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Coordinator
Today’s call is being recorded.  If you have any objections, you may disconnect.
Pat
Welcome to our guest faculty.  I’m very proud to say Sharon Mathe is joining us from the Healthy Community Alliance in Guanda.  Some of you may know this was the organization I served for ten years, so that is a special place in my heart, and Sharon, too.  Michelle Lemming is on the line in Louisiana.  If any of you hear any wonderful things about networks doing bigger and better and bolder things, Michelle’s name invariably will pop up.  Then we have Gail Bellamy who is associate director of Eastern West Virginia Health Sciences Institute in West Virginia.  We hope Gail will be adding the academic flavor to this conversation.  Together, I think we’ll really have a call that’s exciting because it will be filled with the real world application of transportation systems in rural communities, as well as the challenges particularly within an academic environment, or the research that Gail has been able to lead.


With that, I’ll ask that we begin with Sharon, then Michelle and Gail.  Then we’ll open the call for questions, limiting each one to about 15 minutes.  Sharon, the floor is yours.

Sharon
Thank you, Pat, and thank you for the invitation to participate in this call.  Does everyone have a copy of the PowerPoint presentation?  It’s Healthy Community Alliance, building quality of life in our rural community.  If there are those who do not have a copy, I’ll read more detail into this than what’s on the pages.  Pat, I’ll read the bullets that are on the slides rather than just giving an overview and give more depth.

Pat
We’ll make sure that everyone on the call gets a copy e-mailed to them.

Sharon
Thank you.  The Healthy Community Alliance is a rural health network in Western New York state.  New York state has 34 rural health networks, and the … is probably for every other rural health network in any other state is that if you’ve seen one network, you’ve seen one network.  We’re a not for profit and are committed to health education, outreach, chronic disease prevention and building quality of life.  Interestingly enough, how we may differ from our sister networks is we’re very community based.  Our board is created from health providers, education, business and consumer representation; it’s not a medical provider built network.


Our idea is to bring individuals and groups together to get local answers to rural problems.  And this isn’t covered with our mission statement, to improve the quality of life in rural communities through broad based, inclusive partnerships that support wellness and …


To give you an idea of our size and location, our service area covers portions of four counties.  There are five rural health networks in western New York, and we probably cross over the service areas of almost every one of them.  However, …  Our service area goes through portions of Cattaraugus, Mataqua, Southern Erie and Wyoming County in western New York.  We have 113,000 plus residents, 57 zip codes, so obviously a large service area.


Besides the van transportation service we’ll be talking about, we have numerous other programs, including personal wellness profiles which do a health risk assessment which give us individual and aggregate data on the behaviors of either adults and, more particularly, the students in three school system we’re targeting.  We do disease education and outreach for diabetes, asthma, ovarian cancer, obesity, arthritis and women’s health.  We have a youth suicide prevention and mental health initiative.

Sit and Fun is a program that was developed right here at the Alliance and is copywrited and is built to encourage physical activity and nutrition programs in school.  Child Health Plus and Family Health Plus insurance programs, we help enroll families into those programs.


Academy Place is a multi-use community resource project where we are converted an elementary school into senior housing and business space, along with a community center and education piece.  We do marketing in public relations, … the most important project you’re here to hear about today is the van transportation system.


A general overview of that system very quickly, then we’ll get into the particulars.  The Healthy Community Alliance owns and operations two minivans, and we transport individuals within our service area to necessary appointments.  Obviously, priority is given to medical appointments, but being in a rural area, we may be transporting them to Human Service appointments, grocery stores or whatever they feel is necessary.  However, we are the transportation of last resort.  We are also scheduled on a first come, first serve basis.


The original goal to providing this system was to facilitate a transportation service for rural residents based on community need.  How did we identify that need?  Through community service, focus groups and actual needs assessments.  Consumers in our service area identify that they needed some transportation to fill the gap.


Again, being a multi-county service area, one transportation system is not going to work for all.  If you are a resident of Erie County, you may not be eligible to ride on the transportation that originates out of Cattaraugus County.  Although they will cross the border to take you to an urban facility for treatment.  In Cattaraugus County, we do not have public transportation, and even in portions of southern Erie County, that public transportation does not exist.

Many transportation services available really are limiting to folks as to who they will take and when.  Most services will not take a consumer to a pharmacy visit or grocery store, so we needed something a little broader based than the traditional transportation system.  In our service area, 19% of the residents are over 60.  We’re spread out geographically.  We have isolated communities where the is no public transportation.


The original program started in 1996, and we purchased one van through grant funding, it cost about $19,000.  We originally partnered with one rural hospital, and then eventually partnered with Birchum Chafe Hospital as well.  The idea was to use volunteer drivers.  We would purchase the van, make it available, find volunteer drivers and provide a free service to the community.  Again, we are the transportation of last resort.  If an individual can book this with Interface Caregivers or the Rural Transportation System or on an ambulance service, they would do that first.  We are not handicapped or disability accessible.  The individual has to be able to walk and climb into the van.  We do not have wheelchair accessibility.

The idea was to increase access to the needed services for these rural residents.  From that original program, we’ve expanded and grown.  We now have two vans operating from two locations.  One is in Springville, and one in Guanda which is northern Cattaraugus County.  We partnered with a number of organizations.  The first one is Love Inc, or Love in the Name of Christ.  It’s a multi-church organization, the different faiths come together to address community needs, and they screen the volunteers and provide them for our van service.  We also partner with a small community hospital, TLC Health Network.  We’ll get into the particulars of their roles in a minutes.  We still use volunteer drivers, it’s still free to the community and still the transportation of last resort.

What are the partner roles?  Our self at the Healthy Community Alliance, besides purchasing and funding the van for most of the maintenance, we provide administrative … staff can probably tell you, this is critical.  In the early days of van, we were finding that if the van was placed at a certain location, the staff of that institution might abuse use of the van.  They might be taking it to get pizza on the night shift or perhaps would borrow it to go to a meeting and then it’s not available to consumers.  So we really found it necessary to track how that van was being utilized, where were the miles, we actually tracked our miles, by that administrative oversight to make sure it functions properly.


We are the insurance carrier for the van.  We provide the training for the drivers.  Love Inc, in both locations, finds the volunteer drivers who are usually retired or citizens who have more leisure time.  We actually train and screen them so they are eligible to be insured by us to drive that van.


Van maintenance, major repairs are paid for by the Alliance.  Most of that is grant funding, although we get some private charitable donations.  The Alliance also does the PR and marketing on the van, and the aggregate data analysis so that we can track miles, visits, use.


For other partner roles, Love Inc. screens the transportation requests, schedules the trips, recruits the volunteers and collects the data which, again, is the miles, number of trips and the destinations, starting point and where they’re going to.


PLC Health Network, as our small rural hospital partner, houses and cleans the van for us, checks fluid levels, advises maintenance needs, tracks and submits quarterly maintenance logs.  PLC also provides partial financial support for maintenance and operation cost of the van.  This is very minor.  Most of the maintenance cost is really coming from the Alliance through grant funding.


They also provide their staff … PLC has a mental health outpatient and inpatient unit mainly for chemical dependency patients, so they’re often using the van to transport patients to or from their homes or facilities, if they’re from out of our region.


We’re on page three, the data.  We currently have 39 approved drivers.  We have done six driver orientations this year, and you can see listed the miles and trips.  The data was started to be collected in 1998, even though the van was in use in 1996.  So from 98 to 2004, the number of miles we’ve used obviously have increased since we went from one van to two.  In 98, we were doing about 613 miles with 50 trips.  By 2004, this has grown to just under 17,000 miles with 212 trips.


Interestingly, in the Springville area, 75% of the trips are health provider related, and 25% of the trips are for social service visits.  Here Love Inc actually has their volunteer drivers using their own cars to take people to pharmacy and shopping, so the van is used primarily for the health and social services visits.


In Guanda, 90% of the visits are health related, and the remaining 10% are split between visits to court.  Since the Guanda area is on a county border between Cattaraugus and Erie, you’ll often have people that live down here but have to go to Buffalo, which is 45 minutes away, to attend a Department of Social Services interview or court presentations, whether related to family or legal issues.


Lessons learned.  Training for all involved is ongoing.  Volunteer drivers turn over frequently, and that’s why we provide so many trainings during …  We also make sure the hospital staff are included in the training because if they’re responsible for cleaning and maintenance, they have to understand the function and use of that van, and it’s intent and purpose.


The partnership allows for a manageable program.  With the volunteer drivers being handled by someone else except for the training, that saves us a great deal of staff time.  They’re also in this community promoting it.  They can also help us receive donations for the services.  A big lesson learned was to do background checks on drivers.  If you don’t, your insurance rates can climb dramatically.  We now screen all our drivers to make sure they have no marks on their license or have not had prior DWIs, that they are safe individuals driving who would not threaten any of the passengers.

Have the drivers take a safe driving course to lower your insurance premiums, this actually came from one of our volunteer drivers who suggested if you’re doing this as an individual and you can get 10% off the cost of your insurance, why don’t we do it for the van service, and that’s a big savings.


Monitor the van use.  Folks forget, especially when it’s place at an organization that has 24 hour open door policy, and that van might be used for running for pizza, and those miles run up pretty quickly.  If an accident were to occur, it wouldn’t be covered by insurance because it’s not being used for its intended purpose.


Keep funding opportunities always in sight.  Our first van was a 96, our second was purchased in 2003, but the 96 is starting to wear on us with maintenance costs.  For both vans in this last year, it cost $7,200 to cover insurance, fuel and upkeep maintenance, and another $500 to $800 to cover the Alliance staff time, especially for data analysis, trainings, materials used.  So you’re looking at an average cost of about $8,000 for use of both vans.  The 96 van is aging.  We’re already looking for grant funding and have identified some to purchase a new van in 2005.  So funding is always critical.


That’s about the extent of our presentation.  When you’re ready for questions, I’ll answer them.

Pat
Thank you, Sharon.  We’ll hold off questions until the end.  Michelle, we’ll turn it over to you now.
Michelle
Hi, I’m Michelle Lemming, … Director of BiNet.  BiNet is the first rural health network in the state of Louisiana comprised of safety net providers within our community.  To give you an idea, our safety net providers include two rural hospitals.  We have two state hospitals, two federally qualified health centers, a tribal clinic, a regional office of public health, a social service organization, and a representative of our local coalition.  The group came together in 1998, and they partnered with the … Access program in 1999 which is the Louisiana … Access Program.  

When we got together, we realized we needed to identify barriers to care within the community, so we did various needs assessments and forums, then partnered with a local university to help us identify the gaps.  Probably not unlike any other rural community, transportation was one of the five identified.  Each one of our programs and services addresses one of those five barriers.  Of course, for transportation, we have our transportation initiative.  

The others we have I’ll spare you.  We actually have six different programs that we run consistently in addition to state initiatives that we work with.  Transportation, we decided where we needed to start would be to look at the current … providers of transportation.  At the same time we were getting the group together, again, the Southern Rural Access staff that was assisting us assisted one of our network members in applying for assistance through federal funds to be able to provide us some consultation to develop a business plan.  Again, all this was back in 2000.
At the same time I was working on that, it was actually the first year of community access program funding, so when they completed the business plan, I took a component of that and put it within our application for cap assistance.  We decided we knew we needed to have a clear understanding of what the barriers were, and create solutions to be able to fill the gaps that were identified.  So we decided to name ourselves the St. Mary Transportation Task Force.  We wanted to make sure it was unique and they had their own identity.  We created a logo, and started with the identification of gaps which were pretty easy because we were so limited in services, not unlike any other community as well.
We found an uninsured resident in our community had absolutely no transportation available to them period.  Neither Medicaid or Medicare, to get from east St. Mary parish to west St. Mary parish—and let me clarify, I know we have some Louisiana communities on the line.  For those of you that don’t know, in the state of Louisiana, when I say parish, it’s actually our county.  So you couldn’t get from one end of the county to the other.  There was no organization accepting new dialysis patients, and then only Medicaid or veterans could obtain rides out of St. Mary parish, so it was very limited on being able to get to our two state facilities which served a large portion of our uninsured population.

So what we decided first was to create a service triage which we use on a daily basis now, and we do this very similar to our medication assistance program.  We look at what exists in the community and make sense of what is most cost and time efficient to both the client as well as the infrastructure, with a faith-based organization always being our last resort.  So our referral procedures were developed as a group, and we realized that we needed to have single points of entry which actually fit into our help center activities anyway.  Then we identified two possible solutions to fill the gap in service.

One was sharing seats.  This is when we actually confirmed that all existing providers required a 24 hour advance notice to be able to obtain service from that individual.  So we decided if we have a network member that had, say, a 15 passenger van, and there were only ten residents on that van 24 hours before it was going to leave that parking lot, … have the network be able to coordinate that where we could fill that five seats with those ineligible for those services.  

So it was a great concept, and we ran into major barriers without actually being able to do anything with it.  There was not one transportation task force member—there were five members in all, completely unique organization, that all sided regulations tied to their funding that prohibited them from doing that.  That actually prevented us from progressing at that point.
So our second solution was to focus on our faith-based partnership.  At that time, we had just become aware of a group in Alan parish that was doing transportation through a faith-based community.  So we had them come in and they did a presentation.  We decided it was really important—with all our programs, but especially since we were looking at a new initiative—sustainability is something we’re constantly focused on, I almost feel like it’s our own initiative all in itself.  But because of that, we really wanted to not depend on grant funds.  In the particular model we were looking at in Alan parish, they would use grant funds to reimburse the faith-based community for transportation, and we knew in our situation, we couldn’t get into using grand funds that we wouldn’t know would be there, at the most, within the next three years, or in some situations, from year to year.  So we didn’t want to create a solution in addition to that, that the faith-based community would expect reimbursement.
So we decided we would create a massive marketing campaign to our local churches.  We used questionnaires, we used the places we knew that the under and uninsured would be, so we went to public health and clinic … to be able to distribute questionnaires to see what their interest was and their needs were in regard to transportation, so we weren’t making assumptions.  So we marketed that back to the faith-based community and said we’d set up a procedure that would guarantee that those in need are going to be used, the information would be used to make sure they’d obtain the service only where there is a true need for that client.

In addition, because it is associate with our health centers, we actually used service point software which we used for our help center for application service provider, and that’s simply where any one of the extension sites or here has the capability to be able to access information on a client and do triage.  So we created a tracking system within that, and in addition, service point has just completed a transportation component that’s actually catered through our program.

At that point, we started looking at fuel and maintenance costs and went to the ministerial alliance.  We actually have two within our county, and one agreed to cover the cost of fuel and maintenance, and another church provides the vehicle and driver.  We do charge $5 per rider for 120 mile trip to get to medical services in the nearby community, and that is specific to the under and uninsured.  That goes directly towards the cost of gas.

The next slide, you’ll see our triage procedures, this is what our task force looks like for veterans assistants, we’re making sure they get on the VA vehicle, accounts of aging is available for Medicare.  Then we have our CAA which is a local social service organization.  There is also services for disabled, and then ultimately it’s referred to the safe base community.

Next slide, because we incorporated this into our help center and single points of entry, the concept of to not miss the opportunity is also relevant to our transportation piece.  So anyone that comes in, we’re focusing on making sure they’re educated on services available, enrolled into programs they’re eligible for, aware of screenings we hold monthly, and that we take all the information to really focus on awareness of what the need is and advocacy.

Next two slides, we actually have our single points of entry at our main sites located in Franklin.  We also have a site at the Franklin foundation hospital emergency department, the St. Mary parish library, and then additional points of contact, meaning we actually have someone located to be able to help with triage and referrals, and include the office of public health, a federally qualified health center, two SUHC extension sites, a tribal clinic, one church, one national faith-based organization, the AARP, two civic centers and one neighborhood center that’s actually owned by the local social service organization.

Success to date, we’ve had 147 residents ineligible for existing services that absolutely would not have had a ride, and cannot obtain services within St. Mary parish since March of 2004.  Interestingly, it’s been good timing.  At the same time the governor in our state started a health care summit to focus on the needs within our state and specifically within each region of our state to be able to try to make it more community-based.  The bureau of primary care and rural health has been given the charge of coming up with solutions for transportation, so our secretary requested that we participate in a committee that is going to be focused on creating solutions.  

At the first meeting, we went through the problems we had with the guidelines prohibiting partnerships and being able to actually fill seats with those that are ineligible for services, and the secretary  has taken this up and is working on being able to see which one of those is actually perceived versus legit, and those that are legit, to be able to help the process with those that are funding, to help them accept, once they have met the guidelines and there are still unused seats within that vehicle, to be able to sit ineligible riders.
Lessons from the front line, last slide.  One of my favorite things when I first started, there was an article in the paper and a St. Mary parish councilman, there was a quote that said, “This ain’t New Hampshire.”  It was about something different, but I still think about that because it is so true.  There is absolutely no question that this ain’t New Hampshire, it’s also not Texas and it’s not Illinois.  Everyone is different and each rural community is different.  I can guarantee if I did a poll in our community to see whether or not the faith-based community would partner with us, it would not have looked promising.  Every Tuesday, I continue to be surprised there is a faith-based vehicle that shows up in our parking lot.  So it’s not that our community is this exceptional community that everything was in a position that it was going to be successful because it definitely was not.

The other thing, the different transportation providers at the table were definitely not on friendly terms by any means.  Turf is always there to some degree in every community.  They were not holding hands the first time they walked through the door, and they definitely weren’t the last time we sat together.  But we worked through that, and they do good together, but it’s still not a friendly environment, by any means.

I believe our success to date is due to persistence and believing something was going to change.  Looking back, there was no question.  We hit brick wall after brick wall and you just keep going until you get it.
Last, when I look at this, one thing I always conclude with, every time I talk to another community, I have a bringing it home slide.  What are you going to do in your community to be able to make this happen?  To be honest, I don’t mention it enough and this is a good example of that because we did take a community different than us, took what we learned and applied it to our community.  There is no question that we may not have the same percentage of diabetics, the same politics, homeless population or resources, but I guarantee that every rural community has strengths and weaknesses, and for better or worse, in every rural community, we all have struggles.  I believe you can take successes of different programs, as well as lessons learned and failures, and adapt them to your community.
That said, there is no question we have a lot in front of us and a whole lot to do.  There are still major gaps in transportation, but where we’ve come has really been able to make a significant difference, at least in 147 lives that have been impacted through the partnership with the faith-based community.
  Pat
Thank you, Michelle, that was great.  Gail, I’ll introduce you now.  I’m intrigued to hear the two models you’ve heard in relationship to the work you’ve done in West Virginia.
Gail
Thanks, Pat.  Trying to take what both of these front line programs have talked about and looking a bit about programs in West Virginia but going more academic in discussion, transportation issues.  Let’s begin with what most rural communities might have, would be some form of emergency medical services.  Not all of them, not a lot, but most will have.  We know a high proportion of emergency transportation may actually be for non-emergencies.  Like transporting elderly patients from the nursing home to the hospital and back again, it makes use of an incredibly valuable service, and takes it out of service for true emergencies.

Using one example here in West Virginia, in Webster County, which is a tough community to get to because it’s down in a holler, one third of their EMS trips are for non-emergency medical transport.


The program I’ll talk about is Transportation for Health.  It’s a demonstration project funded by the Southern Rural Access program that was evaluated by the institute for health policy research here at West Virginia University, with funding from the 21st Century Challenge fund and the … Foundations.


Let me hit you with some heavy duty definitions before we go too much further.  When we talk about transportation, there are different kinds of … fixed route, transit services, demand response transit services, deviated fixed route door to door service.  Here, as I describe some of these definitions, how the two programs you just heard described can differ or compare how they fit throughout transit service, is any service in which vehicles have run along established paths at preset times.  Sounds like the traditional bus system that all of us may be more or less familiar with.  Typically, these are characterized by printed schedules or time tables.  They have designated bus or rail stops where people get on and off.  This is not ordinarily how we would think of for non-emergency medical transports.


Then there is demand … these are often called dialer … transit services where individual patients can request transportation from one specific location to another at a certain time.  They don’t necessarily follow a fixed route, but they travel through the community taking people from here to there according to their routes.  They sometimes, but not always, require advanced registration.

Then you have the deviated fixed route.  It operates along a fixed route and keeps to a time table, but they can spontaneously take off from their scheduled route to pick up or drop off, after which they go back to their traditional route.


Finally, there is the door to door, a form of para-transit service.  This includes passenger assistance between the passenger and their door, and possibly even through the door, which is a higher level of service than curb to curb.  I think it was Sharon’s program, you spoke to this issue.  You don’t do door through door, but do you go curbside picking people up at their homes?
Sharon
Yes.

Gail
So you have more of the deviated fixed route, or you take door to door but just not door through door.  

Sharon
Correct.

Gail
The models we looked at in West Virginia, two of the three built on area agency on aging programs, so programs that have federal funds to take care of those over the age of 60, but there were variations on a theme.  Let me walk you through these very quickly.


In community model one, this is a public bus transportation system that covers five counties, a five county service area.  That sounds a bit like our New York model.  It’s a traditional bus system, a fixed route with fees, they picked up and dropped off people at bus stops.  They added a non-emergency medical transport service that allowed them also to do some demand services where people could call and schedule a time to be picked up.  They did deviate their system for those counties up to a specified three quarter of a mile from their regular route, when it was requested in advance.


The second model was a combination senior services center and a transit system.  This is the old time group called Buckwheat Express and it’s in Preston County.  It’s a single county system, and it’s been up and running for a number of years, but had trouble sustaining financially their non-emergency medical transport.  The senior services, that was easy; they had funds for that.  NEMT, when southern … program offered some grant dollars for this demonstration program, they were right on it because they wanted to really get back into addressing a need they knew they had in this aging in place community.  … up to three quarter mile from the regular route, when requested.  In addition, they provide NEMT services to senior citizens and the county sheltered workshop.

The last model was a senior services agency that expanded their services to include other county residents.  In addition to non-emergency medical transport, they transport senior citizens to nutrition sites, for shopping, for activities, for medical appointments.  Of the three, they were the only provider that did door through door where you had patients that might be wheelchair bound or disabled and needed greater assistance.  This would have to be requested in advance and required.  They basically provided no fixed route.


Turf and funding sources were an issue, so the new dollars that came in through southern rural access program allowed them to expand the service.  They couldn’t just use their vans and bring in people to fill in seats as needed.  It had to be a separate and distinct program from their OOA funded service because there were problems, restrictions set by a federal funder, that they had to meet.



In essence, all three of these community demonstrations covered a seven county area that are pretty much located in the eastern panhandle of West Virginia.  West Virginia was a jerry rigged state, and it had a lot to do with the civil war and where the trains ran.  So the eastern panhandle is that little area that has become a sort of suburb of Washington DC where lots of people live, but not in all of the counties.  It’s the most rapidly growing part of West Virginia, but it’s still not large numbers of people living there.  So you still have a lot of rural and underserved areas.


Then when you got further away from the DC area, it starts getting more rural, more challenged by geography and terrain.  The joke about West Virginia has always been if you ironed us out, we’d be as large as Texas.  We have a lot of mountainous areas.  We’re the only state that is exclusively Appalachian, so to get from point A to B, looks like it’s not terribly far until you look at the fact that it’s secondary roads.  And if you deal with weather, it becomes a serious problem for people trying to get from one point to the next.


Who uses these services—70% of the riders were female.  These aren’t just senior services; the average age was 54.9 years.  Thirty-six percent of the ridership was 65 years old or greater, and 58% were from 19 to 64 years, and 6% were less than 19 years.  Twelve percent were first time riders.  The transit authority, the bus system that covers five counties, their age range is the broadest because they started having a broader service area.  People knew they provided a service not just to elderly population.  So over three quarters of their ridership is 19 to 64, and 10% were less than 19.

How is the service paid for?  This is not a free service for any of these providers.  Medicaid is the primary payer.  Medicare does not pay for service.  So for NEMT, Medicaid because the big one here.  Of approximately 5,000 trips over 12 months, 85% were covered by Medicaid, 28% of the Medicaid cover trips were for those over the age of 65.


Said another way, two thirds of non-emergency transportation riders over 65 are covered by Medicaid.  You’re dealing with a very large dueling eligible population.  Not only do we have a lot of elderly receiving service, but a lot of them are eligible for Medicaid.  They’re very poor, and they’re old.


Where are they going?  The top three locations come as no surprise.  They’re going to the doctor’s office, some kind of therapy, and later on when we started doing our data collection we go more specific.  They’re going in for dialysis or to the hospital or for tests.


Our original data didn’t specifically list therapies, it just said they were going for therapy.  So therapy might include dialysis, chemotherapy.  But because of key informant interviews, they identified these special therapies along with trips to the VA hospital, and for outpatient ambulatory surgery as the kind of trips that involve a disproportionate amount of dead head time or mileage.


Another definition item for you.  Dead head time or dead head miles, these are unreimbursed miles or time.  Medicaid is one of the few insurers that pays for non-emergency medical transportation, but they don’t start paying until they’ve picked you up.  And they don’t pay very well to begin with, there is a flat fee for the first 20 or 30 miles, then it’s about $0.37 a mile after that.


Where we got into some problems is some of these trips were very, very long.  The average mileage was 41.2 miles with a standard deviation of 41.1 miles beyond that.  So 5% or 10% of your trips are in excess of 90 miles, about one third of the transit authority trips, the bus trips, were from 51 to 100 miles round trip.  Another 12% were over 100 miles.  So close to 50% of these trips are for over 51 miles which, when you’re dealing with a mountainous terrain—in Texas we don’t talk about miles, we talk about time, how long it takes from point A to B.  Well, if I’m on a highway to go 51 miles, it’s less than an hour drive.

If I’m talking 51 miles in West Virginia, it’s not that easy, even if it’s on highway because even our highways are somewhat curvy and if weather is poor, it really slows things down.


Were any of these service providers finding that any EMT could be self-supporting, self-sustaining?  Not so far, even today.  The transit authority was the only one close to breaking even because they could subsidize their NEMT service through the other services they were providing.  Formal transportation services receive dollars from the federal government, and often times from state, to subsidize them.  If you look at the bus system in New Orleans or Albany or Charleston, they’re not expected to cover all their cost.  They’re subsidized.  NEMT is not subsidized so none of these people were able to break even.


There were differences between these providers.  They differ in the percent of traditional transit users they serve.  A traditional transit user ordinarily are elderly, over the age of 65, because they usually can’t or don’t drive themselves.  They are individuals with mobility limitations, not just the elderly but those who have some disability that impairs their mobility.  And non-elderly low income who may have a car but not necessarily a reliable vehicle.  Or their reliable vehicle may be being used by someone else or in the shop.


These three service providers differed in the way they collected sliding fees.  The most business oriented of all the NEMT service providers—no surprise—was the bus system. You don’t have sliding fee when you get on a bus.  You pay your fee or you don’t get on.  And a traditional bus won’t bill you.  You can’t get on and say, “Send me a bill and I’ll pay you at the end of the month.”  You pay at the time of service.


In both the other two service they, number one, did sliding fee for fees going so low that there was no way you could cover the cost of the mileage for the service being provided.  And at least in one case, they billed them after the fact.  So their costs associated with trying to collect payment after the fact was much greater, make it even harder to be self-sustaining.

They differ in the nature of service they provide—curb to curb, door to door, door through door.  As a rule of thumb, buses do curb to curb.  Even in our bus system doing NEMT, they are more likely to do curb to curb than door to door.


Finally, the issue of dead head miles as a percentage of the total.  When you’re dealing with rural communities, our problems are many.  But one of the problems is if you’re needing medical care and it is of a specialty nature, the likelihood of it being available within your county locally within 20 mile round trip is very low.  The probability is that you’re probably going to have to cross county lines or go to a larger metropolitan area to seek these services.  As a result, your dead head miles get higher, even if you’re within a single county.  Obviously, in the case of a five county bus system, they had dead head miles, too.  They were covering multiple county areas.


The challenges.  The fact that Medicaid is the single payer and they don’t pay that well, and as all of our states have dealt with Medicaid budget crunches, one of the first areas they look to, to cut, is non-emergency medical transportation.  It’s something that has been an increasing dollar amount, and is rife with what is at least perceived as fraud, whether it is or not.  Specialty care treatment is only available locally, and coordination difficulties, for the reasons Michelle outlined, because of funders and everything else, becomes very difficult.


Possible solutions, you’ve heard of some of them right here.  The volunteer models, volunteer drivers and somebody picking up the cost of the van.  Broker models.  What Michelle started to describe in terms of looking for brokering seats, making sure those transporters that are out there, that they’re taking full vans of people so it makes sense.  Subsidizing NEMT like a traditional transit system.  Finally, to give you an idea just like Louisiana and New York, the three systems I described are demonstration projects back in 2000 and 2001.  All of them are still doing the good work.  Buckwheat Express, they’ve been able to stay afloat because some specialists are now starting to do some services within their county.  The transit system has always had the easiest way, and senior services is just doing the good work for everything else.


In conclusion, the need is growing.  It’s not going away.  We have a lot of Thousand Points of Light programs, but to the extent that we’re always having to keep our eye on where we’re going to get the next van from, how will we cover some of these new bills, it continues to be a problem that doesn’t go away, and it needs to be addressed.

Pat
Thank you, Gail, Sharon and Michelle.  These have been fantastic presentations.  I have a whole bunch of questions to ask you.  This is the time, if you’re listening in and have a question you’d like to ask, ask your question.  I’d like to start it off.


This is a question for all of you, particularly Sharon and Michelle.  You spoke of charitable contributions and grants.  Can any of you describe what types of grants are available to support transportation services?
Sharon
Primary funding for the transportation service and the original grant had come through the Charles … office of rural house. In supporting rural house networks, they give us the wide leeway to develop the programs that meet the community needs, so that has been a primary source of our funding, which we very much appreciate.


Other funding has come from the faith-based organizations as they realize the value of the van both for their congregation members and the general public.  They have actually undertaken and are currently going to undertake a fundraising effort to help us get a new van.  Donations are made by riders who wish to support the service that’s been made available.  You might want to check with your office of rural health or your local funding agencies service organizations, United Way, to see if they will fund a portion of the van of for one time period.
Pat
I have to jump in and mention the second van was obtained directly from a gift from the western New York Ford dealers.

Sharon
Good point.  The van we’re hoping to get in 2005, $10,000 of that will come from the office of rural health of rural state.  But the dealer is giving us a discount so we can purchase another van, along with the faith-based organizations or Love Inc providing some of the money as well.  So it’s actually going to be three parties purchasing the next van.

Pat
I really think that it’s a fine example of public, private and local leadership that comes together to get a job done.  Michelle, your thoughts on grants?

Michelle
In our particular situation, I think I mentioned we received assistance, that was through the Department of Transportation for the business plan.  That was from consultants ROS, I don’t know if anyone is familiar with them.  They came in and did a needs assessment.  They’ve done numerous ones in the state of Louisiana.  That was very valuable and really helped with understanding what some of the needs were and having a clear understanding on what existed.


In addition, I mentioned I included a portion of that within our cab grant, and our cab grant at that time, again, our first solution was to be able to coordinate seats, so the cab was actually supporting the concept of being able to book seats within existing vans.  We actually have customized our application service provider to be able to help us with both components, especially with our faith-based vehicles right now.  But it has the capability to be able to track shared seating, hopefully we’ll be able to move forward on that depending on what happens this next session.

In additions, our faith-based communities contribute significantly now to our project.  The van is given through a local church, and then the van and volunteers are provided through our ministerial alliance.

Pat
Gail, any thoughts on where to go for grants?

Gail
It’s not a grant per say, but it’s a model that’s been employed in Vermont and used differently here in Virginia.  It’s called the Good News model, and it’s a program whereby you have community members who donate their used vehicles, which in some cases could also be vans and other things.  The individual who does the donation gets a tax write off, and at least in Vermont, some of these vehicles have been refurbished and put into use for the purpose of transportation, along with volunteer drivers and others.



Here in West Virginia, some of the cost of administering the Good News program has been supported by the state Department of Human Resources who obviously is invested in transporting people, certainly through Medicaid.  It is another way, short of buying a brand new vehicle, that can be explored.

Pat
Very nice suggestions.  I’d like to open up the lines now.

Frank
This is Frank Hize with Valley Health in Winchester, Virginia.  The first speaker talked about using volunteers for drivers and suggested using retirees.  I heard you talk about doing background checks.  … mentioned the concern with appropriate health risk assessment for some of the older people who have health risks that could compromise occupants.

Sharon
Actually, I was not thinking along the lines of the volunteer drivers health, more for their background check.  We wanted to make sure we didn’t allow utilization of a driver that might have a problem with alcohol or drugs or had a bad record in driving.  Our insurance company does the background checks on all the drivers to make sure they have a clean record.


The point you bring up is a good one about the risk to the rider for health issues, but remember all our riders are not wheelchair bound, they have to be mobile.  So even though they may be going to dialysis or whatever, their health is probably one step up from someone that is severely impaired.  To my knowledge, we haven’t addressed that through our system.

Frank
The concern would be whether or not there is any health screening or existing condition that could interfere with safe driving.

Sharon
Not to any large extent beyond what would be normally acceptable for driving an automobile privately, besides the DWI kind of issue.  That really developed as a concern when we started working with one of our small rural hospitals that has the chemical dependency unit.  As you know, many of the counselors that work in that arena have come from backgrounds of chemical dependency, and they still may have marks or issues with their license that we had to make sure their record was clean and up to date so they could drive the vehicle.

Reed
This is Reed Perkins from the Genesi Valley Health Partnership in update New York.  Michelle, in your model, you have the single point of entry, and then the other access points.  So you seem to have a no wrong door with a single point of entry.  Those additional points of contact, are those just cross-trained staff?  How do you do that?

Michelle
We have our health center sites that serve as a full single point of entry site.  The additional sites, we have staff located at those facilities that have the capabilities to be able to triage and refer.  So it’s a bit different in the fact that they’re having to refer back to one of our … comprehensive point of entry at each one of the main core sites.
Reed
So the additional points of contact refer back to the …
Michelle
Yes.  I mean, I say that, and with transportation they have the capability to be able to triage.  They still have to go back to the main site, I was about to correct myself.  With transportation, it’s so simple.  They pretty much know who is eligible and who is not, and they make sure they get back to that help center site.  The help center that’s located at the hospital serves as our main point for transportation, but it’s all connected.

Sue
This is Sue Bushy in Louisiana.  I was interested in the training aspect.  I was wondering if you could elaborate on what kind of training you do for your drivers and what you include.

Pat
The orientation program?

Sue
Yes.

Sharon
First of all, we look at driver safety issues, what is the system about, our mission, what is appropriate behavior.  We provide a job summary, what sort of work we’re asking them to perform, maintaining the log book so they are recording mileage and usage of fuel and where the trip is taken to, reporting regarding mechanical failures, repairs, any mishaps.  We’ve developed procedures so that when the van drivers encounter situations, in order to make the system run smoother, we have procedures for scheduling the van use, the trip log, pick ups and dropping off the vehicle at the sites.  Issues like confidentiality so they’re not spreading the news that they just took Mary Sue up to Roswell for a cancer treatment.  Obviously, very important.


How to fuel the van, where they go to get the gas, how do they get it, how do they pay for it so that it’s reimbursed by the Alliance?  On the van, we include an emergency cell phone that can be used to dial 911.  So we instruct them on how and when to use that phone and where it is in the vehicle.


What about emergency road side issues and first aid kits, what do they do in an emergency situation?  Where is the first aid kit?  How they can call the roadside assistance club.  We provide a list of important numbers for western New York drivers.  For example, who to contact if they have a breakdown or minor accident.


General information about driving and instructions for a van incident report.  If something happens, we do want to record for our records and tracking purposes any incidents that occur, whether it be an injury on the part of someone having a ride or is driving.


I should mention, too, my colleague Sharon who actually coordinates the van use mentioned to me that we have a sheet that a volunteer driver fills out when they first come on board, and on there is a question about their health, asking if they have any contagious diseases or major health issues.  So that perhaps if we did have someone who’s a senior and has a history of stroke or … something medical, we might do a double check and see if they’re capable of driving.
Pat
Either of the other speakers want to address orientation or training?  Okay, another question.

W
… from Alabama.  I was wondering about the drivers and the vans and the insurance, we’ve looked into that and had some problems identifying an insurance resource.  That was one of the difficulties we had with that.  How do you do your insurance?

Michelle
Our church actually takes care of the insurance for ours.  But I’m sure there might be some other answers on this call.  But to give you a reference, Alan parish, they’ve take as a group an insurance plan to cover the faith-based communities as a whole, and we talked about doing that with our ministerial alliance.  They were a really good example and they found a reasonable plan they’re happy with.

Donna
We added a rider on our insurance policy.  We worked it out with each faith-based community leader, that they had to cover insurance on their vehicle also, and we had an extra rider put on their insurance policy—on our policy to cover them, through one of the large insurance companies we deal with.

Pat
Gail, do you have any comments on the insurance issues?

Gail
Not offhand.  What I’d refer people to as a source—it’s out of Montana and Curtis may know about this—it’s a rural transportation initiative out of the University of Montana.  They’ve done a lot looking in this area, targeting the disabled population.  But they’ve had good information on how different folks have addressed insurance issues.  The rider sounds like one of the best ways to go.

Sharon
We’ve worked with our local insurance agent and he researched and found the coverage that we wanted at a good price.  We continue to work with him.

W
I’d like to add a footnote.  Because I was involved in the early stages of developing the service at the Alliance, a very important lesson we learned early on is that this is a business and it requires policies and procedures.  You really need to operate it and have respect for it like it’s a business, even though money may not be exchanged.  That attention to detail, including all the driver’s screening and orientation and so on, will really give you a more willing partner with any insurance agent you work with.

Pat
Another question?  Gail, I’d like to make a comment.  If you could respond to this, I’d appreciate it.  I found it interesting, and yet we all know this.  You said the municipal transit systems are subsidized because they couldn’t fund themselves without that subsidy, and the reality is there is no pay, no ride.  What are your thoughts about these grass roots models you’ve heard about in relationship to subsidies?

Gail
That is probably one of the more difficult questions we’ll try to address for a variety of different reasons.  One, having government, either local, state or federal, come up with additional dollars to subsidize a service that, albeit important, is hard to monitor, the fact that in rural communities our numbers are so small, to try and subsidize would inhibit the creative community flavor that everyone has been hearing about on this call.  You have two programs that have been described, more poorly described by me in West Virginia, but how communities have attempted to address a need within their community.  

If you’re looking for some kind of funding subsidy to enable these providers to at least cover their costs—not make a profit but cover their costs so it’s an ongoing program—they’re probably going to have to come up with some more cookie cutter, like fixed route or certain parameters within which communities would have to … particularly if this comes out at the federal level.  Maybe this is less of an issue as you start getting into state or more local level.

One area that really needs to be pursued is looking at Medicare helping to underwrite non-emergency medical transportation.  They currently do not, yet if you listen to all of us, we’re all dealing with a Medicare population that requires service, and Medicare is a player that’s not at the table at this moment.  So probably one thing transportation providers that all of us need to get our heads around is just what are the most effective, cost-efficient ways of providing care, and what is the nature of subsidy, and the amount of subsidy we could live within.

I know that’s not a really good answer, Pat.

Pat
Actually, it is a really good answer, and I’ll bet a whole lot of people would agree because as I was listening, what went through my mind is that to develop a transportation model like we’re talking about is truly coalition building.  The turf issues make it difficult, but Michelle, I appreciate your comments when you said it is possible.  What I wrote down is yes, it is possible.  It takes hard work; it’s messy work.  I wrote down that demands persistence, and that came right out of your mouth.  If any of you know anything about leadership development, the number one rule of leadership is persistence.


I’d like to say for you who are thinking of doing this, this isn’t just something that happens overnight.  You get a grant and go out and buy a van and say you’ll do this good work.  It really takes a tremendous amount of front end planning and coalition building to make this happen.  Any comments from Michelle or Sharon on what I just said?

W
I think that it’s absolutely true.  As you said, it’s an ongoing process.  People change in this whole equation.  The coalition you built in 1996 has evolved over time, and it constantly requires that education, the outreach to recruit new people to participate from multiple levels, so it is an ongoing process.

And just to mention, in the winter 2005 Rural Health Journal, there is an article on access to transportation and health care utilization in a rural region, and it’s looking at North Carolina.  It’s looking at the behavior, who uses the transportation services in rural areas and why.

Pat
Would you repeat that article?

W
It’s the Journal of Rural Health from the National Rural Health Association, Winter 2005, volume 21, issue one.

Pat
We still have time for more questions.

Mike
This is Michael Beechler.  First question, particularly Michelle and Gail, can you talk about the whole issue of what I’ll call either real or perceived regulatory barriers regarding this whole age and funding source issue.  My sense is Gail in particular, the elderly agencies were able to overcome that, at least during the grant period.  My hope is they’re still finding a way to transport all those young ones on the aging services lead van’s effort.  So if you could take that issue, are the barriers real?  Are they perceived?  Once you start to overcome them, can you continue?


The second question, and this clearly is not a total solution or anything close in regards to sustainability.  Gail, you prominently—and Michelle mentioned as well—you expect folks to pay, the one model, transit authority folks collected right up front.  My sense is, Michelle, that’s what you guys do on the front end.  How viable is that as a strategy?  Should it be more aggressively used by transportation agencies?

Michelle
On the first question on real and perceived, in our particular situation, I have to feel that it is a combination of both.  I know, especially now that Donna is on the call, she can elaborate if needed.  In her situation, I believe it was counts on aging that they were using to be able to transport residents that were not necessarily counts on aging residents.  So we knew, based on their presentation, that our counts on aging could do so.  Of course, listening to other models, I’m even more convinced.  My counsel on aging … can pull out documentation that says absolutely not, there are no exceptions, and she’s saying she would get in trouble if she did it.

There are others that we actually have with our community action agency, she actually got on the phone with me and some of her funders that said absolutely no exceptions, so to be that does seem real.  This is going to be something especially with those that are funding projects such as those.  If we can have some form of a top down approach to being able to education, that way we can come back to the table and say legit, these are the ones that are perceived, and these are real, and how can we create a solution for those that are real and how can we create agreements.  Because I’m sure that those funding the projects, if they understand that it absolutely would not be someone that would be denied service that is eligible, that they would not be open to being able to do that with us.

As you can see from my presentation and the time line, we’ve been working on that for over a year and a half now, so I think it’s going to be very supportive to be able to have the bureau backing us, and I think that will probably going to be our first concrete step to making a change within our community.
Gail
I think the problem has gotten more acute within the last couple years.  I’ll use West Virginia as an example, I’m sure everyone can pull examples out of their state, where in particular an agency has been caught using their services that were funded with OAA funds to provide others an OAA service and basically have gotten busted.  It has resulted in a greater degree of scrutiny for non-profits and the dollars they receive and are they using those dollars appropriately.


Sharon raised an example that she was talking about where the van is parked, who is using it, how it’s being used for what purposes, that you have to be very careful.  If you’re legit and you’re doing God’s work, if you keep the appropriate documentation, if you keep your funders in the loop that an OAA client is not being bumped from a service because someone else is using it, we’re probably okay.  But I think the greater part of valor today says we’re going to need to be much more vigilant, that there are some restrictions in government, regulatory restrictions, that we really need to work with government to ease them up, but look for ways that we can provide some of the protections so that the purposes for which those funds were originally established aren’t being abused.  That’s what I’d add.

Michael
Second part of my question was a narrow slice of the sustainability issue which was, it seems like the BiNet transportation service and the transit authority services collected on the front end.  My ability of this approach as a small but important solution to the sustainability problem, and should you have some of these more mission based services take a look at the issue, the aging services and perhaps more aggressively use the front end collection model.

Michelle
I think that is definitely a controversial issue in various communities.  A really good example is with our medication assistance program.  This program, even though there are differences, it’s similar to a medication assistance program in Arkansas.  We charge per month is what we came up with, and that was actually decided upon by the users of our service.  Our calls just completely different than the group in Arkansas, but it has everything to do with how many clients he has versus how many patients we have.  So with everything we do, literally when I name off my initiatives I feel I should name off transportation, medication, … equipment and sustainability.  It’s just something we discuss ad nausea every month, and it’s a primary focus with every one of our initiatives.


So I think every community is different based on what resources you have.  So we knew out of testing we should get the vehicle to X location, it would cost X amount of money based off of what the gas prices were at that time, then an estimate on what maintenance would be.  Then with the questionnaire, we anticipate that we’re probably going to have conservatively X amount of residents.  So we worked backwards and said what would we need to make sure that van is running, then that came out to be $5 per passenger per trip for our particular situation because we had additional resources on the table through the faith-based community.  But if we didn’t have that, we’d be working backwards in a different way.  I’d say absolutely being able to collect ahead of time is critical.


The other thing is, looking at our different programs, it takes everything.  You have to maximize all resources that you have, whether it be volunteer time or what small fee you can collect to make sure that it’s maintained.  Then with all our programs, transportation we haven’t used it yet but we also have a means to have—we have a donation for those that cannot afford, and it’s usually used for medication, for those who can’t afford our services.  That’s when they can show they legit don’t have that money.  We’ve never had anybody not ride because of the $5.

Gail
I want to second what Michelle said as far as how you calculate the amount you charge.  Where our agencies got into trouble is that their sliding C scale went down so low, it was insufficient to even start to cover some of the associated costs.  When you have some history to be able to estimate the amount of ridership you have, a sense of the average distance you’re riding, to come up with a realistic sliding C scale makes a lot more sense.  Then if you can help moderate that with external funding sources, then that’s great.
Pat
Another question?

Cecil
This is Cecil Evans from Louisiana.  I was late signing on.  Is this session being recorded?

Pat
This session is being recorded and we’ll send out on the list serve all the information for the instant replay.  That will be sent out around February 2nd.  

Another question?  When we talk about the transportation services in real communities, and I actually heard Leland Kaiser speak about this at a national conference once, that we have a transportation system in rural communities, absolutely every one, and it’s called our school district bus system, and wouldn’t it be wonderful if we could work out a methodology to use those buses to a way that meets all of the community’s needs in a bigger, better, bolder way.  It’s something I’ve thought about from time to time.

The other thing I heard about the other day which may happen in some of your states, and I couldn’t believe it because this isn’t the world I come from, but I’d like to hear from all of you.  In the states you’re coming from, if a person calls EMS and says, “I have no way to get to the doctor.  You have to take me.”  Are they required to do that?

W
In Illinois, that’s a no.  Sometimes they will, but it’s certainly not a requirement.

Michelle
I’ll be honest, I don’t know in the state of Louisiana.  Donna, do you know?

Donna
They’re not required to take unless it’s an emergency, but a lot of times they do take.  It depends on each service area.  In some of the … Ambulance areas they do because they don’t have as many other calls.

Pat 
I just recently heard of one state, at least, that it is a state regulation that is requiring the EMS services in rural communities to make this type of transportation available.  Further, they are required to do it, but any kind of reimbursement for that is disallowed.  I was absolutely stunned when I heard it.  That’s how upside down some of these systems are and the realities of the communities we’re working in.

Gail
Let me comment on your use of school buses.  I think all of us who have done transportation have some degree of awareness, using the dialysis example, when you’re dealing with some who have very special problems and it’s not easy to fill a van to be able to take someone two to three hours away for dialysis, who is going to have to be there for four hours, when you have to try to get back to your site to be able to take more folks.  A school bus becomes more problematic for certain kinds.  But I think exploring school buses for local medical care visits within the school time frame of seven to three or whatever certainly makes sense if you can negotiate it.  But it still leaves you with the problem of those particular cases that throw us all off that are very costly and very important.

Pat
I totally agree.  It’s just interesting to think about and how we could maximize that resource if it could fit.  I’m not sure it fits.  We have time for one more question.  Okay, I’d like to thank our speakers.  This has been one of the most excellent conference calls we’ve had.  Thank you for serving as our guest faculty.  It’s really a view from the trenches as well as a view from the eagle flying over, and I appreciate it.  Michael, any closing comments?
Curtis
…  This is Curtis.  I, too, want to thank everyone for a very interesting and good and content call.  Thanks for the opportunity for the Delta project because as you’ve heard, a lot of those grant projects are working on transportation issues.  I just want to mention for our Delta folks that our next technical assistance call is April 12th at 2:30 p.m.  Also, our Delta project that are planning to attend the … Johnson Foundation conference in Little Rock to get your registration in today or as soon as possible and make your reservation for the Double Tree Hotel in Little Rock.  Thank you.

Pat
Our next call for the … and hopefully we’ll be able to do more of these together, I think it makes it more powerful and rich.  Our next call is April 27th, and we’re coming up with a topic.  We’ll keep you posted by the list serve.  Thank you, everyone.  Bye.

