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I. Introduction
For roughly 3.6 million Americans, a lack of reliable and affordable transportation acts as a significant barrier to
accessing health care.1 As discussed in Part I, Non-Emergency Medical Transportation (NEMT) can fill this gap
and, thus, has the potential to improve health outcomes and decrease the costs of care for millions of Americans.
However, in administering this benefit, states have faced a variety of challenges that limit access and increase costs
for NEMT services. While many states have responded to these challenges by seeking out innovative solutions
that would make their programs more efficient and user-friendly, others are instead looking to entirely eliminate
this critical benefit for certain populations.
This issue brief, Part II in our NEMT series, will discuss current approaches to NEMT delivery, the ongoing
challenges associated with these approaches, and the innovative steps that some states are adopting to improve,
rather than eliminate, NEMT services.

II. Trends in NEMT Delivery: Overview of State Medicaid
Approaches
States have been required to provide NEMT services to Medicaid participants since the early years of the
Medicaid program itself.2 Like most Medicaid benefits, NEMT was originally administered directly by state
Medicaid departments through a fee-for-service model. However, over time states found this model to be costly
to administer and susceptible to fraud and abuse.3 A series of amendments to the Social Security Act and federal
regulations have given states increasing flexibility to experiment with how they administer NEMT and to address
the challenges arising from the traditional fee-for-service model.4 Today, many states blend two5 or more models
and take advantage of the flexibility inherent in some of these approaches, such that no two NEMT programs look
exactly the same.
States typically use one or more of the following models to deliver NEMT services:
1. Fee-for Service: Under a fee-for-service model, states remain directly responsible for the delivery of NEMT
services. Under this model, states may contract with independent transportation providers (e.g., public
transit systems and professional or volunteer drivers) to provide NEMT services at set reimbursement
rates.6 State Medicaid offices are responsible for determining eligibility of transportation providers and
beneficiaries as well as for authorizing and arranging trips.7
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According to an analysis by the Center for Health Care Strategies, as of 2015, 20 states used a fee-forservice model to deliver at least some of their NEMT services.8 However, administering NEMT directly
can be costly and inefficient for state Medicaid departments, and states perceive fee-for-service NEMT
programs as vulnerable to fraud and abuse.9 As a result, many states are moving away from pure fee-forservices models. Of the twenty states using a fee-for-service model as of 2015, nine used a pure fee-forservice model10 while the remaining eleven used mixed models that combined fee-for-service, brokerage,11
and/or managed care approaches.12
2. Managed Care: Under a managed care model, states contract with Managed Care Organizations (MCOs)
to administer NEMT as well as other services to Medicaid beneficiaries, typically at a capitated rate (i.e.,
a set rate per-member-per-month).13 This model of NEMT delivery is relatively new14 and, as of 2015, was
only being used in four states.15 Notably though, 39 states, including D.C., currently contract with MCOs
to administer other Medicaid benefits for at least a portion of their Medicaid population.16 MCO payment
structures also have the potential to create incentives to improve care coordination, control costs, and
address social determinants of health. These qualities may make MCOs an increasingly popular model for
delivery of NEMT services.
3. Public Transit: States with extensive public transportation infrastructure may require beneficiaries to
exhaust public transit options before seeking out other forms of NEMT. As of 2015, four states used public
transit to deliver NEMT services.17 For example, in Utah, eligible beneficiaries within the service area of
the Utah Transit Authority or Cedar Area Transportation Services receive bus passes as part of the state’s
NEMT program while beneficiaries outside of these areas receive NEMT through a private broker.18 Making
use of existing public transit options can reduce costs and administrative effort. However, this approach
also has some notable limitations. For example, many patients may have limited access to public transit,
either because of their geographic location19 or health needs20 making it difficult for them to take advantage
of these types of NEMT services.
4. Brokerage Model: States that use the brokerage model contract with private companies or state agencies
to manage NEMT services.21 Under these arrangements, brokers, rather than state Medicaid agencies,
are typically responsible for confirming eligibility of transportation providers and beneficiaries and for
authorizing and arranging trips.22 To use a brokerage model, states and brokers must follow federal rules
that require:
·

Competitive bidding in broker selection,

·

Oversight of NEMT services by both the state and broker, and

·

Careful avoidance of conflicts of interest/self-referrals by the broker.23

Despite the added burden of meeting these requirements, brokerage remains the most common model
of NEMT delivery. As of 2015, 34 states used some variation of a brokerage model.24 As noted in Part I of
this series, this popularity may be partially due to the flexibility that states have under the Deficit Reduction
Act of 2005 (DRA) to avoid certain Medicaid requirements (e.g., freedom of choice requirements) when
establishing a brokerage program.25 Many states have also switched to the brokerage model because
they believe it will allow them to both: (1) better manage costs by paying for NEMT on a capitated (i.e.,
per-member-per-month) basis and (2) at least partially delegate their responsibilities to monitor NEMT
programs for fraud and abuse.26
Transitioning between NEMT Delivery Strategies: States must take particular care to monitor care
delivery when transitioning between NEMT delivery models, as these transitions may leave some
patients confused or unable to access necessary services. For example, many states have historically
excluded patients with complex medical needs from MCO enrollment and have only recently begun to
move these patients into managed care.27 In one study of Kansas Medicaid patients with disabilities,
patients noted that in transitioning to MCO coverage they faced difficulties in accessing transportation
services.28 One participant in the study reported that the NEMT provider hired by the MCO sent an
inaccessible car and then caused her injury by incorrectly transferring her between her wheelchair and
the vehicle.29 Other study participants noted issues related to the amount of notice they were required
to provide to obtain services, lack of coverage for personal care attendants, and lack of trust when
their MCO contracted with new, unfamiliar transportation providers.30
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III. Ongoing Challenges in Delivering NEMT
As discussed in Part I of this series, NEMT, when efficiently administered, is a cost-effective way to improve health
outcomes. However, despite the advances in service delivery described above, states continue to face certain
challenges in administering NEMT. These challenges can undermine the benefits of NEMT by impeding patient
access to services or creating unnecessary program costs.
1. Customer Service Challenges: Some NEMT beneficiaries continue to report issues related to poor
customer service and a lack of flexibility on the part of NEMT providers. In particular, beneficiaries have
noted the following issues:
·

Scheduling Challenges: Beneficiaries often must schedule rides significantly in advance of their
appointments. Transportation providers may be incapable of adjusting to last-minute changes in
pick-up times or locations. They also have difficulty responding to events that cannot be scheduled
in advance, such as hospital discharges.31

·

Access Challenges: In some regions—such as rural areas—driver supply issues can limit access to
NEMT services. In these regions there are not enough NEMT providers to meet the needs of local
beneficiaries.32

·

Driver Quality Issues: Beneficiaries may face long wait times, no-shows,33 poor driver behavior,34
or drivers who lack expertise on how to work with patients living with certain conditions.35

·

Program Restrictions: Drivers may not be able to meet patients at their doors or assist them in
leaving their homes, thus causing beneficiaries with mobility limitations to miss appointments.36
Additionally, some beneficiaries require accompaniment to medical appointments. Stakeholders
report that, in some cases, states or NEMT providers prohibit such companions from riding with the
patient.37

2. Fraud and Abuse: NEMT programs also continue to struggle to address problems related to fraud and
abuse. For example, in Indiana, the owner of an NEMT company was found guilty of Medicaid fraud after
billing Indiana’s Medicaid program for over $1 million for rides that never occurred.38 Similarly, a New York
ambulette company owner was recently sentenced to six months in jail and five years’ probation when he
was found guilty of modifying NEMT authorizations to approve ambulette services rather than a lower cost
service (taxi rides).39 Issues like these appear to stem from the following challenges:
·

Data Collection Challenges: According to CMS, all states require transportation providers to record
basic service data including: the beneficiary’s name and Medicaid identifier, pick-up and drop-off
locations, the date/time of the NEMT services, and total mileage travelled with the beneficiary in
the vehicle (a/k/a “loaded miles”).40 However, there is no federal requirement that these reports be
supported by outside data (e.g., GPS), recorded electronically, or even written in ink rather than
pencil.41 As a result, stakeholders have raised concerns about the quality and accuracy of NEMT
data.42

·

Oversight Challenges: Within the bounds of broad federal requirements, states are responsible for
designing NEMT oversight systems and ensuring compliance with these systems.43 However, these
oversight systems are often inefficient, lack transparency, and leave NEMT programs susceptible
to fraud and waste.44 For example, a 2016 audit of New Jersey’s NEMT system by the Office of
Inspector General (OIG) noted that “[t]he State agency did not adequately oversee its Medicaid
NEMT brokerage program to ensure that CMS-approved State Plan provisions were met” and
that “only 12 of the 100 claims in [a] random sample complied with contract provisions and State
requirements.”45

IV. State Responses to Challenges in Administering NEMT
Faced with these ongoing challenges and budget pressures, some states are seeking to restrict access to
NEMT services. Specifically, a number of states have sought Section 1115 Demonstration Waivers that would
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partially or completely waive the NEMT requirement for particular populations. Part III of this series will take
a deeper dive into these 1115 Waivers and provide stakeholders with tools and strategies that they can use to
respond to similar efforts in their states.
In contrast, the following section will highlight the ways that many states are instead looking to address
these challenges through the use of innovative policies, technologies, and partnerships. CHLPI and LCA urge
policymakers and other stakeholders to explore these options before taking any action to restrict NEMT benefits.
By adopting these strategies, states not only have the potential to improve their NEMT systems, but also to reduce
unnecessary costs without cutting crucial benefits.
1. Innovative Policy Approaches: Some states are responding to challenges in NEMT delivery by using state
policies and creative contracting to improve program oversight and customer service.
·

Capitated Payment Models: Over time many states have moved to a brokerage or MCO model to
deliver NEMT services. In these models, the broker or MCO is generally paid on a capitated basis
(e.g., per-member-per-month) to deliver NEMT services. As noted in a recent Health Affairs blog,
these capitated arrangements place much of the financial risk on MCOs and brokers, creating
incentives for these organizations to control costs and monitor services for signs of fraud or
abuse.46 Thus, while robust state oversight remains an important part of any NEMT program, states
can build an additional layer of monitoring into their programs by adopting a capitated approach.

·

Contract Design: States can also build provisions into their contracts with brokers, MCOs, and
transportation providers to address past issues related to data collection and customer services. In
a 2016 issue brief, Justice in Aging provided an overview of potential innovative contract provisions,
including:

·

o

Reporting provisions that require brokers to inform the state of all customer complaints on
a regular basis;

o

Electronic tracking provisions that require contractors to use real-time GPS trip monitoring
to improve data on NEMT services;

o

Additional training provisions that require brokers to ensure that drivers are adequately
trained to deliver NEMT services;

o

Scheduling provisions that require brokers to meet certain benchmarks regarding pick-up
and drop-off wait-times; and

o

Incentive provisions that tie broker payment to performance on contract requirements.47

Expanding Driver Networks: Finally, states can consider adopting creative approaches to expand
their pool of NEMT drivers to improve access to NEMT in areas where drivers may be scarce (e.g.,
rural areas). For example, in a 2016 report, the U.S. Government Accountability Office (GAO) noted
that states can expand their driver pools by reimbursing family members or friends of beneficiaries
for using personal vehicles to transport beneficiaries to necessary medical services.48
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2. Collaboration with Transportation Network Companies (TNCs): Increasingly, states and health care
providers are looking to partner with Transportation Network Companies (TNCs) to improve patient access
to care. TNCs, such as Uber or Lyft, are typically characterized by their on-demand ride-hailing capabilities
and easy-to-use mobile apps. These capabilities can allow them to alleviate the flexibility and scheduling
concerns associated with NEMT services.49 Additionally, collaboration with TNCs may help to address
states’ program integrity concerns because these systems result in automatic electronic ride records.50
A variety of TNCs, or TNC-like models, are currently developing or engaged in partnerships with NEMT
programs or individual health care providers across the United States, including:
·

Circulation: Circulation, a Boston-based startup, has partnered with Uber and Lyft, as well more
traditional medical transportation providers, to develop an NEMT system that closely resembles
the TNC model.51 These partnerships have resulted in multiple pilot programs, starting at health
care facilities in Boston, Delaware, and Pennsylvania, and spreading to serve over 1,000 facilities
across the country.52 Circulation now serves not only Medicaid patients, but also patients insured
by Medicare, dual-eligible, and commercial insurance programs.53

·

Veyo: Veyo, a TNC-like NEMT broker, has also established partnerships with multiple state
governments, including Connecticut, Colorado, and others.54 In total, Veyo now has a presence in
eight states—Arizona, California, Colorado, Connecticut, Florida, Michigan, Texas, and Virginia—
where it provides services to a variety of Medicaid providers and payers.55

·

Logisticare: Logisticare, the largest private NEMT broker in the country, has recently announced
a three-year partnership with Lyft that will provide rides to patients in 276 cities in 31 states and
Washington, D.C.56

While TNCs have significant potential to increase NEMT access and data quality, they also present certain
new challenges. For example, states may have specific credentialing or training requirements for NEMT
drivers that may not match up with traditional TNC requirements.57 Additionally, TNCs such as Uber and
Lyft may have limited accessibility options in certain service areas,58 meaning that states must ensure that
there are other accessible options within their NEMT network. Finally, states must carefully monitor the
implementation of new TNC collaborations, as major transitions in NEMT delivery can be difficult for both
patients and transportation providers. For example, when Veyo initially assumed control over Connecticut’s
NEMT program, patients complained of long hold times when calling to arrange rides, missing critical
appointments, and being stranded when rides never arrived.59 Given the importance of NEMT services,
states must take care in developing TNC collaborations to proactively acknowledge and address these
challenges to maximize the benefits of TNCs while protecting patient care.
3. State Coordinating Councils: In an attempt to cut down on the overall costs and administrative complexities
of NEMT and other state-provided transportation services, some states have tried to coordinate and
consolidate services used by similar populations.60 State coordinating councils—made up of state officials,
consumers, and other relevant stakeholders—work to oversee the coordination of these services to ensure
that transportation is effective, efficient, and accessible for beneficiaries.61 The National Conference of
State Legislatures (NCSL) has tracked and analyzed these councils over time, and found that as of 2014, 20
states had active state coordinating councils.62 These councils vary from state to state, taking on different
levels of formality.
·

Formal Councils: Formal councils may be established by statute, have dedicated funding sources,
and spearhead efforts on research, policy change, and more.
o
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Example: The Florida Commission for the Transportation Disadvantaged (CTD) was
established by state statute, is staffed by gubernatorial appointees,63 and is statefunded.64 The purpose of the CTD is “to accomplish the coordination of transportation
services provided to the transportation disadvantaged.”65 To do so, the CTD has a
number of statutory duties, including establishing statewide objectives for transportation
coordination and developing policies and procedures for the coordination of local, state,
and federal funding for the transportation disadvantaged.66 In the past, Florida’s state
Medicaid agency contracted with the CTD to manage its NEMT program.67 NEMT is now
the responsibility of Florida’s Medicaid MCOs, but a representative of the state Medicaid
agency continues to participate in the CTD as a non-voting advisor.68

·

Informal Councils: Councils that are more informal often consist of volunteers and may perform
assessments and develop strategies, amongst other duties.
o

Example: The Washington Agency Council on Coordinated Transportation (ACCT) has
established multiple working groups on a variety of issues, and has released a state
transportation plan as well as more focused reports.69 Under its original statutory
mandate, the ACCT included representation from both the state Medicaid program and
NEMT brokers.70 However, the ACCT is no longer mandated by statute, is unfunded, and
now meets on a volunteer basis.71

In many cases, states continue to struggle to truly coordinate Medicaid NEMT with their broader
transportation services. This struggle is due in part to cumbersome federal rules (i.e., the prohibition on
self-referrals associated with governmental brokers) and to the varied standards and regulations that apply
across different publicly funded transportation services.72 Coordinating councils can create an important
space for states agencies and other stakeholders to examine these barriers and potential options for
increased coordination. Policymakers should therefore consider creating or leveraging coordinating
councils to improve the administration of NEMT services in their state.

V. Conclusion
NEMT is a vital service for millions of low-income Americans. However, NEMT programs have historically faced
challenges related to customer service and fraud and abuse. As discussed in this issue brief, states can proactively
address these challenges by adopting a variety of strategies, ranging from creative contracting to innovative
partnerships or interagency collaboration. Despite the availability of these strategies, we know that a number of
states are still working to restrict, rather than improve their NEMT programs. The next resource in this series will
therefore take a closer look at the use of Medicaid Section 1115 Demonstration Waivers to restrict access to NEMT
and the ways that stakeholders can get involved in the waiver process to protect transportation benefits.
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