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Today’s Agenda

• Key Aspects of National Health Reform
– Comparison of ME health care today and 2014
– How health reform is funded 
– Enhanced federal support to ME through health 

reform

• Chronology of Implementation
– Immediate activities under health reform
– Near- to long-term activities

• Implementation Process
• State Health Plan
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Key Aspects of Health Reform

• Universal Access to health coverage 

– Coverage expansions

– Insurance reforms

• Shared Responsibility among individuals, 
employers and government

• National focus on quality improvement and 
cost containment



Maine Has a Solid Foundation to 
Implement Health Reform
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Implementation Infrastructure is 
in Place

• Governor’s Office of Health Policy & Finance 

• Steering Committee

• Health Policy Committee – State Agencies

• Advisory Council on Health Systems 
Development – Stakeholders

• Dirigo – Subsidies & HRSA Voucher Program

• Jt. Select Committee - Legislature
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2010 by 2014
Reformed insurance market

 Guaranteed issue
 Rating based on health status and gender 

prohibited
 Rating variation for age and/or geography 

limited to 1.5:1
 MLR limits for individual and small group plans
 No lifetime or annual caps
 No rescissions
 Individual policyholder or employer has option 

to cover dependents up to age 25

Additional insurance reforms: 

 no pre-existing condition exclusions
 mandatory coverage of preventive services
 MLR limits extended to large group plans
 Parent (indiv. Policyholder or employee) has 

option to cover dependents up to age 26

Current MaineCare programs

 Children to 200% FPL
 Parents to 200% FPL
 Childless adults to 100% FPL (capped)
 Former foster children to age 21

Increased coverage through MaineCare

 Children to 200% FPL
 Parents to 200% FPL
 Childless adults to 133% FPL (with 5% disregard; 

no cap)
 Former foster children to age 26

Comparing Health Coverage in Maine 
today and in 2014 under PPACA
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2010 by 2014
Dirigo

 Subsidies to 300% FPL
 HRSA Voucher program to 300% FPL (4/15/10)

Exchange

 Subsidies to 400% FPL
 Expanded coverage options

Focus on Quality and Payment Reform
 Dirigo’s Maine Quality Forum
 Payment Reform demonstrations
 Advisory Council on Health Systems       

Development Payment Reform Workgroup & 
legislative mandate

 All payer claims database

National Quality Focus
 Nationwide payer data base
 Grant opportunities for quality initiatives

Shared Responsibility

 Government provides access through 
MaineCare and Dirigo

 High rate of employers offering health 
insurance

Shared Responsibility

 Government provides enhanced access 
through: MaineCare coverage and Exchange 
subsidies; small business tax subsidies; and 
Medicaid primary care provider rate increases

 Individual mandate to purchase insurance (or 
face monetary penalty)

 Employer responsibility to provide coverage or 
pay assessment (50 or more employees)

Comparing Health Coverage in Maine 
today and in 2014 under PPACA
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Policy Readiness

1. Capacity to increase focus on wellness 
and prevention

• New public health infrastructure in place

– 8 Districts & Tribal focus

• Keep Me Well

• Worksite Wellness
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Policy Readiness

2. Dirigo ready to convert to Exchange

• Already operates Health Care Tax Credit

• Administers eligibility & subsidy program

• HRSA Voucher program underway

• Enrollment in subsidy program re-opens 
July 2010

• Website for consumer information
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Build on Experience and 
Convert Dirigo to New Functions

• Maine ranks 6th best in U.S. in covering 
uninsured – up from 19th in 2003

• Maine ranks 13th best in health status, up 
from 25th in 2003 (Source: America’s Health 
Rankings)

• Premium increases for workers & their 
families, while still too high, have been 
slowed 
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Average Annual Family Premium Costs for Covered Workers
in Maine and the US, 1999, 2003 and 2008 (08 Dollars)

$2,357 
$3,361 

$4,017 

$1,858 
$2,671 

$3,394 

$5,632 

$8,701 

$9,085 

$5,971 

$8,151 

$8,904 

1999 2003 2008 1999 2003 2008

Employee

Employer

United StatesMaine

$7,989

$12,062

$13,102

$7,829

$10,822

$12,298

51%

9%

38%

14%

SOURCE: 1999, 2003 and 2008 Medical Expenditure Panel Survey (MEPS) - Insurance Component

Note: Family definition excludes employee plus one after 2001 11



SOURCE: 2003 and 2008 Medical Expenditure Panel Survey (MEPS) - Insurance Component

Note: New England includes MA, RI, CT, VT and NH but excludes ME

Note: Represents average deductible for the approximately 70% of plans that have a deductible

$964 $939

$564

$853

$606

$869

2003 2008 2003 2008 2003 2008

-4%

30%
31%

Maine New England United States

Average Annual Family Deductibles for Private-Sector Employees in 
Maine, the rest of New England and US, 2003 and 2008 (08 Dollars) 
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Health Reform Implementation in Maine

Governor

Governorôs Office of 

Health Policy & Finance

Senior Level Health Reform 

Implementation 

Steering Committee

Subcommittees with Agency Staff

Legislature

Joint Select Committee on Health Reform 

Opportunities and Implementation

Advisory Council on 

Health Systems Development

(Advises Legislature and Governor)
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Federal Support to Maine through 
Health Care Reform

• Significantly enhanced Medicaid and CHIP federal match 
rates and subsidy support
– Additional Medicaid match for newly eligible, and for some of 

MaineCare’s current expansion population

– Additional match for entire CHIP population, through 2019

– Increased federal match to pay primary care doctors at 100% of 
Medicare for services provided to Medicaid members (2013-
2015)

– Federal payment of premium subsidies [100% federally funded]

• Tax subsidies to small employers

• Reduced Part D costs for Medicare enrollees

• Significant federal dollars available for planning and 
development through grants and demos
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Financing Federal Health Reform
• Assumed cost savings

– Increased coverage

– Implementation of payment reforms

– Implementation of health care system reforms

• Medicare Savings
– Reduced growth in annual update factor for Medicare 

rates

– Restructured Medicare Advantage

– Reduced Medicare Disproportionate Share Hospital 
payments as number of uninsured declines
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Financing Federal Health Reform

• Tax Changes
– New fees on pharmaceutical and medical 

device industries

– New fees on health insurance sector
• Fees added in 2014

• Excise tax on “Cadillac Plans” (some exceptions, not 
effective until 2018)

– Increased taxes on high income through 
Medicare (expected to affect 1.5-1.9% of 
Maine taxpayers)



Timeline for Implementation

17

2010 2018

Immediate insurance reforms
Tax credits for small employers
Begin to close doughnut hole
Medicaid expansion option
Funding opportunities
Early planning

2011 2013

System improvement initiatives
Insurance reforms
Medicare reforms
CLASS

2014

Medicaid expansion
Exchanges launched
Employer requirements/assessments
Premium & cost sharing subsidies
Insurance reforms
Medicare reforms

Excise tax on high-cost health plans

2016

Option for multi-state compacts
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Immediate Activities to 
Implement Health Reform (2010)
• Medicaid and CHIP Related Activities:

– Changes to Medicaid drug rebate
• ME may need to amend preferred drug list

– Maintenance of Effort (MOE) requirements on 
Medicaid & CHIP eligibility (exception if state budget 
deficit in 2011-2013)

– Federal Coordinated Health Care Office to promote 
integration of Medicare and Medicaid.

– State option to expand to 133% for childless adults w/ 
no waiver (no enhanced match until 2014)
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Immediate Activities to Implement 
Health Reform (2010)

• Medicare:

– $250 rebate to Medicare beneficiaries who 
reach Part D donut hole

– Reduce annual market basket updates for 
Medicare providers and add productivity 
adjustment
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Immediate Activities to Implement 
Health Reform (2010)

• Insurance Reforms:
– Funding for coverage for those with pre-existing conditions, 

uninsured at least 6 months

– Temporary reinsurance plan to help employers cover cost of 
“young” retiree benefits

– No pre-existing condition exclusions for children

– Consumer website (state specific; federal format)

– Required coverage of preventive services & immunizations

– Review of unreasonable increases in insurance premiums

– Dependent coverage to 26

– Report of medical loss ratio (MLR)

– Tax subsidies for small businesses (increase after 2013)
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Immediate Activities to Implement 
Health Reform (2010)

• Quality Improvement:
– Establishment of Patient-Centered Outcomes 

Research Institute to support comparative 
effectiveness research

– Establishment of Regular Corps and Ready 
Reserve Corps for service in national 
emergency

– Reauthorization of Indian Health Care 
Improvement Act
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Immediate Activities to Implement 
Health Reform (2010)

• Workforce

– Establishment of Workforce Advisory 
Committee to develop national strategy

– Increase workforce supply and support training 
through scholarships/loans

– Establish Teaching Health Centers for primary 
care residency programs in FQHCs
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Immediate Activities to Implement 
Health Reform (2010)

• Planning Activities:

– Federal development of standards for state-
based Small Business Health Options Program 
(SHOP) Exchanges 

– State planning and implementation grants 
available to develop Exchanges
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Immediate Activities to Implement 
Health Reform: Funding Opportunities*

• Grants and projects that go into effect quickly:
– Grants to develop consumer assistance offices or 

health insurance ombudsman programs

– Grants to develop process and infrastructure for 
state rate review of insurers

– Funding to create and operate a state high-risk pool, 
or alternative for states like ME that already require 
guarantee issue

– Grants to develop health care workforce strategy

*note: The Act includes many demonstration, pilot and grant opportunities; comprehensive list to be posted



Near-Term Activities (2011-2013)

1. Medicaid and CHIP

• 2011: New program options and enhanced federal 
funding for community-based services

• Prohibit federal payments for health care-acquired 
conditions

• 2012: Payment and system design demonstrations

• 2013: Enhanced federal funding for CHIP

• Primary care rates 100% of Medicare through 2014 
(MaineCare currently pays 70%); 100% federal funding for 
incremental cost
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Near-Term Activities (2011-2013)

2. Focus on underserved areas and populations

• 2011: Grants for community-based 
collaborative care networks

• 2011: Increased funding for Community 
Health Centers and National Health Service 
Corps 

• 2012: Enhanced data reporting to better 
understand health disparities
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Near-Term Activities (2011-2013)

3. Public Health and Prevention

• 2011: Grants to small employers for 
wellness programs

• Require chain restaurants and vending 
machines to disclose nutritional 
information

• National Prevention, Health Promotion and 
Public Health Council
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Near-Term Activities (2011-2013)

4. Insurance Reforms

• 2013: Creation of Consumer Operated and 
Oriented Plan (CO-OP)

• Medical loss ratio requirements

– 80% individual and small group

– 85% large group

– Rebate to consumers if not met

• Administrative simplification
28



Near-Term Activities (2011-2013)

5. Medicare

• Part D reform

• Provider payments

• Medicare Advantage

• System redesign
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Near-Term Activities (2011-2013)

6. Other Important Milestones

• 2011: Launch of Community Living 
Assistance Services and Supports (CLASS) 
program

• Medical malpractice demonstration grants 
available to states

30



31

2014: Key Year for Implementation

1. Coverage Reforms
• Medicaid & CHIP related activities:

– Expand Medicaid to all under 133% FPL based on 
modified adjusted gross income

• Enhanced match for new eligibles

– Reduce state DSH allotments

• Exchanges
– Launch of exchanges for purchase of coverage for 

individuals and small businesses
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2014: Key Year for Implementation

• Shared Responsibility:
– Individual mandate for qualifying health coverage; 

phased-in tax penalty if no coverage
– Employer assessment if >50 employees and do not 

offer coverage 
– Large employers must enroll all employees into 

coverage with employee opt out

• Premium subsidies:
– Premium credits and cost-sharing subsidies for 

individuals between 133-400% FPL through Exchanges



Federal Poverty Levels
2009-10
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Percentage of 
Poverty Level Single person Family of 4

100% $10,830 $22,050 

133% $14,404 $29,327 

150% $16,245 $33,075 

200% $21,660 $44,100 

300% $32,490 $66,150 

400% $43,320 $88,200 
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2014: Key Year for Implementation
2. Insurance Reforms
• Limit out of pocket spending below 400% FPL
• Waiting period no longer than 90 days
• Development of essential benefit package for sale w/in 

Exchange  
• Federal government to contract with insurers for two 

multi-state plans in each Exchange (one non-profit; one 
limited abortion coverage to extent allowable by federal 
law)

• State option to merge individual and small group market
• Small group defined as >100 (may be >50 until 2016)
• Creation of temporary reinsurance program
• Health plans must meet new operating standards and 

reporting requirements



2014: Key Year for Implementation

3. Other Important Milestones
• Medicare

– Reduced out of pocket spending to qualify for Part D catastrophic 
coverage (through 2019)

– Establishment of Independent Payment Advisory Board to reduce 
Medicare spending growth

– Reduce Medicare DSH

– Medicare Advantage plans required to have MLR of 85%

• Prevention/Wellness:
– Employer option to provide employees with rewards based on 

participating in wellness program
– State pilots for similar wellness programs in individual market
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Long Term Activities 
(2015 & Beyond)

• Financing

– Excise tax on high-cost health plans (2018)

• Insurance Reforms

– States may form health care choice compacts 
to allow selling insurance across state lines 
(Begins 2016)

• Medicare

– Reduce Medicare payments by 1% to hospitals 
for HAI
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Implementation of Health 
Reform: Process

• Significant federal dollars are available to 
ME through health reform

• ME at a good starting point but 
implementation will still be time consuming 
and require commitment of all 
stakeholders

• Even though many major pieces of law 
become effective in 2014, planning needs 
to begin now
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State Health Plan

• Will include health care reform chapter

• Focus on implementation plan:
– Process for considering policy issues and making 

recommendations
• Including Council’s leadership role in vetting issues

– Identifying key activities and timeframes
• Will include implementation start dates needed to meet 

effective dates

• Will identify known opportunities and policy issues to be 
decided

– Planning process to be transparent
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Discussion & Next Steps

• Discussion:

– Additional policy issues identified?

– Questions to address?

– Process for implementation?


