment in 
transportation (in general) pays off in reduced health-care costs (e.g., reduced visits to the emer-
gency room, illness, and missed trips, which are very costly).
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This is one more example of the for-profit private sector understanding the necessity of  
transportation and how important it is to appropriate health care.

Lessons Learned

Transportation access is crucial to health. CareMore reports that, through the use of TNCs 
and the revised model, missed trips are down as much as 12%, though that has yet to be 
verified. In addition, based on their over 3 million trips completed using this new model, 
CareMore has seen:

•	 32% cost reduction from previous model.
•	 30% shorter wait times.
•	 97% member satisfaction.

Exhibit 6-3.    My Ride Manager (MRM) 2.0 (ALC and Uber Health Technology). Diagram used 
with permission from CareMore (C2C, D2D, BLS/ALS = passenger codes).

The Takeaways

• � Transportation is a key to holistic health-care solutions.
• � CareMore believes that this service is a worthwhile investment 

that reduces costs and missed trips (more research is needed on 
this, however).

• � Use the most appropriate service to meet the needs—one size 
does not fit all.

• � Invest in technology that can track every trip in real time.
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NEMT Provided by a Health Care Consortium  
in Columbia County, New York: Children and  
Adults Rural Transportation Service (CARTS)

Description of Practice

The Children and Adults Rural Transportation Service (CARTS) provides free 
NEMT to residents of Columbia County, New York. While all trips originate in 

Columbia County, CARTS transports passengers to multiple counties in New York State and 
bordering areas in western Connecticut and Massachusetts for care.

CARTS is a program of the Columbia County Community Healthcare Consortium, Inc. (the 
Healthcare Consortium), a non-profit, community-based organization that brings together 
multidisciplinary stakeholders to improve the health and well-being of residents in Columbia 
and Greene counties.

CARTS receives reimbursement from Medicaid to transport enrollees and uses funds from 
a range of other sources to cover the cost of rides for non-Medicaid patients. CARTS also 
works with local hospitals and health and human services providers to provide transporta-
tion for outpatient services and court-related appointments. The New York State Medicaid 
Transportation Program contracts with CARTS to provide transportation to individuals in 
Personalized Recovery Oriented Services (PROS), which supports the rehabilitation and treat-
ment of people with serious mental health conditions.

CARTS operates Monday through Friday from 8 am to 4 pm, though drivers often begin 
driving earlier to pick up passengers and end later to drop passengers off at their final destina-
tion. On an annual basis, CARTS provides more than 16,000 trips to over 500 people.

Clients enrolled in Medicaid call the regional transportation broker to confirm their eligi-
bility and receive prior authorization for transportation services. Due to the state’s Medicaid 
freedom of choice provision, passengers can request CARTS when they reach out to the Medicaid 
broker. Clients who are not enrolled in Medicaid call CARTS directly to schedule a ride.

Due to limited resources and the rural geography of the region, the CARTS model requires 
substantial advance planning. Passengers need to book their trips at least 2 days in advance for 
in-county rides and more than 2 weeks in advance for out-of-county rides.

CARTS is supported by two staff members, a Transportation Program Director and a Trans-
portation Program Coordinator. These staff work with the state Medicaid broker, individual 
passengers, and other clients (e.g., the local community hospital) to schedule rides. CARTS also 
employs 11 to 13 drivers at any time, generally at or slightly higher than minimum wage. Drivers 
are typically civically minded retirees who formally worked for local fire, police, or corrections 
departments. All drivers must have a clean driving record and pass a physical exam and a road 
test prior to hire.

Needs

Columbia County has a large aging, rural population. In 2018, an estimated 23.8% of 
Columbia County’s population was age 65 years or older. Many older CARTS clients are 
receiving health treatments that make it difficult for them to drive themselves to appointments, 
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including dialysis or chemotherapy/radiation. Many older clients lack a social support system 
or family who can help provide transportation to health care or feel hesitant about driving 
in larger cities.

CARTS makes several special accommodations to meet the needs of PROS program par-
ticipants. For example, CARTS dispatches several vehicles simultaneously to pick passengers 
up at each group home and drop them off at PROS facilities. This prevents passengers from 
spending long periods of time in the vehicle, which could cause stress and exacerbate an 
existing condition.

CARTS also holds a contract with the local community hospital to transport psychiatric 
patients to and from court appointments. Before they approached CARTS to arrange special 
transportation, the hospital reported that patients would often leave and not return while they 
were waiting for a taxi to attend court, therefore discontinuing critical mental health treat-
ment. To better meet the needs of these patients, CARTS dedicates a car and driver solely for 
transporting patients between the hospital and court. The CARTS driver waits for the patient 
outside the hospital and the court building to ensure patients arrive safely to and from their 
destinations.

Drivers also provide substantial personal assistance to riders with special needs, such as 
helping them into the vehicles and maneuvering equipment (e.g., canes or walkers). CARTS 
also educates drivers about transporting dialysis patients and keeps blood pathogen kits in 
every vehicle in case a rider has an issue with a port.

In addition, CARTS tries to consider the experience of all passengers when scheduling rides. 
For example, some patients with behavioral health conditions prefer to ride alone. If necessary, 
CARTS will schedule fewer people than the maximum capacity of the vehicle to ensure that all 
passengers have a comfortable ride.

How Did the Collaboration Start?

The Healthcare Consortium was established in 1998 with the mission of increasing access to 
health care by promoting collaboration among health and human service providers in Columbia 
County. Representatives from county government, county departments and agencies, health-
care providers, local business, faith-based organizations, and members of the community all 
serve on the Consortium’s Board of Directors.

Lack of transportation to and from medical appointments was one of the first issues iden-
tified by the Healthcare Consortium in 1998. Rural Columbia County lacks accessible and 
comprehensive public transportation options, and patients are often required to travel long 
distances to receive care. The Consortium began CARTS in 1999 to meet the transportation 
needs of community members.

Funding/Sustainability

CARTS receives substantial funding and in-kind support from Columbia County, which is 
critical to the continued success and sustainability of the program:

•	 The Healthcare Consortium operates out of an office space in a county-owned building at 
no cost.

•	 The county allows CARTS to purchase tax-free fuel from the county pump.
•	 In previous years, CARTS has leased vehicles directly from the county at below market rate.
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•	 CARTS uses the county garage for repairs and parks their vehicles in the City of Hudson-
owned lot.

•	 The Columbia County Board of Supervisors includes a small amount of funding for CARTS 
in the county budget each year.

•	 Several county agencies, including the Columbia County Office for the Aging and the 
Columbia County Department of Health, commit small amounts of funding to the Health-
care Consortium each year.

CARTS also receives reimbursement from Medicaid for providing NEMT for enrollees. Non-
Medicaid enrollees often support CARTS with donations. In addition, the Foundation for 
Community Health, a private foundation in Connecticut, provides CARTS with a small amount 
of funding to help support local community members.

Lessons Learned

In a rural community with limited resources, collaboration is essential to the sustained 
success of a transportation program. CARTS receives in-kind and budgetary support from 
many community agencies, local government, and other key partners who understand the 
value of transportation in promoting health and well-being.

CARTS also leverages partnerships to continue to adapt to changes in transportation 
management. For example, several local health-care providers have started using Circula-
tion, a web-based platform, to request rides for patients. Since CARTS works at capacity, 
mobility managers originally had to refuse last-minute trip requests. CARTS leadership 
reached out to partners at providers’ offices to find a way that CARTS could continue to 
serve patients in their service area. Case managers now call CARTS directly to first schedule 
the patient at a time that CARTS can accommodate before placing the request in the web-
based system.

Resources

•	 The CARTS website is available at: https://www.columbiahealthnet.org/programs/medical- 
transportation/

The Takeaways

• � The Healthcare Consortium works closely with partners and the 
county government to leverage resources and in-kind support  
for long-term sustainability.

• � CARTS also works closely with partners to better understand  
and meet the needs of patients with a range of health  
conditions.

• � CARTS directly employs drivers instead of using a volunteer 
model. Drivers are typically long-time community members with  
a strong commitment to civic participation.

https://www.columbiahealthnet.org/programs/medical-transportation/
https://www.columbiahealthnet.org/programs/medical-transportation/
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County Demand Response Program Partners with Local 
Hospitals for Funding Support in Baltimore County, 
Maryland: CountyRide

Description of Practice

Baltimore County, Maryland, provides a demand response public transit system known 
as CountyRide (Exhibit 6-4). The service is operated by the county’s Department of Aging, 
with transportation provided for seniors and people with disabilities in the urbanized por-
tion of the county and for the general public in the non-urbanized northern portion. This 
distinction reflects the funding sources received from the state, including FTA and state 
transit funds.

Through a long-standing public-private partnership, CountyRide receives annual finan-
cial support directly from hospitals and medical facilities in Baltimore County and Baltimore 
City. This funding supplements CountyRide’s federal and state grants as well as passenger 
revenue.

CountyRide recognizes the support from the medical facilities in several ways:

•	 Extending its service into Baltimore City specifically to serve participating medical facilities 
located within the city limits. Except for those specific destinations, CountyRide does not 
serve Baltimore City.

•	 Providing priority scheduling for riders traveling to medical appointments, including those 
at the partnership facilities.

•	 Recognizing medical facilities through CountyRide’s online and printed informational 
material.

Exhibit 6-4.    CountyRide vehicle. Photo courtesy of 
KFH Group.
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Needs

Transportation access to hospitals and medical facilities in the Baltimore region is difficult 
for many seniors and people with disabilities without access to private transportation. Baltimore 
County saw rising demand for trips into Baltimore City for medical appointments but limited 
funding to expand service.

How Did the Collaboration Start?

CountyRide’s public-private partnership program began more than 25 years ago, initiated 
because of growing demand from seniors and people with disabilities for medical trips and 
shrinking local funds to support the transportation service. A number of hospitals and medical 
facilities in both Baltimore City and Baltimore County stepped up to help support County-
Ride, recognizing that the door-to-door service was critical for many of their patients to access 
appointments at their facilities.

There are currently 15 medical facilities (shown in Exhibit 6-5) that contribute funding to 
CountyRide to support transportation access to their facilities.

Exhibit 6-5.    Partnership hospitals.
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Funding/Sustainability

CountyRide’s partnerships with medical facilities are informal and the amounts provided 
by individual hospitals and health-care organizations may vary year to year. Nevertheless, 
the funds are an important contribution supporting CountyRide’s operations. In FY 2017, 
the partnership funding made up 13% of all fare revenues.

Lessons Learned

Coordination and collaboration between a county-based specialized transportation service 
and the hospitals and health-care organizations which it serves can lead to funding support for 
the transportation provider. Recognition of that support furthers the partnership.

The Takeaways

• � Community transportation programs can establish relationships 
with medical facilities they serve that include financial support.

• � The transportation program should emphasize that many riders 
travel to medical facilities, and the program provides access for 
these individuals to needed health-care appointments (and avoids 
missed appointments).

• � The transportation program should recognize the support of the 
medical facilities through its own resources and in the broader 
community.

Transportation Pilot in Central Pennsylvania to  
Improve Patient Access to Health Care and Reduce  
No-Shows: Geisinger Health System’s Partnership  
with rabbittransit

Description of Practice

Geisinger Health System, a large integrated health-care system in central Pennsylvania, is 
piloting non-emergency transportation service for its patients in two different areas to improve 
their access to medical and other health-related appointments and to address patient no-shows. 
Geisinger is partnering with rabbittransit, a regional transportation authority serving 10 counties 
in central and southcentral Pennsylvania, to provide the service.

Two pilot services were planned and initiated in April 2018. One serves patients in an urban 
area—those living within a 25-mile radius of the city of Scranton. The second serves rural 
patients—those living within 50 miles of the town of Danville.
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rabbittransit serves as the coordinator of transportation service for the pilot. In addition to 
providing trips within its own service area, rabbittransit coordinates with neighboring public 
transit providers to deliver/perform trips within their respective service areas. If a patient’s trip 
needs cannot be met by one of the public transit providers in the coordinated network, the trip 
is scheduled to a taxi, TNC, or other private provider.

Needs

Geisinger was experiencing high rates of appointment no-shows—particularly for primary 
care appointments but also for ancillary appointments, such as for diagnostic services. Data from 
2016 saw almost 324,000 no-shows for medical appointments and close to 88,000 no-shows for 
ancillary appointments.

How Did the Collaboration Start?

Geisinger determined that the rate of no-shows had to be addressed. Geisinger understood 
that providing a transportation service may not be the easy fix to missed medical appointments, 
but it decided nonetheless to try and improve patients’ access, particularly for those living in 
rural areas (3).

Through community relationships, Geisinger was familiar with rabbittransit, the regional 
public transit provider. The two entities worked together to plan and implement the pilot.

According to plans for the pilot, a referral from staff begins the process for scheduling a 
patient’s trip. The referral is reviewed, and the patient is screened. The health system then sends 
a transportation request to rabbittransit to schedule the patient’s trip.

Geisinger’s plans also recognized the need to extend transportation service through the pilot 
for non-clinical but health-related activities—for example, access to pharmacies to get medica-
tions and transportation to grocery stores for fresh food.

Funding/Sustainability

Geisinger provides the patients’ trip without charge, funding the cost through its health-
care plan. Transition from pilot status to ongoing status will be determined once the pilots are 
formally evaluated to assess their effectiveness in addressing patient no-shows and improving 
transportation for other health-related needs.

The pilot has connected those patients who were unaware of public transportation options to 
their local transit providers. This allows patients to have transportation for other purposes, and 
many have transitioned from the pilot program to traditional transit programs.

Lessons Learned

Data provided in 2019 with ridership figures for the pilots’ initial 9-month period showed 
3,900 trips were provided for 1,459 patients. The average trip distance was 27 miles. Eighty-five 
percent of the trips were for medical purposes. Of the remaining, 13% were for food-related 
needs and 2% were for pharmacy needs and social service (4).
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Logistics Platform Connecting Transportation  
and Health Care: Kaizen Health

Description of Practice

Kaizen Health offers a platform that aggregates diverse types of transportation in one place. 
Kaizen Health aims to accommodate the needs of everyone, including people with limited 
mobility and children. Depending on the network area, Kaizen can partner with:

•	 Rideshare companies, including Uber and Lyft,
•	 Traditional NEMT fleets,
•	 Taxi companies,
•	 Wheelchair-accessible vehicles,
•	 Small buses,
•	 Non-emergency ambulances,
•	 Medicars/stretcher vehicles, and
•	 Courier services (for example, to deliver medication to patients at home).

Multiple types of health-care organizations and stakeholders utilize Kaizen Health’s platform 
to arrange transportation for patients. Kaizen Health works with health-care providers (e.g., 
FQHCs, large health systems, academic medical centers, and safety-net hospitals), Medicaid, 
Medicare Advantage, clinical trial research coordinators, senior centers, municipalities, and 
non-profit agencies.

Kaizen Health’s clients can use the platform to arrange NEMT transportation for any kind of 
medical services, from discharge from the emergency department, to routine transportation to 
dialysis clinics, or to follow-up primary care appointments.

The Kaizen Health platform is available through a web browser or can be integrated with dif-
ferent case management or EHR platforms (Exhibit 6-6). Staff helping to arrange transportation 
can browse the options available for their client and select the vehicle that best meets their needs. 
The passenger can select their preferred communication method (text/voice call/mobile app)  

The Takeaways

• � Health-care organizations understand that lack of transportation 
is not the only factor impacting appointment no-shows.

• � Yet, providing free transportation to medical and health-
related appointments improves patient access and helps reduce 
no-shows.

• � Patients living in rural areas, where public transportation options 
are limited, have greater needs for transportation assistance to 
access health care.
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and language of choice to receive updates about the ride. Passengers receive communication with 
the details about their upcoming rides. A typical ride arranged through Kaizen Health includes 
the following steps:

1.	 A patient is ready to be discharged from the emergency department or hospital.
2.	 A care coordinator assesses their transportation need and requests a ride through Kaizen 

Health to get the patient home. The care coordinator also sets up transportation in advance 
for a follow-up medical appointment.

3.	 On the day before the follow-up appointment, the patient receives automated communica-
tion with a reminder about the ride.

4.	 Minutes before pick up, the patient receives communication with details about the driver 
and vehicle.

5.	 The driver picks up the patient and drops them off at their medical appointment. The care 
coordinator can track the progress of the ride on the Kaizen Health platform.

If the patient cancels the ride for any reason, Kaizen Health notifies the care coordinator 
who made the appointment to facilitate rescheduling.

Needs

Kaizen Health offers transportation options that meet a range of mobility needs. In addi-
tion to curb-to-curb services, Kaizen Health also arranges door-to-door, door-through-door, 
and bed-to-bed transport. The Kaizen Health platform includes decision-making support 
to help the user, typically a care coordinator or social worker, select the vehicle that best 
accommodates the patient’s needs. For example, if the user chooses a wheelchair-accessible 
vehicle, the system asks them whether the patient is able to ambulate or to choose the type of 
wheelchair that the patient is in so that a standard wheelchair vehicle is not sent for a patient 
that is in a motorized wheelchair.

Many of Kaizen Health clients are arranging transportation for patients who have complex 
health conditions and are enrolled in Medicaid. Those whose transportation is not covered 
by Medicaid often struggle to pay out-of-pocket transportation costs. Patients who live in 
rural areas may also have unmet transportation needs due to a smaller pool of drivers. Other 

Exhibit 6-6.    Example of Kaizen Health application with patient’s scheduled ride and mobility 
needs. Image used with permission from Kaizen Health.
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transportation barriers include lack of access to personal cars, limited public transit options, 
and lack of technology to arrange their own transportation.

How Did the Collaboration Start?

The inspiration for starting Kaizen Health was due to problems that their own family faced. 
When investigating the NEMT landscape to solve those family problems, they found that health 
systems often lacked the resources and space to manage their own fleet, including funding for 
drivers, gas, and maintenance. They also found that providers were interested in rideshare plat-
forms, but hesitant about HIPAA limitations and the ability of drivers to help patients with 
limited mobility.

Kaizen Health sought to address these issues by building a HIPAA/Health Information 
Trust (HITRUST)/SOC 2 (System and Organization Controls 2)-compliant platform that 
removed the burden of arranging transportation partners from providers. Kaizen Health 
mobilizes existing transportation providers under one platform to simplify the process of 
finding and requesting the most appropriate ride.

When a client reaches out to Kaizen Health to inquire about using the platform, they are 
often interested in testing a proof of concept or piloting the program. For example, in 2017, the 
University of Illinois Hospital and Health Sciences System (UI Health) worked with Kaizen to 
implement the pilot PROgram for Non-emergency TranspOrtation—or PRONTO to investi-
gate whether Lyft could help patients get home more quickly after discharge. The 3-month pilot 
program was highly successful; patients were typically transported home 1 hour after the social 
worker assessed their transportation needs (5).

Funding/Sustainability

Kaizen Health bills clients on a monthly basis. For pilot programs, Kaizen typically charges 
on a per-ride basis. Once the partner contracts with Kaizen Health for full services, the com-
pany also charges a per-ride administration fee or a licensing fee, depending on the prefer-
ences of the client. Kaizen Health also charges for other services, such as licensing fees for 
EHR integration.

Resources

•	 Kaizen Health’s website provides additional details about the platform: http://kaizenhealth.org/
•	 Kaizen Health presented a demonstration of their platform for the Center for Care Innovations: 

https://www.careinnovations.org/resources/tech-demo-connecting-patients-to-transportation- 
with-kaizen-health/

The Takeaways

• � Kaizen aggregates multiple NEMT providers in one place, 
allowing clients to pick the form of transportation that best 
meets the needs of potential passengers.

• � Small-scale pilot programs can help clients establish a business 
case or rationale for investing in NEMT.

http://kaizenhealth.org/
https://www.careinnovations.org/resources/tech-demo-connecting-patients-to-transportation-with-kaizen-health/
https://www.careinnovations.org/resources/tech-demo-connecting-patients-to-transportation-with-kaizen-health/
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Health Care Transportation  
and Ride Hailing: Lyft

Description of Practice

Lyft is a ride-hailing company that offers health-care providers and  
payers access to NEMT through its network of over one million drivers. 
Coordinators can either schedule rides directly on the Lyft Concierge plat-

form or integrate Lyft’s Application Programming Interface (API) into their existing health 
technology tools. A wide range of individual providers, hospitals, health plans, technology 
platforms, and other entities use Lyft as part of their health-care transportation solutions. 
Coordinators can schedule rides on demand or in advance and track the vehicle.

Needs

While some Lyft drivers offer wheelchair-accessible vehicles, Lyft rides are typically most 
appropriate for ambulatory patients without mobility limitations. Typically, clients use Lyft to 
provide easily accessible, on-demand transportation and partner with a different transportation 
provider to arrange for specialized services such as ambulances and paratransit vehicles. For 
example, the National MedTrans Network uses Lyft’s API to coordinate curb-to-curb pick up 
for patients who can exit and enter a vehicle without assistance.

How Did the Collaboration Start?

Prior to the launch of Lyft’s official health-care platform, third-party transportation pro-
viders were already using Lyft to address gaps in NEMT. In 2016, Lyft detected unusual usage 
patterns in New York City, where several customers were taking rides that had been booked 
from Salt Lake City. The Lyft team discovered that an NEMT, National MedTrans Network, 
was using Lyft to book rides for ACO patients when their scheduled transportation ride fell 
through. The Lyft team reached out to National MedTrans and began identifying other issues 
related to medical transportation, including no-show rates and the costs of avoidable expenses. 
Lyft saw an opportunity to leverage its driver network to increase access to on-demand trans-
portation and reduce the administrative burden of arranging transportation.

Coordination

From the outset of the program, Lyft acknowledged that partnerships would be necessary 
to provide the full spectrum of health-care transportation. The National MedTrans Network 
became one of Lyft’s first partners, and Lyft has since partnered with the nine other top NEMT 
brokers. These brokers can integrate Lyft’s API into their systems, allowing a coordinator to 
schedule Lyft rides for patients.

Funding/Sustainability

Pricing for Lyft rides is based on rates at the time the ride is booked. Costs can vary by type 
of Lyft service, geography, driver availability, time of day, and other factors. Clients are charged 
directly for Lyft transportation through a business account.
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The Centers for Medicare and Medicaid Services (CMS) has provided more opportunity 
for Lyft and other TNCs to provide health-care transportation with a 2019 ruling allowing for 
greater use of supplemental benefits in Medicare Advantage plans, which include transportation.

Lyft was approved as an enrolled Medicaid provider in Arizona in 2019. It is the first such 
agreement between a state Medicaid program and a national ride-hailing company.

Performance Measures

Lyft’s 2019 annual economic impact report found that 29% of clients used the application 
for health-care trips. The report, which includes results from a survey of 30,000 Lyft users, 
also found that over one-third of riders who use Lyft to travel to health-care services reported 
decreased urgent care visits since using Lyft. Lyft also reports that the service contributes to 
decreased no-show rates, increased revenue, and improved patient satisfaction.

Lyft’s clients report high demand and customer satisfaction. For example, Lyft partnered with 
major Medicare Advantage provider Cigna-HealthSpring in May 2017 to provide transporta-
tion to doctor’s appointments and pharmacies in Alabama, Georgia, Maryland, North Carolina, 
Pennsylvania, Tennessee, Texas, and the District of Columbia. Cigna-HealthSpring reported 
that by November 2017, patients had completed 14,500 rides. In satisfaction surveys, 92% of 
customers indicated that Lyft was their preferred NEMT option.

Lessons Learned

Patients may need additional assistance with identifying the location of their appointment on 
large medical campuses. Lyft uses venue mapping to allow clients to designate custom pick-up 
and drop-off zones for their medical facilities.

Lyft’s on-demand transportation has proven popular with a range of health-care providers 
and their patients.

The Takeaways

• � Ride-hailing companies have expanded their business lines, with 
an increasing presence in the health-care transportation space.

• � Ride-hailing trips tend to be more effective for ambulatory 
patients. Wheelchair-accessible service is limited.

Service Design Matters: North Central Regional  
Transit District, New Mexico

Description of Practice

North Central Regional Transit District (NCRTD) is a large, four-county rural transit system 
that spans over 250 miles of service. NCRTD serves four very different counties, seven cities and 

https://nap.nationalacademies.org/catalog/25980?s=z1120


Guidebook and Research Plan to Help Communities Improve Transportation to Health Care Services

Copyright National Academy of Sciences. All rights reserved.

140    Guidebook and Research Plan to Help Communities Improve Transportation to Health-Care Services

towns, and six pueblos. In 2013, NCRTD was a low ridership service with difficult-to-follow 
routes and schedules. Many routes did not connect, and the service was difficult to use for work, 
shopping, or health care.

In 2013, new management initiated a 5-year plan with extended outreach to the health-
care and human service sectors. Routes were revised to make them usable to most riders and 
included:

•	 Reduced meandering and elimination of loop routes;
•	 Re-timing of routes, which was critical to meet work schedules and provide midday service 

for health care, shopping, and personal needs; and
•	 Better connections internally, with five connecting buses and trains.

Through modifications to the routes and with no increase in service levels or costs, the exist-
ing routes increased ridership by 45% in 1 year. When new routes were added to the mix, rider-
ship doubled in 4 years (6).

A 2020 survey conducted for NCRTD indicated that 9% of trips were for health-care services (7). 
This generates about 100 one-way trips for health care on a daily basis, doubling the previous 
level of service to health care. Management continues to make improvements, enhance bus stops 
and shelters, and make connections simple.

Needs

The NCRTD service area is quite diverse. Two counties have high poverty rates, while two 
have well above average incomes, and one county has one of the highest per-capita incomes in 
the nation.

The distances people travel for work, health care, and college often extend 50 miles or more 
one way. Language barriers exist in many cases, and winter travel through the mountains can 
be challenging at best.

At the same time, there is a major commuter network into Santa Fe with rail connections 
to Albuquerque. NCRTD connects with five other transit systems, including a commuter rail 
system. Visitors make up a large part of the potential users as well, with service geared for ski 
basins and communities on the Santa Fe to Taos corridor.

Lastly, the needs identified in the agency’s 5-year plan became evident once new service 
was implemented with an over 40% increase in ridership in 1 year (8). Health-care access was 
dramatically improved as well.

How Did the Collaboration Start?

When new management came to NCRTD, it found a low-ridership system with poorly 
designed routes and timing that did not allow for commuter use or health-care access. NCRTD’s 
new management initiated a 5-year plan with extensive outreach to the community: health-care 
providers, human service agencies, visitors, and schools. There were over 20 meetings and focus 
groups as well as a variety of other outreach methods, including a focus group representing 
the health-care field.

The new service network featured improved access to the region’s health-care facilities 
in Taos, Española, and Santa Fe, with an emphasis on needs in remote areas often well over 
75 miles away. The improvements included allowing same-day return access to specialists 
in Santa Fe.
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Funding/Sustainability

The service changes that resulted in the increased ridership were implemented at no addi-
tional costs. Funding and sustainability, however, is no longer an issue for NCRTD as it has 
taken advantage of a New Mexico law that allows for the forming of a district with a dedicated 
sales tax (Gross Receipts Tax). In 2018, voters approved continuance of the tax with elimina-
tion of the sunset provisions. NCRTD uses FTA funds, and some Tribal Transit Funds are 
used as well.

Lessons Learned

Outreach efforts make a difference. In addition, NCRTD’s board includes representation 
from seven cities and towns, six pueblos, and four counties, which allows for both internal and 
external collaboration.

•	 Outreach: Focus groups, if attendees are chosen properly, can produce meaningful results. 
The health-care representatives in the focus groups and through interviews provided mean-
ingful input.

•	 Simple adjustments to schedules, connectivity improvements, and a variety of service design 
improvements helped boost ridership dramatically at no additional cost.

The Takeaways

• � Service design has a major impact on service at very low cost. If a 
20-minute round trip by auto becomes a 2-hour bus trip on poorly 
designed loop routes, then only the desperate will use it. Minor 
adjustments to routes can have a considerable impact:
–  Connectivity—a timed meet.
–  Less meandering.
– � Timing routes for commuters (full 8 hours, plus) and shopping, 

health-care, and other trips (often one-half day).

Transit Sponsorship—A New Sustainability Model  
in Paris, Texas: Paris Metro

Description of Practice

TRAX, a nine-county rural transit system, part of the Ark-Tex Council of Governments, 
implemented a fixed-route service in Paris, Texas, a small city of 25,000 residents in north-
east Texas. The fixed-route system (Paris Metro) supplanted demand response service in 2016.  
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Ridership increased over 400% as the fixed route generated a highly successful service for a 
city of its size. Management believed that coordinated transportation provides better public 
transportation.

The primary focus of this collaboration is the innovative sponsorship program imple-
mented by the transit manager. Prior to implementation, the transit manager used a spon-
sorship plan developed by consultants. Since traditional sources of funding had disappeared 
over the years, TRAX sought a new coordination/sponsorship model. This sponsorship pro-
gram was designed to generate revenue for the service and in return allow advertising, pro-
motional incentives, and other benefits. United Way immediately responded, and working  
with TRAX quickly added the Paris Regional Medical Center (PRMC) and Texas Oncol
ogy as partners. The city of Paris and the junior college also joined with the health-care- 
oriented sponsors.

A secondary focus is the route design, which was pivotal in generating eight one-way trips 
per vehicle hour, higher than virtually every other rural city of a comparable population (about 
25,000).

Demand response service in Paris was never able to go over one to three one-way trips per 
hour, making service quite costly on a per trip basis. It was estimated that, for each fixed-route 
bus in service, the system could reduce demand response service by two vehicles. This was proven 
correct as now only ADA paratransit-eligible riders need demand service.

Management estimated that at least 10% of the ridership is for health-care-related services. 
Annual ridership is 60,000 one-way trips or about 240 per day. Of that amount it is estimated 
that between 20 and 30 daily trips are for health-care access, which is a significant number for a 
small community.

Needs

The study that initiated this system identified transit-dependent persons, including seniors, 
persons with disabilities, youths, low income, and the limited English proficiency cohort. This 
was borne out by the actual ridership.

TRAX worked with its sponsors and others (holding meetings at PRMC) to develop the 
service. Management states that the system transports many difficult-to-serve residents and 
increased travel training to encourage fixed route. Riders include:

•	 Persons with opioid/substance use disorders,
•	 Veterans to the VA clinic,
•	 Cancer patients traveling to Texas Oncology where patients leave a light on when they need 

the bus to stop in the parking lot,
•	 Older adults,
•	 Persons with disabilities,
•	 Students, and
•	 Commuters to major manufacturers.

How Did this Collaboration Start?

In 2015, the new manager of TRAX, armed with a transit and sponsorship plan for the city, 
initiated a sponsorship program with private and public organizations. In return for funding 

https://nap.nationalacademies.org/catalog/25980?s=z1120


Guidebook and Research Plan to Help Communities Improve Transportation to Health Care Services

Copyright National Academy of Sciences. All rights reserved.

Collaborative Practices    143   

and support, there would be advertising and promotional benefits for the sponsors. The  
manager stated that she went to the United Way first, and they agreed to support the project. 
United Way arranged the initial meeting with local businesses. What came out of that meeting 
in a matter of weeks were agreements with:

•	 The PRMC allowed the use of office space as a transfer center, a $25,000 in-kind contribution 
for the facilities, plus additional funding in return for advertising and promotional benefits 
as well as having both buses transfer at the center.

•	 The Texas Oncology provided funding.
•	 The United Way provided funding.
•	 The city of Paris provided in-kind support and funding.
•	 The local high school gave support for transition/travel training for persons with disabilities.

Once the plan was in place with the management, fully-trained drivers and vehicles were all 
in place, and the plan was within weeks of securing agreements and funding, the implementa-
tion efforts began. Service began within months of securing the agreements. Ongoing leader-
ship comes from TRAX and PRMC, while trust and commitment continue after 4 years.

Coordination of Services: A New Model

TRAX has been operating in Paris since the 1980s, initially coordinating Medicaid NEMT, 
Head Start, Administration on Aging Title 3 funds, and other local sources. Over the next 
20 years, those funds were either eliminated or diverted to other organizations or needs. TRAX 
continued to provide service for seniors and other riders previously funded, but the funding and 
coordination ended.

The new coordinated model employed by TRAX looked at other sources of funding and 
different types of organizations to work with. In particular, the health-care entities in Paris 
were called upon to support the system. These entities realized that public transit enhanced 
their patient’s access to health care. In essence, these new supporters took the place of the  
traditional coordination model of support and added to the credibility of transit through 
these new “sponsors.”

Funding/Sustainability

Sustainability has been greatly enhanced through the sponsorship program and the change 
in service design. First, implementing service has reduced the number of vehicles needed in 
Paris. Second, generating local match in rural areas can be difficult. The sponsorship program 
in this case not only generated additional revenue to match federal dollars, but it also gave the 
system an air of legitimacy among all residents of Paris.

The implementation of fixed route allowed for a reduction in total vehicles in service as one 
fixed-route vehicle can transport (in this case) three to four times the ridership per vehicle. 
There were previously five vehicles serving Paris in demand response mode; there are now two 
fixed-route buses and two ADA paratransit vehicles with far greater ridership for health-care 
and other purposes.

Using private and local funding and support allows TRAX to leverage FTA Section 5311 rural 
transit funding for 50% of the net deficit. The other 50% can come from local, state, other federal 
and private sources. The key for TRAX is the sponsorship revenue that allows TRAX to generate 
the all-important local match.

https://nap.nationalacademies.org/catalog/25980?s=z1120


Guidebook and Research Plan to Help Communities Improve Transportation to Health Care Services

Copyright National Academy of Sciences. All rights reserved.

144    Guidebook and Research Plan to Help Communities Improve Transportation to Health-Care Services

Lessons Learned

There were a number of lessons learned. Clearly, a change of service design from low 
productivity demand response to fixed route made a major difference in ridership and 
credibility.

•	 Initial collaboration—Management states that getting the United Way on board at the begin-
ning made the difference.

•	 Building support—With United Way on board, others joined.
•	 Funding—It is important to tell the system’s story and secure stakeholders to communicate 

that story.
•	 Find niches—In addition to trips for health care, high school and junior college students use 

the service.
•	 Outreach—With aggressive management, there were regular visits with case workers and 

health-care professionals to ensure needs were being met.
•	 In-kind support works—The city gave assistance, providing in-kind support for shelters, 

facilities, and their installation.

The Takeaways

• � You must ask if you want to receive.
• � Be prepared to tell your story. Have local leaders (business, 

community, and elected officials) tell the story.
• � It usually takes a lot of time. TRAX was lucky as the federal 

funding, staff, and vehicles were already in place.
• � Operate, promote, and market like a business: grand openings, 

bus dedications, meal delivery during a crisis for example.

Healthy Hop: Pinellas Suncoast Transit Authority

Description of Practice

Pinellas Suncoast Transit Authority (PSTA) is partnering with AdventHealth North 
Pinellas and the city of Tarpon Springs to provide free transportation to medical  
services for low-income seniors in the Tarpon Springs community. This service is 
called Healthy Hop.

Through the partnership, low-income seniors age 65 and older can receive two 
round trips or four one-way trips per month to medical services within Tarpon  
Springs. Seniors and medical facilities are able to call or use an app to access  

PSTA’s Goin software and book a ride for immediate service or up to 2 weeks in advance.  
Providers include Lyft, United Taxi, and Wheelchair Transport for transportation based  
on the rider’s needs.
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Needs

Tarpon Springs, a part of the Tampa Bay region, is a city of 25,000. Tarpon Springs is a retire-
ment community with 25% of the population age 65 and older. This is considerably higher than 
the Florida average of 20% or the national average of about 15%. In addition, the partners all 
believed through anecdotal evidence that a service was needed to support seniors in gaining 
access to health care.

How Did the Collaboration Start?

The collaboration was initiated by the mayor of Tarpon Springs in response to a concern 
from residents that some seniors were not getting to essential health-care appointments. The 
mayor collaborated with PSTA’s chief executive officer, and they brought in AdventHealth 
North Pinellas, the major medical center for the city. PSTA then deployed Goin software to 
broker trips with an app or by phone.

Coordination of Services

At the macro scale, service is coordinated through the partners. At the operational level, all trip 
requests come into the PSTA Goin app, and all coordination is accomplished through PSTA.

Funding and Sustainability

Funding for this service is shared by the city, PSTA, and AdventHealth, a public-private 
partnership.

Lessons Learned

The service has been in operation for 1 year. This small-scale service combined a number of 
transportation providers and brokered service based on need, using Goin software. The program, 
a 1-year pilot, was recently extended.

The Takeaways

• � Transportation is a key to holistic health-care solutions.
• � The combination of a transit authority, the health-care community, 

and local political and community leaders makes for a strong coalition.
• � Use the most appropriate service to meet the needs—one size 

does not fit all.
• � Invest in the right technology.

“PSTA’s mission is to safely connect people to places,” said Brad Miller, CEO of PSTA. 
“We pride ourselves on being innovative leaders in mobility, and partnering with 
Florida Hospital North Pinellas and the city of Tarpon Springs has allowed us to 
provide this on-demand medical transportation service (one of the first of its kind) to 
safely connect the most vulnerable in our community to receiving proper healthcare.”
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A Call Center Increasing Access to Health Care  
in Southern Illinois: Rides Plus

Description of Practice

Rides Plus is a call center funded by the Rides Mass Transit District, a federally funded public 
transportation system that serves 17 counties in southern Illinois. Rides Plus works with trans
portation agencies and health-care providers throughout the service area to help increase 
access to NEMT. Health-care providers contact Rides Plus to schedule rides to appointments 
for their patients.

Much of the infrastructure for the Rides Plus call center and coordination model was devel-
oped by the Rural Medical Transportation Network (RMTN). The Center for Rural Health and 
Social Service Development at Southern Illinois University (SIU) Carbondale developed RMTN 
using grant funding with a goal of improving access to both emergency medical and NEMT 
transportation in southern Illinois. After the end of the grant period, RMTN no longer had 
sufficient funding to operate. Rides Mass Transit District had experienced substantial increases 
in ridership after participating in RMTN and offered to continue funding the call center (now 
called Rides Plus). In addition to continuing to work with health-care providers, Rides Plus also 
helps coordinate other types of appointments for Rides Mass Transit District clients, including 
visits to the grocery store and recreational facilities.

Rides Plus works with several health-care and transportation providers to coordinate trans-
portation services. Rides Plus also received a contract from the local Medicaid MCO to help 
arrange NEMT for their enrollees. First, the health-care provider or MCO will contact the Rides 
Plus call center with a request to set up a ride for a patient with at least 24 hours advance notice. 
Rides Plus then reaches out to the appropriate transportation provider to confirm whether they 
can schedule the ride. If the transportation provider cannot offer the trip, Rides Plus serves as a 
liaison between the providers and patient to find a new time that works for all parties.

A major success of Rides Plus has been fostering collaboration among different trans
portation providers. Providers were originally hesitant to participate in the project due to 
fears of loss of revenue. Rides Plus emphasized the opportunities for increased ridership from 
coordination. Before working with Rides Plus, transportation providers would have to decline 
requests for rides beyond their service area. With the help of the Rides Plus coordinator, the 
transportation provider can accept the ride and simply transfer the rider at a drop-off point 
when they reach the end of their service area. The Rides Plus coordinator takes on the respon-
sibility of scheduling the ride between the two transportation agencies and arranging the transfer.

In FY 2018, Rides Plus provided 12,589 rides to residents of southern Illinois, a 20% increase 
over FY 2017. Rides Plus reports that ridership has been steadily increasing every year. Rides 
Plus has not been able to collect data from health-care providers on other performance measures 
such as changes in no-show rates. However, health-care providers have provided feedback that 
suggests that patients are missing fewer appointments due to transportation barriers.

Needs

Southern Illinois has a large rural population with limited access to transportation. Many 
residents are uninsured and live below the federal poverty level. Rides Plus typically helps 
coordinate demand response rides for rural residents with very limited access to fixed-route 
transit systems. Rides Plus also provides transportation for several patients receiving mental 
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health services. Rides Plus takes additional steps to accommodate the needs of some of these 
patients, such as ensuring that they do not have to share a vehicle with another passenger. In 
addition, many patients have complex health conditions and require additional accommoda-
tions to ensure their safety. For example, Rides Plus arranges transfers for some medically 
fragile patients at the Rides Mass Transit offices instead of a public location such as Walmart.

To assess needs, Rides Plus mobility managers use a checklist of potential accommodations. 
For example, the manager asks about their need for assistance and whether they can navigate 
stairs. The managers note any special needs in the scheduling system to alert the driver ahead 
of the ride.

How Did the Collaboration Start?

The SIU Center for Rural Health and Social Service Development conducted a study of 
local health-care providers and found that missed appointments were contributing to avoid-
able emergency department visits and hospitalizations. The SIU team developed RMTN to  
foster collaboration among health-care providers, emergency medical services, and mass transit  
agencies. To obtain buy-in from transportation providers, RMTN sought to establish a common 
understanding of transportation gaps in southern Illinois and costs associated with missed 
appointments and non-urgent use of emergency medical transportation. The Center for Rural 
Health and Social Service Development organized public forums that included legislators, hospital 
administrators, transportation representatives, and other key partners.

After the end of the grant period, RMTN attempted to transition to a sustainability model 
in which health-care providers would help fund the call center through annual contributions. 
However, health-care providers ultimately did not have the capacity to sustain the center. 
Instead, Rides Mass Transit District extended an offer to continue funding a new iteration of 
the call center. Rides Mass Transit District had experienced a substantial increase in ridership 
by participating in RMTN, which provided justification for investing in coordination services.

Funding/Sustainability

The original RMTN call center was primarily funded with the support of grant programs. 
Rides arranged through the RMTN call center were reimbursed by Medicaid, private insurance 
companies, and, in some cases, individual health systems or providers. Rides Mass Transit District 
currently funds costs for the Rides Plus call center. The call center has approximately 11 full-time 
employees and operates six days a week, from 6 am to 8 pm.

Medicaid enrollees account for approximately 85% of rides that the program arranges. Rides 
Plus takes care of the process of seeking authorization for Medicaid reimbursement for eligible 
riders to minimize the burden on the health-care and transportation providers. Other clients 
pay for their rides out of pocket.

Lessons Learned

Rides Plus staff attended many community meetings and conducted outreach to health-care 
providers to increase awareness of their services. Rides Plus staff invest substantial amounts of 
time in maintaining relationships with frontline staff who make referrals for their patients. Rides 
Plus has identified a point of contact at each major facility and makes repeated visits due to high 
staff turnover in many offices. Mobility managers also attend regional transportation meetings 
with stakeholders to identify concerns and share lessons learned with transportation partners.

Attending community events and meetings also provides opportunities to address stigma 
associated with public transportation. In rural communities without traditional fixed-route 
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bus systems, residents may associate public transit vans with services for older adults or people 
with disabilities. Rides Plus staff anticipate that direct outreach will help community members 
become more comfortable with taking public transportation.

Rides Plus recommends that communities seeking to implement similar programs should 
involve transportation providers from the very beginning of the planning phase. Bringing trans-
portation providers to the table will help staff address early concerns and promote buy-in.

Resources

•	 RMTN developed a NEMT Resource Guide to help increase health-care providers’ under-
standing of how to contact individual mass transit dispatch offices to schedule NEMT rides: 
https://www.hsidn.org/transportation-resources

The Takeaways

• � The Rides Plus call center helps to both increase access to health 
care and improve use of public transit services in rural southern 
Illinois.

• � The original RMTN call center model provided critical infrastructure 
for Rides Plus. While the RMTN funding model was not sustainable, 
the pilot helped Rides Mass Transit District understand the value 
of mobility coordinators and eventually invest in Rides Plus.

• � Rides Plus staff allocate substantial amounts of time to building 
and maintaining relationships with health-care providers, 
transportation agencies, and other community stakeholders.

Accountable Care Organization in the Rio Grande 
Valley, Texas: Rio Grande Valley Health Alliance

Description of Practice

Rio Grande Valley Health Alliance (RGVHA) is an ACO located in McAllen, Texas, 
a mid-size city that is part of a large urban area with over 800,000 residents on the 
southern border of the United States. RGVHA uses rides-hail companies Lyft and Uber 
to increase access to NEMT for their patients. RGVHA funds transportation to and 

from hospitals, clinics, dialysis centers, and other health centers. For some patients who are 
“prescribed” exercise by their physician, RGVHA also arranges for transportation to and from 
the gym.

RGVHA case coordinators are responsible for arranging transportation for patients. In some 
cases, patients call directly and ask for a ride to an appointment. In others, case coordinators 
identify patients with multiple hospitalizations or emergency department visits and work with 
nephrologists and dialysis centers to identify barriers to care. If case coordinators determine 
that a patient could benefit from transportation assistance, they reach out to inform the patient 
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about their options. Depending on the patient’s preferences or needs, the case coordinator can 
also offer vouchers for public transit or call Medicaid NEMT to arrange transportation. Case 
coordinators contact patients to inform them of their scheduled ride.

RGVHA is currently assessing data to determine outcomes associated with the program. Staff 
will identify trends in hospitalizations, emergency department visits, and no-shows among 
patients who regularly receive transportation assistance.

Needs

Many RGVHA patients have unmet transportation needs. The Rio Grande region is sprawl-
ing with a mix of rural, suburban, and urban communities. While local government is starting 
to invest in transportation infrastructure, public transit options are limited and not frequently 
used. In addition, many bus stops are not sheltered from the elements, which can pose safety 
concerns for older adults as they wait for transportation when temperatures are warm.

RGVHA serves many patients who need reliable transportation to travel to dialysis clinics 
several times a week. Physicians and care coordinators were aware that patients were skipping 
appointments because of transportation limitations. Common issues included lack of a per-
sonal vehicle, mobility concerns, and the inability of family members to miss work to transport 
patients to and from the clinic.

How Did the Collaboration Start?

RGVHA providers recognized that transportation was a key unmet need among their patient 
population and agreed to invest funds to address the issue. As an ACO, RGVHA receives incen-
tives in the form of shared savings for improving the quality of care and decreasing the cost of 
care. The ACO uses shared savings to invest in a social determinants of health fund in an effort 
to continue to improve patient outcomes. RGVHA uses the social determinants of health fund 
to cover transportation costs.

In 2017, RGVHA staff began discussing potential opportunities for improving transportation 
to health-care visits. Relying on public transit would be insufficient due to concerns about long 
wait times in high temperatures and infrequent bus stops. Traditional Medicaid NEMT was 
also inadequate. Case coordinators reported that NEMT wait times were long and required schedul-
ing days or weeks in advance. RGVHA staff also considered the option of purchasing a private 
van but concerns about liability and limited rider capacity outweighed potential benefits.

In 2018, the RGVHA Program Administrator attended a conference and learned about col-
laborations between rideshare companies and health systems. RGVHA contacted Uber and Lyft to 
learn more information about using the platforms to coordinate rides for patients. RGVHA identi-
fied several benefits from using rideshare platforms for patient transportation, including the ability 
to schedule rides on demand and on short notice. In spring of 2018, RGVHA began arranging 
transportation for patients with Uber and Lyft. RGVHA partnered with both rideshare companies 
to increase the number of ride options as some drivers only participate in one platform.

Funding/Sustainability

RGVHA funds the transportation program through Medicare shared savings. RGVHA con-
siders several factors in making the business case for continued investment in transportation 
resources. For example, the ACO serves many patients with diabetes and end-stage renal disease 
who need frequent treatment. RGVHA is hypothesizing that, when patients can reliably attend 
check-ups and dialysis appointments, they are less likely to experience expensive hospitaliza-
tions and emergency department visits. In addition, RGVHA competes with other Medicare 
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programs, including Medicare Advantage. The ACO wants to offer competitive benefits to 
potential members, and transportation assistance is a key factor for many patients.

Lessons Learned

RGVHA partnered with Uber and Lyft to maximize the number of available drivers for their 
patients. Similar programs could benefit from exploring existing rideshare providers and plat-
forms to assess their geographic coverage and pricing.

RGVHA can offer transportation assistance to any member, but care coordinators focus on 
high-need dialysis patients. Organizations seeking to implement a similar program could also 
benefit from identifying a small subset of patients who have a high need for transportation 
assistance and a high risk for health complications associated with missed appointments.

RGVHA is currently identifying transportation solutions for patients who are not ambulatory 
and require additional assistance. RGVHA emphasizes the importance of identifying approaches 
that meet the needs of patients with limited mobility from the outset of the program. Programs 
should plan to reach out to local transportation companies to establish partnerships and identify 
opportunities to serve patients with complex needs.

Resources

•	 The RGVHA Program Administrator wrote a blog post that describes cost savings associated 
with a population health approach (including transportation services): https://hitconsultant.
net/2019/03/20/texas-aco-medicare-population-health/#.Xgu7K0dKiUk

The Takeaways

• � RGVHA uses ACO funding dedicated to social determinants of 
health to provide NEMT for patients.

• � RGVHA prioritized patients with complex medical needs for trans-
portation services and, in particular, patients receiving dialysis  
services. Similar programs could assess which patients are in  
particular need of transportation.

• � Partnering with more than one TNC helped maximize the number 
of available drivers to provide NEMT.

Fixed-Schedule Service Improves Access  
to Health Care in Western North Carolina: 
Rutherford County Transit

Description of Practice

Rutherford County Transit (RCT) operates in the remote mountains of Western North 
Carolina. This area has a predominance of back roads with few through roads. RCT provides 
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general public service (Exhibit 6-7), as well as Medicaid NEMT, which is coordinated with  
the general public service. Rutherford County is rural yet small-town centered and home to 
many retirees. Parts of the service area are close to Greenville/Spartanburg, and parts are close to  
Asheville. Many medical needs are filled in those larger communities. In addition, there are 
also many needs for specialized care in Charlotte.

Almost 10 years ago, the transit agency was taking people one-on-one to these cities, often 
three to four times a day, according to the system manager. This one-on-one service reduced 
RCT’s ability to meet not only health-care needs but other important needs as well.

Exhibit 6-7.    RCT vehicles are important in the remote 
parts of the county. Photo courtesy of KFH Group.

RCT changed its service design to what is known as fixed-schedule service. While 
the schedule is fixed (often by community or section of the county), the vehicle 
will make curb-to-curb stops on demand. RCT examined existing travel patterns 
and worked with health-care providers to develop an appropriate schedule. Most 
passengers adhere to the schedule, but sometimes exceptions are made and, in 
these cases, RCT will dispatch a taxi.

While no determination has been made as to the impact this service has on health care, RCT 
has dramatically reduced per trip costs due to the power of productivity. This in turn allowed 
RCT to provide far more trips to regional health-care centers than the agency otherwise could. 
This includes access to non-medical yet health-related transportation.

Needs

Rutherford County is a rural, mountainous county that has major medical needs in three 
cities in three different directions. Additional needs include some passengers have to stay 
beyond the scheduled return time and some may be discharged after hours. These needs were 
once overwhelming the transit agency and reduced its ability to provide service for other basic 
needs. Nine years ago, the new manager felt they needed to do something to rein in the costs 
of providing one-on-one service to three cities. Cooperation of health-care providers was 
requested and accepted by many of the providers.

https://nap.nationalacademies.org/catalog/25980?s=z1120


Guidebook and Research Plan to Help Communities Improve Transportation to Health Care Services

Copyright National Academy of Sciences. All rights reserved.

152    Guidebook and Research Plan to Help Communities Improve Transportation to Health-Care Services

The greatest recurring medical need was and is kidney dialysis transportation. In addition, the 
bulk of the passengers are frail seniors. Some dialysis clinics cooperate with RCT while others 
less so. Those that do, cooperate work with RCT to schedule patients based on geography so that 
RCT can group trips where possible.

How Did the Collaboration Start?

The effort was initiated in 2010 when a new manager started. The transit agency was over-
whelmed with out-of-town needs, and they were not able to meet other basic transportation 
needs such as shopping and personal business. The manager set out to work informally with a 
wide variety of health-care providers locally and in the three target cities. Most of the health-care 
providers worked with RCT, though some did not cooperate.

Most health-care providers collaborate and work with the schedule developed 
by RCT in coordination with health-care providers. Making the transportation 
schedule work well requires constant education due to staff turnover and as new 
providers serve the community.

Coordination of Services

RCT led the coordination effort. The transit agency already operated Medicaid NEMT, 
which was taking up considerable capacity for the system. Medicaid NEMT is operated in a 
fully coordinated manner. The long-distance trips to major medical facilities operate with 
both general public and Medicaid NEMT passengers at the same time. RCT also coordinates 
with a local taxi company that handles the after-hours trip needs (on a case-by-case basis).

Those dialysis clinics that collaborate give RCT the required arrival time, treatment time, and 
return time to ensure that patients have enough time at the clinic.

Funding/Sustainability

Funding for this service comes from FTA Section 5311 rural transit funding (for capital). 
Medicaid NEMT funds trips, and RCT contracts with local human service programs. The county 
provides the rest of the local match for the service.

The program sustainability is now in question as the state of North Carolina has decided to use 
a large Medicaid NEMT broker to manage NEMT across the entire state. RCT is concerned that 
Medicaid NEMT funds will be diverted to individual drivers at a very low cost with the broker’s 
capitated payment structure. If this is the case, RCT will need to reexamine its service levels.

Performance Measures

RCT’s performance measures center on the all-important productivity measure. When the 
program started, productivity for the out-of-county service was about one passenger trip per 
vehicle trip. Management reports that ridership on the fixed-schedule service is now about five 
one-way trips per vehicle trip. Exhibit 6-8 shows RCT’s schedule for the out-of-town service.
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The second performance measure, cost per one-way trip, is directly related to productivity. 
Taking a service from one to five one-way trips per vehicle hour reduces the cost by a factor of 
five and frees up service for other needs.

Lessons Learned

RCT stressed the need to:

•	 Do your homework. RCT was already doing much of this service, so a wealth of data was 
available to identify the best days to go to each city to meet the transportation needs for 
health care. Using the data, RCT designed schedules and provided them to health-care pro-
viders for comment.

•	 Educate and communicate. There is a constant need to educate and communicate with sup-
port staff, nurses, doctors, and management. RCT stated that turnover among health-care 
staff and management is often high, requiring education for new staff. RCT stated that it is 
critical to stay ahead of this and immediately educate new staff.

•	 Have fall-back taxicabs to help ensure success. The flexibility of taxi service is a valuable asset. 
The transit agency stated that it is fortunate to have a backup taxi company that meets the 
agency’s requirements for safety and quality.

•	 Have active dispatch and health provider staff. It often comes down to the ability of the trans-
portation provider and the health-care provider to communicate on a daily basis. For example, 
sometimes RCT must intervene (with support from the passenger) to reschedule a trip to meet 
the transit schedule.

•

•

•

•

•

•

•

•

•

•

All out-of-town medical visits should be made between 9:00 am and 12:00 pm. 
Transit goes to the cities listed below only on the following days. 

Transit must be informed if an additional passenger is required due to a limited number of
seats available. Additional passengers must be approved prior to the trip. Requests for
transportation on a non-standard day will be reviewed on a case-by-case basis.  

Exhibit 6-8.    RCT’s out-of-county transportation shuttle 
schedule. Source: Rutherford County Transit website.
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Free Van Service Operated by a Hospital in 
Central Kentucky: Taylor Regional Hospital

Description of Practice

Taylor Regional Hospital in rural Campbellsville, Kentucky, provides a free private van  
service to residents of Taylor, Green, Marion, and Adair counties (9). The service includes two 
vans that provide daily transportation services from patients’ homes to several different health-
care facilities, including clinics that are not owned by the hospital. In addition to providing 
transportation to the hospital and centers for dialysis, cancer, and drug rehabilitation, the van 
service also delivers prescriptions (10).

Taylor Regional Hospital did not partner with other transportation providers, because 
Campbellsville does not have public transportation infrastructure or taxi services. To schedule  
transportation assistance, patients call the van service to speak to a ride coordinator. The hospital 
conducted outreach to local health departments, home health agencies, community organiza-
tions, and community-based organizations to encourage providers to refer community members 
to the van service.

Usage of van services has increased steadily since the inception of the program in 2007. 
From 2007 to 2016, total distance traveled by the van service increased from 18,481 miles to 
104,972 miles per year. Over 25,000 people have used the service. Program staff report high 
patient satisfaction with the service and describe anecdotal evidence of decreased no-shows for 
medical appointments.

Needs

Taylor Regional Hospital regularly conducts community needs assessments to identify  
priority issues affecting the health of local residents (11). In 2007, results from the needs assess-
ment indicated that lack of transportation was a major barrier to accessing timely health-care 
services. Staff from the hospital’s cancer center confirmed these findings and reported that 
cancer patients were missing medical appointments and radiation treatments due to lack of  
transportation. While Medicaid covered NEMT for enrollees, other community members 
who were uninsured or covered by Medicare or private insurance had limited transportation 
options. The van service seeks to fill gaps in existing transportations services; therefore, eligible  

The Takeaways

• � Present a transportation solution to a transportation problem.
• � Make a plan that is simple to implement.
• � Remember that higher productivity always yields lower cost per trip.
• � Collaborate with health-care providers continually.
• � Encourage cooperation between front line staff.
• � Offer flexibility for trips that cannot meet the schedule.
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patients cannot be enrolled in Medicaid and cannot have access to another means of trans-
portation. Eligible patients must be ambulatory as the vans are not wheelchair accessible.

How Did the Collaboration Start?

Hospital leadership consulted with providers and analyzed data that showed high rates of 
missed appointments. Leadership acknowledged the importance of transportation in promoting 
the delivery of high-quality care and approved the initial investment in a van service in 2007. The 
hospital was unable to leverage existing transportation infrastructure because the closest taxi 
services and public transportation stops are located an hour away from Campbellsville. Instead, 
leadership chose to invest in a hospitality van service that would provide sufficient flexibility to 
meet the needs of patients across the four rural counties served by Taylor Regional Hospital.

Funding/Sustainability

Taylor Regional Hospital budgets for the van service each year, which includes mainte-
nance costs and funding for drivers. Gas costs for the program are funded through monthly 
private donations of $80 from sponsoring organizations. Sponsors include Community Trust 
Bank, Citizens Bank & Trust, Taylor County Bank, TRH Auxiliary Volunteers, Don Franklin  
Campbellsville, HealthSouth Rehabilitation Hospital, James Medical Services, Columbia 
Medical Services, Wehr Constructors, Anthem, and Fort Knox Federal Credit Union. The 
hospital also holds annual fundraisers to cover the cost of purchasing new vans.

Lessons Learned

Taylor Regional Hospital staff have emphasized the importance of seeking buy-in from diverse 
stakeholders, including hospital leadership and city and county government officials. Collabo-
rations with local community-based organizations have been critical to successfully securing 
resources for the program. Similar programs should consider building in maintenance costs to 
yearly budgets to fund potential repairs to vehicles.

Resources

•	 The Taylor Regional Hospital website provides additional information about the hospitality 
van service: http://www.trhosp.org/getpage.php?name=hospvan&sub=Patient%20Resources

•	 The American Hospital Association prepared a case study of Taylor Regional Hospital van  
service, Case Study: Taylor Regional Hospital’s Van Program Increases Access to Care for 
Patients: https://www.aha.org/news/insights-and-analysis/2018-01-18-case-study-taylor-
regional-hospitals-van-program-increases

The Takeaways

• � Taylor Regional Hospital provides a van service that offers NEMT 
to patients, including those receiving care for end-stage renal  
disease, cancer, and substance use disorder.

• � Program leaders budget not only for gas and mileage, but also 
for regular maintenance and repairs. Large capital investments 
are necessary to purchase new vans periodically.

• � Multiple community partners provide small amounts of funds to the 
program on a monthly basis that help support day-to-day operations.

http://www.trhosp.org/getpage.php?name=hospvan&sub=Patient%20Resources
https://www.aha.org/news/insights-and-analysis/2018-01-18-case-study-taylor-regional-hospitals-van-program-increases
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Health Care Transportation  
and Ride Hailing: Uber Health

Description of Practice

In March 2018, ride-hailing company Uber launched Uber Health,  
a dashboard that allows health-care providers to schedule rides for patients, 
and an Uber Health Application Programming Interface (API), a tool that 
enables integration of Uber into existing health-care products and infor-
mation technology systems.

A key feature of Uber Health is flexible ride scheduling that allows coordinators to use a single 
platform to arrange rides for multiple patients. Coordinators can order rides for immediate 
pick up or schedule transportation up to 30 days in advance.

Needs

Uber Health acknowledges that transportation barriers are greatest for vulnerable popula-
tions, such as those with complex chronic conditions. The company has created partnerships 
to improve the ability of health-care providers to arrange transportation for people with special 
considerations.

How Did the Collaboration Start?

Uber Health identified substantial unmet needs related to NEMT, including millions of 
missed appointments and high no-show rates across the country. The company created the 
Uber Health platform to ensure that third parties would be able to easily schedule rides for 
patients, taking advantage of Uber drivers.

Coordination

To increase the population served by Uber Health, the platform partners with other transpor-
tation companies. Through a partnership with MV Transportation, a national transportation 
provider, Uber Health can offer access to wheelchair-accessible vehicles.

Another Uber partner, Ambulnz, provides on-demand ambulance services. Health-care 
providers who are already using these transportation companies can use Uber Health’s API to 
integrate Uber Health as an additional option. For example, UCHealth, a non-profit health-
care system in Colorado, streamlined transportation services by integrating Uber Health into 
their Ambulnz platform. Case managers can assess their patient’s need and select a car or an 
ambulance accordingly.

Funding/Sustainability

Uber Health bills health-care organizations on a monthly basis. Costs are based on standard 
Uber rates when rides are booked. Clients do not pay fees to use the Uber Health platform. Uber 
Health reports that most of their clients pay for rides from their own budgets after calculating 
upstream returns on investment. Uber rides are typically less costly than other private trans-
portation options such as metered taxis.

Uber has reported it has about 1,000 partnerships across the health-care landscape, includ-
ing hospitals like BayCare Health System, Boston Medical Center, MedStar Health, and the 
Cleveland Clinic (12).
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Lessons Learned

Uber Health service is best suited for ambulatory patients who can complete curb-to-curb 
trips without additional assistance. Uber Health is also more effective for on-demand trips 
when patients are ready for their trips.

The Takeaways

• � Ride-hailing companies have expanded their business lines with 
an increasing presence in the health-care transportation space.

• � Ride-hailing trips tend to be more effective for ambulatory 
patients. Wheelchair-accessible service is limited.

Brokering Medicaid NEMT: Vermont Public 
Transportation Association

Description of Practice

The 10 transit agencies in Vermont had for many years been operating the Medicaid NEMT 
program in Vermont through the Department of Vermont Health Access (DVHA). These transit 
agencies managed the entire program: they accepted trip requests, approved trips and passenger 
eligibility, and provided trips, typically using an array of providers. Volunteer drivers were often 
used to provide the Medicaid trips, and transit agencies and other providers were also used.

DVHA decided to change its model to a capitated brokerage. This new model required a  
broker to do all of the intake and eligibility functions that the transit agencies were already doing. 
Based on experiences in neighboring states, the transit agencies felt that the capitated model 
was not conducive to the use of public transit. Moreover, without Medicaid NEMT, the transit 
agencies would lose critical funding that would impact all of their services, much of which was 
access to health care.

The transit agencies through the Vermont Public Transportation Association (VPTA) formed 
a consortium to submit a proposal to manage and operate the Medicaid NEMT brokerage.

The VPTA brokerage is a unique and innovative approach to providing safe 
and quality Medicaid transportation at a low cost, in part by avoiding use of a 
middleman broker in a small state. This “Vermont Approach” is innovative in 
how it utilizes the best of all NEMT models, minimizing overhead and at the 
same time adhering to many tried and true transit solutions that are proven to 
keep costs reasonable (13).
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Needs

For decades, the public transit agencies in Vermont integrated Medicaid NEMT into their 
overall operations. Meeting transportation needs for accessing health care has always been an 
important service of the agencies, particularly in the more rural parts of the state.

How Did the Collaboration Start?

Vermont’s transit operators had been operating coordinated service for decades, mixing 
general public transit, senior transportation programs, Medicaid NEMT, and other specialized 
transportation programs. When the state decided to change its approach to Medicaid transpor-
tation and go out to bid for a private broker, the transit agencies banded together to develop and 
submit a proposal to function as the broker. Their proposal was successful.

The Current System Works

•	 Trips must use the most suitable and cost-effective mode, which may be via a public trans-
portation bus route, volunteer driver, or cab.

•	 Transit providers combine riders from Medicaid along with other health-care transportation 
programs, such as the Elderly and Disabled, and the general public, to maximize coordination 
of trips paid for by various funding programs to be more efficient and lower costs for each 
program.

•	 State law supports this coordinated delivery system (see 24 VSA § 5090).

Dismantling Will Lead to Degradation of Service and Financial Risk

•	 Contracting with an out-of-state for-profit broker will result in a separation of Medicaid 
from the Elderly and Disabled and the general public that could lead to a shifting of costs and 
degradation of service to Vermonters.

•	 Financial impact on the overall system will be affected; riders and transit providers may take 
a couple of years to develop, but they will develop.

•	 Other states’ experiences bear this out. Maine and Rhode Island are two recent examples.

Coordination of Services

Vermont’s transit agencies coordinated transportation for many years. The state’s approach 
to moving toward a capitated broker threatened to destroy the coordinated model. Research 
showed that states that introduced capitated brokers typically did not involve public transit (14).

Funding/Sustainability

The Vermont transit agencies had long before integrated transit with Medicaid NEMT and 
built a sustainable model that supported all Vermonters.

Lessons Learned

The service has been in operation for 3 years. Operators want to continue.

The Takeaways

• � Two separate systems—public transit and Medicaid NEMT— 
are coordinated. Coordinated transportation is essential to the 
economic and health-care vitality of the state.

• � This ensures long-term sustainability.
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Types of Practice

Tables  6-1 through 6-9 group health-care and transportation collaborative practices 
according to the following nine types:

•	 Communication and Education
•	 Coordination of Service
•	 Innovative Funding, Payment, and Reimbursement
•	 Health-Care Organization as Operator
•	 Mobility Management
•	 Service Design and Productivity
•	 Brokerage Technology
•	 NEMT—Broker or Provider
•	 Collaborations Initiated Through Public Transit, TNCs, and Taxis

The icons displayed in Exhibit 6-9 denote the service area for each provider in the tables.

Service Area

Metropolitan and large 
urbanized area (over 
200,000 population)

Small urbanized area 
(50,000 to 200,000 

population)

Rural with small 
city/town (5,000 to 
50,000 population)

Rural, isolated with 
city/town (under 5,000 

population)

Exhibit 6-9.    Icons used to denote populations served in Tables 6-1 through 6-9.
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Table 6-1.    Communication and Education.
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Table 6-2.    Coordination of service.
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Table 6-3.    Innovative funding, payment, and reimbursement.
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Table 6-4.    Health-care organization as operator.
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Table 6-5.    Mobility management.

# Description Transportation 
Organization(s)

Health-Care 
Organization(s)

City/ 
Counties State Service 

Area(s) Remarks
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2
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(continued on next page)
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4 

5 

Table 6.5.  (Continued.) Mobility management.
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from Medicaid or veterans’ services. 
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(continued on next page)
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well as use the transit system’s new 
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Table 6.5.  (Continued.) Mobility management.
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Table 6-6.    Service design and productivity.
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Planning Committee, the “Smart Transit 
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Table 6-7.    Brokerage technology.
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Table 6-8.    NEMT—Broker or provider.
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Table 6-9.    Collaborations initiated through public transit, TNCs, and taxis.

# Description Transportation 
Organization(s) 

Health-Care 
Organization(s) 

City/ 
Counties State Service 

Area(s) Remarks 

1 

2 

3 

—

4  
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Introduction

TCRP Research Report 223, Guidebook and Research Plan to Help Communities Improve  
Transportation to Health-Care Services has two objectives. The first is to develop a guidebook 
to help communities improve transportation access to health care. The second objective of 
the project—the research plan—is to develop a plan that outlines future research needs and 
priorities.

Future research is needed to further the understanding of the transportation and health-
care relationship and to identify actions and strategies to strengthen and develop that  
relationship. Building on the research project’s Request for Proposal, this plan was developed 
based on the project team’s task work over the project period—both through the early litera-
ture review and on the research on existing collaborative arrangements between health-care 
and transportation providers that were identified.

Research Plan

The research plan is presented below in four components.

1.  Vision

The overarching vision of the research plan is to provide a blueprint for pursuing and 
funding additional research that quantifies and better qualifies the benefits of improving 
transportation access to health care and how best to accomplish that vision.

2.  Rationale

Research conducted to develop the guidebook found that access to health care is impacted  
by various factors. Lack of adequate transportation is one barrier among others.

Financial issues are another barrier and critical—specifically, a lack of health insurance  
prevents some from seeking health care. Lack of motivation can also be a barrier, particularly  
for those with chronic diseases and ongoing needs to access health care.

Given sponsorship of the project by TRB, this research plan focuses on transportation and 
the extent to which it poses a barrier as compared to other barriers. There is agreement that 
access improvements to health care are needed, but questions remain. What are the most effec-
tive strategies for pursuing improved access? How do the strategies vary by type of community  

A P P E N D I X

Research Plan
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(urban, suburban, and rural) and type of health-care issue (e.g., chronic diseases versus one-
time medical appointments)? How can technology improve access? How can communities 
access and coordinate the different funding streams—those targeted to transportation and 
those dedicated to health care—to improve transportation access to health care?

3.  Research Goals

The goals of the research plan include:

•	 To outline research topics for possible funding through TRB and potentially TRB in coop-
eration with its sister division within the National Academies—the Health and Medicine 
Division.

•	 To outline research topics that might be pursued through other organizations with funding 
for research, specifically public and philanthropic funders of health research. A small sample 
of these organizations includes:

	– Howard Hughes Medical Institute
	– Bill & Melinda Gates Foundation
	– Rockefeller Foundation
	– AARP
	– Universities with public health graduate departments

•	 To stimulate research to better understand the role of transportation in health-care access, 
distinguished from other access issues and from other social determinants of health.

•	 To document the importance of quantifying the contribution of adequate transportation 
access to improving health-care outcomes.

•	 To encourage peer-reviewed research that estimates the savings in national health-care costs 
with improved transportation access to health-care services.

4.  Research Framework Priorities

The need for further research on transportation access to health care was clear from the 
work performed for the guidebook. More significantly, the need for improved access to 
health care has become startlingly clear with the health-care disparities shown in the country 
with the coronavirus pandemic in 2020. People living in communities with poor air quality  
and those in minority population groups seem to be more at risk for the disease caused  
by the virus—COVID-19. Is access to health care a factor contributing to the disparities? 
Does transportation access contribute to those disparities?

The identified research needs are listed below (not necessarily in order of importance):

•	 Develop a better understanding of the specific aspects of transportation that render it a 
potential barrier or success to health-care access and how those aspects play out in different  
types of communities. A better understanding will allow more focused attention on the key 
factors. What is the relative role of the following?

	– Cost of transportation
	– Distance to health-care facilities
	– Effective service designs—examining the types of transportation services available 

(fixed route, flexible route, curb to curb, door to door, etc.) and how those services are 
currently used

	– How to maximize the use of fixed-route services in rural and small urban areas
	– Geographic boundaries/service area constraints of available transportation services
	– Service span of available transportation resources

https://nap.nationalacademies.org/catalog/25980?s=z1120


Guidebook and Research Plan to Help Communities Improve Transportation to Health Care Services

Copyright National Academy of Sciences. All rights reserved.

Research Plan    179   

	– Accessibility of transportation (e.g., vehicles)
	– Transportation’s role in the health disparities revealed by the pandemic in 2020 caused by 

the coronavirus
•	 Identify the specific population groups with the greatest need for improved access to health 

care and determine, by population group, why the needs exist. Are the needs related to the 
following?

	– Language barriers
	– Cultural aspects (e.g., suspicions of Western medicine)
	– Cost
	– Availability of appropriate transportation
	– Other reasons

•	 Develop an estimate of the medical and ancillary appointments missed due specifically to a 
lack of transportation.

	– Missed and delayed medical and related appointments stem from various reasons. To 
evaluate the benefit of improved transportation access, it is important to understand the 
degree to which missed and delayed appointments result specifically from transporta-
tion access issues.

	– Define an effective and measurable metric to measure the specific role of transportation 
access in evaluating the causes of missed appointments.

•	 Estimate the direct costs of the missed medical and ancillary appointments to the health-care 
industry.

	– Cost of health-care providers’ time and cost of lost use of health-care resources  
(e.g., scheduling the appointment, time set aside for the appointment if not reused for 
medical purposes that could be billed, costly medical equipment not used, etc.).

•	 Estimate the longer term, indirect costs to society for the missed medical and related 
appointments due to transportation access issues.

	– Longer-term costs are related to increased hospitalization and costs for treatment  
due to worsened medical conditions. This is particularly true for those with chronic 
diseases.

•	 Assess practices currently used in the health-care industry to better understand the role of 
transportation access to health care.

	– Document effective practice as well as deficiencies.
•	 Research the role of technology as a strategy to improve access to health care. Technology 

is rapidly changing the transportation landscape with private mobility services as well as 
improving the practice of telehealth.

	– What is the role of the new private mobility services in access improvement? How can those 
services be harnessed to improve access to health care? What has been the experience in 
selected states (e.g., Georgia, Tennessee) that have included a TNC as an allowed provider 
of Medicaid NEMT?

	– What is the role of telehealth and to what extent does it substitute for the need for trans-
portation to a health-care facility?

	– What is the role of telehealth in helping to establish a foundation for health-care access 
in times of a nationwide pandemic when actual transportation to non-urgent health-care 
services is limited?

	– What is the role of autonomous vehicles (AVs) in improving access to health care? How 
would AVs serve those with specialized needs (e.g., those traveling with larger mobility 
devices, those with cognitive disabilities)?

•	 Define the steps that could be taken to better coordinate federal and state funding for health-
care transportation, including funding for Medicaid NEMT.

	– Coordinating funding for transportation has been a topic since the 1970s. What are the 
specific barriers to improved coordination? What specific steps are needed to eliminate 
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the barriers? What is the role of the federal and state governments in addressing those 
barriers?

	– Examine the safety of various approaches to NEMT and the importance of properly vetted 
drivers, vehicles, and performance standards.

•	 Disseminate the research plan to organizations that conduct health-care research and track 
the extent to which the research is funded, conducted, and shared within both the health-
care and transportation industries.
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Abbreviations and acronyms used without definitions in TRB publications:

A4A Airlines for America
AAAE American Association of Airport Executives
AASHO American Association of State Highway Officials
AASHTO American Association of State Highway and Transportation Officials
ACI–NA Airports Council International–North America
ACRP Airport Cooperative Research Program
ADA Americans with Disabilities Act
APTA American Public Transportation Association
ASCE American Society of Civil Engineers
ASME American Society of Mechanical Engineers
ASTM American Society for Testing and Materials
ATA American Trucking Associations
CTAA Community Transportation Association of America
CTBSSP Commercial Truck and Bus Safety Synthesis Program
DHS Department of Homeland Security
DOE Department of Energy
EPA Environmental Protection Agency
FAA Federal Aviation Administration
FAST Fixing America’s Surface Transportation Act (2015)
FHWA Federal Highway Administration
FMCSA Federal Motor Carrier Safety Administration
FRA Federal Railroad Administration
FTA Federal Transit Administration
HMCRP Hazardous Materials Cooperative Research Program
IEEE Institute of Electrical and Electronics Engineers
ISTEA Intermodal Surface Transportation Efficiency Act of 1991
ITE Institute of Transportation Engineers
MAP-21 Moving Ahead for Progress in the 21st Century Act (2012)
NASA National Aeronautics and Space Administration
NASAO National Association of State Aviation Officials
NCFRP National Cooperative Freight Research Program
NCHRP National Cooperative Highway Research Program
NHTSA National Highway Traffic Safety Administration
NTSB National Transportation Safety Board
PHMSA Pipeline and Hazardous Materials Safety Administration
RITA Research and Innovative Technology Administration
SAE Society of Automotive Engineers
SAFETEA-LU Safe, Accountable, Flexible, Efficient Transportation Equity Act: 
 A Legacy for Users (2005)
TCRP Transit Cooperative Research Program
TDC Transit Development Corporation
TEA-21 Transportation Equity Act for the 21st Century (1998)
TRB Transportation Research Board
TSA Transportation Security Administration
U.S. DOT United States Department of Transportation
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