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General Questions 
 
1. Rep. Martin asked when optional services that are being proposed for cuts were first 

reimbursed by MaineCare.    
 

Response:   
 

Optional service 
proposed for 
elimination 

Date Originated in 
rule 

 

PNMI 
Appendix A 
Appendix B 
Appendix C 
Appendix D 
Appendix E 
Appendix F 

 
7/1/96 
1/1/85 
2/26/90 
1/1/85 
2/24/93 
2/24/88 

“11/20/24-DHHS announced plans to modify existing 
PNMI section to incorporate reimbursement policy for 
PNMI within MBM.” This may indicate that the earliest 
effective date of 1/1/85, identified in the Section 97 rule 
and in Lucille’s documentation, may not be accurate.  

Targeted Case 
Management 

4/25/88  

Physical Therapy 6/29/79  

Occupational Therapy 8/3/87  

Podiatry 1/24/79  

Optometry Ch. II 7/11/79, Ch. 
III 9/19/86 

 

Dental 6/29/79  

Dentures 6/29/79  

Eyeglasses 7/11/79 Section 75 states that the date established is 11/1/04 

Chiropractic 6/29/79  

Ambulatory Surgical 
Center 

2/1/90  

Adult Family Care 5/6/96  

Consumer Directed 
Attendant Services 

5/8/95  

Smoking Cessation 
Products (except for 
pregnant women) 

 This is included in the PDL which does not list effective 
dates. Email sent to Jen Palow to request this information. 

STD Screening Clinic 10/3/83  
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2. Sen. Craven asked for information on family reunification program and on how the 

populations affected by the optional service cut will get their needs met.   
 

Response:  Please refer to the Family Reunification Program fact sheet, initiative number 
7483. 

 
3. With regard to all proposed funding cuts from all fund sources, including the MAP account 

and other program and account cuts, please provide the following information: 
 

A. What will be the effect on recipients of services and their families and communities 
and on providers of services? 

 
Response:  The fact sheets provided with each initiative attempted to provide 
greater background on the impact of these proposals on recipients of services.  
DHHS cannot respond to the more detailed question of the impact of these proposals 
on families and communities. 

 
B. Do the proposed cuts shift costs to other service settings, accounts, programs, 

payors, communities?  
 
Response:  It is difficult to predict how each of these proposals impact cost shifting to 
other service settings, accounts, programs, payors, and communities. 

 
4. With regard to repeal of MaineCare Basic under Title 22, section 3174-FF, please provide 

information about the plans for providing or limiting rehabilitation services for brain injury, 
psychological services benefits for individual and group counseling, durable medical 
equipment, prosthetics and orthotics and private duty nursing and personal care. 

 
Response:  The removal of Title 22, Section 3174-FF does not impact these services 
listed above since any limitations for these services listed in 3174-FF were already 
promulgated by the APA process into MaineCare rules, as example, the “rehabilitation 
potential” limits listed for some of these services in 3174-FF.  Additionally there are no 
changes, either in reduction or elimination of benefits, for these proposed listed services in 
the supplemental budget.  

 
5. With regard to the MAP account 0147: 
 

A. Please provide information on what percentage of the federal poverty level will 
qualify a family for eligibility for MaineCare coverage and under what section of the 
MaineCare statutes.    

 
Response:  Parents would be covered at 100%FPL and children 18 and under up to 
200% FPL.  MaineCare statutes:  22 MRSA 3174-G. 
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6. With regard to cuts in the state-funded foster care/adoption assistance account 0139, 

please provide information on the amounts currently budgeted and services provided 
under the WrapAroundMe, family reunification and the alternative response programs and 
the services that will remain under each program. 

 
Response:  Please refer to the fact sheets on these topics, initiative numbers 7482, 7483 
and 7484.  

 
7. With regard to targeted case management in the MAP 0147 and Medicaid-Developmental 

Services 0705, please provide information on the effect on MaineCare members and 
providers and other MaineCare providers of terminating this service.    

 
Response:  TCM is being eliminated as an optional MaineCare service.  Persons with 
disabilities will be affected if their community case management services are paid through 
TCM.  Consumers can still receive case management services through DHHS but the 
elimination of the service will directly affect hundreds of consumers.  Those consumers on 
Section 21and 29 Waivers will continue to receive case management services.   
 

8. With regard to the Developmental Services – Community account 0122 and the proposed 
cut in rental assistance, please provide information on the current reimbursement levels, 
the HUD reimbursement levels referenced in the budget bill and the effect on persons 
receiving assistance or waiting for assistance.  

 
Response:  The rental subsidy cut will be $1.2m from the annual figure provided in 
Attachment A.  There is no one answer to how each provider will be effected because 
reimbursement rates differ statewide.  The HUD rate will be used and that figure differs by 
the area of the state.  We cannot answer how providers will be forced to react. 

 
9. With regard to children’s services in accounts 0731 and 0136 and the MAP account 0147 

please provide the following information:  
 

A. How will residential and nonresidential mental health services for children change?  
Will this result in a funding shift, increase or decrease? 

 
Response:  We will have a decrease in the amount of funding available for 
children’s residential services.  It will either have to come as a rate reduction or a 
decrease in the number of children we can serve. 

 
B. With regard to these same accounts in the budget and Part K on dental services, is 

the proposal to eliminate the MaineCare coverage group of 19 and 20 year-olds?  If 
this coverage group is eliminated, do 19 and 20 year-olds fall into the adult group?  
Can MaineCare distinguish between different age groups of adults under age 65? 

 
Response:  The 19 & 20 year old coverage group is considered an optional “adult” 
eligibility group with CMS.  Currently, the Maine state plan identifies them as children 
and will need to be amended to come in line with the federal definition.   MaineCare 
is able to request data that would break down the different age groups under 65 
based on claim submission for services rendered.   
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10. We need a copy of the letter renewing the Childless Adult Waiver and any written 
documents from CMS stating that DHHS can change or eliminate the waiver without 
causing an MOE violation? 

 
Response:  See Attachment B 

 
11. Does the administration have any pending waiver requests with CMS? 
 

Response:  That would depend on what type of waiver you are referring to. 

 Currently we have a waiver request into CMS for Non-Emergency Transportation 
service. 

 Regarding an MOE waiver - we do not have a request into CMS to waive the 
proposed optional eligibility coverage groups from the Maintenance of Effort 
provision. 

 
12. What is the total loss to the hospitals as a result of these rate reductions?  
 

A. What is the estimate of the total loss to hospitals as a result of lost MaineCare 
coverage for individuals?  

 

Response:  The quantifiable impact to Maine Hospitals by Initiative. Not reflected 
below are non-quantifiable impacts to the hospitals due to the reduction/elimination 
of other services or eligibility categories. 

    Initiative 
# Initiative Name SFY12 Total  SFY13 Total  

7481 Hospital Outpatient Reduction - 5%   
        
(8,537,635) 

7467 Hospital Outpatient Limit 
            
(758,306) 

        
(3,973,729) 

7488 Hospital Inpatient Rate Reduction 
        
(2,867,137) 

        
(8,395,720) 

7468 Hospital Inpatient Limit 
            
(251,066) 

        
(1,315,654) 

Total Quantifiable Impact to Hospitals 
        
(3,876,509) 

      
(22,222,738) 

 
 

B. Do you have a breakdown of how those loses will be distributed among hospitals? 
 

Response:  The distribution of these proposals has not been distributed among the 
hospitals. 
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C. Can you provide a breakdown paid hospital ER expenses if that is available and can 

we receive a history of those payments? 
 

Response: We have data from 2010 available as follows (source: Muskie School, 
High Cost Members Analysis) 
 

Outpatient ED 

Distinct 
Members Claims Paid Amount 

Avg ER 
Claims 

Per 
Member 

Avg Paid 
Per ER 
Claim 

Avg Paid 
Per 

Member 

         
103,178  

         
217,739   $  76,891,280  

                
2   $        353   $         745  

  

Inpatient ED 

Distinct 
Members Claims Paid Amount 

Avg ER 
Claims 

Per 
Member 

Avg 
Paid Per 

ER 
Claim 

Avg Paid 
Per 

Member 

             
7,873  

           
10,486   $  93,043,192  

                
1  

 $     
8,873   $   11,818  

 
D. What are your ER costs projected thru FY12 and FY 13? 

 
Response:  A detailed ER costs projection for SFY12 and SFY13 has not been 
completed. 
 

13. In relation to the Suboxone Limit:  
 

A. When will the 2 year clock begin will it be retroactive from first prescribed or 2 years 
from a specific date (budget enactment)? 

 
Response:  It would start with current users and will be retroactive from when the 
Suboxone was first prescribed.  

 
B. What is the plan for those who hit the two year limit? 
 

Response:  Those members that are at the 2 year limit would be able to continue 
treatment with a prior authorization approval based on medical necessity.  
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C. Please provide documentation that shows a two year limit is an accepted use 

standard by the medical community? 
 

Response:  This initiative was proposed based on what other states have 
implemented for limits on this treatment.   

 

 Ohio: 
 

1. Patient has diagnosis of opioid addiction (NOT approvable for pain) 
2. Prescribing physician has a DATA 2000 waiver ID ("X-DEA" number) 
3. Patient has been referred counseling for addiction treatment (re-

authorizations should 
indicate how often the patient is receiving counseling. 

4. Maximum dose 24mg per day (16mg is target, no patient should receive more 
than 32mg) 

5. Prescriber has reviewed Ohio Automated Rx Reporting System (OARRS) for 
opioid 
prescription use 

6. Periodic drug screens are addressed in treatment plan (will be performed by 
prescriber or by 
counseling team) 

7. For reauthorizations – the dose has been reduced in the previous 6 months, 
or the patient has 
been evaluated for a dose reduction and the prescriber and patient agree that 
a dose reduction 
would not be beneficial/may be harmful 

 

 Nebraska limits coverage to 6 months; for longer therapy prescriber must 
document medical necessity but this seldom happens. They only cover for 
treatment of addiction & client must be actively participating in counseling. They 
block all other opiates & require the client to voluntarily enroll in lock-in which 
restricts them to 1 pharmacy & 1 prescriber. This has been the process in place 
for many years. 

 

 Vermont Suboxone criteria can be found here: http://dvha.vermont.gov/for-
providers/2011-08-vt-clinical-criteria-august-23-2011-final.pdf. They limit to 14 
Doses, limit of 16mg, they are locked in to a pharmacy, and they don’t approve it 
for pain. Medical Director can override dosing, and there’s supposed to be a 
taper schedule, but there often isn’t. This is not being followed most of the time 
but it is there policy.  

 

 Washington just went to a 6 month limit. 
 

 WY's criteria is as follows: 
o Client must have a diagnosis of opioid dependence or abuse.  It is not to be 

used for treatment of chronic pain. 
o Only one narcotic prescription is allowed between fills.   
o The max dose allowed is 24mg/day and they do not allow use beyond two 

years. 

http://dvha.vermont.gov/for-providers/2011-08-vt-clinical-criteria-august-23-2011-final.pdf
http://dvha.vermont.gov/for-providers/2011-08-vt-clinical-criteria-august-23-2011-final.pdf
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 Arkansas 
o Currently require a manual PA for Suboxone and Subutex.  They have 

quantity limits in place and also do not allow an opioid medication claim to 
pay until 60 days after a paid claim of Suboxone/Subutex.  They also 
implemented a 24 month limit on therapy in April.  Subutex is only allowed for 
pregnancy and induction.   

o When reviewing the requests, they require:  
 the XDEA number for the physician to be on file,  
 a drug test for baseline new starts and for continuation requests 
 documentation of counseling attendance (it’s more difficult when the 

physician claims to do it, we look at chart notes and make sure they are 
more detailed) 

 
14. How have you calculated the savings regarding two brand name prescription limit - how do 

you intend to deal with individuals who use multiple drugs that have no generic and do you 
know how many of those individuals there are?  

 
Response:  The two brand limit savings were calculated using data to identify members 
where they are currently filling more than two brand prescriptions per month.  This initiative 
allows members when medically necessary and requested through a prior authorization 
process to have more than two brand prescriptions filled per month when there is no 
generic equivalent.  

 
15. Please provide how many individuals are being served by the consumer directed care 

initiative (A-12)?  
 

Response:  Please refer to the fact sheet Initiative # 7430. 
 
16. Please identify which initiatives would require waivers or other federal action in order to be 

implemented?  
 

Response:  Those initiatives that change or eliminate eligibility would require a waiver 
from the Maintenance of Effort requirements. Additionally, all service, eligibility, and 
payment reform will require state plan amendments that must be approved by CMS. 
Information also available in the fact sheets. 

 
17. One of the initiatives in the budget limits community mental health services solely to those 

who experience severe and persistent mental illness.  
 

A. To what extent does the population with severe and persistent illness comprise the 
entire population that currently receives services from this program? 

 
Response:  The Crisis Services do not collect data on individuals specifically 
identifying them as someone with SPMI, the budget initiative description was in error.  
We are currently working with the Crisis Network to develop efficiencies in the 
network that have cost savings attached to them. 
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B. What plan do you have to provide mental health services to persons who do not 

have persistent and severe mental illness, but still require mental health services? 
 

Response:  Behavioral health counseling will continue to exist as a service provision 
yet will be challenged.  It will be challenged capacity wise if individuals with greater 
mental health needs will be receiving services at lower levels of care, it has the 
potential to create wait times between an individuals first request for counseling 
assistance.  The system will be challenged with individual’s seeking services as their 
ability to pay will dictate the availability of services.  With finite state and federal 
funds available, it will be difficult to fund all levels of service to match the need.. 

 
C. How does the administration plan to continue to comply with the court master and all 

current consent decrees?  
 

Response:  In accordance with the Settlement Agreement, DHHS is submitting a 
document outlining the impact of the Supplemental Budget on the Consent Decree 
and suggestions on how to meet its legal obligation.. 

 
18. Head Start will lose more than $5 million from cuts to FHM and the general fund.  How 

many children will this impact and what is the plan to ensure they get the services they 
need? 

 
Response:  The general fund cut will impact 242 slots. The FHM cut will impact 125 slots.  
Head Start works with the families as a part of their program.  It is likely they will assist in 
the family’s transition to other services.  Also, at the federal level, Head Start is likely to get 
$424M in additional funding for FY13, as this was voted on recently as a part of the 
Omnibus Bill. 
 

19. Please provide a list of any federal funds that will be lost from these initiatives which are 
not recognized in the budget document. For example, the administration is proposing to 
cut Purchased Social Services by $3.94 million.  This is the Child Care Subsidy Program 
which pays for child care for low income parents who work or are in school. When 
discussed during the last budget we were told a cut would result in losing a federal block 
grant if we cut this program is this still the case and are there other examples. 

 
Response:  In regards to the Child Care Subsidy Program, as explained in the Fact 
Sheet, Maine would not meet it’s Maintenance of Effort or Matching Requirement.  The 
loss of federal funds would be $6.98M, for a total loss of $10.92M. 

 
20. Please provide a breakdown by MaineCare category of the number of patients with 

Cancer, Heart Disease, Stroke, Diabetes and other major life threatening conditions that 
will lose coverage as a result of this proposal.  

 
Response:  Requesting data and will provide as soon as available. 

 
21. How many people does the department estimate will no longer be able to work if they lose 

access to services like Head Start and childcare?  
 

Response:  While this is something we can not quantify, we do know that 367 slots will 
not be available for Head Start and up to 2,426 children receiving subsidy.   
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22. Please provide more detailed information around Drugs for the elderly programs.  

 
A. How many individuals will be impacted by the various 
B. Initiatives?  
C. What it the total cost both General fund and FHM? 
D. Is there a current cost analysis of the program available? 

 
Response:  Please refer to the fact sheet for Initiative # 7456. 

 
Shortfall and General Questions 
 
23. Several of the issues raised in the shortfall analysis relate to various parts of the payments 

we make to hospitals. We need the following information to better understand these 
payments and their interactions: 

 
A. Please provide a detailed explanation of how all hospital payments, including DRGs; 

PIPs; Crossover payments and physician payments billed on the CMS 1500 and the 
facility payments for hospital based physicians, have been paid since September 
2010. For example, was there a period when you or the previous administration were 
paying both CMS 1500 payments and didn't adjust for those payments in the PIPs? 

 
Response:  Prior to implementation of MIHMS (September 2010), these services 
were paid through the Hospital Prospective Interim Payment and Settlement 
process. For a period of time in SFY11, with the implementation of MIHMS, the 
Department paid both PIPs and claims payments.  The Department adjusted this 
process in the Spring of SFY11 by (1) paying these claim types with a “zero-dollar” 
payment amount, and (2) adjusting/reducing the payment of the PIPs to the hospitals 
for the remainder of the fiscal year to account for, and recognize, the “overpayment” 
to the hospitals. 

 
B. Please describe the timing and extent of any duplicative payments made during this 

period, and whether there were any overpayments, if so, the amount of those 
overpayments, and how much has been recovered? 

 
Response:  The Department did not make duplicative claims payments to the 
hospitals. However, as noted above, due to the combination of PIP payments and 
claims payments, the Department did make the appropriate adjustments to the PIPs 
in the Spring of SFY11 to recognize the excess amounts paid to the hospitals. The 
PIPs were adequately reduced in the Spring of SFY11 to recognize the combination 
of PIP payments and claims payments. 
 

24. Are you proposing paying for any items in this budget that in prior budgets have been paid 
as a settlement or other one time expenditure?  If so please provide a detailed list.  
 
Response:  Crossover claims are included in this budget proposal as claims that were 
previously paid for during the settlement process because these could not b processed by 
MECMS. 
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25. Please provide the amount of total annual (state and federal) funds paid to hospitals for in 
and outpatient services (broken out) for each of the last 5 state fiscal years, including SFY 
'12 to- date. 

 
Response:   

 

Inpatient Hospital Costs 

SFY State Federal ARRA Total 

SFY07  $     107,514,013   $       184,673,639   $                       -     $          292,187,652  

SFY08  $        89,842,633   $       154,969,289   $                       -     $          244,811,922  

SFY09  $     108,184,169   $       248,600,824   $     30,118,944   $          386,903,936  

SFY10  $        54,663,143   $       140,436,412   $     21,400,836   $          216,500,391  

SFY11  $        77,926,599   $       181,845,482   $     24,615,438   $          284,387,519  

SFY12  $          7,365,068   $         12,980,425   $                       -     $            20,345,493  

  

Outpatient Hospital Costs 

SFY State Federal ARRA Total 

SFY07  $        36,520,538   $         62,606,315   $                       -     $            99,126,853  

SFY08  $        62,898,302   $       108,484,591   $                       -     $          171,382,893  

SFY09  $        75,448,441   $       173,628,306   $     21,183,349   $          270,260,096  

SFY10  $        59,371,912   $       152,499,422   $     23,241,978   $          235,113,312  

SFY11  $        53,776,395   $       126,312,705   $     17,307,570   $          197,396,670  

SFY12  $        10,730,927   $         18,912,518   $                       -     $            29,643,445  

 
26. In the analysis provided by the Office of Fiscal and Policy Analysis, we do not see a 

significant increase in utilization once carry over claims are factored out.  What accounts 
are showing significant increases in utilization? 

 
Response:  We are preparing this detailed report for January 6th. 

 
27. With respect to carry over claims: 
 

A. If carry over claims were processing in FY2011, why did the Administration miss 
budgeting these for FY2012?  

 
Response:  The historical amount of claims carried forward from one year to the 
next is assumed to be in the Department’s baseline budget. Due to claims 
processing issues associated with the implementation of MIHMS, the impact of the 
claims carried forward has been considerably greater than the amount that would 
have been “normal” and available in the SFY12/13 baseline budget. 

 
B. When did you first realize that there would be a larger than usual carry over between 

11 and 12? 
 

Response:  In October, after the first quarter of SFY12 was complete.  
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C. What system defects in MIHMS required claims to be carried forward? Were these 

defects worse than MeCMS? 
 

Response:  There were a variety of issues that caused claims to be carried forward. 
The defects were not worse than with MECMS. 

 
D. Is there a particular type of provider represented in these carry over claims from last 

year that disproportionately accounts for these payments? 
 

Response:  No, providers were affected across the board. 
 
28. With respect to PNMIs (Room and Board): 
 

A. Why are you adding two cost savings initiatives ($8.4 million) from the biennial 
budget into your shortfall analysis (page 5) if you do not plan to realize them 
shouldn't they be included on the not realized initiative list (page 5).  It appears you 
may have overstated the shortfall on this page please provide further information. 

 
Response:  We have not overstated the shortfall. We have included both sides of 
the cost savings in the analysis.  In the upper portion of the analysis the savings are 
identified and in the bottom of the analysis the anticipated savings attributable to cost 
of care are included, effectively reducing the inclusion in the upper section. The 
primary reason these amounts were included was to not lose the detail associated 
with a significant “cost-reducer” in the PNMI Room and Board account.  As is 
identified in the analysis, the Department actually anticipates collecting additional 
cost of care from SFY11. The amount from SFY12 of $2.1 million will not be realized 
until SFY13 due to timing of the invoices and collections.  Therefore, $2.1 million will 
be realized in SFY12, as is identified in the analysis, and the other $2.1 million is 
included on the savings not realized in SFY12. No change is necessary. 

 
B. Is it possible that you are double-counting the PNMI "cost of care" initiative shortfall 

as well? In the summary of analysis on page 11, the $2.1 M shortfall appears to be 
included in the overall PNMI shortfall at line D. But it is also listed as part of the 
shortfall from the unrealized savings initiatives at E. 

 
Response:  The amount from SFY12 of $2.1 million will not be realized until SFY13 
due to timing of the invoices and collections. Therefore, $2.1 million will be realized 
in SFY12, as is identified in the analysis, and the other $2.1 million is included on the 
savings not realized in SFY12. No change is necessary. 

 
C. Is the PNMI Room & Board Expenditures [Page 5 of DHHS Analysis] the Z008 

account?  
 

Response:  No, it is the Z00901 account. 
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29. With respect to increased enrollment: 
 

A. What were the enrollment assumptions and the amount finally budgeted for 
increased enrollment in SFY 12 in the budget enacted in June?  

 
Response:  The State Fiscal Year 2012 and 2013 budget request due-to increased 
enrollment was based upon the “actual” caseload counts of members through 
February 2011.  

 
B. Has enrollment increased beyond that estimate? 

 
Response:  :  The MaineCare caseload has continued to see an increase in 
enrollment since February 2011. 

 
C. Are your estimates at this point assuming that enrollment increases will continue at 

the same rate?  
 

Response:  See Attachment C in the 12/20/11 response for enrollment projections. 
 

D. When do you anticipate enrollment flattening out as the economy improves? 
 

Response:  See attachment F in the 12/20/11 response for enrollment projections. 
 
30. We understood that the Department was provided with revenue from the cascade to pay 

for the Targeted Case Management Settlement. How much did you receive and why does 
this still appear as a cost? 

 
Response:  The TCM payment is included because the budget amount is included. 

 
A. Why haven't you shown the revenue from either Dirigo or the Fund for a healthy 

Maine in the structural analysis on page 8? We see that you pulled the DEL account 
out, but don't understand why when that program receives funding from both the 
FHM and the General Fund. Where is the contribution from both revenue sources 
calculated into this analysis?  

 
Response:  See Attachment C 

 
B. Why is Targeted Case Management owed to the federal government included in the 

$11.8 million shortfall? Wasn't this addressed in the Biennial Budget? [page 8] 
 

Response:  It is not included as a contributing factor for the shortfall. It was a one-
time payment that received adequate funding during the Biennial Budget. It is 
identified in the analysis because it was a one issue that was not part of the 
projection for the remainder of SFY12. 
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31. In the first variance analysis you noted that there was a shortfall related to additional cost 

of part B premiums. Now, you correctly point out that those will go down and there will 
actually be a savings.  

 
A. When did you learn that these savings would be available?  

 
Response:  CMS Notified the State of the changes at the very end of October. 
 

B. Now you say that you are still short $11.5 M in SFY '12 but attribute that shortfall to 
increases in Part D.  

 
Response:  That is Correct.  

 
C. How many people are you paying Part D premiums for? 

 
Response:  As of October, we paid premiums for 55,648 members. 

 
D. What is the average cost of that premium?  

 
Response:  As of October the premium was $82.38 

 
32. With respect to MeCMS claims not paid during curtailment:  
 

A. Didn't the department issue a policy establishing a deadline for these claims to be 
paid? What are the reasons for claims submitted beyond the MeCMS shutdown? 

 
Response:  Yes, the department did establish a policy for providers to submit their 
claims by 10/31/2011.  The providers did adhere to this timeline, and the department 
has worked these claims manually since the decommissioning of MeCMS. 

 
B. How many claims exceeded that deadline and how much money did those claims 

involve? 
 

Response:  See response above. 
 

C. Which providers did not bill within that deadline? And, which providers were paid 
following MeCMS shutdown?  

 
Response:  See response above. 
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33. Please break out the amount of funding from each of the sources listed in the MaineCare 

review as "other funding sources" with amounts attributable to each identified separately. 
 

Response: The itemized Other Funding Sources are as follows: 
 

Other Funding Sources 

Earned Federal Revenue 
     
1,315,721.00  

Dirigo 
     
3,176,836.00  

Drugs for Maine's 
Elderly 

   
10,862,493.00  

Fund for a Healthy 
Maine 

     
5,251,117.00  

Total 
   
20,606,167.00  

 
34. What type of analysis did DHHS use to project the future costs of these claims? [Page 2 of 

the DHHS Budget Analysis].  
 

Response:  Crossover Claims for SFY 2012 listed on Page 2 of the DHHS Budget 
Analysis at $36,258,000 are a projection based on $13,248,460 paid through 19 weeks. 

 
35. CMS allowed hospital settlements at a higher match rate for services provided in prior 

years. The same process was used for adjustments. If this process is acceptable for 
hospitals, why not for other claims? [Page 3 of DHHS Analysis]  

 
Response:  CMS considers the match rate at the time we pay for the service, not the date 
the service is rendered. Therefore, in regards to hospital settlements, the match rate that 
is used is the match rate in effect when we pay the settlement, not the rate in which the 
service is delivered.  The same approach would be used for adjustments; we pay the claim 
based on the processed date, not the service delivery date.  We are currently awaiting 
guidance from the OIG on how we are to process the incremental adjustment.  

 
36. Usually providers collect the cost of care. Have provider rates been reduced as a way to 

account for cost of care? [Page 5 of DHHS Budget Analysis.] 
 

Response:  See response in the 12/20/11 packet question # 12. 
 
37. With respect to the column "Member Months," is that data current member months or 

increased member months? Is it an increase from 2007? [Page 7 of DHHS Budget 
Analysis]  

 
Response:  See response in the 12/20/11 packet question # 13 and # 14. 
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38. With respect to Miscellaneous Transactions (Third Party Liability, Audit Recoveries, etc.) 

why do you show exactly the same amount achieved for the entire year (SFY '12) as 
achieved in the first five months of the year? Please provide us with a breakdown of all of 
the items in this overall line of miscellaneous transactions for the past 5 years?  

 
Response:  On the MaineCare Review document, the “SFY12 Five Months Ending 
11/14/2011” section and the “SFY 12 Projected” section came from two different sources.  
Not all line items were forecasted exactly the same way.   Some amounts shown under 
Expenditure Transfers and Other Funding Sources contain amounts that make up the 
Miscellaneous Transactions forecast.  The presentation has been revised going forward to 
properly align the two sections of the analysis.   Below is the Miscellaneous Transaction 
detail at 11/30/2011. 
 
Miscellaneous Transactions General Special  Federal

At 11/30/2011 Fund Revenue Funds

ABSJ - Brain Injury Expenses moved from MAP acct. 78,543.00         -                         

ABSJ - Correct CR coding from 014701 to Z00901 -                      -                         

ABSJ - Misc Adjustments (68,013.31)        15,466.32            

ABSJ - Cost Settlement (91,951.49)        (469,245.20)        

ABSJ - Medicaid Payments from Child Support (139,022.71)     (67,753.22)          

ABSJ - Recovery of Interim Payments (3,556.99)          (6,110.95)             

ACES - SSI 1,177.61            3,029.34              

Audit Charges -                      193,674.05          
CR - Premiums for Cubcare, Katie Beckett, Working 

Disabled, & Special Benefit Waiver (126,354.91)     (321,732.10)        

CR - Cost of Care (42,728.05)        (62,927.60)          

CR - Adjustments (66,599.94)        (463,710.17)        

CR - Deposit by Dept 28A (Treasurer State of Maine) (286,824.83)     -                         

CR - Payments from Insurance Co. for TPL (Lockbox Deposit) (895,393.59)     (1,557,353.84)    

CR - MaineCare RA (725,234.48)     -                         

CR - Medicaid Enhancement (740,455.94)     (863,484.51)        

CR - Non-Medicaid Supplemental -                      (3,339,456.47)    

CR - PCCM Management Claims (2,563.41)          (187.59)                

CR - PCPIP Overpayment (7,560.57)          -                         

CR - PHIPP (677.11)              (662.22)                

CR - PIP Overpayment (96.34)                (165.99)                

CR - PNMI Cost of Care (897,162.25)     -                         

CR - Program Integrity (55,825.14)        (51,639.18)          

CR - Repayment of QMB Part B (106.33)              (183.17)                

CR - Returned Interims (838.39)              (1,421.41)             

CR - Returned PHIP (2,202.61)          (4,332.24)             

CR - TPL, HMS, HIPO, Drgmrk, Co-pays, CLNTRL, Fees (1,819,849.25)  (3,191,437.43)    

CR - Misc (M. Clifford-Bauer deposits) (3,787.81)          -                         

CR - Waiver Cost of Care (142,822.71)     (79,725.29)          

CR - Premium Payments (30,668.74)        (82,160.80)          

CR - Refund (1,673.17)          -                         

Gax 974,665.33       680.46                 1,434,910.25      

IET 143,429.04       172.38                 30,788.33            

JVC/JV - Miscellaneous Adjustment (5,251.19)          -                       692.46                  

PRC 677,313.91       184,339.67        -                         

Sta-cap -                      3,426.81             2,273.15              

Total Miscellaneous Transactions (4,282,092.37)  188,619.32        (8,882,855.48)    
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39. With respect to Drug rebates, explain why total FY '12 projected drug rebate revenue is 

the same amount as for the first 5 months of FY '12? 
 

Response:  On the MaineCare Review document, the “SFY12 Five Months Ending 
11/14/2011” section and the “SFY 12 Projected” section came from two different sources.  
Not all line items were forecasted exactly the same way.  Some amounts that should have 
been listed under Drug Rebates were shown under Expenditure Transfers.  The 
presentation has been revised going forward to properly align the two sections of the 
analysis.   

 
40. Have you considered the impact of these cuts on the eligibility of hospitals for 340b 

prescription drug programs that lower the cost of drugs for hospitals and their patients?  
Do you have an estimate of the increase in prescription drug costs related to any loss of 
this eligibility? 

 
Response:  It is the departments understanding that hospitals can participate in the 340b 
program with MaineCare and private payers.  The eligibility and service cuts would not 
affect a hospitals ability to participate in this program.   

 
41. The administration proposes to limit outpatient hospital visits to fifteen in a year.  

Obviously this will disproportionately affect people with disabilities and older Mainers.  
Please provide an analysis of who will be affected by this cut, including age, disability 
status and type of condition for those currently using more than 15 outpatient visits 
annually. 

 
Response:  This proposal excludes Emergency Department services – which includes 
diagnostic services performed at the time of the ED visit.  Also, certain recurring services 
such as chemotherapy, radiation therapy, and hemodialysis are excluded from this limit. 

 
42. You propose a 50% reduction in the Family Reunification Program in this budget.  How 

many children do you estimate would not be able to be reunified with their families as a 
result of this cut? 

 
Response:  As explained in the Fact Sheets, the Department is going to be absorbing 
these cases.  Caseworkers already do some of this, and with reworking caseloads, we can 
provide all of the services necessary to work through reunification.  We do not believe any 
child who is going to be reunified with their families will be impacted by this cut. 

 
43. We note in materials provided to the Committee that there are federal maintenance of 

effort implications is maintenance of effort cut associated with this cut that could result in 
the loss of child care for 1,740 children. 

 
A. Please provide us the information necessary to determine if we will not meet the 

maintenance of effort requirement. 
 

Response:  The loss of MOE will impact up to 1,688 children receiving child care 
subsidy. 
 

B. Please provide the total number of families that will lose access to care as a result of 
the cut alone, without loss related to maintenance of effort. 
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Response:  Access to care is not quantifiable.  As stated in #52-B, the proposal 
would impact up to 2,426 children receiving care. 

 
44. Again we note from materials that the Administration provided that Crisis Services-

Initiative 7470-cuts funds that are needed for the SAMSHA Community mental health 
block grant. Please tell us the amount of federal funds that we are at risk of losing as a 
result of this cut and how many additional people will lose services if we lose these federal 
funds. 

 
Response:  Currently Community Block Grant funds are allocated for Crisis Services 
(approximately $221,000 across five agencies).  Prior to the Supplemental Budget being 
proposed, OAMHS was already in a deficit for not meeting the Maintenance of Effort 
agreement of the CBG.  We are in the process of applying for a waiver with a good 
probability of approval. 

 
45. You note that there is also Maintenance of effort issue related to the cuts you propose in 

home visiting.   Please explain how much in federal dollars we are at risk of losing as a 
result of this cut and how many families with newborns will lose service as a result of this 
loss. 

 
Response:  There is a MOE for the federal home visiting funds as outlined in federal 
statute, however, they are applicable only to general fund investments, not to special 
revenue (such as FHM) as of March 2010. At that time, Maine had no general funds in 
home visiting, so therefore, Maine would not be in violation of MOE. However, the 
reduction in state investment in home visiting may put the state in the position of defending 
what will essentially be supplantation with federal funds, which is not an allowable use of 
federal formula or expansion home visiting grant funds. This has a value of $6.6M this 
year (both direct service and infrastructure) for a total of $30.1M over four years. 

 
We estimate that the FHM loss would mean 750 families would not get services. The 
federal funding estimate of families TO BE SERVED was: Yr 1=350, Yr 2=900, Yr 3=1300, 
Yr 4=1700.  

 
46. Podiatric services are already very limited and currently cover about 12,000 people who, 

without this care would be at risk of losing a limb or significant function.  If this service is 
eliminated where would people receive this needed care and what would be the additional 
cost? Have you budgeted for that cost? 

 
Response:  Requesting data and will provide as soon as available. 

 
47. Dental coverage for adults is limited already to emergencies like elimination of pain or the 

prevention of imminent tooth loss.  Last year about 15,000 adult got this emergency dental 
service.  Have you offset from the savings from this initiative any cost for adults who will 
now get this service from the hospital ED?  If so, what is that amount? What would the 
cost be if 90% of these individuals got this care at the ED?  

 
Response:  Requesting data and will provide as soon as available. 
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48. MaineCare vision services are very limited for adults now and are only provided for 

medically necessary care.  Only one pair of glasses is provided in a lifetime for those with 
very poor vision.  This cut does not eliminate reimbursement for physicians for providing 
these services as this is federally mandated.  Have you calculated the increased cost from 
these individuals receiving this service through their physician instead of other eye care 
providers?  

 
Response:  Requesting data and will provide as soon as available. 

 
49. What evidence does the administration have to show individuals are moving to Maine in 

order to receive benefits? 
 

Response:  OFI tracks the number of people who move to Maine and subsequently apply 
for benefits. 

 
50. Has the Department applied (or does it plan to) for the 90% enhanced federal match for 

Medicaid medical homes for enrollees with chronic conditions?   
 

Response:  Yes, the Department is currently working on a State Plan Amendment to 
provide Health Home services for members with chronic conditions, under Section 2703 of 
the Affordable Care Act. 

 
51. Has the Department applied for any recent Medicaid waivers or state plan amendments 

relating to chronic disease initiatives?   
 

Response:  The Department is currently working on a State Plan Amendment to provide 
Health Home services for members with chronic conditions, under Section 2703 of the 
Affordable Care Act.  MaineCare filed a SPA to meet ACA guidelines for children's hospice 
care (to allow both treatment and palliative care simultaneously)) and a HCBS waiver to 
allow treatment for individuals with Other Related Conditions (such as Cerebral Palsy) in 
the community instead of a NF. 

 
52. Does DHHS have a chronic disease/care management initiative in place currently? If so, 

please provide details.   
 

Response:  Care Management –  
The state is currently approaching care management in three different ways: 

 We have asked the hospitals for the top 20 MaineCare members that they have noted 

are repeaters of the ED for avoidable conditions.  The hospitals often identify over 

time patterns with MaineCare members who with care management services could 

better use clinical resources such as primary care provider services and other 

services in the community such as behavioral health or certain specialty services.  

MaineCare care managers will work closely with care management capacity in the 

community to maximize state resources and use them for tracking and filling in the 

gaps where no care management capacity exists. 

 In addition, each day we receive a daily census from the hospitals to tell us who has 

been to the ED the previous day and who is an inpatient in the hospital.  This 

information is used to identify trends in members who are in the hospital or ED for 
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conditions that may have been prevented with better self management of their 

conditions including medications compliance or through better supports set up in the 

home to prevent inpatient hospital needs. 

 As a third tool, the state also now has predictive modeling software as part of our new 

MIHMS system enabling the state to predict who may be a high cost member if the 

pattern of services is not altered.  This allows us to outreach members who can be 

prevented from becoming high cost based on service and medication use.  

 
53. Has the Department done a breakdown of its Medicaid beneficiaries by type and by cost?  
 

Response:  See attachment F in the 12/20/11 packet response that shows the PMPM 
since 2007 for each caseload caragory. 

 
54. The Department's Value Based Purchasing Initiative includes the "health homes"/medical 

home model. The federal government has provided funding for 15 federally qualified 
health centers across Maine that will facilitate these practices attaining the top certification 
available for medical homes. Does the Department intend to-- or has it considered-- taking 
advantage of those efforts so as to provide Maine's high-cost beneficiaries with medical 
home support (particularly in an opt-out scenario), and potentially qualify for the enhanced 
90% federal match, as well?   

 
Response:  Yes, the Department intends to leverage Maine’s  14 federally qualified health 
centers that will be participating in CMS’ Advanced Primary Care Practice demonstration, 
along with other practices in a position to attain medical home certification and provide 
Health Home services, in order to best serve MaineCare’s highest need members and 
also benefit from the enhanced 90/10 match. 

 
55. Rep. Webster asked what MIHMS defects caused claim rejections and carry forwards from 

FY12 will cause carry forwards to FY13.  Rep. Webster asked for the types of providers 
whose claims are not being paid on a timely basis.  He also asked for information on carry 
forward balances and reasons from the last 5 years and what information was provided to 
this administration by the prior administration.  

 
Response:  See Attachment D 

 
56. Sen. Craven: What are the consent decree requirements for housing of persons with 

mental illness?  
 

Response:  The Settlement Agreement Paragraphs  93, 94, 95, 97, and 98 require that 
DHHS/the defendants fund, develop, recruit, and support a variety of housing options that 
accommodate varying level of assistance to  clients, depending upon need. Paragraph 93 
and 97 refers to the need for providing supervision.  
 
Below are the actual paragraphs of the Settlement Agreement. (Supervision references 
are highlighted in yellow).  We gave you the standards as well. 
 
Housing 
 
93.  Defendants shall fund, develop, recruit and support a variety of housing options which 
can accommodate varying levels of supportive assistance to clients, depending upon 
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client need.  Some class members will live independently in their own homes, some will 
require community support worker assistance in their homes, others will require increased 
levels of supervision in their own homes, and yet others will need to live out of home in 
more restrictive environments which are fully staff supported. 
 
94.  As of the date of this Agreement there are patients at AMHI whose treatment or 
discharge plans state that they could live in community settings, but for the lack of 
available appropriate housing.  Additional AMHI or other hospitalized class members may 
later be identified as needing community housing in order to be safely discharged. 
 
95.  To comply with this sub-section of the Agreement, defendants shall develop, fund, 
recruit, or support sufficient housing to meet the ISP identified housing needs of the class 
members referred to above and of class members who are at imminent risk of 
hospitalization due to lack of available appropriate housing.  Defendants shall develop, 
fund, recruit and support housing which is designed to address other individual class 
members' needs in accordance with applicable terms and timetables in their plans 
required by Section V of this Agreement. 
 
Residential Support Services: 
 
97.  Defendants shall fund, develop, recruit and support residential support services for 
delivery in a variety of home settings, including the client's private home or an agency 
owned or operated apartment or home.  The services shall be designed to provide the 
client with the support and supervision appropriate to his level of independence.  The 
services shall be flexible so that the support and supervision may be initiated or 
discontinued, increased or decreased as the class member's needs change and so that 
the class member is not required to move to another setting as his or her needs change. 
 
98.  To comply with this sub-section, defendants shall develop, fund, recruit and support 
residential support services to meet the ISP identified residential support service needs of 
all class members who are hospitalized and who require residential support services in 
order to be safely discharged and of all class members who have been identified as being 
at imminent risk of hospitalization due to lack of available appropriate residential support 
services.  Defendants shall develop, fund, recruit or support residential support services 
for other class members in accordance with the terms and timetables of their plans 
required by Section V of this Agreement. 
 
The Standards for Defining Substantial Compliance are: 
 
97, 98 (Performance Standard #12) of the AMHI:  Demonstrate that the array of residential 
support services is flexible and is adequate to meet ISP-identified residential support 
needs of class members and the needs of hospitalized class members ready for 
discharge. 
 
Substantial compliance means:  
 

 Quarterly unmet needs data shows that, for 3 out of 4 consecutive quarters, 5% or 
fewer class members have ISP-identified unmet needs for residential support 
services; [IV.22] and 
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 EITHER quarterly unmet needs data about residential support services for one year 
shows that the percentage of qualified non-class members with unmet needs does 
not exceed by 15 percentage points or more the percentage of class members with 
unmet needs; [IV.23] 
 

• OR, if the quarterly data for one or more quarters in that year shows that the 
percentage of qualified non-class members with unmet needs for residential support 
services exceeds by 15 percentage points or more the percentage of class members 
with unmet needs for residential support services, the Department produces 
information sufficient to explain the cause of that disparity and to show that the cause 
of the disparity is something other than the defendants having deprived non-class 
members of services because they are not members of the class; [IV.23] and: 
 

Note: the term “qualified” modifying “non-class member” in this context means 
qualified for state financial support. 
 
Note: for purposes of this standard, residential support services includes support 
services provided not only in independent living situations, but also in settings 
such as nursing homes or residential treatment facilities. 

 
• meeting the Riverview discharge standards (see Part V below, Goal 2 Objective 2), 

or, if not met, the Department documents the reasons for not meeting the standards, 
and the documentation demonstrates that the failure to meet those standards is not 
attributable to a lack of residential support services in the community. [IV.24] 

 
94, 95 (Performance Standard #14):  Demonstrate that an array of housing alternatives is 
available and sufficient to meet the ISP-identified needs of class members and the needs 
of hospitalized class members ready for discharge. 
  
Substantial compliance means:   

 
• quarterly unmet needs data shows that, for 3 out of 4 consecutive quarters, 10% or 

fewer class members have ISP-identified unmet needs for housing resources; [IV.25] 
and 

 
• meeting the Riverview discharge standards (see Part V below, Goal 2 Objective 2), 

or, if not met, the Department documents the reasons for not meeting the standards, 
and the documentation demonstrates that the failure to meet those standards is not 
attributable to a lack of housing alternatives in the community. [IV.26] 

 
96 (Performance Standard #15):  Demonstrate that clients in homes with more than 8 
beds have given informed consent to reside there. 

 
Substantial compliance means:  

 
• the Department has certified that class members residing in homes with more than 8 

beds (see list of facilities, dated July 2007) have given informed consent to reside 
there, in accordance with the approved protocol (updated July 2007). [IV.27] 
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57. Sen. Craven : Is there any shortage in transportation services for the homeless?  
 

Response:  There have been problems in the past for homeless members to access 
transportation services due to the definition of a members “own home” in the MaineCare 
policy.  Previously, the department had defined a members home as the following: 
 
Own Home means the recipient's residence, foster home, group home, or boarding home; 
not an institution such as a skilled nursing facility or intermediate care facility, except as 
noted in Section 113.06-3(A)(4). 

 
58. Rep. Webster: Was there a shift in use of disproportionate share money when Maine 

implemented the non cat waiver?  
 

Response:  The Department was not making disproportionate share payments to Maine 
Hospitals when the Childless Adult waiver was implemented. When the Childless Adult 
Waiver was implemented, the Legislature appropriated General Fund dollars to fund the 
Waiver. 

 
59. Rep. Rotundo: Can we provide information on the loss in services through loss of FHM-FP 

money and GF FP funds?  
 

Response:  The Fund for a Healthy Maine funds supplement the clinical family planning 
services that are purchased through Maine CDC and OCFS’s blended funding. The 
supplemental work that the FHM supports focuses upon adolescent pregnancy prevention 
by providing training and professional development opportunities to teachers, school 
nurses, guidance counselors, school health coordinators and community-based 
organizations regarding puberty, adolescent development, and the delivery of age 
appropriate health and sexuality education to Maine youth. To supplement clinical 
services, teen pregnancy/STI prevention activities are targeted toward high teen 
pregnancy rate areas of the State that have hard-to-reach and vulnerable populations. 
Training on how to engage their communities in addressing the multiple factors that can 
play a role in teen pregnancy and sexually transmitted infections (STIs) is provided along 
with how to identify and implement evidence-based programs that have been proven 
effective. Print and web-based materials are made available to family and community 
members. 

 
60. Rep Webster: What is the cost to the State of unintended pregnancies?  
 

Response:  Based on 2010 data, the cost to the state for unintended births equaled 
$403,640 state and federal funds.   

 
61. Sen. Craven: What is the unemployment rate among Maine Care recipients? 
 

Response:  There are 105,879 MaineCare adults under 65 who do not have a 
documented disability.  There are 60,193 of these adults who are not working.  Reasons 
for their lack of employment are not collected.  This population does include adults who 
are caretakers of young children, adults who are receiving unemployment, and adults who 
have medical conditions that do not meet the criteria of Social Security Disability. 
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62. Rep. Flood: What is the number of MaineCare members who are being treated for cancer?  
 

Response: 
 

  
Nov 2011 Oct 2011 Sep 2011 

Clinical Condition 

Patients Visits 
Patient 

Net 
Payment 

Patients Visits 
Patient 

Net 
Payment 

Patients Visits 
Patient 

Net 
Payment 

Cancer - Breast 111 166 $105,516.08 388 606 $382,997.33 435 702 $506,234.41 

Cancer - Cervical 139 145 $51,945.03 292 339 $114,584.85 326 364 $193,567.97 

Cancer - Colon 30 46 $69,810.67 157 288 $204,972.54 211 458 $250,118.80 

Cancer - ENT 15 24 $5,453.29 49 97 $42,464.96 66 122 $152,066.41 

Cancer - Endocrine, NEC 26 31 $19,167.73 55 77 $29,445.54 58 92 $23,969.86 

Cancer - Eye 0 0 $0.00 1 1 $13.24 4 4 $3,275.89 

Cancer - Gastroint Ex Colon 8 15 $6,902.59 55 103 $53,066.49 60 131 $46,478.11 

Cancer - Gynecological, NEC 9 9 $3,710.20 29 31 $2,268.28 38 49 $27,366.46 

Cancer - Hepatobil Ex 
Pancreas 8 8 $824.21 32 49 $58,097.37 29 55 $34,021.20 

Cancer - Leukemia 39 51 $25,512.34 148 247 $105,431.34 167 324 $190,515.77 

Cancer - Lung 58 88 $56,957.22 238 480 $372,204.90 326 653 $371,809.34 

Cancer - Lymphoma 44 96 $73,955.84 134 311 $190,414.20 163 363 $167,566.08 

Cancer - Male Genital Ex 
Prost 3 3 $2,477.66 15 30 $19,893.10 12 15 $8,039.23 

Cancer - Nonspecified 41 60 $51,246.99 182 291 $221,973.62 233 366 $250,009.09 

Cancer - Oral 
Cavity/Mandible 17 29 $20,221.96 73 131 $114,104.25 91 188 $134,164.69 

Cancer - Ovarian 10 12 $4,201.66 36 68 $38,045.18 45 81 $93,485.63 

Cancer - Pancreas 6 10 $13,880.70 23 50 $62,933.36 35 94 $88,424.01 

Cancer - Primary Bone 4 10 $8,400.60 10 16 $9,150.20 16 28 $11,453.99 

Cancer - Prostate 17 24 $8,965.67 179 251 $100,171.66 237 338 $161,819.86 

Cancer - Renal/Urinary 18 24 $19,024.08 119 196 $110,027.77 163 252 $102,531.97 

Cancer - Respiratory Ex Lung 0 0 $0.00 2 2 $86.97 1 1 $102.64 

Cancer - Skin 29 32 $14,820.12 276 311 $97,224.45 342 411 $133,852.79 

Cancer - Uterine 7 8 $1,025.98 44 57 $19,295.29 54 79 $32,941.56 

 
The decrease in the number of patients with a clinical diagnosis of cancer is low due to the expected claim lag that happens 
each month.   

 
63. Rep. Rotundo: How many students receive school based health services who do not have 

access to services elsewhere?  
 

Response:  The data reported by the funded School Based Health Centers (SBHC) 
indicate that 80% of students enrolled in the SBHCs do have a primary care provider.  
90% of students enrolled in the SBHCs have insurance (either MaineCare or private, third 
party).  The majority of student SBHC visits are for acute issues such as headache, sore 
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throat, rash, etc.  The SBHC enables these students to be seen earlier than if they waited 
until they could get an appointment with their primary care provider.  This means that the 
students remain in school and their parent(s) do not have to take time off from work to take 
them to their primary care provider. 

 
64. Sen. Rosen: What is the history on DEL program and use and how does it compare to the 

present usage?  
 

Response:  See Attachment E 
 
 















































































 

DEL Only Members: 
 
Group A: These members are people who are between the ages of 19 and 62 and are disabled 
and are at 185% of FPL. These members come in two categories: 
 

1. Not yet eligible for Part A, B and D so we pay no premium, we only share the cost of 
meds. We pay 80% less $2.00 the member pays the rest. 

2. SSI Disabled for 24 months are eligible for Part A, B and D. We pay the Part D premium, 
copay, ½ of the deductible and Gap. In the Gap we pay 80% less $2.00 of the drug cost. 

 
Group B: Members are 65 and older, 185% of FPL (they are over the income level for MSP) they 
have Part A, B and D. These members receive assistance with Part D premium, copay, ½ of the 
deductible and Gap. In the Gap we pay 80% less $2.00 of the drug cost. 
 
MSP/Buy-In Members: 
 

 Based on income only, no asset test 

 SLMB (Specified Low-Income Medicare) receives SS, monthly income is less than $2,084. 

 QMB (Qualified Medicare Beneficiary) receives SS, monthly income is less than $1,922 

 QI (qualified individual) receives SS, monthly income is less than $2,347 
o Maine will pay the Part B premium 
o Feds pay the Part D Premium 
o No GAP (Donut hole) for drugs 
o $0 copay for generic drugs and $3.15 for brand name members 
o No Deductable 

 Income level varies from single to couple but there is no asset test in either scenario. 
 
Paid for under the DEL budget: 

1. Goold Health Systems Contract: 
a. Process Part D Claims 
b. Enroll members into Part D plan using the IRA process 

i. IRA – Intelligent Random assignment, looks at formulary, pharmacy 
network, members drug history and select a plan that fits their needs of 
at least 80%. 

c. Create enrollment files and sends to plan 
d. Reviews invoice from plan so that we can pay by member 
e. Clinical review of formularies 

2. Assist the low-income elderly in obtaining prescription drugs through leveraging 
participation in the Medicare Part D program by contracting with Part D plans and 
helping members find a plan that fits them best. 

3. Pays a portion of the Part B premiums for the low-income elderly. 
4. Part D Premiums 

 



FY11 Allotment and Expenses 
 

 
 
 
 

 
 
 
 
 
 
 
 
 
 

 8,010,888  

 4,342,062  

Allotment 

014-18F-092101 - Tobacco
Settlement

014-18F-092102 - Slots (Racino)

Expenses 

Part D Premiums

Grants (Legal Services)

Part B Premiums

MaineCare MEPOPS Cycles

StaCap - 2.387%



Five Year Review 
 

 
 
 
 

 
 
 
 
 
 
 

 $7,431,658.80  

 $8,454,444.06  

 $12,069,170.73  

 $11,488,276.83  

 $13,031,892.00  

DEL 

SFY2006

SFY2007

SFY2008

SFY2009

SFY2010

 $9,664,408.80  

 $7,375,195.28  

 $6,424,885.88  

 $6,802,409.50  

 $7,639,295.00  

Revenue 

SFY2006

SFY2007

SFY2008

SFY2009

SFY2010
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