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POTENTIAL IMPACTS OF FEDERAL HEALTH CARE REFORM  
ON PUBLIC TRANSIT
This digest presents the results of NCHRP Project 20-65, Task 39, “Impacts 
of the New Health Care Bill on Mass Transit,” by ICF International and 
Nelson\Nygaard Consulting Associates. The research was conducted  
by Antonio Santalucia of ICF International and Bethany Whitaker and 
Ellen Oettinger of Nelson\Nygaard, with support from Richard Weiner 
of Nelson\Nygaard.
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EXECUTIVE SUMMARY

Introduction

In March 2010, President Obama signed 
into law the most dramatic overhaul of 
the American health care system since 
the creation of Medicare in 1965. When 
fully phased in, the Patient Protection and 
Affordable Care Act (ACA) will (1) man-
date that Americans purchase health insur-
ance, (2) significantly broaden the eligibility 
requirements for Medicaid, and (3) provide 
subsidies for the purchase of health insur-
ance. The Congressional Budget Office 
(CBO) has estimated that by 2022, the law 
will have added about 30 million newly 
insured people to the U.S. health care sys-
tem (1). Therefore, transit agencies and 
operators can expect changes in demand 
for transportation to and from health care 
services.

Project Purpose

The purpose of this report is to highlight 
the provisions of the ACA that are likely 
to have the largest and most direct impacts 
on public transit agencies and operations, 
particularly those in rural and small urban 

areas. The report also describes pre-existing 
legal requirements that govern the roles 
public transit can currently play in trans-
portation related to health care, including: 
(1) the laws and regulations laying out how 
public transit can participate in the provi-
sion of non-emergency medical transporta-
tion (NEMT) for Medicaid participants, and  
(2) the Americans with Disabilities Act 
(ADA) and related regulations of the Federal 
Transit Administration (FTA). The report 
then uses five case studies to illustrate how 
the ACA could affect four particular transit 
systems and one broker of human services 
transportation that are operating in differ-
ent geographic and policy environments. 
Finally, the report assesses ways in which 
transit agencies and government agencies 
can monitor and communicate the effects of 
the ACA on public transit.

Findings

Provisions of the ACA of Most Relevance 
to Public Transit

Based on a review of the ACA, as well 
as analyses by health care policy researchers 
and public transit organizations, the research 
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Increasing the Availability of Health Care Services 
in Underserved Areas.  The ACA contains numer-
ous provisions intended to improve access to health 
care services in underserved areas such as rural com-
munities. The law provides financial incentives for 
multiple types of health care providers to practice in 
underserved areas. In aggregate, these provisions may 
allow underserved communities to retain the provid-
ers they have and may encourage additional providers 
to locate there. The ACA will also improve access to 
health care in underserved areas by providing $11 bil-
lion over five years to expand the number and capacity 
of federally supported community health centers. The 
research team was not able to estimate the aggregate 
impact of these provisions on public transportation 
providers. However, these provisions are noted so that 
rural transit providers and those serving community 
health centers can be aware of possible changes in 
the health care network in their communities.

Reducing the Incidence of Health Care Fraud.  The 
ACA contains numerous provisions intended to reduce 
fraud by service providers and suppliers seeking 
payment from Medicaid, Medicare, or the Children’s 
Health Insurance Program (CHIP). Although pro-
viders of Medicaid NEMT (including public transit 
agencies) are not explicitly addressed in these sec-
tions of the ACA, it is likely that implementation 
of these provisions will lead to additional compli-
ance and reporting requirements for all Medicaid 
providers and suppliers, including transit agencies. 
Because these provisions have not yet been fully 
implemented, it is not possible at this time to assess 
how transit agencies in aggregate will be affected. 
However, during the development of the case studies 
featured in this report, the research team did inves-
tigate current reporting requirements for the transit 
agencies and their ability to collect and report addi-
tional information if necessary.

Pre-Existing Legal Requirements for Public Transit

Federal laws and regulations governing the par-
ticipation of public transit in the management and 
delivery of Medicaid NEMT service will influence 
how implementation of the ACA affects transit agen-
cies. In addition, requirements for transit agencies 
stemming from the ADA will also affect the extent 
to which transit agencies are required to provide (and 
pay for) trips for disabled individuals who are Medic-
aid participants.

team concluded that the provisions of the ACA that 
will likely have the largest and most direct impacts on 
public transit services are intended to improve access 
to health care by (1) increasing the number of Ameri-
cans with health insurance coverage, and (2) improving 
the availability of health care services in underserved 
areas. In addition, the provisions of the ACA intended 
to reduce the incidence of health care fraud are likely 
to affect transit agencies that choose to provide trans-
portation services to Medicaid participants.

Increasing the Number of Americans with Health 
Insurance Coverage.  One of the primary means by 
which the ACA increases the number of Americans 
with health insurance is through expansion of Med-
icaid eligibility to nearly everyone under age 65 up 
to 133 percent of the federal poverty line. CBO has 
estimated that this provision will result in approxi-
mately 7 million people gaining Medicaid coverage 
in 2014, rising to 11 million people by 2018 (1). 
(These projections take into account the effects of 
the Supreme Court’s June 2012 ruling on the ACA, 
which largely upheld the law but allows states to 
refrain from broadening Medicaid eligibility with-
out losing existing Medicaid funding.) Most Medic-
aid participants are entitled to transportation to and 
from Medicaid-funded health care services, and pub-
lic transit agencies are currently participating in the 
management and delivery of NEMT for Medicaid 
participants. Therefore, the ACA’s expansion of the 
Medicaid program is a primary focus of this report.

The other principal means by which the ACA 
will increase the number of Americans with health 
insurance is by establishing state-based insurance 
marketplaces known as health benefit exchanges, as 
well as subsidies and tax breaks to help low-income 
individuals and small businesses buy coverage in the  
exchanges. CBO has estimated that approximately 
25 million people will obtain private coverage through 
these insurance exchanges by 2017, although about 
7 million of these will have had previous insurance 
coverage via other means (1). Some studies have 
shown that providing health insurance to the previ-
ously uninsured results in increased utilization of 
health care services (2). Therefore, it is possible that 
newly insured individuals who are transit-dependent 
will increase their use of transit services, at least tem-
porarily. The research team was not able to estimate the 
aggregate impact of these provisions on public trans-
portation providers, but the report does assess options 
for transit agencies to monitor and report on changes 
in ridership to and from health care destinations.
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Laws and Regulations Governing Transit Partic-
ipation in Medicaid NEMT.  Under federal Med-
icaid regulations, each state’s Medicaid plan must 
specify that the administering state agency will ensure 
necessary transportation for recipients to and from  
Medicaid-covered health services. State Medicaid 
plans must also describe the methods that the state 
will use to meet this requirement. With the discre-
tion afforded them by federal Medicaid regulations, 
states have chosen different models for managing 
and delivering NEMT. These models have presented 
different opportunities for the participation of public 
transit agencies.

One role available to transit agencies (and other 
types of organizations) in some states is that of 
NEMT broker. These brokers take on some or all 
of the following tasks: fielding trip requests, check-
ing the eligibility of those requesting trips, selecting 
a transportation provider, scheduling trips, paying 
transportation providers, and monitoring the qual-
ity of service provided. As one would expect, pub-
lic transit agencies can also serve as NEMT service 
providers, although federal Medicaid regulations 
intended to prevent fraud can make it challenging for 
transit agencies to participate as NEMT providers.

Americans with Disabilities Act.  Public entities 
that operate fixed-route transportation services for 
the general public are required by U.S.DOT regula-
tions implementing the ADA also to provide comple-
mentary paratransit service for persons who, because 
of their disability, are unable to use the fixed-route 
system. The ADA requirements are relevant to fed-
eral health care reform because, for particular trips, 
some individuals are dually eligible for both Med-
icaid NEMT and ADA paratransit (the eligibility 
standards for both programs are shown in Table 3 in 
Section 3 of this digest). For cases of dual eligibil-
ity, stakeholders may have different opinions about 
how the cost of the trip should be allocated between 
Medicaid and the transit agency. As the Medicaid 
population increases, the interplay between these 
two types of transportation service will become more 
important for transit operators and NEMT coordina-
tors alike.

Case Studies

As shown in Table 1, five case studies were pre-
pared to illustrate the disparate impacts the ACA could 
have on transit agencies or brokers of human services 

City/Agency State Type of 
Organization 

Transit 
Service 
Setting 

NEMT 
Service 

Delivery 
Geography 

NEMT Broker 

Expected 
Increase in 

State Medicaid 
Population* 

Montachusett 
Regional Transit 
Authority 
(Fitchburg/Boston) 

MA 

Transit 
agency/ 

broker of 
human 
services 

transportation 

Rural, 
small 
urban, 

and 
urban 

Regional Transit agency Low 

Jackson Transit 
Authority (Jackson) 

MS 
Transit 
agency 

Urban Statewide 
Private-sector 

broker 
High 

Southwest Georgia 
Regional 
Commission 
(Camilla) 

GA 

Broker of 
human 
services 

transportation 

Rural Regional 

Public-sector 
broker (recently 

replaced by 
private-sector 

broker) 

High 

Bis-Man Transit 
(Bismarck) 

ND 
Transit 
agency 

Rural County No broker High 

Whatcom 
Transportation 
Authority 
(Bellingham) 

WA 
Transit 
agency 

Rural, 
small 
urban  

Regional 
Public-sector 

broker 
Medium 

* Low = <25%, Medium = 25%–49%, High = ≥50% 

Table 1  Comparison of case study subjects.
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transportation operating in different geographical 
settings and under different NEMT delivery frame-
works. Specific findings or lessons learned from each 
case study can be found in Section 4 of the digest.

Monitoring and Communicating the Effects 
of the ACA on Public Transit

Transit operators and others who wish to moni-
tor and communicate the impacts of the ACA on 
public transit face the difficult challenge of sorting 
out the effects of the law from other forces currently 
buffeting transit systems or looming on the horizon, 
such as the aging of the U.S. population and pos-
sible statutory changes to federal transit programs. 
However, the first step in discerning the impacts of 
the ACA is to document health care–related trends 
accurately. With this trend data in hand, transit oper-
ators or policy analysts can begin to determine ways 
to isolate the impacts of the ACA.

Current Data Collection by State Medicaid Pro-
grams.  Federal Medicaid regulations currently 
require state Medicaid programs to collect extensive 
amounts of data from service providers, including 
NEMT providers. These data are collected to jus-
tify requests for reimbursement and to help iden-
tify cases of waste, fraud, or abuse. Therefore, data 
should be available on the overall number of NEMT 
trips by Medicaid population (such as the population 
made newly eligible by the ACA), as well as on the 
trip provider, mode of transport, and cost per trip. 
These data will likely be easier to access in states 
where NEMT administration has been centralized 
into regional or statewide brokerages. However, 
every state that bills the federal Medicaid program 
for NEMT trips must be able to document those 
trips to the satisfaction of federal and state auditors.

Current Data Collection by Transit Agencies.  
Transit agencies also collect considerable information 
about their services, so they will be the most likely 
source of data on the impacts of the ACA’s non- 
Medicaid provisions. Transit agencies receiving fed-
eral funds must report financial and operating data 
to the National Transit Database (NTD), and state 
departments of transportation (DOTs) may require 
transit agencies to report additional data. In addition, 
for planning purposes, most transit agencies collect 
information on the number of passengers using the 
system and the overall cost of their services, plus 
some cost breakdowns to measure different service 

types and geographic service areas. Depending on the 
technology available, transit operators may also col-
lect detailed ridership information by stop and time of 
day. Many transit agencies also collect information on 
pass usage.

Transit agency data for fixed-route services are 
primarily collected at the system level. Therefore, 
monitoring the impact of the ACA on fixed-route 
operations will most likely be limited to tracking 
changes in ridership to and from stops at or near 
major medical facilities. Transit agencies may also 
track use of different pass types, such as half-fare 
passes issued to older adults and individuals with 
disabilities, to see how usage is changing. Transit 
data on ADA complementary paratransit service and 
other demand-response services are extensive and 
more specific to individual riders and trips. Each trip 
is recorded individually, including passenger name, 
pick-up location, drop-off location, and time of day. 
For ADA paratransit and other demand-response 
services, transit agencies should be able to more eas-
ily measure the demand for services overall and the 
number of trips to and from medical facilities. If 
trips on a transit system’s demand-response services 
are being paid for by Medicaid, transit agencies can 
also easily track that information, as well as all data 
points required by the state Medicaid program.

Emerging Monitoring Tools.  New technologies 
relating to transit fare media are emerging con-
stantly. It is conceivable that a “smart” Medicaid 
ID card or transit fare card could be electronically 
linked to both Medicaid and transit information sys-
tems so that it would only allow payment of tran-
sit trips that have been approved by the Medicaid 
agency. In addition to addressing many of the chal-
lenges of tracking the use of fixed-route transit for 
NEMT trips, this type of technology would facilitate 
the capture of data that would be useful in monitor-
ing the impacts of the ACA.

Conclusions

The provision of the ACA that will have the most 
direct and discernible impacts on public transporta-
tion is the broadening of eligibility of the Medicaid 
program, a change that is expected to bring 11 mil-
lion new participants into the program by 2018. This 
particular provision is significant to public transit 
because many Medicaid participants are entitled to 
transportation assistance if they have no other means 
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of traveling to Medicaid-funded medical services. 
Public transit agencies have historically participated 
in the provision of this transportation assistance, 
known as NEMT. However, changes made in the 
last decade to federal Medicaid rules have effec-
tively pushed many state Medicaid programs away 
from partnerships with public transportation agen-
cies and toward the use of private brokers and private 
transportation providers. This is the backdrop for the 
roll-out of the Medicaid expansion that is a key com-
ponent of the ACA.

The research and case studies conducted for this 
report have generated the following conclusions 
about the potential impacts of the ACA on public 
transit agencies and operations:

•• Stakeholders have varying expectations about 
how much the ACA will affect Medicaid 
NEMT programs and the way transit agencies 
interact with NEMT programs.

•• Transit agency concerns about implementa-
tion of the ACA are focused around:

44 Capacity,
44 ADA paratransit,
44 Reimbursement rates for services pro-
vided, and

44 Documenting and reporting on NEMT 
rides.

•• How NEMT programs are organized and struc-
tured makes a difference in how effectively and 
equitably transit agencies are incorporated into 
the NEMT network.

•• Monitoring the impacts of the ACA on NEMT 
and public transit can be done with existing 
data, but it will be challenging to separate the 
effects of the ACA from the other trends affect-
ing NEMT and human services transportation.

1  INTRODUCTION

In March 2010, President Barack Obama signed 
into law the most dramatic overhaul of the Ameri-
can health care system since the creation of Medi-
care in 1965. The Patient Protection and Affordable 
Care Act1 (also known as the Affordable Care Act or 

ACA) has already changed some aspects of health 
care in the United States, although many provi-
sions of the law will not be phased in until 2014 or 
later. The provisions yet to be fully implemented 
include those mandating that Americans purchase 
health insurance; creating insurance marketplaces 
called “health benefits exchanges,” which will sig-
nificantly broaden the eligibility requirements for 
Medicaid; and providing subsidies for the purchase 
of health insurance. The complicated business of 
implementing the ACA has accelerated since the 
Supreme Court’s June 2012 ruling on the ACA and 
President Obama’s reelection in November 2012. 
Together, these events make invalidation or repeal 
of the law more unlikely in the near future.

CBO has estimated that by 2022, the ACA 
will reduce the number of non-elderly people who 
are uninsured by about 30 million, thus increas-
ing the percentage of legal, non-elderly residents 
with health insurance from 82 percent in 2012 to 
92 percent by 2022 (1). With that many previously 
uninsured Americans gaining access to health care 
coverage, it is reasonable to expect some changes 
in the demand for transit services and in the oppor-
tunities for transit systems to provide health care–
related transportation.

Project Purpose

The purpose of this report is to highlight for the 
transit community the provisions of the ACA that 
are likely to have the largest and most direct impacts 
on public transit agencies and operations, particu-
larly those in rural and small urban areas. So that 
the reader can better understand the potential impact, 
the report also describes pre-existing legal require-
ments that govern the roles of public transit in health 
care–related transportation. The report then uses five 
case studies to illustrate how the ACA could affect 
particular transit systems operating in different geo-
graphic and policy environments. Finally, the report 
assesses ways in which transit agencies and govern-
ment agencies can monitor and communicate the 
effects of federal health care reform on public transit 
as the ACA is implemented in the coming years.

Research Approach

To isolate the provisions of the ACA that are 
likely to have the largest and most direct impacts on 
transit service and providers, particularly those in 

1 The Patient Protection and Affordable Care Act, Pub. L.  
No. 111-148, 124 Stat. 119 (2010), as amended by the Health 
Care and Education Reconciliation Act of 2010, Pub. L.  
No. 111-52, 124 Stat. 1029 (2010).
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rural and small urban areas, the research team con-
sulted existing summaries and analyses of the ACA 
by health policy organizations such as the Kaiser 
Family Foundation. The team also searched the web-
sites of public transportation organizations such as 
the Community Transportation Association of Amer-
ica and organizations interested in rural health care 
to determine which provisions of the ACA were of 
special interest. Based on the findings of this initial 
task, the research team then researched and summa-
rized the pre-existing legal requirements for public 
transportation agencies that will influence how pub-
lic transportation agencies are affected by the ACA.

With this information in hand, the research team 
then selected five transit agencies to serve as subjects 
for case studies illustrating the potential impacts of 
the ACA on particular public transportation provid-
ers in different geographic and operating environ-
ments. The case studies were prepared by combining 
publicly available information and interviews with 
various stakeholders. For each case study, the fol-
lowing stakeholders were contacted: transit agency, 
state Medicaid program, Medicaid NEMT broker (if 
that state is using a broker model), and state DOT.

To assess ways in which transit agencies or other 
government agencies can monitor and communicate 
the effects of federal health care reform on public 
transit, the research team assessed the types of data 
currently collected by transit agencies and state 
Medicaid programs and selected the types of data 
most likely to capture the impacts of the ACA.

2 � PROVISIONS OF FEDERAL HEALTH CARE 
REFORM THAT ARE MOST RELEVANT  
TO PUBLIC TRANSIT

To isolate the provisions of the ACA that are 
likely to have the largest and most direct impacts on 
transit service and providers, particularly those in 
rural and small urban areas, the research team con-
sulted existing summaries and analyses of the ACA, 
such as the detailed analyses available from the 
Kaiser Family Foundation’s Health Reform Source 
website (http://healthreform.kff.org/). The research 
team also searched the websites of public transpor-
tation organizations such as the Community Trans-
portation Association of America and organizations 
interested in rural health care to find out which pro-
visions of the ACA were of special interest to them.

Based on these efforts, the research team con-
cluded that the provisions of the ACA that will 

likely have the largest and most direct impacts on 
public transit services and providers are those pro-
visions intended to improve access to health care 
by (1) increasing the number of Americans with 
health care coverage, and (2) improving the avail-
ability of health care services in underserved areas. 
In addition, the provisions of the ACA intended to 
reduce the incidence of health care fraud are likely 
to affect transit agencies that provide transporta-
tion services to Medicaid participants. The major 
provisions of the ACA that are aimed at achieving 
these objectives are described in greater detail here 
and summarized in Table 2.

Provisions to Increase the Number of 
Americans with Health Insurance Coverage

Past health care policy research has shown that 
providing health insurance to the previously unin-
sured results in increased use of health care ser-
vices (2). Greater use of health care services could 
increase the use of public transit by newly insured 
individuals who are transit-dependent. Because of 
the large number of previously uninsured people who 
are expected to obtain health insurance coverage, the 
number of added trips could have significant impacts 
on transit service and providers, particularly those 
in rural and small urban areas.

Medicaid Expansion

One of the primary means by which the ACA 
expands health insurance coverage is through expan-
sion of Medicaid eligibility. As enacted, the ACA 
would have required participating states, begin-
ning in January 2014, to cover nearly all people 
under age 65 with household incomes at or below 
133 percent of the federal poverty line ($14,856 
for an individual and $30,657 for a family of four 
in 2012). The ACA provided that the federal gov-
ernment could potentially withhold all of a state’s 
existing federal Medicaid funds if it did not expand 
Medicaid eligibility as specified in the law.

Shortly after the ACA became law, the state of 
Florida (joined by 25 other states) sued the U.S. 
Department of Health and Human Services (HHS), 
challenging several aspects of the new law. Unlike 
the other court challenges to the ACA, the Florida 
v. HHS case was the only one that challenged the 
Medicaid expansion. Florida argued that the law’s 
Medicaid expansion was an unconstitutional exer-
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cise of Congress’s spending clause power because 
it improperly coerced the states into participating 
in the expansion. The Supreme Court accepted the 
case of Florida v. HHS for its 2012 session, along 
with another case challenging the constitutionality 
of the ACA’s individual mandate.

In its June 2012 ruling, a majority of the Court 
found the ACA’s Medicaid expansion unconstitu-
tionally coercive of states, because all of a state’s 
existing federal Medicaid funds potentially were 
at risk for non-compliance. The majority also said 
that the law did not give states adequate notice to 
voluntarily consent to this change in the Medicaid 
program. The Court ruled that the federal govern-
ment cannot withhold all or part of a state’s match-
ing funds for the existing Medicaid program if a 
state does not implement the expansion. The practi-
cal effect of the Court’s decision was to make the 
ACA’s Medicaid expansion optional for states.

Shortly after the ACA’s enactment, CBO esti-
mated that the ACA would result in 13 million new 
Medicaid participants in 2014 and 17 million new 
participants by 2022 (1). Those projections assumed 
that every state would expand eligibility for its 
Medicaid program as specified in the ACA. A similar 
2010 analysis prepared for the Kaiser Commission on 
Medicaid and the Uninsured projected that the ACA 
would increase the national Medicaid population by 
16–23 million in 2019. This analysis, the results of 
which are shown in the Appendix, provides growth 
projections for each state. The Kaiser Commission 
analysis shows that states with more restrictive Med-
icaid eligibility rules currently would see their Med-
icaid population grow by more than 50 percent (3).

In response to the Supreme Court ruling, CBO 
lowered its estimates downward by 6 million (7 mil-
lion new participants in 2014 and 11 million by 2022) 
(1). The downward revision was based on the expec-
tation that at least some states will choose to opt 
out or will decide to expand program eligibility at 
some point after 2014. Although many governors 
have made statements regarding whether their state 
should participate, definitive decisions will be made 
by state legislatures during their 2013 sessions.

Because most Medicaid participants are entitled 
to NEMT service, states that choose to participate in 
the ACA’s Medicaid expansion can expect to expe-
rience increased demand for Medicaid NEMT as 
their Medicaid population grows. As described in 
Section 3, many public transit agencies play roles in 
the management and delivery of Medicaid NEMT 

service, and thus will be affected by the expansion 
of Medicaid eligibility.

Health Insurance Exchanges

The other principal means by which the ACA 
expands health insurance coverage is through the 
establishment of state-based health benefit exchanges, 
as well as subsidies and tax breaks to help low-income 
individuals and small businesses buy health insur-
ance coverage through them. CBO has estimated 
that approximately 25 million people will obtain pri-
vate coverage through these insurance exchanges by 
2017 (although about 7 million of these will have had 
previous insurance coverage via other means) (1). 
Underlying these provisions is the ACA’s controver-
sial “individual mandate,” the requirement that U.S. 
citizens and legal residents obtain qualifying health 
coverage or else incur tax penalties. The effect of the 
individual mandate is incorporated into CBO’s esti-
mates of the number of people expected to gain health 
insurance coverage through Medicaid and the other 
avenues created by the ACA.

Provisions to Increase the Availability of 
Health Care Services in Underserved Areas

In addition to the provisions aimed at increasing 
health care coverage, the ACA also contains numer-
ous provisions intended to improve access to health 
care services in underserved areas. For example, the 
law provides a 10-percent incentive payment under 
Medicare for primary care physicians, nurse practi-
tioners, and other professionals meeting certain con-
ditions who practice in areas experiencing a shortage 
of health professionals. The law provides additional 
bonus payments for Medicare services by general 
surgeons in underserved areas and for home health 
providers in rural areas. The ACA also contains pro-
visions boosting specific payment provisions for rural 
hospitals. In aggregate, these provisions may allow 
underserved communities to retain the providers they 
have and will provide some additional incentive to 
those considering practicing in underserved areas (2).

The ACA will also improve access to health care 
in underserved areas by investing in federally sup-
ported community health centers. These health cen-
ters currently serve the primary health care needs 
of more than 20 million patients in over 8,000 loca-
tions across the country. They provide affordable 
health services to low-income (and often uninsured) 
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patients. Community health centers will play a role 
in implementing many provisions of the ACA and 
in providing access to care for millions of Ameri-
cans who will gain health insurance coverage under 
the law. To meet this new demand for services, par-
ticularly in underserved areas, the ACA provides 
$11 billion over five years to expand the number 
and capacity of community health centers. It is pos-
sible that this expansion in the network of commu-
nity health centers will change demand for transit to 
and from these centers.

Provisions to Reduce Health Care Fraud

Title VI of the ACA contains numerous provi-
sions to reduce fraud by service providers and sup-
pliers seeking payment from Medicaid, Medicare, 
or CHIP. Among these provisions are those that 

require state Medicaid programs to implement new 
or enhanced procedures for screening and oversee-
ing providers and suppliers. Although providers of 
Medicaid NEMT (including public transit agencies) 
are not explicitly addressed in these sections of the 
ACA, it is likely that implementation of these provi-
sions will lead to increased compliance and report-
ing requirements for all Medicaid providers and 
suppliers, including transit agencies that are NEMT 
providers.

Table 2 summarizes the provisions of the ACA 
that the research team identified as likely to have 
the largest and most direct impacts on transit ser-
vice and providers. The table describes whether each 
provision is required or allowed (i.e., mandatory or 
optional) and highlights the provision’s relevance to 
public transit agencies, particularly those in rural or 
small urban areas.

Provision Summary 
Implementation 

Timeline 

Nature of 
Provision 

(Required vs. 
Allowed) 

Relevance to Public 
Transportation 

 

Provisions to Expand Health Care Coverage 

Expansion of 
Medicaid 
Eligibility 

Establishes a new category of 
Medicaid eligibility (beginning 
in 2014) for persons with 
income at or below 133% of the 
federal poverty line who are not 
otherwise eligible for Medicaid 
or Medicare. Federal cost-share 
(FMAP) for this category will be 
100% in 2014, with no state 
financial participation until 
2017. Federal cost-share will fall 
to 90% by 2020.  

States had the option 
to expand coverage 
beginning April 
2010. As initially 
enacted, the ACA 
required states to 
provide this coverage 
by January 2014 or 
risk losing existing 
Medicaid funding.  

Optional to 
expand coverage 
before January 
2014. Supreme 
Court ruling 
allows states to 
forego Medicaid 
expansion 
without losing 
existing 
Medicaid 
funding. 

Projected to increase 
the Medicaid 
population by 11 
million by 2018. New 
participants will be 
eligible for Medicaid 
non-emergency medical 
transportation (NEMT). 

Health 
Benefit 
Exchanges 

Creates state-based American 
Health Benefit Exchanges and 
Small Business Health Options 
Program Exchanges, through 
which individuals and small 
businesses with up to 100 
employees can purchase 
qualified coverage.  

Enrollment in 
exchanges begins 
January 1, 2014 

Required 

24 million people are 
expected to obtain 
coverage through 
exchanges by 2019. 
Increase likely in the 
number of medical-
related trips via transit. 

Premium 
Subsidies for 
Individuals 

Premium subsidies will be 
provided on a sliding scale basis 
to families with incomes up to 
400% of the poverty level who 
do not have access to other 
coverage to help them purchase 
insurance through the 
exchanges.  

Effective January 1, 
2014 

Required 

Will contribute to the 
number of people 
purchasing insurance 
through the exchanges. 

Table 2  Federal health care reform provisions most relevant to public transportation.
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Table 2  (Continued)

Provision Summary 
Implementation 

Timeline 

Nature of 
Provision 

(Required vs. 
Allowed) 

Relevance to Public 
Transportation 

 

Provisions to Improve Access to Health Care Services in Underserved Areas 

Incentives for 
Rural Health 
Care 
Providers 

Provides various financial 
incentives to encourage health 
care providers to practice in 
rural areas. 

Various Various 

Taken in aggregate, 
these provisions could 
change transit travel 
patterns in rural areas. 

Increased 
Funding for 
Community 
Health 
Centers 

Authorizes and appropriates 
$11 billion over 5 years to 
expand the operational 
capacity of Community Health 
Centers and to address capital 
needs. 

Fiscal years 2011 to 
2015 

Required 

Will allow 
Community Health 
Centers to serve 20 
million new patients. 
Could change transit 
travel patterns near 
centers in both urban 
and rural areas. 

Provisions to Reduce Fraud  in Medicaid 

New Anti-
Fraud 
Requirements 
for States 

Requires states to implement 
new or enhanced procedures 
for screening, overseeing, and 
reporting on activities of 
providers and suppliers that 
participate in Medicaid. Also 
increases funding for states’ 
anti-fraud activities. 

Various Required 

Could increase the 
administrative  
requirements associated  
with being a provider of 
non-emergency 
transportation for 
Medicaid. 

Small 
Business Tax 
Credits 

Provides tax credits to small 
employers with no more than 25 
employees and average annual 
wages of less than $50,000 that 
provide health insurance for 
employees. Phase I (2010-2013): 
tax credit up to 35% (25% for 
nonprofits) of employer cost; 
Phase II (2014 and later): tax 
credit up to 50% (35% for 
nonprofits) of employer cost if 
purchased through an insurance 
exchange for 2 years.  

January 1, 2010 Allowed 

Will contribute to the 
number of people 
purchasing insurance 
through the exchanges. 

Individual 
Mandate to 
Have Health 
Insurance 

Requires U.S. citizens and 
legal residents to have 
qualifying health coverage, or 
else incur tax penalties.  

January 1, 2014 Required 

Will contribute to the 
increase in the 
population with health 
insurance, which 
could increase the 
number of medical-
related trips on transit. 

Provisions to Expand Health Care Coverage 
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3 � REVIEW OF RELEVANT LEGAL 
REQUIREMENTS FOR PUBLIC 
TRANSPORTATION

This section provides an overview of the pre-
existing legal requirements for public transportation 
providers and services that are most relevant to fed-
eral health care reform. First described are the fed-
eral rules for Medicaid NEMT and how they affect 
the participation of public transit operators in pro-
viding or coordinating (i.e., brokering) NEMT ser-
vices. The reason for focusing on Medicaid’s NEMT 
rules is because, as described above, the ACA sig-
nificantly broadens the eligibility criteria for Med-
icaid. As with existing Medicaid participants, many 
new participants will be entitled to NEMT service 
as part of their Medicaid benefits. This section also 
summarizes how state Medicaid programs have tra-
ditionally worked with transit agencies and current 
trends that could affect future collaboration. It also 
presents an overview of NEMT brokerage services, 
a role sometimes played by public transportation 
agencies, and the role of brokers in the delivery of 
Medicaid NEMT service.

Following the discussion of NEMT is a sum-
mary of U.S.DOT’s requirements for complemen-
tary paratransit service in accordance with the ADA. 
These requirements are relevant to federal health care 
reform because there are some trips that are tech-
nically eligible for funding under either Medicaid 
NEMT or ADA paratransit. As the Medicaid popula-
tion increases, the interplay between these two types 
of transportation service will become more important 
for transit operators and NEMT coordinators alike.

Medicaid Non-Emergency Medical 
Transportation (NEMT)

Title XIX of the Social Security Act of 1965 
established the Medicaid program as a joint effort 
of the federal and state governments to ensure health 
care services for individuals and families who meet 
certain income and resource requirements, or who 
belong to other needy groups. The federal Medic-
aid program, administered by the Centers for Medi-
care and Medicaid Services (CMS), issues program 
guidelines and requirements, but each state is respon-
sible for the design of its own Medicaid program, 
including such components as: eligibility standards; 
the type, amount, duration, and scope of services 
to be provided; rates of payment for services; and 
administrative procedures.

Under federal Medicaid regulations, each state’s 
Medicaid plan must specify that the administering 
state agency will ensure necessary transportation for 
recipients to and from providers. Federal regulations 
(42 CFR 431.53) also require that each state’s Med-
icaid plan describe the methods the state will use 
to meet this requirement. These transportation ser-
vices are known as non-emergency medical trans-
portation (NEMT). NEMT services include routine 
trips to medical appointments, as well as trips that 
are urgent (i.e., requiring same-day service) but not 
emergency in nature.

Under Medicaid, transportation is defined as 
scheduled, shared-ride service that may be provided 
as curb-to-curb or door-to-door, depending on medi-
cal necessity. NEMT services require 24-hour advance 
notice, except when medical circumstances require 
otherwise (e.g., sick child). Transportation services are 
available to eligible persons for a Medicaid-covered 
service performed by a participating Medicaid pro-
vider. States can cap the number of trips allowed per 
eligible individual on a monthly or annual basis.

Funding for Medicaid is allocated to states on a 
formula basis, following federal approval of a state’s 
Medicaid plan. The federal funding allocation for-
mula considers such factors as the state’s medical 
assistance expenditures and a 3-year average of 
per-capita income. States are allowed to categorize 
some Medicaid services (including NEMT) as either 
an optional medical service or an administrative 
expense. Each option has its own advantages and 
disadvantages:

•• Optional Medical Service. If a state opts to 
fund NEMT as an optional medical service, 
the federal rate of participation (i.e., funding 
match) will depend on the state’s federal med-
ical assistance percentage (FMAP). FMAP 
rates range from about 50 to 83 percent and are 
re-calculated annually. For most states, treating 
NEMT as an optional medical service would 
provide for a higher reimbursement rate than 
treating it as an administrative expense. How-
ever, there are additional requirements associ-
ated with claiming transportation as a medical 
service. For example, states must assure that 
the service is available throughout the state at 
comparable quality, that a system is in place 
to pay the service provider directly, and that 
Medicaid clients are provided freedom of 
choice in selecting a service provider.
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•• Administrative Expense. If a state opts to 
claim NEMT as an administrative expense, 
the federal share in the expense is 50 percent, 
usually less than a state’s FMAP rate. How-
ever, this option provides states with addi-
tional flexibility, largely by eliminating the 
freedom-of-choice requirement.

Under the ACA, all states will initially receive an 
FMAP of 100 percent for the newly eligible Medicaid 
population. The 100-percent match will be in effect 
for three years, after which it will fall to 95 percent 
in 2017 and to 90 percent in 2020. Although falling 
to 90 percent, the FMAP rate for newly eligible Med-
icaid participants will remain much higher than the 
FMAP rates for the rest of the Medicaid population. 
This higher FMAP rate could influence how states 
choose to claim reimbursement for NEMT service.

NEMT Brokerages

NEMT brokerages refer to the practice of hiring 
a manager or broker to assume partial or full respon-
sibility for providing Medicaid NEMT service. A 
broker’s duties can include eligibility screening, 
fielding trip requests with a call center, assigning 
trips, managing transportation providers, and report-
ing. Usually, NEMT brokers manage transportation 
services but are not transportation providers them-
selves. The public transit agencies serving as both 
NEMT brokers and providers are the exceptions to 
this rule.

Across the country, Medicaid NEMT brokers 
are currently working at local, regional, and state-
wide levels. They can be a private for-profit entity, 
a private nonprofit organization, or a government 
agency (including a public transit agency). Federal 
Medicaid regulations governing the acquisition and 
management of each type of broker vary slightly, 
and there are benefits and drawbacks associated 
with each type. Almost all brokers require an admin-
istrative fee to provide their services; this fee is in 
addition to the cost of providing transportation. The 
assumption behind choosing a brokerage model is 
that the operating efficiencies achieved by using a 
broker will outweigh the administrative fee charged.

Delegating the complexities of coordinating 
Medicaid NEMT service to a private broker has 
many advantages. Private brokers are often “full-
risk” brokers, meaning that the contracting agency 
and the broker agree upon a capitated rate for trans-
portation service (e.g., a fixed amount per eligible 

Medicaid client per month). Any cost overruns are 
the broker’s responsibility, enabling the contracting 
agency to predict costs with more accuracy. Private, 
for-profit brokers also tend to be more technologi-
cally sophisticated and more likely to have access 
to software programs to schedule and assign trips. 
Furthermore, some private, for-profit brokers back 
up local operations with large national call centers 
that take calls from clients across the country.

Public and nonprofit brokers are typically local 
agencies or organizations with closer ties to public 
transit agencies and other local services. Many of 
these brokerages pre-date the development of transit 
coordination programs and the changes to NEMT 
regulations of the last five years. For instance, Ver-
mont’s public transit agencies have been serving 
as NEMT brokers since the 1980s. This is largely 
because cooperation is required by state law, but 
also because over time, the public transit agencies 
have developed effective working relationships 
with human service and medical agencies. Some 
state Medicaid programs value their relationships 
with these public or nonprofit partners, as well as 
their local knowledge. Another advantage of public 
and nonprofit brokers is that they don’t earn a profit 
for their services; thus, administrative fees are typi-
cally less, sometimes significantly so.

Historically, federal rules governing NEMT bro-
kerages made implementing a brokerage challenging 
for states that chose to treat NEMT as an optional 
medical service rather than an administrative expense. 
In other words, if states chose not to participate in the 
waiver process, they saw their options as either to 
work with a broker or to receive the higher FMAP 
rate, but not both. Consequently, most states, regions, 
or counties with brokerages chose to bill NEMT as an 
administrative expense or operated under a Medicaid 
waiver. This changed with the Deficit Reduction Act 
(DRA) of 2005. That law created a new option for 
states to amend their Medicaid plans in order to limit 
the freedom-of-choice requirement associated with 
NEMT as an optional medical service, while at the 
same time maintaining federal reimbursement at the 
higher FMAP levels. This change better enabled states 
to use the least costly medically appropriate mode of 
travel instead of relying solely on a participant’s choice 
of transportation provider, which could be a more 
expensive option. Additionally, the DRA did away 
with a state’s need to justify the cost-effectiveness of 
the proposed freedom-of-choice waiver and the need 
to re-apply for a waiver every two years. However, at 
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the same time, the DRA added several conditions that 
make using public brokers more challenging:

•• The broker must be a wholly separate govern-
mental “unit”;

•• The broker must be able to prove that it is the 
“most appropriate, effective, and lowest cost” 
mode choice for every trip that it awards to 
itself; and

•• The broker must be able to document that, 
for each individual transportation service, the 
rate charged is no more than that charged to 
the general public.

Additional requirements in the DRA for com-
petitive bidding processes and avoidance of conflict-
of-interest have further restricted the ability of states 
to use public brokers such as public transit agencies. 
However, by establishing proper oversight and mon-
itoring procedures, some states have been able to 
maintain their public brokerages and receive reim-
bursements at their FMAP rate. These states include 
Florida, Massachusetts, Oregon, and Vermont. Other 
states, such as Texas, Maine, and Kentucky, have opted 
to reevaluate their systems and, in some cases, have 
switched to private brokerages or chosen to use the 
old waiver system (which has considerable adminis-
trative requirements) in order to comply with federal 
regulations.

State Options for NEMT Service Delivery

States can choose to structure NEMT services 
in a number of ways—locally (e.g., by county), 
regionally, or statewide. Typically, but not always, 
a state’s administrative structure for NEMT mirrors 
how it manages and delivers Medicaid services. The 
largest and fastest-growing model of NEMT admin-
istration is a statewide brokerage, which is almost 
always managed by a private brokerage company.

Local Service Delivery.  A handful of states, 
including Florida, Maryland, New York, North 
Dakota, and North Carolina, designate local enti-
ties, such as county-based departments of social 
services, as the managers of NEMT service deliv-
ery. These states often require coordination with 
other transportation programs in the county or local 
area. Under this structure, NEMT programs range 
from single-person operations to large, automated 
systems managing hundreds of trips per day. Ser-
vice delivery models are the most diverse at this 
level. For example, in Wake County, North Caro-
lina (home of the state capital Raleigh), the county’s 

transportation coordinator manages nearly 30 differ-
ent transportation programs for a variety of county 
departments and nonprofits, including Medicaid. 
As another example, Florida uses a very successful 
county-based delivery structure for NEMT service.

Regional Service Delivery.  Other states use a 
regional (i.e., multi-county) model for NEMT service, 
grouping counties with similar characteristics into a 
unified NEMT service district. These regions use bro-
kers to manage the larger population of participants 
and typically work with a variety of regional transpor-
tation providers. Like county-based systems, regional 
service delivery models are diverse; some are man-
aged by public transit authorities, others by nonprofits, 
and still others by private for-profit brokerages.

Hawaii, South Carolina, and Virginia are states 
that use private brokers for their NEMT regions. 
Arkansas, Georgia, and Kentucky use a mix of pri-
vate and nonprofit brokers in their regions. Oregon 
and Washington State use a mix of nonprofits and 
public transit providers as brokers for the designated 
regions. In Oregon, NEMT is provided through eight 
regional brokerages. Of these, five are transit agencies 
and three are councils of government. Some brokers, 
such as Lane Transit District, are responsible for only 
one county, while others, such as that sponsored by 
the Mid-Columbia Council of Governments, span a 
service area of multiple (up to seven) counties. The 
Oregon Department of Human Services uses inter-
agency agreements with the brokers and does not 
competitively procure them. Massachusetts, Maine, 
and Vermont have historically relied solely on public 
transit operators as their regional NEMT brokers.

Some states combine regional and local service 
delivery structures. Colorado, Pennsylvania, Min-
nesota, and Michigan (to be joined by Texas) hire 
private brokers to manage NEMT in their major 
metropolitan areas while maintaining county-based 
service delivery in the remainder of the state.

Statewide Service Delivery.  As described above, 
by relaxing brokerage regulations, the DRA effec-
tively encouraged many states to create statewide 
brokerages. However, the DRA’s restrictions on how 
brokers are procured have also led to an increasing 
use of private, for-profit firms as statewide brokers. 
More recently, economic pressures and input from 
CMS have further encouraged states to transition to 
statewide brokerages. Due to increasingly tight state 
budgets and diminishing federal aid, states are consid-
ering using private brokers as a way to save money. 
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CMS also appears to be actively encouraging state-
wide, private brokerages as a way to combat fraud.

As a result of these trends, a handful of private 
entities have emerged that specialize in operating 
Medicaid NEMT brokerages, and a majority of state-
wide broker contracts are with these two or three 
large companies. These firms typically can set up 
brokerages quickly and use a network of local ser-
vice providers to fulfill trip requests. Many state 
contracts require the broker to have a local call 
center, but the companies are also able to offer off-
hours services through call centers in other areas 
that are open longer or in different time zones. At 
least 15 states use a private, statewide broker, and 
more are transitioning to this model from the local-
ized models discussed above.

As discussed, many statewide brokers are con-
tracted as “full-risk” brokers and, as such, are com-
pensated using a capitated rate (e.g., per client per 
month). This approach fixes the cost of NEMT ser-
vice to the state and ensures service will be provided. 
If costs to transport clients run over this payment 
from the state Medicaid program, the private bro-
ker is responsible for covering the expenses. In the 
past two years alone, at least eight states have tran-
sitioned or are in the process of transitioning their 
NEMT service delivery models to statewide broker-
ages. In nearly every case, the states have competi-
tively bid the contract and selected a private broker. 
These services are typically not coordinated with any 
other transportation service in the state. The brokers 
are usually paid capitated rates, and most of these 
states bill NEMT as an administrative expense.

Relationship of Medicaid NEMT to Public Transit

There are several reasons why Medicaid NEMT 
programs are interested in working with public trans-
portation operators, first and foremost of which is 
cost. Transit is the least expensive and often the 
most effective transportation mode available to able-
bodied NEMT clients. Second, public transportation 
systems are required by law to be fully accessible, 
and most transit systems provide service to hospitals 
and medical centers. Third, creating a completely 
separate transportation system to provide Medicaid 
NEMT is seen by many as redundant and inefficient, 
even if public transportation may not be appropriate 
for all medical trips.

However, using public transportation to provide 
Medicaid NEMT service also creates challenges 
for brokers. All trips paid for by Medicaid must be 

approved prior to travel and must be documented. In 
addition, Medicaid will not pay for transportation to 
any non-Medicaid services. Several years ago, Rhode 
Island began purchasing bus passes for Medicaid cli-
ents, which had the advantages of streamlining service 
delivery and eliminating the time-consuming, trip-
by-trip approval process. Medicaid clients received a 
monthly bus pass, and this program earned praise for 
its partnership with the Rhode Island Public Transit 
Authority.

However, in 2008, CMS released an audit of the 
program and deemed it non-compliant with federal 
regulations. CMS had several concerns about how the 
program was managed and how transit passes were dis-
tributed to clients. These concerns ultimately led to a 
ruling that the potential for Medicaid clients to use bus 
passes for trips other than Medicaid-approved medi-
cal trips meant Medicaid was subsidizing the transit 
system (3). CMS did not re-approve the program. As 
a result of the audit, Rhode Island stopped distributing 
bus passes to Medicaid clients and instead, for spe-
cific programs, initiated a bus ticket program. The bus 
ticket program continues to be a cost-effective part of 
Rhode Island’s NEMT program.

The regulations resulting from the enactment of 
the DRA clarified that Medicaid will not reimburse 
states for fixed-route transit rides for more than the 
fare charged to the public. Federal regulations also 
state that a governmental NEMT broker for Medicaid 
should pay “no more for fixed-route public transpor-
tation than the rate charged to the general public and 
no more for public paratransit services than the rate 
charged to other state human services agencies for 
comparable services” [42 CFR 440.170(4)(ii)(B)(4)
(iii)]. For nonprofit NEMT brokers, however, there 
are no restrictions on negotiating rates with public 
transit agencies, and “it is appropriate and consistent 
with current practice for Medicaid to pay more than 
the rate charged to disabled individuals for a compa-
rable ride” [42 CFR 433.139 Title 42 (b-f)].

Several states do use public transit agencies as 
NEMT brokers or primary service providers for 
NEMT. Massachusetts, Maine, and Vermont have  
historically engaged public transit providers as 
regional brokers for all of their NEMT service regions, 
and these brokers will sometimes assign NEMT pas-
sengers to themselves. How often they do so depends 
on the circumstances within each region. Similarly, 
both Kentucky and Oregon use public transportation 
providers as brokers in some of their NEMT service 
regions. The State of Delaware contracts with a pri-
vate for-profit transportation broker, but this broker 
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is required to work with the statewide public trans-
portation operator to assign as many trips to transit 
as possible.

Recently, however, several states have come 
under CMS scrutiny based on federal regulations 
prohibiting self-referrals. For example, to avoid 
conflicts of interest, federal law prohibits physicians 
from referring patients to other facilities owned by 
the physician. When applied to transportation pro-
viders, this law makes it challenging to execute a 
model in which a public transportation provider 
serving as an NEMT broker assigns trips to itself. 
This has led some states to consider alternative mod-
els, while others have managed to continue using 
public transit providers as brokers. Massachusetts, 
for example, competitively bids its regional bro-
kerages among regional transit authorities that also 
provide NEMT trips. The regional transit authori-
ties serving as brokers have established strict rules 
for lowest qualified bidding to select providers. This 
process is well documented and monitored by the 
Massachusetts Office of Human Service Transpor-
tation. Furthermore, Massachusetts bills NEMT as 
an administrative expense, meaning that the rules 
governing its brokerages are fewer and less strict.

ADA Complementary Paratransit

Public entities that operate fixed-route transpor-
tation services for the general public are required by 
U.S.DOT regulations on implementing the ADA also 
to provide complementary paratransit service for 
persons who, because of their disability, are unable 
to use the fixed-route system. These regulations 
include a variety of service criteria that must be met 
by complementary paratransit service programs. FTA 
is responsible for ensuring compliance with the ADA 
and U.S.DOT implementing regulations. As part of 
its compliance efforts, FTA, through its Office of 
Civil Rights, conducts periodic assessments of fixed-
route transit and complementary paratransit services 
operated by its grantees.

The following requirements govern the delivery 
of ADA paratransit service:

•• Types of Service. Complementary paratransit 
service for ADA paratransit-eligible persons 
is defined as origin-to-destination service. In 
some cases, individuals in certain eligibility 
categories may receive a feeder service trip to 
and/or from an accessible fixed-route station.

•• Service Area. ADA service is required when 
origins and destinations are within ¾ mile of 

fixed-route corridors. Small areas surrounded 
by corridors also fall into the service area, as 
well as areas within ¾ mile of rail stations. 
ADA service is not required in cases in which 
an agency does not have legal authority to 
operate across a jurisdictional border.

•• Service Hours. Service hours are the same as 
fixed-route service hours for the accompany-
ing fixed route.

•• Response Time. Agencies are required to 
schedule a trip for the day following the request 
(next-day requests). An agency is required to 
have staff or an automated system that allows 
for trip scheduling during typical business 
hours, on any day prior to the day that service 
is requested. An agency may allow reserva-
tions up to 14 days in advance, but this allow-
ance is not required. Agencies must schedule 
trips within one hour on either side of the 
requested trip time, which can be negotiated 
with the individual.

•• Fares. Agencies are allowed to charge a fare 
for ADA paratransit service that is up to twice 
the fare charged on fixed-route service. Per-
sonal care attendants are allowed to ride free 
of charge, but other companions of ADA-
eligible individuals must pay the ADA fare. 
Trips provided through a contract to another 
government entity or any type of service orga-
nization may be charged at a higher fare. Often, 
the transit agency charges other agencies the 
full cost of the trip, sometimes including an 
administrative charge, instead of the public 
fare. In many cases, this difference is signifi-
cant; for example, an ADA passenger fare may 
be $3, but the full cost of the trip may be $30. 
The allowance for transit agencies to charge 
more to organizations using their service is a 
significant benefit of ADA law.

•• Trip Purpose Restrictions. Transit agencies 
can not restrict ADA paratransit service to cer-
tain trip types or prioritize any trip type over oth-
ers (e.g., prioritizing a medical trip over a trip to 
the grocery store). This offers eligible individu-
als the same freedom as fixed-route riders.

•• Capacity Constraints. In contrast to the rules 
governing Medicaid NEMT, transit agencies 
cannot limit the number of trips allowed to any 
eligible individual. Although many transit agen-
cies struggle with capacity constraints on ADA 
service, they are not allowed to create waiting 
lists (except for subscription trips) and must 
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have standards for delivering service in a timely 
and fair fashion. Significantly late pick-ups, trip 
denials, missed trips, and excessively long trips 
must be tracked and kept to a strict minimum. 
Similarly, telephone wait times for reservations 
service must be kept to a minimum.

Other requirements govern the training of person-
nel, maintenance of equipment, presentation of infor-
mation in accessible formats, and allowing passengers 
to ride with service animals. Table 3 summarizes 
eligibility standards for ADA paratransit and com-
pares them to the eligibility standards for Medicaid 
NEMT service. As mentioned above, the requirement 
to provide ADA paratransit service applies to transit 
agencies providing fixed-route services. Some small 
or rural communities with limited or no fixed-route 
services provide other demand-response or dial-a-
ride services, often for members of the public and not 
subject to any eligibility requirements. This kind of 
transit service is not required to meet ADA paratransit 
standards.

As noted above, some individuals are dually eli-
gible for both Medicaid NEMT and ADA paratransit. 
For these cases, stakeholders may have different 
opinions about which program is the funder of last 
resort. Per federal statute, Medicaid funds are to be 
used after all third-party liability coverage for medi-
cal services has been exhausted. This “payer of last 
resort” rule has created differences in opinion about 
how transportation should be funded. Some NEMT 
brokers interpret the rule to mean that ADA para-
transit is a third party available to provide NEMT 
services, and therefore, financially responsible for 
NEMT trips. Transit operators, on the other hand, 
tend to argue that ADA paratransit is not intended to 

meet specific specialized transportation needs, and 
that NEMT falls into this category of service.

As the Medicaid population increases, the inter-
play between these two types of transportation ser-
vice will become more important for transit operators 
and NEMT coordinators alike. Some ADA paratransit 
providers have reported that local NEMT programs 
refuse trips or reimbursements to clients who are eli-
gible for both ADA paratransit service and Medicaid 
NEMT. This results in ADA paratransit services trans-
porting individuals at the public ADA fare, when they 
could otherwise be reimbursed for their actual cost to 
provide the trip, depending on the circumstances.

4  CASE STUDIES

The research team assessed the potential impacts 
of the ACA on public transportation through the 
development of five case studies. The five transit 
agencies were chosen from a list of potential case 
study candidates that included a diversity of operat-
ing models and a range of geographic and policy 
environments. The variables used to select these 
candidates included:

•• Anticipated level of increase in the state’s 
Medicaid population if the state chooses to 
participate in the expansion of the program 
as specified in the ACA;

•• The state’s Medicaid NEMT service delivery 
model;

•• Whether the public transit agency is currently 
involved with the state’s Medicaid NEMT 
system;

•• Geographic setting (i.e., rural, small urban, or 
urban); and

•• Geographic region of the country.

Program Features Medicaid NEMT ADA Paratransit 

Basis for client eligibility Income 
Disability; unable to use fixed-route 
transit  

Eligible type of trip 

Medicaid-eligible medical appointments 
(if no other transportation options are 
available). Additional restrictions may 
apply. 

No restriction as to type or number 
of trips 

Service area Any Within 3/4 mile of a fixed route 

Time of day/days of week Any Same hours as fixed-route 

Customer fare Usually none Up to twice the fixed-route fare 

Responsible entity State health agencies 
Public transit operators providing 
fixed-route service 

Table 3  Eligibility standards for Medicaid NEMT and ADA complementary paratransit.
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The first three criteria were used because of the 
ACA’s significant expansion of Medicaid and the pre-
sumed accompanying impacts on Medicaid NEMT 
service. The next two criteria were used to help ensure 
that the project’s results are relevant to a larger number 
of transit providers. The five case study subjects are:

•• Montachusett Regional Transit Authority 
(Fitchburg/Boston, MA);

•• Southwest Georgia Regional Commission 
(Camilla, GA);

•• Jackson Transit Authority (Jackson, MS);
•• Bis-Man Transit (Bismarck-Mandan, ND); and
•• Whatcom Transportation Authority (Belling-

ham, WA).

These five case study agencies are compared in 
Table 4. With the exception of Massachusetts, the 
four other states in which case studies are located 
are anticipated to experience at least a 25-percent 
increase in their Medicaid populations if they opt in 
to the ACA’s expansion of the program. A Massa-
chusetts provider was included because that state’s 
health care reform law served as a model for the fed-
eral ACA. It was therefore considered worthwhile 
to assess the impacts of the state’s own version of 
health care reform on one of the state’s transit agen-
cies. The case studies also represent a range of rural, 
small urban, and urban settings and a national geo-
graphic spread. Perhaps most critically, they repre-
sent a number of service delivery models for transit 
and Medicaid NEMT services. In some cases, tran-
sit and Medicaid NEMT are closely linked; in oth-
ers, the relationship is more distant.

The case studies were carried out by combining 
publicly available information and interviews with 
various stakeholders. The research team reviewed 
published reports and studies on state Medicaid pro-
grams, information on NEMT services, and relevant 
planning documents. This information was supple-
mented by interviews with stakeholders, including 
representatives from state Medicaid and transpor-
tation departments, staff at local transit agencies 
and social service agencies, and NEMT brokers. In 
some cases, interviews with stakeholders led to rec-
ommendations for interviews with additional stake-
holders, such that in nearly every case, at least four 
interviews were conducted per case study.

Montachusett Regional Transit Authority

The Montachusett Regional Transit Authority 
(MART) is a public transportation provider oper-

ating in north-central Massachusetts. MART oper-
ates a variety of transportation services, including 
fixed-route transit, ADA complementary paratransit 
service, long-distance hospital shuttles, and town-
based demand-response service. MART’s service area 
covers some 63 square miles, includes 21 municipali-
ties, and serves a population of 113,000 individuals.

In addition to operating public transportation, 
MART also functions as a transportation broker, 
managing and assigning medical and human ser-
vice transportation for the Massachusetts Executive 
Office of Health and Human Services (EOHHS). 
MART is currently contracted to provide brokerage 
functions for its public transportation service area, 
as well as several other regions. MART currently 
provides 70 percent of the Commonwealth’s medi-
cal transportation services, including the metropoli-
tan Boston area; several medium-sized cities such 
as Springfield, Lowell, and parts of Worcester; and 
large tracts of suburban communities.

Significance as a Case Study

Massachusetts and MART offer an interesting 
case study, because:

•• Massachusetts implemented its own version 
of health care reform in 2006, and the state 
served as a model for several aspects of the 
federal health care reform law.

•• Massachusetts has a regional model for NEMT 
service delivery and contracts with public enti-
ties to serve as brokers for NEMT service.

•• MART is one of only a handful of nonprofit 
organizations serving as Medicaid transpor-
tation brokers in the nation. It has one of the 
largest nonprofit brokerages in the country, 
providing 3.9 million trips annually and man-
aging a budget of over $68 million.

•• MART’s service area includes urban, rural, 
and suburban areas.

•• MART manages a sophisticated software sys-
tem that it has developed over the past decade, 
working closely with the software provider to 
build custom modules tailored to MART’s 
particular needs.

Expected Statewide Impacts of 
Federal Health Care Reform

The Massachusetts health care reform law, 
enacted in 2006, has been cited as a model for the 
federal ACA, and, as shown in Table 5, it includes 
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Case Study 
NEMT 

Management 
Model 

Service Area 
Other Programs 

Included in 
Brokerage 

Method for 
Paying NEMT 

Broker 

Statewide 
NEMT 

Program 
Costs 

(millions) 

NEMT 
Trips 

Provided 
Statewide 

Statewide 
Average 
Cost per 

Trip 

Statewide 
Trips on 
Transit 

Integration 
with Transit 

Montachusett 
Regional Transit 

Authority  
Boston/ 

Fitchburg, MA 

Regional 
brokerage – 
public-sector 

broker 

Varied – 
includes four 
regions (rural, 
suburban, and 

urban) 

Department of 
Developmental 
Services (DDS) 
Department of 
Public Health 

Management fee 
plus flat cost per 
trip (by program 

category) 
 

$34.1m 2.2m $15.59 
About 4% 
(156,000 

trips) 

Broker is a 
transit agency, 

but use of transit 
for trips is 
minimal. 

 

Southwest 
Georgia 
Regional 

Commission  
Camilla, GA 

Regional 
brokerage – 
public-sector 

broker 

Rural 

Various human 
service programs. 

Coordinates 
funding for 

public transit. 

Per member per 
month 

$80.9 3.1m $26.10 
About 8% 
(251,000 

trips) 

Varies by 
NEMT region 

Jackson Transit 
Authority  

Jackson, MS 

Statewide 
brokerage – 
private for-

profit broker 

Urban NEMT only 
Per member per 

month 
$31.5 818,000 $38.50 Minimal Minimal 

Bis-Man Transit 
Bismarck, ND 

No broker –  
administered 

by county 
social service 

agencies 

Small 
urban/rural 

No broker No broker $0.6 21,600 $28.70 
58% 

(12,500 
trips) 

Approximately 
1/3 of state’s 

transit agencies 
provide NEMT 

trips. 

Whatcom 
Transportation 

Authority  
Bellingham, WA 

Regional 
brokerage – 
public-sector 

broker 

Small 
urban/rural 

NEMT only 
Actual costs plus 
set administrative 

fee ($3/trip) 
$74 3.4m $21.76 

46% 
(1.5m 
trips) 

High level of 
cooperation/ 

integration with 
transit 

Table 4  Comparison of transit agencies highlighted in case studies.
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Feature Massachusetts health care  
reform law (2006) 

Federal Patient Protection  
& Affordable Care Act (2010) 

Individual 
mandate 

Yes. Or pay up to a $1,200 a year penalty. 
Yes. Or pay a penalty of $95 a year in 2014, 

then $695 a year in 2016, when penalty is 
fully implemented. 

Individual 
subsidies 

Yes. For people earning up to 300% of 
poverty level. 

Yes. For people earning up to 400% of 
poverty level. 

Employer 
mandate 

Yes. Companies with 11 or more employees 
must make “fair and reasonable” 

contribution toward health insurance or pay 
a $295 penalty per employee. 

Yes. Companies with 50 or more employees 
that do not offer coverage must pay up to a 
$2,000 penalty per employee. No penalties 
for smaller companies. 

Employer 
subsidies 

Yes. Subsidies up to 15% if employees 
participate in a wellness program. 

Yes. Tax credits up to 50% of the employer’s 
contribution for companies with up to 25 

employees and average wages below 
$50,000. 

Health insurance 
exchanges 

Yes Yes 

Coverage for 
young adults 

Yes. Can stay on parents’ plan for two years 
after no longer claimed as dependent for tax 
purposes or age 26, whichever comes first. 

Yes. Can stay on parents’ plan until age 26. 

Long-term care No 

No. Included in original law as Community 
Living Assistance Services and Support Act 
(CLASS) but program was eliminated because  

it was deemed financially unsustainable. 

Prohibition on 
rescinding 
coverage 

Yes Yes 

Coverage for 
pre-existing 
conditions 

Yes, but plans can limit coverage for a 
condition for six months in certain 

circumstances. 
Yes 

Lifetime limits 
on insurance 
coverage 

Yes, technically allowed, but few plans have 
them. 

No 

Annual limits on 
insurance 
coverage 

Yes (in limited cases) No 

Free preventive 
care 

No, but plans must allow doctor visits for 
preventive care without a deductible. 

Yes 

Cost control 
measures in 
original 
legislation 

No Yes 

Table 5  Comparison of Massachusetts and federal health care reform laws.
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many of the same provisions as the ACA, including 
expanded access to publicly funded or subsidized 
health care. Because Massachusetts has already imple-
mented many of the health care reforms required by 
the ACA, the federal law is not expected to have a 
large impact on the number of Massachusetts resi-
dents enrolled in Medicaid. Assuming Massachusetts 
participates in the ACA’s Medicaid expansion, the 
state’s Medicaid enrollment is expected to increase 
by only 2 to 5 percent by 2019, relative to projec-
tions without federal health care reform. This pro-
jected increase translates to approximately 30,000 
to 75,000 individuals (4).

Summary of Transit Service in the Region

MART is the local transit provider for the Fitch-
burg metropolitan area within the North Central bro-
kerage region, serving 21 communities. As part of its 
role as a regional transit authority, MART operates 
11 fixed routes in the Fitchburg-Leominster area, 
seven fixed routes in Gardner, and two medical cen-
ter shuttles to Boston and Worcester. MART also 
provides complementary ADA services and Dial-
A-Ride services for older adults and persons with 
disabilities. Subscription demand-response service 
is also available to members of the general public 
for a premium fare. The agency maintains a fleet of 
27 buses, 177 vans, and two trolley buses.

MART is the NEMT broker for four of the state’s 
nine human service transportation (HST) brokerage 
regions, serving the Pioneer Valley, North Central, 

South Central, and Greater Boston regions. In 2010, 
MART brokered approximately 3.7 million trips 
across its four regions, comprising 70 percent of the 
trips provided by the state’s HST network. Of these, 
approximately 1.2 million were Medicaid trips, 
2.4 million were DDS trips, and 100,000 were 
Department of Public Health (DPH) trips.

Summary of NEMT Brokerage 
System in Massachusetts

The Commonwealth of Massachusetts manages 
its coordinated HST network through its Office of 
Human Service Transportation, which is part of the 
state’s EOHHS. The HST Office has a director plus 
approximately 10 full-time-equivalent (FTE) staff 
responsible for managing and coordinating trans-
portation services associated with four human ser-
vices programs administered by EOHHS:

•• MassHealth (Medicaid) NEMT;
•• MassHealth-funded Day Habilitation programs;
•• Department of Developmental Services–

supported employment workshops and resi-
dential supports; and

•• DPH’s early intervention programs for chil-
dren and families.

The HST Office has divided the state into nine 
service areas and competitively awards brokerage 
contracts for each region (see Figure 1). Regional 
transit authorities (RTAs) are the only entities that 

Source: Massachusetts Executive Office of Health & Human Services. 

Figure 1  Massachusetts Human Service Transportation regions.
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can respond to the requests for proposals, but RTAs 
can hold contracts for HST regions that are not part 
of their RTA service area. The RTA brokers sub-
contract with qualified, local transportation service 
providers to provide the NEMT trips. The broker-
age contracts set performance standards and specific 
outcome measures that are established and moni-
tored by the HST Office. The primary responsibili-
ties of the brokers include:

•• Arranging consumer trips and contracting for 
services with local providers;

•• Monitoring and ensuring service quality (on-
site inspections, consumer surveys, etc.);

•• Developing routing and other strategies 
to increase system efficiency and cost-
effectiveness; and

•• Tracking and reporting system usage and costs 
and monitoring performance benchmarks.

HST brokers are reimbursed based on a per-trip 
rate that is set annually by the HST Office based on 
the average trip costs recorded in the previous year. 
Trip rates are set for each program. The HST Office, 
not the regional broker, establishes the contracted 
per-trip rate for each sponsoring agency, and the 
rates are the same in all nine regions across the state. 
MART sends biweekly invoices to agency sponsors 
that include total cost for the two-week period, total 
number of trips, and average trip cost. Under this 
system, the actual costs for trip provision are calcu-
lated monthly and reported to the HST Office, but 
sponsoring agencies are billed at the contracted rate 
(not at the actual cost of the trips). Both the HST 
Office and brokers compare costs throughout the 
year; if actual costs exceed billed costs, brokers can 
ask for a rate increase and invoice at the actual trip 
costs for the remainder of the year. In this way, 
there are no downside risks for the brokers.

A unique aspect of the HST contracts is an incen-
tive program that allows brokers to share cost savings 
with the HST Office. As discussed, MART begins 
the year by charging state agencies the contracted 
trip rate set by the HST Office. If MART is able 
to provide service for less than the contracted rate, 
MART is allowed to keep savings (or profits) up to 
3 percent of the annual projected program costs. In 
other words, if MART is able to broker trips below 
the contracted trip rate, they can keep the differ-
ence until they have realized 3 percent of the total 
program costs. For example, if the program cost is 
$1 million, MART would be allowed to keep up to 

$30,000 in profits earned by brokering trips for less 
than the contracted amount.

If MART achieves this 3-percent savings, it re-
calculates the average trip cost for the fiscal year 
up to that point in time (which is less than the con-
tracted rate) and begins billing agency sponsors 
using the average trip cost as the new, lower per-
trip rate. Brokers are allowed to keep the savings or 
“profit” but must use these funds for HST-related 
activities. In MART’s case, much of the profits have 
been used to update and expand its software system. 
This incentive program is fairly unique among state 
brokerage models, in part because in this case all 
brokers are public, nonprofit entities.

MART works with the transportation providers 
extensively to address two primary concerns: trip 
reimbursements and monitoring of service quality. 
Reimbursing trip costs emerged as a major issue, 
largely because of the delays involved with large 
government agencies. In response to this, MART 
agreed to pay vendors upfront for most (60 to 80 per-
cent) of the trip costs and reconcile with them at 
the end of the month. This helps the transporta-
tion providers manage their cash flow more easily, 
reduces the need to borrow money, and effectively 
means many small service providers can stay in 
business.

MART also has an extensive system to monitor 
service quality. To participate as a vendor, transpor-
tation providers must agree to a series of performance 
standards that include penalties for non-compliance. 
They also agree to on-site inspections and review 
of their services. MART has a large staff (nearly 70 
FTEs) and thus is able carry out these duties.

Perspective of State Human 
Service Transportation Office

The HST Office does not anticipate that the ACA 
will have a significant impact in how it manages, 
delivers, or organizes its NEMT program. Because 
Massachusetts has already implemented its own 
version of health care reform, the federal ACA is not 
expected to significantly increase Medicaid enroll-
ment in Massachusetts. In addition, Massachusetts 
is well-equipped to handle changes to its NEMT 
programs. The state has an effective human service 
transportation infrastructure, consisting of extensive 
software systems, an effective broker system, and 
a robust network of transportation providers. This 
infrastructure allows the HST Office to manage an 
influx of enrollees, ramp up capacity as needed, and 
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provide expanded reports and data according to new 
requirements.

As a case study for how the ACA could affect 
demand for NEMT services, Massachusetts’s expe-
rience with its health care reform is inconclusive. 
Although the annual growth rates for MassHealth 
trips were highest during the two years following 
the passage of universal healthcare (FY 2007 and 
FY 2008), it is not clear if the growth is directly 
attributable to the implementation of health care 
reform. Other states experienced similar increases 
in NEMT trips during this same time period, and, as 
shown in Figure 2, other human services programs 
for which the HST Office coordinates transporta-
tion experienced higher growth in trip numbers than 
MassHealth did in every year except 2007.

The HST Office is very focused on collecting 
and tracking hard data and sets clear requirements as 
part of its contracting with brokers. The data required 
from brokers is fairly simple—requirements are 
mostly focused on number of trips, number of con-
sumers, and costs—but brokers are required to report 
regularly according to specified formats. The HST 
Office, in turn, summarizes data quarterly, compares 
costs with negotiated trips rates, and reports on the 
statewide network annually. Because their report-
ing system is so comprehensive, the HST Office 
believes that it can accommodate any additional 
Medicaid reporting requirements stemming from 
the ACA with little disruption or increased expense.

Despite its commitment to working with public 
transit agencies as brokers, the HST Office does not 
encourage use of fixed-route services. The office 
does not allow brokers to purchase transit tickets 
for Medicaid clients. Instead, it requires Medicaid 
clients to purchase transit tickets themselves and 
to submit reimbursement forms afterwards. As a 
result, HST expenditures on fixed-route transit are 
fairly low, just $106,594 in FY 2010, or 4.3 percent 
of the total expenditures of $2.5 million.

Perspective of NEMT Broker

MART has emerged as a highly successful and 
effective HST broker. According to MART officials, 
much of this success is attributable to the agency’s 
software system, which they said enables the agency 
to efficiently collect the necessary data to conduct a 
wide range of analyses and assessments on the agen-
cy’s brokerage operations. MART officials believe 
that this software will enable the agency to manage 
the anticipated effects of the ACA while minimizing 
disruption to its operations and existing reporting 
structure.

As both the local transit provider for Fitchburg 
and the broker for the region, MART can place bro-
kered trips onto its own vehicles. MART is allowed 
to do this when its services are identified as the lowest 
cost mode, a selection process that is conducted elec-
tronically. MART’s software automatically selects 

Figure 2  Annual growth rates in MassHealth (Medicaid) trips and other HST 
trips before and after implementation of health care reform in Massachusetts.

Source: Massachusetts Office of Human Service Transportation.

0%

2%

4%

6%

8%

10%

12%

14%

2006 2007 2008 2009 2010

MassHealth Trips Other HST Trips

Potential Impacts of Federal Health Care Reform on Public Transit

Copyright National Academy of Sciences. All rights reserved.

http://www.nap.edu/22540


22

the provider that can provide the trip for the least cost; 
this automated process is intended to eliminate any 
human bias and dispel concerns about self-referrals. 
Even with these assurances, the HST Office monitors 
trips referred to MART closely.

Potential Increased Reporting Requirements.  The 
provisions of the ACA that target waste, fraud, and 
abuse could result in increased reporting require-
ments for all Medicaid providers, including trans-
portation providers. If reporting requirements change 
or increase as anticipated, MART officials believe 
that the agency can alter its software to extract 
additional information from its database and sub-
mit it in the format required by the federal gov-
ernment. Any need for new or different metrics, 
therefore, should be easily incorporated into the 
existing system.

Billing Rates and Potential Cost Increases.  
MART is paid a flat per-trip rate by MassHealth; this 
rate is negotiated every year and varies by service 
region. As discussed, the reimbursement system is 
designed to be dynamic and adjust to increases or 
decreases in trip costs. MART is also reimbursed for 
every trip provided, so there are no risks associated 
with changes in trip volume. MART contracts with 
over 150 providers to fulfill its trip requests. Low-
cost trip provision is a factor in MART’s trip assign-
ment process, so vendors set their rates in order to 
remain competitive. Vendors may change their rates 
monthly. MART does not anticipate that any rate 
changes will affect its provider network because of 
the competitive bidding process.

Ability to Increase Capacity.  As for the other 
transportation providers in its network, MART 
acknowledges that many may be anticipating 
growth in trip volume due to the ACA. However, 
MART’s trip assignment process is market-driven. 
Trip assignments are released to all service pro-
viders in good standing and assignments are made 
purely based on costs. Currently, the supply of trans-
portation service providers exceeds the demand for 
service (trips). MART has the ability to increase the 
supply of providers at any time by merely requesting 
more service. If there are no bidders for a particular 
trip, providers can increase their price.

In addition, MART continually monitors staff 
levels, call volume, phone system capabilities, and 
other equipment and software to ensure there is 

enough capacity to support operations. These analy-
ses look at efficiency, effectiveness, service qual-
ity, and growth capabilities. This allows MART to 
look ahead and anticipate upgrades in advance of 
need. MART officials believe that these monitoring 
devices will assist MART in knowing when and if 
changes and upgrades are necessary as a result of 
increased call or trip volume due to the ACA.

Tracking and Monitoring Systems.  Because of 
its sophisticated software capabilities, MART offi-
cials believe that the agency will be able to make 
adjustments quickly to accommodate new report-
ing requirements and tracking systems. Currently, 
MART tracks the number of clients by program and 
costs in its electronic billing records and archival 
data. As additional reports are required by changes 
to existing regulations, MART has the capacity to 
upgrade its software or add modules to accommo-
date the new requirements.

Conclusions and Lessons

The Commonwealth of Massachusetts has estab-
lished a well-planned and effective system for pro-
viding medical and human service transportation. 
This network is built around carefully executed 
broker contracts that ensure the HST Office has 
adequate information to assess, track, and evaluate 
the supply, demand, and costs of its transportation 
services. Under this system, MART has emerged as 
a dynamic, effective, and responsive broker for a 
variety of reasons, including the development of a 
sophisticated software system that allows them to 
monitor supply and demand and control costs. Sev-
eral lessons can be taken from this case study:

•• Massachusetts has set up an HST Office within 
its EOHHS with dedicated resources to under-
stand and manage the medical transportation 
programs effectively.

•• The HST Office uses contracts to set expecta-
tions for public-sector transportation brokers, 
but also includes incentives for brokers to 
reduce costs, while protecting itself against 
cost increases.

•• The HST Office also collects important data, 
which it uses to track program performance. 
It also publishes clear, easy-to-read reports on 
this information. This data-driven approach 
helps to protect the program against anecdotal 
information about fraud or abuse.
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•• MART uses a combination of qualitative 
and quantitative techniques to manage the 
program. The staff uses data and customer 
feedback and site visits to monitor service 
providers and service quality. The agency 
also relies on an extensive software system 
to assign trips based on costs to approved 
vendors. The software also ensures MART 
is able to efficiently collect required data, 
monitor the service network, and report back 
to the Commonwealth.

•• Resources to support this system are derived, 
in part, through the cost-sharing arrangement 
that allows MART to keep a portion of sav-
ings achieved.

Jackson Transit Authority

Jackson is the largest city in Mississippi, with a 
population of about 175,000; the entire metropoli-
tan area contains close to 540,000 residents. Tran-
sit service in the City of Jackson is provided by the 
Jackson Transit Authority (JATRAN). Mississippi 
manages its non-emergency medical transportation 
program through a statewide contract with a private 
Medicaid NEMT broker.

Significance as a Case Study

Jackson was selected as a case study for several 
reasons:

•• More than 21 percent of Mississippi’s popula-
tion lives below the federal poverty line, com-
pared to 13.8 percent nationwide.

•• Mississippi’s Medicaid enrollment has been 
projected to increase by at least 40 percent 
when the ACA is fully implemented.

•• It offers an example of a state that utilizes a 
private, statewide broker to manage its Med-
icaid NEMT services.

Expected Statewide Impacts of  
Federal Health Care Reform

If Mississippi chooses to participate in the ACA’s 
Medicaid expansion, the state’s Medicaid enrollment 
has been projected to grow by 41 to 54 percent by 
2019, relative to projections without federal health 
care reform. This percentage increase translates to 
roughly 320,000 to 420,000 individuals compared to 
the baseline enrollment of approximately 779,000 (4).

Summary of Transit Service in Region

JATRAN’s services include ten fixed-route bus 
routes within the City of Jackson and ADA com-
plementary paratransit service called HandiLift. 
JATRAN also operates demand-response service 
for the general public (Reserve-A-Ride), which is 
available to all of Jackson County. The agency is 
managed by a city department and operates with a 
fleet of 27 buses and 8 vans.

Through the Reserve-A-Ride program, JATRAN 
works with several educational and human service 
partners to provide transportation in support of spe-
cific programs. These programs include Head Start, 
Paratransit for Employment and Training (i.e., trans-
portation for persons with a disability traveling to 
and from work), School Rides, Medical Shuttles, 
and Transportation to Work/Project Zero. Fares on 
Reserve-A-Ride are set based on distance; adult cash 
fares range from $4.00 to $7.50 per one-way trip.

Summary of NEMT Service 
Delivery System in Mississippi

As mentioned, Mississippi manages its NEMT 
services through a statewide contract with a 
private-sector broker. This broker was awarded the 
NEMT brokerage contract in 2006 and continues 
to hold this contract. Its contract responsibilities  
include eligibility screening, trip scheduling, and 
third-party contracting with local transportation 
companies. It maintains a pool of NEMT provid-
ers and distributes trips according to the least costly 
most appropriate mode available. The company does 
not own the vehicles used in the provision of NEMT, 
but does credential the drivers. It also handles pro-
vider reimbursement and quality assurance. The 
broker is paid on a per-member-per-month basis 
(i.e., capitated rate).

In 2011, 818,000 NEMT trips were provided 
through the state’s Medicaid program, of which 
619,000 were for ambulatory trips and 198,000 for 
wheelchair users. The state does not track data by 
mode, so no data indicating transit usage were avail-
able at the time of this report. The total cost of the 
program was $31.1 million in 2010 and $31.5 million 
in 2011. In 2011, the average cost per trip was $38.50.

The broker currently does not have a contrac-
tual relationship with JATRAN, the transit agency 
in Jackson, but it does have contracts with transit 
agencies in smaller locations in Mississippi such as 
Natchez, and with human service agencies in rural 
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areas such as the counties northwest of Jackson. 
Public agencies entering into contracts with the bro-
ker receive a reimbursement per trip that is higher 
than the fare but lower than the actual cost per trip.  
The broker maintains that it is not interested in 
shifting trips onto the paratransit program so that 
transit agencies only receive fare revenues for those 
trips. The company has a stated hierarchy for allo-
cation of trips, with the first choice always fixed-
route transit where available.

Perspective of State Department of Transportation

Mississippi DOT’s transit division has not devel-
oped a formal plan for addressing the anticipated 
increase in NEMT trips expected to result from 
implementation of the ACA, but the issue is regularly 
discussed in the regional groups that meet monthly 
as part of the regional planning process. One of the 
main topics of discussion has been the types of vehi-
cles that should be purchased to serve a changing 
clientele. Whereas in the past larger vehicles were 
used to transport individuals to jobs, the newer cli-
entele will likely be traveling in smaller groups and 
to medical appointments, which results in less clus-
tering of trips and softer ridership peaks. The tran-
sit division anticipates that six- or seven-passenger 
vehicles will be utilized more efficiently than the 
larger ones used previously.

From the state DOT’s perspective, the impacts 
of the ACA on public transportation represent both a 
challenge and an opportunity. The challenge will be 
providing more trips without a significant infusion 
of funding, especially if transit systems continue to 
provide service without being reimbursed by Medic
aid for the trips. However, the state also views this 
trend as an opportunity to make a difference in the 
community and to convey to elected officials and 
others the important role played by these transporta-
tion providers.

Perspective of NEMT Broker

Regarding the broker’s planning for the imple-
mentation of the ACA, a spokesperson said he does 
not anticipate any changes in the functions of the 
brokerage, but rather a need for increased staffing 
to handle the anticipated increases in NEMT trips. 
The company has already hired a Director of Trans-
portation Operations to enhance working relation-
ships with transit agencies and increase coordination 
on a national level, and this has yielded minor suc-

cesses to date. For example, the company partnered 
with the Community Transportation Association of 
America to develop standardized national training 
for NEMT drivers. However, there have not been 
changes specific to Mississippi.

Perspective of Transit Agency

JATRAN is the fixed-route transit provider in the 
City of Jackson, and is also responsible for the provi-
sion of ADA paratransit service through its HandiLift 
program. In the past, JATRAN partnered with the bro-
ker and received reimbursement for Medicaid NEMT 
trips, but it is not currently under contract with the 
company. The transit agency offered that part of the 
reason why it (and presumably other transit agencies in 
the state) has chosen not to work with the private bro-
ker is because of the administrative burden involved, 
particularly with regard to billing procedures.

The federal Half-Fare program allows passen-
gers to show their Medicaid card as proof of dis-
ability, thereby permitting any individual holding a 
Medicaid card to ride transit for half-fare. JATRAN 
has noticed an increase in the volume of fixed-route 
trips by HandiLift riders who receive discounted 
fixed-route fares, particularly in the area of Jackson  
where four medical centers are concentrated. 
JATRAN has also observed a significant increase 
in overall fixed-route ridership to this area. The area 
is served by the most heavily used bus route in the 
system, which operates on 15-minute headways.

Perspective of State Medicaid Program

Although Mississippi’s Medicaid program has 
not embarked on specific plans to address an antici-
pated increase in trip volumes from implementa-
tion of the ACA, a state Medicaid official indicated 
that it is unlikely that the current statewide broker-
age model would change. The statewide brokerage 
model was originally adopted due to the higher fed-
eral contribution allowed when billing transporta-
tion as a medical expense; receiving the FMAP rate 
with a private broker is far simpler than utilizing a 
nonprofit or governmental broker. The current capi-
tated rate (per member per month) negotiated with 
the broker was based on a specific assumption of 
NEMT trips, with an allowance for renegotiation in 
the event of a 5-percent variance (a typical arrange-
ment in other parts of the country). If new enrollees 
travel at a higher rate, the capitated rate may need 
to be reconsidered. State officials suggest, how-
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ever, that if trip rates per person do increase due to 
implementation of the ACA, the state would likely 
renegotiate the capitated rate rather than consider a 
different service delivery model.

Conclusions and Lessons

Several key lessons can be learned from Jack-
son’s current NEMT service delivery system:

•• The State of Mississippi’s NEMT service 
delivery model is less coordinated with pub-
lic and human service networks than that of 
several other case study states, and there is 
significantly less interaction between pub-
lic transportation authorities and either the 
State Medicaid office or the NEMT broker.

•• Many transit agencies are not currently part of 
the NEMT service delivery system. Though 
reasons vary, one stated reason is the paper-
work necessary for obtaining a contract with 
the broker. If this is the case now, any increased 
paperwork required under ACA for all provid-
ers could emerge as a deterrent for transit agen-
cies to participate in NEMT.

•• JATRAN receives no reimbursement for 
Medicaid trips. Although a missed opportu-
nity for revenue, this is not uncommon. The 
federal Half-Fare program requires JATRAN 
to allow Medicaid recipients to ride fixed-
route services (off-peak only) at a discount.

•• Few public transportation agencies in Missis-
sippi currently work with the broker. This cre-
ates a disadvantage for both the transit agencies 
and the broker; the broker could utilize a less 
expensive form of transportation, and agencies 
could gain additional revenue.

•• Rural public transportation providers in Mis-
sissippi that do partner with the broker to pro-
vide NEMT are not reimbursed for the full 
cost of service.

•• The state and regional transit agencies, espe-
cially nonprofit organizations operating in rural 
areas, are thinking ahead to the implementation 
of ACA and are planning for changes in vehicle 
type as well as other capital and infrastructural 
changes.

Southwest Georgia Regional Commission

The southwest Georgia region consists of 14 rural 
counties in the southwest corner of the state: Terrell,  
Lee, Worth, Colquitt, Thomas, Grady, Decatur, 

Seminole, Early, Miller, Baker, Mitchell, Dougherty, 
and Calhoun counties. Together, these counties had 
a population of about 356,000 in 2010. The largest 
metropolitan area in the region is the City of Albany, 
which had a 2010 population of approximately 
76,000 people.

Under the guidance of the Southwest Georgia 
Regional Commission (SWGRC), the area’s trans-
portation providers and agencies work together to 
meet the basic transportation needs of residents. 
SWGRC coordinates funding from the Georgia 
Department of Human Services (DHS) transporta-
tion services and Georgia DOT public transporta-
tion services (FTA Section 5311) for the 14-county 
area. SWGRC also held a contract with the Georgia 
Department of Community Health (DCH) to broker 
NEMT service for a 40-county service area. How-
ever, in January 2012, the state awarded the contract 
to a private, for-profit company.

Significance as a Case Study

SWGRC and the State of Georgia present an 
interesting case study because:

•• Georgia provides NEMT services through a 
regional brokerage model.

•• Until it lost the NEMT contract in January 
2012, SWGRC was one of only a handful of 
nonprofit organizations serving as NEMT 
transportation brokers in the nation, and was 
the only nonprofit broker for any of Georgia’s 
NEMT service delivery regions.

•• SWGRC managed the NEMT brokerage 
through a sophisticated call center that facil-
itated extensive data tracking.

•• Georgia does not provide state assistance to 
rural and small urban transit operators.

•• The 14-county SWGRC region is the most 
rural of the five case study areas.

Expected Statewide Impacts 
of Federal Health Care Reform

If Georgia chooses to participate in the ACA’s 
Medicaid expansion, the state’s Medicaid enroll-
ment has been projected to increase by 40 to 57 per-
cent, relative to projections without federal health 
care reform. This projected increase translates into 
650,000 to 907,000 additional participants (4). Fig-
ure 3 shows Georgia DCH’s year-by-year projec-
tions of its Medicaid population under the ACA. 
The requisite spending increase is estimated to be 
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nearly 20 percent by 2019, according to a projection 
by Georgia DCH. Estimates mark the cumulative 
increase in state spending at $2.5 billion through 
2019 (6).

Summary of Transit Service in Region

The SWGRC region has two public transporta-
tion providers, plus several private providers, many 
of which also provide human service transportation 
through contracts with SWGRC.

Albany Transit.  Albany Transit System (ATS) is 
the only small urban transit operator in the region. 
ATS operates 10 general public bus routes and 
paratransit services for ADA-eligible riders. All 
10 of the bus routes operate on a scheduled fixed-
route system at least six days per week; four of the 
routes operate on Sundays. Albany Transit is funded 
through a combination of fares, federal funding, and 
the local general fund. Georgia DOT requires that 
fares cover at least 10 percent of transit operating 
costs. Under the SWGRC brokerage model, Albany 
Transit provided some NEMT trips, mostly through 
the sale of bus tickets.

Thomas County Area Transit.  Thomas County 
Area Transit (TCAT) is a public, county-wide 

operator for Thomas County. TCAT provides 
dial-a-ride services for the general public and also 
contracts with SWGRC to provide human service 
and medical transportation. TCAT is primarily 
funded through a combination of federal trans-
portation programs (e.g., FTA Sections 5310 and 
5311 funds), revenue received through contracts 
with Georgia DCH, and fares. (TCAT is subject 
to the same requirement for fares to cover at least  
10 percent of operating costs as are urban and small 
urban operators.) Passengers are scheduled on the 
same vehicle, regardless of who funds their trip. 
TCAT owns 17 vehicles in total, 15 shuttles and 
two vans. When SWGRC was the NEMT broker, 
TCAT carried approximately 2.5 percent of the 
regional Medicaid trips; however, now that Logis-
ticare has become the regional broker, TCAT is no 
longer an NEMT service provider.

Other Providers in the Region.  Three private 
providers operated as contractors for the brokerage 
system in the SWGRC region. Under the SWGRC 
brokerage model, the private transportation pro-
viders were called upon to transport individuals 
for a number of human service and medical trans-
portation programs, including Medicaid. Some 
providers also received FTA Sections 5310 and 

Figure 3  Projected increase in Georgia’s Medicaid population under 
federal health care reform.

Source: Georgia Department of Community Health. Note: ACA = Patient Protection
and Affordable Care Act. 
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5311 funds for either general public transporta-
tion in the rural areas, or to purchase vehicles to 
provide human service transportation. The private 
operators have fairly large vehicle fleets and pro-
vided the majority of Medicaid transportation in 
the region. SWGRC only receives information 
about its publicly funded vehicle operations and 
does not have data about the private operators’ 
operational costs.

Summary of NEMT Brokerage System in Georgia

As shown in Figure 4, Georgia DCH uses five 
service regions for its Medicaid NEMT program, 
and the agency contracts with a broker for each of 
these regions. When it was one of the state’s NEMT 
brokers, SWGRC operated a sophisticated call cen-
ter that allowed the call taker to confirm eligibil-
ity and schedule a trip. Trips were assigned based 
on cost and availability and allocated to a range of 
providers including volunteer drivers, taxi services, 
and the providers described above. Although it no 
longer provides Medicaid NEMT service, SWGRC 
is still the broker for a number of human service 
transportation programs and some public transpor-
tation services.

When it was an NEMT broker, SWGRC nego-
tiated a per-trip rate with providers annually. The 
NEMT brokerage contract, however, was based on 
a capitated or per-member-per-month rate. Thus, as 
the NEMT broker, SWGRC was required to pro-
vide transportation regardless of how much the ser-
vice cost, or how much they were paid. As a result, 
they were incentivized to assign trips to the lowest 
cost provider to preserve funds. If SWGRC utilized 
services that caused them to exceed their total fee 
based on the capitated rate, they were solely respon-
sible for the cost overrun.

According to SWGRC, its status as a nonprofit 
and its ability to operate as a broker for multiple 
human service, medical, and public transportation 
programs offered a significant advantage to the com-
munity. If SWGRC was able to provide NEMT ser-
vices for less than the contracted rate, the agency as 
a nonprofit could not keep the unspent revenues as 
profits. Instead, SWGRC invested any savings in bro-
kerage infrastructure, such as its call center, or used 
the funds to ensure other transportation programs 
kept operating. Furthermore, because the NEMT 
program was coordinated with other human service 
and public transportation programs, SWGRC was 
able to coordinate some funding programs, mingle 
trips, and stretch resources, either by scheduling 
joint trips or accessing low-cost modes, such as 
volunteer drivers. According to the State of Georgia 
NEMT program, brokers are contractually required 
to fulfill 92 percent of all trip requests. According 
to SWGRC, the organization consistently filled  
98 percent of trip requests.

Perspective of Transit Agency

Most of the private transportation providers with 
whom SWGRC contracted for NEMT have remained 
with the current broker. However, with the switch of 
brokerages, TCAT is no longer an NEMT provider. 
According to TCAT, the negotiated trip rates were 
reduced and the new rate would not cover TCAT’s 
costs. Prior to the new broker, TCAT had been 
preparing for increased ridership as a result of fed-
eral health care reform. As a public transit agency, 
TCAT receives funding for vehicles, largely through 
federal funding programs. To receive new vehicles, 
transit operators must document need and compete 
statewide for funding. Consequently, a primary con-
cern for the agency was its ability to expand its fleet 
quickly enough to meet growing demand.

Source: Georgia Department of Community Health.

Figure 4  Georgia NEMT brokerage regions.
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Perspective of NEMT Broker

In the past few years, the number of Medicaid 
NEMT trips has risen rapidly in Georgia’s south-
west region. SWGRC attributes this increase to an 
increase in the price of gas and to the difficult econ-
omy (i.e., more people qualifying for human and 
medical services). Regardless of the ACA, SWGRC 
expects that usage of NEMT services and costs of 
providing those services will continue to increase. 
The agency expects that any increases associated 
with the ACA will be in addition to growth stem-
ming from existing factors affecting the NEMT 
program.

As discussed, SWGRC did not win the bid to 
renew its contract as NEMT broker for the south-
west region. The private broker entered a lower bid 
and was awarded the contract. The private company 
began providing NEMT brokerage services in the 
southwest region as of April 1, 2012. Prior to the 
new bid award, SWGRC had been in discussions 
with DCH about potential changes resulting from 
the ACA and their impact on NEMT. SWGRC 
believed that the Medicaid enrollees resulting from 
the ACA might be more likely to access their trans-
portation benefits than the current Medicaid popula-
tion. Under a capitated or “per-member-per-month” 
contract, brokers are paid based on the number 
of individuals enrolled. DCH’s policy is that the 
NEMT broker can renegotiate the capitated rate 
mid-contract if the Medicaid population changes by 
5 percent or more, but there are no provisions for 
rate changes based on how much individual enroll-
ees use the service.

The SWGRC representative discussed a concern 
unique to public transportation providers serving 
as Medicaid NEMT providers. In order to increase 
capacity, providers of all types may need to purchase 
new vehicles to ensure they can continue to manage 
all requests for NEMT trips. However, for public 
transportation providers, the time required to pur-
chase a new vehicle can be up to 18 months. In con-
trast, private providers are typically able to acquire 
new vehicles in a matter of weeks. This difference 
in purchasing timelines presents a significant disad-
vantage for public transportation operators.

Perspective of State Medicaid Program

Georgia DCH recently undertook an extensive 
study of its Medicaid service delivery models, 
including its model for delivering NEMT services. 

The study recommends a number of redesigns of 
current service, including NEMT (5). The report 
states that the brokerage system has helped reduce 
fraud and abuse and has led to significant cost sav-
ings. The report also found that the brokerage sys-
tem enhances coverage in rural areas. However, the 
report lists a number of concerns with the brokerage 
system:

•• Capacity constraints exist, especially in rural 
areas, where some brokers have utilized non-
NEMT services to take clients to appoint-
ments. These trips are not reimbursable by 
Medicaid.

•• The brokerage system does not allow con-
sumer choice of brokers since only one broker 
is designated in each region.

•• DCH also perceives that having one regional 
broker limits its ability to negotiate contrac-
tual provisions and billing issues.

•• In some regions, it can be difficult for brokers 
to find transportation providers due to costs 
associated with specific trips.

Although the report does not recommend a 
specific course of action, the report documents the 
benefits of a “carve-in” system, implying that such 
a model is under consideration. Under a carve-in 
model, NEMT would be included with managed-
care contracts and would become the responsibility 
of the health plans as opposed to that of DCH. This 
structure would require a relationship between the 
brokers and the health plans, rather than between the 
brokers and DCH. Under this model, the involve-
ment of transit systems in NEMT is unclear.

The report also mentions pending legislation in 
the Georgia legislature (Georgia House Bill 277), 
which calls for a study of coordinated rural and human 
service transportation systems. This type of study 
would likely investigate the relationships between 
transit systems and funding programs such as Medic-
aid. The report states that this potential coordination 
was not taken into account when making NEMT rec-
ommendations regarding the service delivery model. 
All of these changes show that Georgia, like a large 
number of other states, sees a need to consider major 
changes to its Medicaid NEMT program.

Georgia DCH, which manages the state’s Med-
icaid program, is currently reviewing options for all 
aspects of the Medicaid program, including the NEMT 
program. As discussed, one model under consider-
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ation is bundling NEMT services into managed-care 
contracts. Bundling NEMT would be a significant 
change in Georgia’s model, and Georgia DCH 
believes that the current brokerage model has served 
the state well in terms of service and fraud control. 
The change is being reviewed as part of the Medic-
aid and PeachCare for Kids Design Strategy Report; 
preliminary findings were released to the public in 
January 2012.

In concert with the internal Medicaid program 
review process, Georgia DCH reviewed the ACA 
and is aware of the potential ramifications for Geor-
gia. The agency has estimated an increase in Medic-
aid enrollment of about 650,000 and increased costs 
to the state of up to $2.5 billion. However, Georgia 
DCH did not make any definite plans for imple-
menting the ACA prior to the Supreme Court’s 2012 
ruling on the constitutionality of the law. Because 
of this “wait-and-see” approach, DCH had not dis-
cussed the potential impacts of the ACA on NEMT 
or transit. After the Supreme Court’s ruling made 
the ACA’s Medicaid expansion voluntary, the Gov-
ernor of Georgia announced that the state would not 
participate in it.

Conclusions and Lessons

Several important lessons for transit agencies 
are apparent from the Georgia case study. Namely:

•• SWGRC offers an example of a multi-program, 
nonprofit broker and highlights aspects of this 
model which benefit the broader community. 
These benefits include the ability to access a 
variety of modes, including low-cost modes 
such as volunteer drivers, and the ability to 
coordinate or commingle passengers travel-
ing under multiple funding sources. Both of 
these functions are especially important in 
rural areas.

•• As a nonprofit broker, SWGRC was required 
to reinvest “profits” associated with NEMT 
back into the brokerage and the community 
transportation network.

•• In rural areas, there is a strong incentive for 
public agencies and transportation providers to 
work together to ensure transportation is avail-
able. Many transportation providers, including 
public transportation operators, rely on several 
programs to remain viable.

•• Public transportation programs have a limited 
ability to expand their vehicle fleets quickly. 

They must document existing need and com-
pete for funds statewide.

•• Brokerage contracts may need to allow addi-
tional flexibility to renegotiate contracts as 
the ACA is implemented. Current capitated or 
“per-member-per-month” contracts, as struc-
tured in Georgia, only allow for increases asso-
ciated with increased enrollment. Changes in 
usage rates do not trigger renegotiation of the 
capitated payment amount.

•• NEMT program cost increases, even without 
the projected impacts of the ACA, are encour-
aging states to consider different models for 
service delivery.

Bis-Man Transit

The Bismarck-Mandan metropolitan area is 
located in central North Dakota. In addition to being 
the state capital and county seat of Burleigh County, 
Bismarck is a regional center of health care, edu-
cation, and retail for the south-central portion of 
the state. Bismarck itself is home to about 61,000 
residents, while the town of Mandan, located across 
the Missouri River from Bismarck, has a population 
of about 18,000 residents. Including adjacent com-
munities, the entire Bismarck-Mandan metropolitan 
statistical area has a population of roughly 109,000. 
Not surprisingly, the largest employers in the met-
ropolitan area include the State of North Dakota, 
the federal government, and the Bismarck public 
school system. However, several health care entities 
in the metropolitan area are also major employers; 
these include the Medcenter One hospital and the  
St. Alexius Medical Center (8). Public transporta-
tion service in the Bismarck-Mandan metropolitan 
area is provided by Bis-Man Transit.

North Dakota is currently experiencing a boom 
in oil and gas production, and although the Bismarck-
Mandan area is not close to the actual production 
sites, this boom has had indirect implications for 
Bismarck as the state capital. For instance, as a result 
of the surge in oil and gas production, North Dakota 
experienced the largest percentage increases in tax 
revenues among all states in both fiscal years 2010 
and 2011. The increase for fiscal year 2011 was 
more than 44 percent, almost twice the percentage 
increase for the closest state (9). One ramification 
of the revenue windfall is that the state has not had 
to engage in the cost-cutting that other states have 
had to do to balance their budgets. For example, at 
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a time when other states have been freezing or cut-
ting Medicaid provider reimbursement rates, North 
Dakota increased provider rates by 6 percent across 
the board in fiscal year 2011. Providers other than 
physicians received an additional rate increase of 
3 percent in fiscal year 2012 (6).

Significance as a Case Study

Bismarck provides an interesting case study 
because:

•• North Dakota is expected to see a large per-
centage increase in the number of individu-
als eligible for Medicaid; thus, the number 
of people eligible for NEMT service can be 
expected to increase commensurately.

•• NEMT is currently managed by county social 
service agencies, and there is no NEMT bro-
kerage system in place.

•• The State of North Dakota is beginning the 
process of coordinating its human service 
transportation programs (including Medicaid 
NEMT) more closely, which will influence 
how federal health care reform affects the 
state’s transit operators.

Expected Statewide Impacts of  
Federal Health Care Reform

If North Dakota chooses to participate in the 
ACA’s Medicaid expansion, the state’s Medicaid 
enrollment is expected to increase by 44 to 61 per-
cent by 2019, relative to projections without fed-
eral health care reform (4). This projected increase 
is partly due to the fact that North Dakota does not 
currently offer Medicaid coverage to non-disabled 
adults other than pregnant women or the parents of 
children who are eligible for Medicaid. Although 
the projected percentage increase in North Dakota’s 
Medicaid population is among the highest projected 
for any state, because of the state’s small popula-
tion, the projected increase in the number of Med-
icaid enrollees is relatively small (29,000 to 40,000 
individuals).

Summary of Transit Service in Region

Bis-Man Paratransit and Capital Area Transit 
(CAT) provide local transit and ADA complementary 
paratransit service in the Bismarck-Mandan area. 
Bis-Man Paratransit began providing door-to-door 
service for persons with disabilities in 1990. Shortly 

thereafter, the service was expanded to serve senior 
citizens age 60 or older as well. Since its inception, 
Bis-Man Paratransit has offered around-the-clock 
service to eligible residents who live within two 
miles of the city limits of Bismarck and Mandan. 
It also serves the city of Lincoln less than 10 miles 
away. In 2010, the service provided approximately 
172,000 annual passenger trips using 29 buses. An 
April 2010 analysis of trip origins and destinations 
for Bis-Man Paratransit showed that Medcenter One 
and St. Alexius Medical Center were among the top 
five origins or destinations (11).

CAT began offering fixed-route bus service in 
Bismarck and Mandan in 2004. The 12 bus routes are 
designed to operate primarily as community circu-
lators, traveling throughout the Bismarck-Mandan 
urban area and providing service within and adja-
cent to most residential areas. In 2010, CAT pro-
vided about 128,000 annual passenger trips. From 
2007 to 2011, monthly boardings averaged about 
10,500.

Summary of Medicaid NEMT System in  
North Dakota

North Dakota does not currently use any brokers 
to administer Medicaid NEMT. Eligibility determi-
nations for NEMT trips are made by the case work-
ers in county social service agencies as part of their 
overall Medicaid responsibilities. The Medicaid 
recipient is required to contact his or her county eli-
gibility worker, and that person is responsible for 
assessing whether the recipient has access to free 
transportation via family, friends, or a personal vehi-
cle. If the worker determines that the recipient does 
not have access to free transportation, the eligibility 
worker makes arrangements to find a transporta-
tion provider for the recipient, taking into consid-
eration any special conditions that may apply (e.g., 
recipient is wheelchair-bound). The state created a 
manual for county eligibility workers that includes 
all Medicaid-enrolled transportation providers. The 
worker uses that document and determines the most 
economical means to provide the transportation that 
meets the needs of the recipient.

Perspective of State Department of Transportation

According to an official in the public transpor-
tation office at the North Dakota DOT, only about 
one-third of the state’s 35 transit agencies currently 
provide Medicaid NEMT service. The official said 
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that transit operators have cited several issues as 
discouraging them from providing NEMT trips for 
Medicaid. For example, some transit providers are 
discouraged by the lag time in receiving payment 
from the Medicaid program for trips provided, 
although this may be an issue only for those transit 
agencies that submit paper invoices instead of sub-
mitting bills online.

According to North Dakota DOT, some transit 
agencies have also found the operational require-
ments for the NEMT program to be problematic. 
For example, there is a toll-free number that NEMT 
providers are to call to verify the eligibility of Med-
icaid riders, but the transit operator cannot call the 
number until it has arrived at the point of origin and 
the potential rider provides his or her identification 
card. Thus, the transportation provider risks driv-
ing to the passenger’s starting location only to find 
out that a trip is not eligible for reimbursement by 
Medicaid. Finally, transit providers have been frus-
trated by what they describe as disparities in how the 
county social service agencies administer NEMT. In 
some counties, the Medicaid participant can select 
the transportation provider, whereas in other coun-
ties, it is the social service agency that selects the 
transportation provider.

The North Dakota DOT official indicated that 
the agency has been meeting with the state’s Medic-
aid office to discuss changes to the NEMT program 
that could result in increased participation of the 
state’s transit providers. For example, North Dakota 
DOT is encouraging the Medicaid program to stan-
dardize NEMT payments for public transit agencies 
by establishing two statewide rates, one for in-town 
trips and one for out-of-town trips. These rates 
would apply to both for-profit and public NEMT 
transportation providers. North Dakota DOT is also 

advocating for more standardization in how NEMT 
is administered by the county social service agen-
cies. Additionally, in a separate, longer-term initia-
tive, North Dakota DOT is leading an interagency 
effort to establish five regional call centers that 
would assign trips for Medicaid NEMT and veter-
ans transportation programs. The goal was to have 
two of these call centers in operation by the end of 
2012, with the others to follow later. According to 
North Dakota DOT officials, the potential impacts 
of federal health care reform on the state’s Medicaid 
population had not yet been factored into the plan-
ning for these call centers.

Perspective of State Medicaid Program

As shown in Table 6, North Dakota’s Medicaid 
program provided about 21,600 trips in calendar year 
2011. During that year, roughly 3,500 (5 percent) 
Medicaid enrollees utilized NEMT service. Annual 
funds spent on NEMT totaled about $620,000 in 
2011, a tiny percentage (less than 0.1 percent) of the 
state’s roughly $688 million Medicaid budget. The 
average cost per NEMT trip was about $29. Tran-
sit provided 58 percent of the NEMT trips in 2011. 
North Dakota Medicaid reimburses NEMT pro-
viders using a fee schedule that includes: flat rates, 
mileage-based rates, or a combination of both.

Officials from the North Dakota Medicaid pro-
gram indicated that the program supports the concept 
of coordinated regional call centers (as described 
above) and would like to see the effort progress. 
They noted, however, that because North Dakota 
agencies operate under biennial budgets, changes 
that may have a significant budget impact are dif-
ficult to implement once the budget has been set for 
the biennium. Along those same lines, the officials 
indicated that states will have some discretion in 

Mode Number of Trips Percent of Total 

Ambulatory transit 10,000 46% 

Wheelchair transit 2,500 12% 

Private transportation providers 3,200 15% 

Taxi 5,800 27% 

Intercity bus, train, or air 100 <1% 

Total 21,600 100% 

Source: North Dakota Department of Human Services. 

Table 6  Number of North Dakota NEMT trips by mode, calendar year 2011.
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designing the benefits plan for the population made 
eligible for Medicaid by the ACA, and that North 
Dakota will be making decisions about the benefits 
plan during the 2013 biennial legislative session.

Perspective of Transit System

In 2011, Bis-Man Paratransit provided approxi-
mately 8,300 NEMT trips, an average rate of about 
700 NEMT trips per month. These trips accounted 
for less than 5 percent of the roughly 172,000 para-
transit trips that the agency provided that year. 
Bis-Man Paratransit was paid $10 for each NEMT 
trip, for a total of about $83,000 for the year, com-
pared to total fare revenues of about $464,000 and 
a paratransit operating budget of roughly $1.7 mil-
lion. Bis-Man Transit did not have any data on the 
extent to which its CAT fixed-route service is used 
by Medicaid participants, although a passenger sur-
vey conducted in 2011 as part of a transit develop-
ment planning process indicated that only 5 percent 
of non-home origins or destinations for fixed-route 
trips were for medical or dental purposes (8).

Because every passenger on the Bis-Man Para-
transit service must complete an application ahead of 
time, the transit agency usually already has the pas-
senger’s medical assistance identification number in 
its database. If not, the driver records the identifi-
cation number at the time of customer pick-up. For 
reporting and recordkeeping purposes, the agency 
maintains the charge slips filled out by its drivers. 
Bis-Man Transit submits a monthly bill electroni-
cally to the state Medicaid program. If the Medic-
aid program declines to pay for a particular trip, the 
transit agency will seek payment from the passenger.

According to Bis-Man Transit’s Executive Direc-
tor, the transit agency has not encountered the obsta-
cles to participation in the state’s Medicaid NEMT 
program that other transit agencies in the state have 
cited. For one, because Bis-Man Transit submits 
its bills to the state Medicaid program electroni-
cally, it usually receives payment within as little as a 
week. Bis-Man Transit believes that even if federal 
health care reform does result in an increase in North 
Dakota’s Medicaid population by as much as 60 per-
cent, the impacts on the transit agency’s paratransit 
service are likely to be manageable. First, the only 
newly enrolled Medicaid participants who could use 
the paratransit service would be those who meet the 
agency’s current eligibility criterion of being age 60 
or older. Second, because NEMT trips represent less 
than 5 percent of the paratransit trips currently pro-

vided, an increase of as much as 60 percent would 
not have a significant impact on the agency’s total 
number of paratransit trips.

Regarding the role of its fixed-route operations in 
providing access to health care facilities for patients 
and workers, the transit agency has recently begun a 
partnership with one of Bismarck’s hospitals to help 
alleviate a parking shortage at the facility. The hos-
pital has begun purchasing monthly transit passes 
for employees. At present, only 15 employees have 
signed up for the program, but the program is still 
in its infancy.

Conclusions and Lessons

•• For one of North Dakota’s largest transit agen-
cies, participating in the state’s NEMT pro-
gram has not been difficult, and the agency is 
confident that it could scale up its participation 
to meet any increased demand for NEMT trips 
resulting from implementation of the ACA.

•• Only about one-third of the state’s transit agen-
cies are providing NEMT trips, although ND 
DOT is working with the state’s Medicaid pro-
gram to address some of the concerns of the 
transit agencies not yet participating but inter-
ested in doing so.

•• The state is engaged in an effort to improve 
coordination of state-funded human service 
transportation by establishing regional call 
centers. This effort is not related to federal 
health care reform, but it could benefit the 
state as it begins to experience increases in its 
Medicaid population.

Whatcom Transportation Authority

Whatcom County (population 201,000) is located 
in northwestern Washington State approximately  
90 miles north of Seattle. The county shares a bor-
der with Canada and contains coastline on the Puget 
Sound. Bellingham, the largest city in the county 
with a population of approximately 81,000, has the 
second-largest harbor in the Puget Sound and is the 
point of departure and arrival for passenger ferries to 
Alaska, Canada, and Washington’s San Juan Islands.

Major employers in Whatcom County include 
government (City of Bellingham, Whatcom County), 
education (Western Washington University, local 
school districts), and health care (St. Joseph Hospi-
tal). Public transportation services in Bellingham and 
the rest of Whatcom County are provided by the 
Whatcom Transportation Authority (WTA). Wash-
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ington’s Medicaid NEMT services are managed by 
eight transportation brokers, which are a mix of pub-
lic agencies and private nonprofit entities. The North-
west Regional Council (NWRC), an association of 
county governments, serves as the NEMT broker for 
Whatcom County and three adjoining counties.

Significance as a Case Study

Bellingham provides an interesting case study 
because:

•• Public transit and Medicaid NEMT services 
are both organized regionally, although the 
boundaries of the two regions are not the same.

•• WTA and NWRC are both public entities and 
have a long working relationship.

•• The percentage of NEMT trips that the NWRC 
provides via public transit far exceeds the 
statewide average for NEMT brokers.

Expected Statewide Impacts of  
Federal Health Care Reform

If Washington State chooses to participate in the 
ACA’s Medicaid expansion, the state’s Medicaid 
enrollment is expected to increase by 25 to 34 per-
cent by 2019, relative to projections without federal 
health care reform. This percentage increase rep-
resents an increase of roughly 300,000 to 400,000 

individuals from the baseline enrollment of approxi-
mately 1.2 million (3).

Summary of Transit Service in Region

WTA operates fixed-route, deviated-route, ADA 
complementary paratransit, intercounty connector, 
and rural dial-a-ride service throughout Whatcom 
County. WTA’s fleet includes 59 full-size buses, 
39 mini-buses for paratransit service, and 39 van-
pool vehicles. WTA operates 36 fixed routes, which 
had nearly 4.7 million linked boardings in 2011, an 
average of roughly 390,000 per month. Paratransit 
ridership in 2011 was about 175,000 boardings, an 
average of about 15,000 per month. The rural dial-a-
ride service, called Safety Net, had 1,400 boardings 
in 2011 (12).

Summary of Medicaid NEMT Brokerage System  
in Washington State

Washington State’s Health Care Authority 
(HCA) administers the state’s Medicaid program, 
including NEMT service. Since 1989, Washington’s 
NEMT services for the state’s 13 transportation ser-
vice regions have been managed by regional bro-
kers. Currently, there are eight regional brokers, all 
chosen through a competitive procurement process. 
The transportation service regions and the NEMT 
brokers are shown in Figure 5. Washington State’s 

Figure 5  Washington State’s regions and brokers for Medicaid NEMT.
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broker organizations are a mix of public agencies and 
private nonprofit entities. The NWRC, an association 
of county governments, serves as the NEMT broker 
for Whatcom County and three adjoining counties 
(Island, San Juan, and Skagit).

The regional NEMT brokers perform all admin-
istrative functions of the NEMT program, including 
receiving transportation requests, verifying client 
eligibility, screening clients for mobility status and 
existing transportation resources, verifying eligibil-
ity and coverage of medical events, arranging for 
transport, and billing and payments. The state’s 
contracting requirements with NEMT brokers also 
require them to do extensive quality monitoring and 
reporting. Brokers are required to arrange the least-
costly appropriate method of transportation. Under 
the NEMT contracts, brokers receive an administra-
tive fee plus reimbursement for the direct trip costs. 
The brokers receive an average of less than $3 per 
trip for administration, or about 15 percent of the 
total cost of the average trip (13).

Outside of their state Medicaid contracts, some 
brokers also contract with other agencies to coor-
dinate other kinds of trips, such as senior citizen 
trips to meal sites, shopping, social outings, support 
groups, and adult day health centers.

Perspective of Transit Agency

NWRC has a standing monthly order with WTA 
for monthly transit passes, which are valid for unlim-
ited travel on both the fixed-route and paratransit 
service. The broker is reimbursed for any unused 
passes that are returned to WTA. There is no other 

formal arrangement between NWRC and WTA, nor 
is there any additional reporting that WTA must do 
for the broker.

In 2011, NWRC purchased 8,000 WTA monthly 
passes, approximately 20 percent of all monthly 
passes sold that year. If all of these passes were pur-
chased at the $25 price charged to members of the 
general public (versus $13 for ADA-eligible pas-
sengers and $15 for students), the revenues to WTA 
would be roughly $200,000. As a basis for compari-
son, total fare revenues for WTA in 2011 were about 
$2.3 million, and the transit agency’s total operating 
budget in 2011 was nearly $22 million.

WTA staff indicated that they don’t foresee fed-
eral health care reform having a discernible impact 
on the transit agency’s paratransit service. They did 
not see how implementation of the ACA could result 
in a large number of additional ADA-eligible people 
suddenly asking for transit service, either through 
Medicaid or on their own. WTA staff acknowledged 
that having more paratransit riders referred to it by 
NWRC results in higher net costs for the transit 
agency, but they do not currently consider this to be 
an issue of great concern.

Perspective of State Medicaid Program

As shown in Table 7, in calendar year 2010, 
the state’s NEMT program provided about 3.4 mil-
lion trips at a cost of $74 million (14). According to 
HCA officials, the state’s NEMT program currently 
serves 3 to 7 percent of the state’s Medicaid popu-
lation in a given month, which translates to about 
33,000 to 77,000 of the state’s roughly 1.1 million 

Mode/Provider NWRC Statewide 

 # of trips % of total # of trips % of total 

Public transit 102,510 62.3% 1,552,505 45.7% 

Private vendor 42,650 25.9% 1,421,967 41.9% 

Gas voucher 14,652 8.9% 333,773 9.8% 

Mileage reimbursement 1,271 0.8% 21,182 0.6% 

Ferry 2,860 1.7% 7,189 0.2% 

Volunteer 517 0.3% 58,858 1.7% 

Other 16 -- 970 -- 

Total 164,476 100% 3,396,474 100% 

Numbers may not add due to rounding.  

Source: Washington State DOT 2010 Summary of Public Transportation. 

Table 7  Washington State and NWRC NEMT trips, calendar year 2010.
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Medicaid participants. NEMT services comprise 
approximately 1 percent of the state’s Medicaid 
budget. In 2010, transit systems provided almost 
46 percent of Washington State’s NEMT trips. The 
extent to which each of the state’s regional brokers 
refers trips to public transit depends on the geogra-
phy of its service region and the availability of tran-
sit service within that region, among other factors.

Despite the expected increase in the size of the 
state’s Medicaid population under federal health care 
reform (projected at 26 to 30 percent), Washington 
State Department of Social and Health Services 
(DSHS) officials anticipate that the state’s NEMT 
program will be able to accommodate any associ-
ated increase in NEMT trips. They said that because 
most of the new Medicaid enrollees will have higher 
incomes than current Medicaid participants, the new 
enrollees should have more of their own transpor-
tation resources and should therefore require less 
assistance from the NEMT program. In addition, 
they said that the regional NEMT brokers are sup-
posed to be able to handle up to a 25-percent spike 
in the number of NEMT trips. DSHS officials think 
that this reserve capacity should help the NEMT 
program adjust to any increased demand resulting 
from federal health care reform.

Regarding any increased emphasis on the account-
ability and program integrity stemming from fed-
eral health care reform, DSHS officials said that the 
agency is continuing to take steps to prevent fraud 
in its NEMT program. For example, the agency has 
developed a database that allows it to match the 
dates of NEMT trips and medical appointments for 
individual Medicaid participants.

Perspective of NEMT Brokerage

In 2011, NWRC purchased 8,000 monthly passes 
from WTA. A Medicaid participant seeking a monthly 
transit pass must show NWRC his or her scheduled 
medical appointments for the upcoming month. 
NWRC then determines whether a monthly bus pass 
is the lowest cost, most appropriate way of provid-
ing transportation to the scheduled appointments. 
NWRC representatives said that as a broker, it con-
siders public transit to be the mode of first choice. 
As shown in Table 7, NWRC used public transit for 
about 62 percent of its NEMT trips in 2010, higher 
than the statewide average of about 46 percent. 
NWRC representatives noted that this figure is more 
remarkable considering that of the four counties for 
which it is a broker, San Juan County has no tran-

sit, and Island County has fare-free transit. Although 
NWRC encourages use of Island County’s fare-free 
transit when appropriate, those trips do not show up 
in its reported NEMT totals.

NWRC acknowledged that a broker’s use of tran-
sit is partly determined by the availability of transit 
service in a particular area and the extent to which 
transit qualifies as the lowest cost, most appropri-
ate mode in each situation. However, NWRC repre-
sentatives said that its reliance on transit for NEMT 
trips could be partly attributed to the longstanding 
ties between NWRC and WTA, including staff who 
have moved from one agency to the other. They 
also cited the past efforts by a brokerage supervisor 
(herself a transit user) to encourage staff to direct 
Medicaid participants to transit when appropriate. 
Finally, NWRC also acknowledged the willingness 
of WTA and its other transit partner, Skagit Transit, 
to work collaboratively with it.

NWRC representatives said that federal health 
care reform has been “on their radar screen,” but not 
with regard to its role as a Medicaid NEMT broker. 
NWRC also serves as northwest Washington’s Area 
Agency on Aging, and as such, it plans and imple-
ments services for seniors and adults with disabili-
ties who need assistance caring for themselves. It is 
in this role that NWRC has begun to consider how 
federal health care reform will affect its programs 
and services.

Regarding how it would respond to an increase 
in demand for NEMT trips, NWRC indicated that 
it has multiple NEMT vendors in place, none of 
which is working full-time for the NEMT program. 
Therefore, if needed, they should be able to com-
mit more of their capacity to the NEMT program. 
If not, NWRC said that there are other vendors that 
would like to participate in the NEMT program but 
are not currently doing so. These vendors could be 
brought on board as needed. As far as fraud preven-
tion and program integrity, NWRC said that it cur-
rently exceeds the state’s minimum requirement for 
verification of NEMT trips. The agency also noted 
that as a governmental entity, its audit requirements 
are more stringent than those for private for-profit or 
nonprofit organizations.

Conclusions and Lessons

•• Washington State is already providing nearly 
46 percent of its Medicaid NEMT trips using 
public transit.
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•• Washington State Medicaid officials do not 
expect a sizable increase in the demand for 
NEMT services resulting from the implemen-
tation of health care reform, primarily because 
the new enrollees will have higher incomes 
and fewer debilitating disabilities than current 
Medicaid participants.

•• A long, close working relationship between the 
Medicaid NEMT broker (NWRC) and the tran-
sit agency (WTA) has helped encourage the use 
of public transportation for NEMT trips.

5 � MONITORING PROCESS FOR HEALTH 
CARE REFORM EFFECTS ON TRANSIT

Transit operators and others who wish to moni-
tor and communicate the impacts of the ACA on 
public transit face the difficult challenge of sorting 
out the effects of the law from all of the other forces 
currently buffeting transit systems or looming on 
the horizon. The ACA is coming into effect dur-
ing a period of considerable change in public and 
human service transportation. The economic down-
turn of 2008 and the slow recovery since then have 
meant that most states and local agencies continue 
to face budget pressures that are resulting in cuts or 
reforms to state Medicaid programs and local public 
transportation services, as well as to other human 
service and health programs. Some transit agencies 
have experienced increases in the demand for ADA 
paratransit services, and they attribute at least some 
of this growth to reduction or elimination of other 
community transportation services. Isolating the 
impacts of the ACA in such a turbulent environment 
will be very challenging.

Nonetheless, the first step in discerning the 
impacts of the ACA is to document health care–
related trends accurately. With this trend data in 
hand, transit operators and policy analysts can begin 
to determine ways to isolate the impacts of the ACA. 
This section describes the types of data currently col-
lected by state Medicaid programs and transit agen-
cies and suggests which of these data types could 
help show the impacts of the ACA on public transit.

During the first three years of the ACA’s Med-
icaid expansion (2014 to 2016), states will have a 
grace period during which the federal government 
will reimburse the full costs of providing services 
to Medicaid participants made eligible by the ACA, 
before transitioning in stages to a 90-percent federal 
reimbursement rate for that population. This transi-

tion period offers a unique opportunity for states and 
transit agencies to track costs and evaluate service 
delivery models as they gain experience with the 
new Medicaid population made eligible by the ACA.

Existing Medicaid NEMT Data Collection 
and Monitoring

Federal Medicaid regulations currently require 
extensive data to be collected, not just by providers 
of medical services but also by NEMT providers. 
Much of the data are collected to comply with fed-
eral regulations that require state Medicaid offices to 
establish methods for identifying and investigating 
suspected fraud and abuse cases (42 CFR 455.13). 
Methods for identifying and investigating suspected 
fraud and abuse are developed as part of the state 
Medicaid plan, which is approved by CMS. States, 
therefore, are primarily responsible for data collec-
tion requirements. Accordingly, specific data points 
collected by NEMT brokers and providers vary 
somewhat by state, but the following information is 
almost always required to be collected:

•• Number of one-way trips by mode and by 
Medicaid population;

•• Total cost of trips;
•• Average cost per trip;
•• Total direct service and administrative costs, 

and average cost per trip of each;
•• Number of unduplicated clients;
•• Percent of trip verifications performed;
•• Call answering performance statistics;
•• Trip denial statistics;
•• Percentage of pick-ups/drop-offs within wait-

ing time;
•• Number of trips canceled/rescheduled; and
•• Number of complaints.

This level of information means that for individ-
ual trips, NEMT brokers and providers must record:

•• Date individual enrolled in Medicaid;
•• Medicaid status (i.e., specific Medicaid pro-

gram in which an individual is enrolled);
•• Prior authorization that the individual request-

ing travel is Medicaid-eligible;
•• Prior authorization for the trip requested;
•• A trip manifest documenting the trip origin, 

destination, and name of the individual trans-
ported; and

•• Confirmation that the trip was made by the 
individual authorized.
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Depending on how transportation costs are 
reimbursed, NEMT brokers and providers collect 
additional information, including trip cost, mile-
age, mode, any shared rides, day of the week, and 
time of day. Such extensive data collection efforts 
mean that the number of trips by individual and the 
costs of those trips are well-documented. As a result, 
most states and NEMT brokers currently monitor, 
at a minimum, the volume of trips provided and the 
cost of the program. Most state agencies employing 
NEMT brokers require the brokers to keep exten-
sive records on file, but unless they are conducting 
an audit, the states themselves typically only access 
summary reports. These summary reports omit 
much of the detail that could highlight changes in 
the use of public transit for NEMT trips.

Potential Monitoring Tools

Many state Medicaid programs have existing 
software that captures data that could be used to 
measure the effects of the ACA on NEMT services, 
and by extension on public transit. At a minimum, 
most states should be able to track changes in the 
following:

•• Number of individuals eligible for NEMT by 
Medicaid program or category;

•• Number and percent of eligible Medicaid par-
ticipants actually using NEMT service;

•• Number of NEMT trips;
•• Cost of NEMT program (overall and per trip); 

and
•• Operating and administrative costs by program 

and by trip.

Not included in this list are the mode of travel 
used and the cost of trips (including miles trav-
eled and time in vehicle) by mode. The case study 
research suggests that most brokers are able to track 
NEMT trips by service provider and by mode of 
travel. This information may be tracked through soft-
ware systems, or manually through contracts with 
providers to operate a set number of trips at a pre-
determined price. Consequently, brokers are also 
able to understand the cost per trip by service pro-
vided. Ultimately, however, one of the most impor-
tant pieces of information will be to track Medicaid 
clients by program or eligibility class to ensure that 
those made eligible by the ACA are tracked sepa-
rately from other Medicaid participants. This prac-
tice will almost certainly be included in any new 
reporting requirements so that states can receive the 

higher FMAP reimbursement rate associated with 
this set of Medicaid enrollees.

Transit Agency Data Collection  
and Monitoring

Transit agencies typically collect considerable 
information about their services. Therefore, they 
are the most likely source of data on the effects of 
the non-Medicaid provisions of the ACA on public 
transit. Broadly speaking, transit agencies receiving 
federal funds must report the following data to the 
NTD: funding and revenue sources, operating costs 
and expenses, capital costs and expenses, and rider-
ship. A handful of transit agencies operating very 
small systems in rural areas are exempt from report-
ing to the NTD, but these agencies typically still col-
lect some data on their systems. States may require 
additional data reporting by transit operators.

Data requirements vary by the type of funding 
received, but most transit agencies collect informa-
tion on the number of passengers using the system 
and the overall cost of their services, plus some cost 
breakdowns to measure different service types and 
geographic service areas. Depending on the technol-
ogy available at the agency, transit operators may 
also collect detailed ridership information such as 
boardings and alightings by stop and by time of day. 
This information is almost always exclusively used 
for operations and service planning. For the most 
part, with the exception of ADA complementary 
paratransit services, transit agencies collect very 
little information on individual riders.

Some transit agencies, however, also collect 
information on pass usage. Tracking information on 
pass usage is important to transit agencies because it 
influences how fare structures are set, and in many 
cases, pass usage is the primary means of billing high-
volume clients (e.g., universities) for bulk pass sales. 
Transit authorities also typically offer discounted 
passes. For example, FTA requires that transit agen-
cies allow older adults and persons with disabilities 
to pay half-fare during off-peak periods. Some sys-
tems extend a similar program to students and/or 
youths. Transit agencies can collect information on 
pass usage by hand (e.g., recorded by drivers on a 
clipboard) or with an electronic farebox. Advanced 
fare-collection technologies also allow the collection 
of detailed information about how a particular type 
of pass or individual card is used, such as time of day, 
location, and frequency. However, it is important to 
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point out that all information is about how the card 
is used; the card cannot easily and reliably (i.e., with-
out requiring drivers to check photo identification) 
be traced to a particular individual.

Transit data on ADA complementary paratran-
sit systems and other demand-response services, on 
the other hand, are extensive and more specific to 
individual trip. Each trip is recorded individually, 
including passenger name, pick-up location, drop-
off location, and time of day. The information is 
usually collected when the trip is scheduled and, 
depending on the software that the transit agency 
uses, may also be recorded when the trip is provided. 
Some mobile information systems with GPS capa-
bilities allow the driver to record that the vehicle 
arrived at a specific location at a specific time and 
then traveled to another specific location. However, 
the Health Insurance Portability and Accountability 
Act (HIPAA) prohibits transit agencies from asking 
passengers if they are Medicaid-eligible clients. As 
a result, transit agencies cannot readily determine 
whether the cost of the trip may be reimbursable 
through Medicaid.

Transit agency data collection efforts for fixed-
route service, therefore, are primarily collected at 
the system level. Therefore, monitoring the impact 
of the ACA on fixed-route operations will be limited 
to observing changes in ridership to and from key 
health care locations and changes in pass usage. For 
ADA paratransit and other demand-response ser-
vices, transit agencies should be able to more eas-
ily measure the demand for services overall and the 
number of trips to health care locations. If trips on a 
transit system’s demand-response services are being 
paid for by Medicaid, transit agencies can also eas-
ily track that information, as well as all data points 
required by the state Medicaid program. Medicaid 
travelers using ADA services and paying a public 
fare, however, cannot be tracked, even when they are 
traveling for a Medicaid-eligible purpose, because 
they are not identified as such. Consequently, if the 
demand for ADA services increases, it may be dif-
ficult to know if the increased demand is attributable 
to the ACA.

Potential Monitoring Tools

Within existing data collection practices, oppor-
tunities for tracking an increase in ridership resulting 
from the ACA include: passenger volumes overall, 
boarding and alighting at key locations, such as at 
stops near major medical facilities, and pass usage 

by type. Transit agencies could also easily incor-
porate questions about trip purpose into on-board 
surveys, but on-board surveys are typically not 
done frequently enough to provide ongoing trend 
information about the impacts of the ACA. Transit 
agencies may also wish to track use of different pass 
types, such as half-fare passes issued to older adults 
and individuals with disabilities, to understand 
how usage is changing. The ACA may increase or 
decrease the use of this program.

Paratransit systems, on the other hand, will eas-
ily be able to track use of their services, but not 
if any additional trips are a specific result of the 
ACA. Potential useful information will be changes 
in overall demand (service volume), the number of 
individuals enrolled, trips per capita, and demand 
for trips to and from health care destinations, such as 
medical facilities, doctor’s offices, and pharmacies. 
By tracking and monitoring these metrics, agencies 
may be able to ascertain how the ACA is affecting 
their services.

Emerging Monitoring Tools

New technologies relating to fare media are 
emerging constantly. A large transit system with a 
strong Medicaid agency partner would be a good 
candidate site to pilot a new type of Medicaid ID 
or fare technology (smart card or other media) that 
would be activated based on an individual’s Medic-
aid eligibility status and, if appropriate, programmed 
to work within a transit agency’s fare box. The ID 
or fare card would only function if the trip had been 
approved by the Medicaid agency, thus eliminat-
ing the issue of using an unlimited pass for a non-
Medicaid-approved trip. This type of ID or fare card 
would also allow tracking of the origin and destina-
tion of the trip, the time of day the trip was taken, 
and the cost of the trip. The transit agency could 
track usage of the card and provide the information 
to Medicaid as part of the reimbursement process.

6  CONCLUSIONS

The report examines how the ACA could affect 
public transportation providers. The provision of the 
ACA that will have the most direct and discernible 
impacts on public transportation is the broadening 
of eligibility of the Medicaid program, a change that 
is expected to bring 11 million new participants into 
the program by 2018. This particular provision is 
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significant to public transit because many Medic-
aid participants are entitled to transportation assis-
tance if they have no other means of traveling to 
Medicaid-funded medical services. Public transit 
agencies have historically participated in the provi-
sion of this transportation assistance, known as non-
emergency medical transportation (NEMT).

However, changes made in the last decade to 
federal Medicaid rules have effectively pushed state 
Medicaid programs away from partnerships with 
public transportation agencies and toward the use of 
private brokers and private transportation providers. 
As a result, only state Medicaid programs with clear 
directives (e.g., statutory mandates) have continued 
to give public transportation agencies a central role 
in the delivery of NEMT service. In addition, partly 
because of the adoption of private brokerage mod-
els, NEMT service delivery networks are becom-
ing more isolated from, rather than more integrated 
with, other human service and public transporta-
tion programs. In cases in which state Medicaid 
programs work in partnership with public transpor-
tation agencies, these relationships have primarily 
involved transit agencies functioning as NEMT bro-
kers rather than as transportation providers.

This study was conducted during a unique win-
dow of time because many states, including states in 
which case study research was conducted, were par-
ticipating in a challenge to the constitutionality of the 
ACA. States had reacted differently to the ongoing 
legal challenge—some were actively preparing for 
the implementation of the ACA, while others were 
waiting for the Supreme Court’s decision before tak-
ing actions. Despite the fact that the ACA has not 
yet been fully implemented, this research suggests a 
number of findings about how the ACA could affect 
transit agencies:

Stakeholders have varying expectations about 
how much the ACA will affect NEMT programs. 
This study found few points of universal agree-
ment among stakeholders about how the ACA will 
affect NEMT programs and the way transit agen-
cies interact with NEMT. This finding may reflect 
that case studies were selected in part because they 
have different NEMT service delivery models. Some 
stakeholders think that the ACA will significantly 
increase the demand for and cost of NEMT pro-
grams. These stakeholders tend to represent rural 
areas and/or come from states that expect a dramatic 
percentage increase in the state’s Medicaid popu-
lation. Others, however, expect that new Medicaid 

enrollees will not use NEMT as much as existing 
participants, largely because the new enrollees will 
be higher-income and have fewer disabilities and 
fewer chronic health conditions than existing Med-
icaid participants.

Transit agency concerns about implementa-
tion of the ACA are focused around: (1) service 
capacity; (2) ADA paratransit; (3) reimbursement 
rates for services provided; and (4) documenting 
and reporting on NEMT rides.

1. � Service Capacity. Some stakeholders are 
concerned about the ability of their trans-
portation service delivery networks (i.e., the 
number of providers and number of available 
vehicles) to quickly and efficiently expand 
in response to increasing demand associ-
ated with the ACA. This is especially true 
for stakeholders working in rural areas and 
stakeholders who work with public and non-
profit transportation providers that depend 
on federal funds to expand their fleet. Other 
stakeholders are less concerned with the abil-
ity to increase capacity. These stakeholders 
tend to have ample competition for trips, and 
thus capacity in their NEMT networks.

2. � ADA Paratransit. Concern about ADA para-
transit includes concern over increased de-
mand for ADA paratransit services, as well 
as how transit agencies will be reimbursed 
for providing these services. Currently, tran-
sit agencies are challenged by their ability to 
ensure Medicaid clients pay the full cost of 
transportation services provided, rather than 
merely the public fare. Some transit agencies 
are fearful that their paratransit services will 
come under increased pressure if state Med-
icaid agencies put more Medicaid-eligible 
individuals traveling to a Medicaid service 
on ADA paratransit and pay the fare (as com-
pared to the cost of the trip or another negoti-
ated rate). Ensuring Medicaid pays the fully 
allocated cost for ADA trips is a critical con-
cern among some (but not all) transit agencies.

3. � Reimbursement Rates. Currently, there is 
significant disparity in terms of how transit 
agencies are reimbursed when they provide 
transportation services for NEMT brokers. 
Transit agencies do have different expecta-
tions about reimbursement rates. Although 
they are willing to provide fixed-route transit 
to NEMT riders for the published fare, most 
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transit agencies are less willing to provide  
demand-response services to NEMT riders 
for the published fare, because the cost per 
trip is so much higher. Some transit agencies 
are reimbursed by Medicaid for the fully al-
located cost of providing paratransit service; 
some are reimbursed based on the public 
fare; and some are reimbursed for another 
amount in between the fare and the fully al-
located cost. Many transit agencies appear 
to be willing to accept a reimbursement rate 
that is higher than the fare but lower than the 
actual cost of providing the services. Some 
stakeholders say transit operators accept a 
lower rate in part because some operators be-
lieve that serving these individuals is part of 
their mission; this is especially true of transit 
agencies in rural areas. Others accept a less-
than-ideal reimbursement rate because it is 
still higher than the public fare.

4. � Documenting and Reporting on NEMT 
Rides. Some transit agencies are also cur-
rently challenged to collect sufficient data 
required by their state Medicaid offices, es-
pecially for trips on fixed-route transit. Many 
transit agencies believe that they can offer 
low-cost NEMT service through their fixed-
route services, but they are unable to collect 
the information needed to confirm, book, and 
document travel. If more flexibility were al-
lowed in terms of how trips are documented 
on the fixed-route network, transit agencies 
would likely be more willing participants in 
the NEMT program.

How NEMT programs are organized and 
structured makes a difference in how effectively 
and equitably transit agencies are incorporated 
into the NEMT network. Public and nonprofit 
brokerages, for example, appear to be more closely 
integrated with public transportation services, with 
transit playing a larger role in the service delivery 
network and providing more NEMT trips. This 
finding appears to be true across several different 
operating environments, including rural and small 
urban areas. Private, for-profit brokers, on the other 
hand, tend to use fixed-route transit less often, even 
in cases when there are clear financial incentives to 
do so. Private, for-profit brokers also appear to be 
less likely to successfully negotiate agreeable terms 
with transit operators.

Monitoring the impacts of the ACA on NEMT 
and public transit can be done with existing data, 
but it will be challenging to separate the effects of 
the ACA from the other trends affecting NEMT 
and human services. In some ways, tracking the 
impact of the ACA on Medicaid NEMT (and by 
extension on public transit) will be straightforward. 
State NEMT programs track all trips individually, and 
by identifying the individual as a Medicaid enrollee 
made eligible by the ACA (which must be done to 
qualify expenses for the higher FMAP reimbursement 
rate), usage and cost can be measured. However, the 
participation rate for Medicaid and the associated 
demand for NEMT service will also be affected by 
other underlying trends, such as the unemployment 
rate and the price of gasoline. Interpretation of the 
data, therefore, needs to be conducted carefully.
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ACRONYMS

ACA	 Patient Protection and Affordable  
Care Act

ADA	 Americans with Disabilities Act
ATS	 Albany Transit System (GA)
CAT	 Capital Area Transit (ND)
CBO	 Congressional Budget Office
CHIP	 Children’s Health Insurance Program
CMS	 Centers for Medicare and Medicaid 

Services
DCH	 Georgia Department of Community 

Health
DDS	 Massachusetts Department of  

Developmental Services
DHS	 Georgia Department of Human 

Services
DPH	 Massachusetts Department of Public 

Health
DRA	 Deficit Reduction Act of 2005
EOHHS	 Massachusetts Executive Office of 

Health and Human Services
FMAP	 Federal medical assistance 

percentage
FTE	 Full-time-equivalent
FY	 Fiscal year
HCA	 Washington State Health Care 

Authority
HHS	 U.S. Department of Health and 

Human Services
HIPAA	 Health Insurance Portability and 

Accountability Act
HST	 Human service transportation

HST Office	 Massachusetts Human Service 
Transportation Office

JATRAN	 Jackson Transit Authority (MS)
MART	 Montachusett Regional Transit 

Authority
NEMT	 Non-emergency medical 

transportation
NTD	 National Transit Database
NWRC	 Northwest Regional Council
RTA	 Regional transit authority
SWGRC	 Southwest Georgia Regional 

Commission
TCAT	 Thomas County Area Transit (GA)
WTA	 Whatcom Transportation Authority

APPENDIX: PROJECTED INCREASES IN 2019 
STATE MEDICAID POPULATIONS UNDER 
FEDERAL HEALTH CARE REFORM

Table A shows state-by-state projections of 
increases in state Medicaid enrollment in 2019 com-
pared to a baseline scenario without implementation 
of the Medicaid expansion in the ACA. These esti-
mates relate solely to the Medicaid expansion and 
do not account for other changes in health reform 
such as access to subsidized coverage in health 
benefit exchanges, or state or federal savings from 
reduced uncompensated care, or the transition of indi-
viduals from state-funded programs to Medicaid in 
2014. The table shows projections using two sets of 
assumptions:

•• Standard Participation Scenario. This sce-
nario assumes that states will implement health 
reform and achieve levels of participation sim-
ilar to current enrollment in Medicaid among 
those made newly eligible for coverage; how-
ever, this scenario assumes little additional 
participation among those currently eligible. 
These results attempt to approximate partici-
pation rates used by the CBO to estimate the 
national impact of the Medicaid expansion.

•• Enhanced Outreach Scenario. This sce-
nario assumes a more aggressive outreach and 
enrollment campaign at both the federal and 
state levels that would promote more robust 
participation in Medicaid and further reduce 
the number of uninsured in this low-income 
population compared to the standard scenario. 
The enhanced scenario also assumes that indi-
viduals respond favorably to the new require-
ment for coverage.
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Baseline 
Medicaid 

Enrollment 

Standard Participation Scenario Enhanced Outreach Scenario 

Total New 
Medicaid 
Enrollees* 

Previously 
Uninsured 

Newly 
Enrolled 

% 
Decrease in 
Uninsured 

Adults 
<133%FPL 

% Change 
in 

Enrollment 

Total New 
Medicaid 
Enrollees* 

Previously 
Uninsured 

Newly 
Enrolled 

% 
Decrease in 
Uninsured 

Adults 
<133%FPL 

% Change 
in 

Enrollment 

Nevada  221,412 136,563 100,813 47.0% 61.7% 196,168 156,025 72.70% 88.6% 
Oregon  485,926 294,600 211,542 56.7% 60.6% 386,845 292,651 78.40% 79.6% 
Utah  247,841 138,918 78,284 52.5% 56.1% 180,478 113,872 76.30% 72.8% 
Montana  105,156 57,356 37,978 49.6% 54.5% 78,840 56,889 74.30% 75.0% 
Oklahoma  697,357 357,150 261,157 53.1% 51.2% 470,358 367,541 74.80% 67.4% 
Colorado  514,871 245,730 166,471 50.0% 47.7% 337,706 249,208 74.80% 65.6% 
Texas  3,955,352 1,798,314 1,379,713 49.4% 45.5% 2,513,355 2,055,888 73.60% 63.5% 
 North Dakota  65,637 28,864 17,198 45.1% 44.0% 40,017 26,457 69.40% 61.0% 
Kansas  341,840 143,445 89,265 50.9% 42.0% 192,006 131,528 75.10% 56.2% 
Virginia  890,205 372,470 245,840 50.6% 41.8% 504,466 365,514 75.20% 56.7% 
Mississippi  778,772 320,748 256,920 54.9% 41.2% 419,571 350,091 74.80% 53.9% 
Georgia  1,598,648 646,557 479,138 49.4% 40.4% 907,203 721,558 74.40% 56.7% 
Wyoming  74,760 29,899 19,099 53.0% 40.0% 40,041 27,488 76.20% 53.6% 
Idaho  217,961 85,883 59,078 53.9% 39.4% 115,730 85,523 78.10% 53.1% 
New Hampshire  144,072 55,918 34,625 48.7% 38.8% 76,744 52,146 73.40% 53.3% 
Alaska  111,144 42,794 33,106 48.4% 38.5% 59,914 49,061 71.70% 53.9% 
South Carolina  896,326 344,109 247,478 56.4% 38.4% 443,020 334,296 76.20% 49.4% 
North Carolina  1,658,226 633,485 429,272 46.6% 38.2% 887,560 661,292 71.80% 53.5% 
New Jersey  1,025,757 390,490 292,489 45.3% 38.1% 567,852 455,627 70.60% 55.4% 
Hawaii  221,574 84,130 42,381 50.0% 38.0% 110,203 64,167 75.70% 49.7% 
Kentucky  880,957 329,000 250,704 57.1% 37.3% 423,757 337,987 77.00% 48.1% 
Alabama  952,205 351,567 244,804 53.2% 36.9% 455,952 335,547 72.90% 47.9% 
Nebraska  231,612 83,898 50,364 53.9% 36.2% 110,820 71,053 76.00% 47.8% 
Florida  2,741,705 951,622 683,477 44.4% 34.7% 1,376,753 1,073,391 69.70% 50.2% 
Minnesota  764,717 251,783 132,511 44.2% 32.9% 348,684 211,781 70.70% 45.6% 
Louisiana  1,130,318 366,318 277,746 50.7% 32.4% 507,952 409,869 74.80% 44.9% 
Maryland  758,215 245,996 174,484 46.2% 32.4% 348,140 267,555 70.80% 45.9% 
Ohio  2,088,824 667,376 462,024 50.0% 31.9% 901,023 670,992 72.60% 43.1% 

Table A  Projected increases in 2019 state Medicaid populations under federal health care reform.
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Baseline 
Medicaid 

Enrollment 

Standard Participation Scenario Enhanced Outreach Scenario 

Total New 
Medicaid 
Enrollees* 

Previously 
Uninsured 

Newly 
Enrolled 

% 
Decrease in 
Uninsured 

Adults 
<133%FPL 

% Change 
in 

Enrollment 

Total New 
Medicaid 
Enrollees* 

Previously 
Uninsured 

Newly 
Enrolled 

% 
Decrease in 
Uninsured 

Adults 
<133%FPL 

% Change 
in 

Enrollment 

Michigan  1,952,376 589,965 430,744 50.6% 30.2% 812,818 635,231 74.60% 41.6% 
Missouri  1,031,437 307,872 207,678 45.5% 29.8% 437,735 324,276 71.00% 42.4% 
West Virginia  412,987 121,635 95,675 56.7% 29.5% 156,582 129,185 76.50% 37.9% 
Indiana  1,013,278 297,737 215,803 44.2% 29.4% 427,311 337,987 69.10% 42.2% 
New Mexico  512,199 145,024 111,279 52.6% 28.3% 201,855 163,105 77.10% 39.4% 
Arkansas  718,305 200,690 154,836 47.6% 27.9% 286,347 234,695 72.10% 39.9% 
South Dakota  121,115 31,317 18,594 51.9% 25.9% 41,847 27,160 75.80% 34.6% 
Illinois  2,449,446 631,024 429,258 42.5% 25.8% 911,830 694,012 68.80% 37.2% 
Iowa  452,614 114,691 74,498 44.1% 25.3% 163,264 117,621 69.60% 36.1% 
Washington State         1,175,565 295,662 189,463 52.2% 25.2% 395,577 276,096 76.10% 33.6% 
Pennsylvania  2,219,363 482,366 282,014 41.4% 21.7% 682,880 458,200 67.20% 30.8% 
Tennessee  1,584,178 330,932 245,691 43.3% 20.9% 474,240 372,894 65.70% 29.9% 
Wisconsin  988,055 205,987 127,862 50.6% 20.8% 277,116 188,043 74.30% 28.0% 
Connecticut  567,331 114,083 75,864 48.0% 20.1% 154,664 113,876 72.10% 27.3% 
California  9,985,807 2,008,796 1,406,101 41.5% 20.1% 2,986,362 2,291,221 67.60% 29.9% 
Rhode Island  205,565 41,185 29,147 50.6% 20.0% 53,841 40,850 70.90% 26.2% 
District of Columbia  179,890 28,900 15,308 49.1% 16.1% 38,763 22,891 73.40% 21.5% 
Maine  367,836 43,468 27,877 47.4% 11.8% 59,502 41,858 71.10% 16.2% 
Arizona  1,364,237 105,428 81,095 13.6% 7.7% 305,634 273,008 45.60% 22.4% 
Delaware  181,158 12,081 7,916 15.9% 6.7% 28,839 23,317 46.90% 15.9% 
New York  5,136,867 305,945 223,175 14.8% 6.0% 820,623 706,575 46.70% 16.0% 
Vermont  159,835 4,484 3,214 10.2% 2.8% 15,509 13,443 42.90% 9.7% 
Massachusetts**  1,464,896 29,921 10,401 10.2% 2.0% 75,569 43,508 42.90% 5.2% 

Total  58,045,730 15,904,173 11,221,455 44.5% 27.4% 22,809,862 17,524,046 69.50% 39.3% 

*Includes newly enrolled 1115 waiver eligible population. 
**Massachusetts has a lower share of uninsured within the newly enrolled due to low levels of uninsured residents in the baseline. 
Source: John Holahan and Irene Headen, Urban  Institute, “Medicaid Coverage and Spending in Health Reform: National and State-by-State Results for Adults at or
Below 133% Federal Poverty Line,” prepared for Kaiser Commission on Medicaid and the Uninsured, May 2010.
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