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Around the Country

When she was just a baby, Taylor
Thoman’s parents discovered that
she had retinoblastoma, a rare form
of cancer that affects the retina. The
best treatment available was at
Children’s Hospital in Los Angeles,
but the Thomans live in Saratoga
Springs, Utah.

Thanks to Angel Flight West,
Taylor has been getting to Los
Angeles for treatment on a private
airplane, without her having to walk
through a busy airport and security
checkpoints, or on a plane with a
large amount of people and germs
that could lead to an infection.

Aptly named, Angel Flight West
provides free, private air transporta-
tion for people with medical and
other needs. Angel Flight West has
1,800 volunteer pilots on its roster
and provides about 4,000 flights a
year, according to Angel Flight West
Foundation director Jim Weaver.
Angel Flight West is one of six
regional organizations that operate
as independent entities under Angel
Flight America, which spans all 50
states. Because health insurance does
not cover the cost of transportation,
Angel Flight’s free air service is of
special benefit to patients in rural
areas who live far from major
medical centers.

“Our pilots make this free assis-
tance possible,” Weaver said. “They
use their skills to give back commu-
nity service. They don’t need
compensation because they love to
help people.” Angel Flight trans-
ports people who have
non-emergency health care prob-
lems. “There is no medical service
on board so they must be medically
stable and ambulatory,” Weaver
explained.

Examples of Angel Flight’s
medical missions include transport-
ing patients for chemotherapy,
surgery, dialysis, diagnosis, treat-
ments and follow-ups. Angel Flight

Angel Flight West: A Higher Level of Kindness

also flies missions of compassion,
including transporting children to
and from special needs camps such
as those for burn survivors or
children with life-threatening
diseases. Other non-medical needs
cover a wide range, Weaver said,
from moving battered women out of
shelters and into other safe locations
to responding to emergency situa-
tions such as moving evacuees out
and reuniting families during
Hurricane Katrina. Angel Flight
pilots also transport corneas, blood,
tissues and technicians needed for
organ donations.

“The high majority of people we
transport are going from rural areas
to university hospitals or major
medical centers,” Weaver said.
“Many times there is no easy access
for them. We get requests for
assistance from a variety of areas, but
it’s primarily social service agencies,
hospitals, rural community organiza-
tions and physicians’ offices.”

When transportation requires
flying beyond Angel Flight West’s
territory, he added, they link with
other regional Angel Flight chapters
to relay flights to the person’s
destination. Because small aircraft
are used, he said the maximum

length of their missions is 1,000
miles. They also occasionally use
some commercial carriers that
discount fares. In those cases, the
patient lives in a remote, rural
location not served by public
transportation or a major airport.
The flights are coordinated under
Angel Flight’s Mercy Medical Airlift
organization.

Taylor, now two, is doing well,
according to her parents. Her most
recent flight to Los Angeles was in
March of this year. In a thank you
letter to Angel Flight West, Taylor’s
parents wrote, “Thank you for being
there to get our daughter life-saving
treatment, when we could barely get
out of bed and put one foot in front
of the other. You may think you are
doing such a small act, simply
providing the service of transporta-
tion. But you have done so much
more. You have given us the life of
our daughter.

Knowing how they have helped
people fuels their commitment, said
Weaver, who recently moved from a
position as Angel Flight West
executive director to Foundation
director.

On a larger scale Angel Flight
America, a tax-exempt, nonprofit

by Candi Helseth

Chuck and Diana Thomans hold their daughter, Taylor, just before her trip with
Angel Flight West. Accompanying her on the flight were actor Lorenzo Lamas (L),
who was mission assistant, and Glenn Prestwich (R), a professor at the University
of Utah in Salt Lake City, who was pilot on the flight.
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MEDLearn: Fake
Patient Teaches
Real Medicine

“Stan” is the perfect patient. While
first responders and health care
providers all over Montana prod,
inject, medicate and repeatedly
resuscitate him, Stan never
complains or runs away.

Stan is the nickname for a human
patient simulator offered for hands-
on practice by Montana Health
Network’s Montana Mobile
Education Delivery and Learning
(MEDLearn) Program. Under the
direction of a masters-prepared
clinical educator, MEDLearn
students participate in an interactive
learning situation that includes
performing emergency interventions
on the full-size, computer-driven
mannequin. Stan travels in a mobile
unit to deliver onsite training to
facilities in rural Montana and is also
used in classroom practice, both in
person and via telemedicine.

The MEDLearn Program
was started after an expert
panel commissioned by the
State of Montana found that
the death rate from accidents
and injuries in rural Montana
is 31 percent higher than the
national norm. The goal of
the project is to give
emergency providers in first
contact with accident victims
a higher level of clinical
proficiency so that deaths will
be prevented.

“We have critical access
hospitals that may only see
one or two patients a day in their
ERs, or may have long periods of
time between seeing the same types
of situations,” said Janet Bastian,
Montana Health Network (MHN)
CEO. “Emergency medical
technicians and first responders are
volunteers in these areas, and they’re
usually the first point of contact for
the patient.”

Bastian said feedback has been
overwhelmingly positive. The
simulator looks like a real person,
and instructors can program it to
have a wide variety of reactions such
as seizures, bleeding, deflated lungs,
etc. “We set up a scenario where
certain interactions occur and
students handle the situation,”
Bastian explained. “They don’t
know what pieces we will bring into
this situation, and the patient gets
better or worse depending on their
treatment.”

Non-existent educational budgets
due to financial constraints and long
distances between facilities were
compromising patient outcomes.
Bastian said MEDLearn classes
initially focused on emergent-type
situations such as trauma, stroke and
heart attack, and taught patient
stabilization and preparation of
patients for transfer to larger
facilities.

That focus has since broadened.
Some facilities had acquired new
equipment, but staff lacked

experience operating it. “We’ve used
the simulator to give hands-on
experience before the equipment is
used on patients,” Bastian said. “For
instance, we did training at one
place on using their new ventilator.”

The original cost of Stan and his
trailer was around $120,000.00,
purchased with the help of a grant
from the VHA Health Foundation.
To help pay for Stan’s continued
upkeep and travel costs, MHN
members pay a fee for each class and
MHN currently subsidizes the rest.

MHN is a collaborative effort of
17 nonprofit health care providers,
15 of them rural, that benefit from
mutual networking. It provides
services to 46 health care providers
that include physician offices,
nursing homes and acute care
facilities. The majority of those are
critical access hospitals. While MHN
does offer classes statewide, its
primary efforts are targeted at the
eastern half of the state. When
MHN applied for the VHA grant,
Bastian said, “Helping staff maintain
clinical proficiency was the most
urgent currently unmet need
identified by rural and frontier
providers.” MEDLearn was
implemented in January 2005.

For more information, visit http://
www.montanahealthnetwork.com/
medLearn.php or contact Janet
Bastian at (406) 234-1420.

corporation, oversaw more than
18,000 flights arranged through its
regional organizations and Mercy
Medical Airlift program in 2005.
More than 7,200 volunteer pilots
and outreach volunteers from all 50
states are on its roster. A grant from
Pioneer Services has added a new
dimension to the corporate mission.
Angel Flight America and Pioneer
Services reunites families of
wounded soldiers returning from
active duty in Iraq. When Angel
Flight volunteer pilot resources
aren’t available, a special fund has
been established to purchase com-
mercial airline tickets for service
members and families in times of
bereavement or humanitarian
emergency.

To learn more about Angel Flight
America, call 877-621-7177 or visit
http://www.angelflightamerica.org.
For information on Angel Flight
West, see http://www.angelflight.org
or call 888-426-2643.

Stan, a human patient simulator, is giving
health care workers in Montana hands-on
experience with trauma and emergency care.

http://www.montanahealthnetwork.com/medLearn.php
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This guide offers a brief overview of
capital funding for health care
facilities and then presents case
studies of recent capital funding
projects. For a more comprehensive
list of grants available for capital
funding, as well as a list of Fre-
quently Asked Questions regarding
the funding process, see the RAC’s
Capital Funding Information Guide,
http://www.raconline.org/
info_guides/funding/capital.php.

Overview

Sooner or later, most health care
facilities will need to make capital
improvements. Small-scale capital
improvements—that is, improve-
ments that cost a few hundred
thousand dollars or less—may find
partial or complete funding through
targeted grants. For example, a
hospital that seeks funding to
establish or improve its telehealth
program can pursue a grant from
USDA’s Rural Development Tele-
communications Program (see http:/
/www.usda.gov/rus/telecom/).

For larger scale improvements that
may run several million dollars—
such as expanding, updating or
constructing buildings—most
organizations will have to rely, at
least in part, on loans from public
and private entities in addition to
any funding gathered from local
fundraising efforts, private dona-
tions, grants from foundations or
local agencies, or other sources.

There are three types of capital
loan sources available to hospitals or
health care facilities: federal, state
and non-governmental.

Federal
• Housing and Urban Develop-

ment (HUD) - HUD 242 (FHA
Section 242) (see http://www.

Capital Improvements

Focus on Funding
A guide to rural funding opportunities and how to access them

raconline.org/funding/
funding_details.php?funding_id=95);
In addition, HUD offers funding to
states for their community projects
through its State Community
Development Block Grant (CDBG)
Program (see http://www.raconline.
.org/funding/funding_details.php?
funding_id=93);

• United States Department of
Agriculture - USDA Community
Facilities Guaranteed Loan Program
and Community Facilities Direct
Loan Program (see http://www.
raconline.org/funding/funding_
details.php?funding_id=91); and,

• Small Business Administra-
tion – Small Business Investment
Companies (SBIC) and other SBA
loans are available to for-profit
hospitals with a limited amount of
revenue (see http://
www.raconline.org/funding/
funding_details.php?funding_id=1591).

State
• State Health Facilities Finance

Authorities – These can issue
revenue bonds for non-profit
hospitals. A state-by-state listing is
available at http://www.nchffa.com/
members.htm. (For more informa-
tion, see the FAQ at http://
www.raconline.org/info_guides/
funding/capitalfaq.php#state).

Non-Governmental
These are private loan sources that

include local bank loans. In addition,
there are investment firms that offer
both tax-exempt and taxable capital
to rural and critical access hospitals
and other health care facilities.
Contact your state office of rural
health for more information (see
http://ruralhealth.hrsa.gov/funding/
50sorh.htm for a list of state offices).

For more information on available
funding for rural hospitals, see the
Office of Rural Health Policy
publication, Financing Rural Hospi-
tal Capital Improvements, http://
www.raconline.org/pdf/
capital_brochure.pdf.

Funding Examples

The following health care facilities
used these public loan sources for
recent building projects.

HUD 242
Name: Bucyrus Community

Hospital
Location: Bucyrus, OH
Facility description: Bucyrus

Community Hospital is a 75-year-
old, 25-bed Critical Access Hospital
(CAH) that offers general medical
and surgical care. The hospital has a
staff of more than 200 and provides
care for a service area population of
25,000. On an annual basis, over
750 patients are admitted to
Bucyrus. There are approximately
25,000 outpatient visits and over
14,000 visits to the emergency
room.

Project objective: To fund
renovations and three major addi-
tions including a new main entry, a
new emergency room and a new
operating room.

Projected cost of project: $26
million

Major source of funding: $24.9
million in HUD 242 loans.
“Bucyrus Community Hospital was
the first, and still the only, hospital
in Ohio to receive this funding. It
allows our facility to modernize and
provides small Ohio hospitals with a
local model for using federal pro-
grams to access otherwise scarce
funding and help change the face of
health care in communities such as

by Beth Blevins

http://www.raconline.org/info_guides/funding/capital.php
http://www.raconline.org/funding/funding_details.php?funding_id=95
http://www.raconline.org/funding/funding_details.php?funding_id=93
http://www.raconline.org/funding/funding_details.php?funding_id=91
http://www.raconline.org/funding/funding_details.php?funding_id=1591
http://www.nchffa.com/members.htm
http://www.raconline.org/info_guides/funding/capitalfaq.php#state
http://ruralhealth.hrsa.gov/funding/50sorh.htm
http://www.raconline.org/pdf/capital_brochure.pdf
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ours.”–Gerard D. Klein, Bucyrus
President & CEO

Additional sources of funding:
$2.3 million is being raised through
a capital campaign.

Date(s) of project: Construction
commenced on July 29, 2005 with
completion projected for August 30,
2007.

For more information: Visit
http://www.bchonline.org/ or
contact Gerard D. Klein by mail:
629 N Sandusky Ave., Bucyrus,
Ohio 44820; or email:
gdklein@bchonline.org. A case
study of this project is available at:
http://www.lancasterpollard.com/
assets_LPC/CS/Bucyrus-FHA-
Section-242CAH.pdf.

USDA Community Facilities loans
Name: Yuma District Hospital
Location: Yuma, CO
Facility description: Yuma

District Hospital consists of a 15-
acute-care bed and seven-swing-bed
Critical Access Hospital, medical
clinic, a home health care agency,
and an outreach clinic in Akron and
Joes, Colorado, serving a combined
population of approximately 7,000
people.

Project objective: To construct
a  replacement facility. “We believe
that this facility and the services
provided within will raise the
standard of care available to rural
communities.”—John Gardner,
Yuma CEO.

Cost of project: $26,308,247.
Major source of funding: $17.5

million in USDA Guaranteed loans,
$7 million USDA Direct loans.

Additional sources of funding:
State of Colorado Energy Impact
Grant, $975,000; community
contributions, $400,000; and
interest earned on construction loan,
$433,247.

Date(s) of project: Project was
funded fiscal year 2005.
Groundbreaking for the new facility
took place May 31, 2006. The

facility is still under construction
spring 2007 with the planned grand
opening on May 30, 2007, 364 days
after groundbreaking.

For more information: Visit
http://www.yumahospital.org/ or
contact John Gardner by mail: Yuma
District Hospital, 910 South Main,
Yuma, CO 80759; or phone: 970-
848-4601.

Revenue Bonds
Name: Thundermist Health

Center
Location: Woonsocket,

Wakefield, and West Warwick, RI
Facility description: A private,

non-profit community health center
that serves three communities with
primary medical, dental and mental
health care, plus a full, in-house
pharmacy.

Project objective: To acquire and
renovate a facility. “We realized that
we needed a larger facility since
every corner of our space—including
the closet—had been converted into
office space.”– Sam Limiadi,
Thundermist CFO

Cost of project: $7.4 million.
Major source of funding: $6.4

million in tax-exempt bonds.
Additional sources of funding:

Federal grant, fundraising and
equity.

Date(s) of project: The decision
to build a new facility began in
2001. In 2002, the clinic received a
$750,000 appropriation grant from
Congress. In August 2003, they
purchased a 40,000 sq. ft. warehouse
building using a bank short-term
mortgage. The tax-exempt bond was
issued February 2004. The ground-
breaking was in the August 2004
and the building was occupied in
August 2005.

For more information: Visit
http://www.thundermisthealth.org/
or contact Sam Limiadi, by mail:
191 Social Street, Woonsocket, RI
02895; phone: 401-767-4163, ext.

3015; or email:
SamL@thundermisthealth.org. A
longer profile of the project is
available at: http://www.caplink.org/
Project%20Profiles/Thundermist.pdf

Additional Case Studies and
Examples

Capital Link, a national nonprofit
consulting organization that assists
health centers in accessing capital,
offers grant funding profiles, which
include graphs on amounts financed
and sources of funding. See http://
www.caplink.orgCapital_Link_Project
_Profiles_Grants.htm.

For general information on all
kinds of funding sources, see
RAC’s Funding Guide: http://
www.raconline.org/funding.

You may also call the
information specialists at the
RAC, who can assist you in your
search for information on
SCHIP Outreach or other kinds
of funding. Contact them at
(800) 270-1898 or by email at
info@raconline.org. Please
include the following
information in your request:
your name and organization; the
type of project you are
interested in funding; and the
location for your project: city,
county and state.

GENERAL FUNDING
INFORMATION

Special thanks to Jerry Coopey of the
Office of Rural Health Policy, who
provided information on the types of
capital loan sources, and Mary
Reinertson-Sand of the Rural Assis-
tance Center, who provided editing
assistance.

Note: Links to outside compa-
nies and organizations are
provided for information only.
The Rural Assistance Center does
not endorse any service providers.

http://www.lancasterpollard.com/assets_LPC/CS/Bucyrus-FHA-Section-242CAH.pdf
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Continued from War Has Big Impact in Rural Areas, Page 2

worked out so that he didn’t have to
go. We haven’t heard of any clinics
that have actually been forced to
close due to deployments.” Commu-
nities, employers and health care
workers can appeal call-ups to the
Department of Defense through
their Congressional leaders,
Finerfrock said.

Health care providers are not the
only rural businesses likely to be
hard hit by the rural exodus of
young workers. National Guard and
Reserve units are heavily represented
in rural areas and these military
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Hanson, administrator at the North
Dakota Veterans Affairs Office in
Fargo, said the state has placed
service officers in every county to
help veterans with access needs. With
only one VA hospital in Fargo,
primary care centers have been
opened in several cities throughout
the state. Family assistance centers
have been put in place since the war
began. Hanson said vans in six
locations around the state are
available to transport vets to Fargo
to the VA center; the van drivers are
retired military members who have
driven more than 487,000 miles in
the last two years.

The North Dakota National
Guard is trying to organize the
families left at home into family
readiness groups, so that they can
provide one another with mutual
support and understanding. The
Guard has also added licensed social
workers for counseling and referral
to its family program staff, and
opened regional family assistance
centers in five cities.

But Heady, Adams and Hartley
say more action needs to be taken on
the federal level. They testified before
Congress in favor of increasing rural
access and services, and the National
Rural Health Association (see text
box, page 4) went on record recom-
mending, among other things, that
Congress: pass legislation to increase
the numbers of outreach centers and
CBOCs; have the VA collaborate
with non-VA rural facilities such as
Critical Access Hospitals and Rural
Health Clinics, and; increase the
availability of TBI services, which
can be difficult for rural veterans to
access.

Senate Bill 3421 approved estab-
lishing a VA Office of Rural Health
charged with several functions,
including a directive to develop a
plan by September to improve access
and quality of care. Administrator
Kara Hawthorne said they are in the
early stages of development.

“Even for me, it’s taken awhile to
get used to being a civilian again,”
Whyte said.

members must leave their rural place
of employment when they are
deployed. Forty-six percent of Army
forces in Iraq, in 2005, were com-
posed of Guard and Reserve units.

Faith, a 23-year National Guard
member himself, said what’s hap-
pening now in rural communities is
no different from what happened
during other wars. An enthusiastic
historian, Faith said entire hospital
units were shipped overseas during
both world wars. “This isn’t some-
thing new. Many major medical
centers sent a whole 1,000-bed

hospital unit to Europe. It’s unfortu-
nate, but that’s the way it is and
that’s the way it’s always been
during a war.

“Remember, small town hospitals
are already a very endangered
species,” Faith continued. “The rural
population is heavily elderly, and the
government payment structure is
withering these small rural hospitals.
It’s heavily skewed toward bigger
centers.

“Don’t try to blame the Guard for
killing rural medicine.”

Continued from Rural Vets Return Home to Face New Battles, Page 3

“As soon as the fireworks are over,
we have a tendency in this country
to forget. I’m hoping people will see
what military people go through and
we won’t try to pretend this didn’t
happen, but we’ll keep on seeing
that people get the help they need.”

Continued from Rethinking Human Services, page 6

welfare reform issues at all levels of
government and continues to work with
a number of states on issues of program
and systems integration.

Opinions expressed in this column
are those of the author and do not
necessarily reflect the views of the
Rural Assistance Center.

http://www.lancasterpollard.com/assets_LPC/CS/Bucyrus-FHA-Section-242CAH.pdf



