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INTRODUCTION AND BACKGROUND

This reporthas beerproduced by the Office of Affordable Health Care in response/ddegislative
directives The firstt dzof AO [ ¢ HAnum [/ K® pmyI RANBOGA (GKS 2
at improving health care affordability and coverage, including effects on the affordability of premiums
and costsharing in the individual and small group health insuramagkets, and the effects of the

LRt AOASAE 2y SYNRff YSyYy(d A yhedag ¥pediiBdkhatyha poltles KSI f K
considered should includereating a public option health benefit plan, creating a Medicaidibuy

program, increasing enrollment in Medicai@hd providing statéevel premium subsidies to

populations that do not currently qualify for federal Advance Premium Tax Cradi223 the

Legislature passedaadditionalresolve (P.L. 2023 C8i7) directing the office to prioritize the study of

a public option plathat takes the form of either a buiy to the MaineCare program, or a fully publicly
administeredplan offered through theHealth Insurance Marketplace, CoverME.gov.

Thisreport builds on prior work in Maine to develop public option modéhgthe early 2000s as part of
Dirigo Health, the statadministereda publicprivate collaborative health plan for individuals and
small businessesThat program wasliscontinued in 2013, following thenplementationof the federal
Patient Protection and Affordable Care Act (AEB)f interest in a statdevel public optiorhas
continued. Notably, the Task Foraa Health CareCoveragdor All of Maine include@ public option

as one of three topics to be studied by small workgrotiphat group developed a set of guiding
principles fora new health care model, but no specific recommendatiamshe development of a
LlJdzof AO 2LJXAA2Y 6SNE Ay Of dzRS RSinkg/thatitif& a lahdfullof bit2 NO S Q a
have been considerenh the legislature wittscopesanging frommandating studiesr establishing
commissiongo outlining high-level program design elements and requiring implementatidhis
report seeks to advance the conversation about tlesign ofpublic optionfor Maine by reviewinghe
potential policy goalf a pullic option discussinglesign considerations, arakscribingthree high
level models for operation of a publicly adnst@red plan.

CURRENT LANDSCAPE OF HEALTH COVERAGE IN MAINE

Over the last @ years the state of Maine has made significant progress in expanding quality health
insurance to more resident&ollowing implementatio of the ACA Maine was a leaddn enrolling
eligible people in health coverage through the HealthCare.gov Marketglabese efforts, along with

ID2PSNY2NRE& hFTFAOS 2 aDirigoBdalth Réforn An fOker@w and/FiRogresa Reol<é Brief prepared for the Legislative Policy

Forum on Health Carelanuary 2007http://muskie.usm.maine.edu/Publications/PLA/Dirigo.pdf

2 Maine State Legislature S3IA &t F GA @S | Aad2NR updafed ABdDst 2023/cZessadSIanNdky2@24.1 S|t (1 KX €
https://www.maine.gov/legis/lawlib/lldl/dirigo/index.html

salAyS {GFGS [ SAAatGdNBTI a¢l al Caddded 2ayuary DPHttps: MegislatNdmaine. go@thiorc&onC 2 NJ | f
health-carecoverage

“Daniel Polsky, Janet Weiner,i3topher Colameco, and NoraBecker ¢ 5 SOA LIKSNAy3 (KS 5FGFY CAylf 9yNRffYSy
al1S | LI [2aud DNRBdzyR Fd 9y R 2F hLISY 9y NEIhstitYieof lealth Economics BN, Mdy 2012 F t Sy Yy &
https://ldi.upenn.edu/wpcontent/uploads/archive/pdf/final%20enrollment¥%20rate s%2 Ofe deral % 20marketplaces%20make%20up%2 Olost%2 0ground. pdf
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other reforms including thelimination of coverage exclusions for people with{gpasting conditions,
resulted in a30% decline in theininsured populationin Maine betweer2013 and 2A.8. Following the
expansion of MaineCare &iminate the coverage gap for lesucome adilts, as well as state and

federal actions to bolster the fulinsuredcommercial marketthe uninsured rate declined a further

14% The uninsured rate in Maine now stands at ab618%, or roughly 8,000 people> Despite these
successedVlaine people continue to struggle to afford needed health carea recent surey, nearly

60% of respondents expressed concern that they would experience a gap in coverage due to the cost
of health insurance, andne in three reported skipping or delaying care when they were sick because
of costs®

A recently published report by the Urban Institute helpslhostrate how cost and coverage are
impacting Maine people by projecting enrollment and costs in 202Be report projects tht 5.8% of
non-elderly adults, or roughly 59,000 people, will remain uninsured.

Health Insurance Coverage of the Nonelderly in Maine, 2025

People Percent of total

Insured 266,000 94.2%
Employer 562,000 54.8%
Private nongroup 81,000 7.9%
Marketplace with PTC 64,000 6.2%
Full-pay Marketplace 8,000 0.8%
Other nongroup 10,000 0.9%
Medicaid/CHIP 284,000 27.7%
Disabled 55,000 5.3%
Medicaid expansion 57,000 5.6%
Traditional nondisabled adult 59,000 58%
Mondisabled Medicaid/CHIP child 113.000 11.0%
Other public 38,000 3.8%
Uninsured 59,000 58%
Total 1,025,000 100.0%

Source: The Urban Institute Health Insurance Policy Simulation Madel, 2023,
Motes: PTC = premium tax credit; CHIP = Children's Health Insurance Program.

The rate of uninsurance declines as household incomes increatbethe highest rag¢ of 8.3% among
people below 138% of the Federal Poverty Level (FPL). This translates to 2806y individuals,
most of whom are likely eligible for MaineCare but unenrolli&dother 7,000 people with incomes
between 138200% of FPL aestimated to beuninsured,although many likely qualifypr Premium Tax

Credits through the Marketplace.

SKFFa | SI1f 0K Ly&adz2NI yOS [/ 2 @S NGtafe $eakhtFaciis KaSceseaahiiaryt 202uhetisidmiwiv. Kffforg/gfdbisd/
saxASsa 2F alAyS 220S8SNEB 2y | SFHtGK /| NB | T2 MRk /infaihgcahédgadvochof/axgandings ¥ 2 NJ
accessffordability.html

7 Matthew BuettgensJessic&anthin, Mohammed Akel, and MictkSimpsond ! y@SNIBAS 6 2F | St 4K [/ 208SNr3S yR /2
Institute, February 2024. https://www.urban.org/sites/default/files/2024
02/An%200verview%200f%20Health%20Coverage%20and%20Costs%20in%20Maine%20for%202025.pdf



Uninsurance Rate in Maine, by Income Group, 2025
10%

8.3%

Below 13B% of FFL  138to 200% of FPL  200to400% of FPL  Above 400% of FPL All

URBEAM INSTITUTE

Source: The Urban Institute Health Insurance Policy Simulation Model, 2023.
Notes: FPL = federal poverty level.

Children are the least likely age group to be uninsured with 3d@%oughly 9,00@hildren, projected

to be without coverage in 2025Medicaid income eligibility limits for children are significantly higher
than for adults,and 45%are projected to have coverage through theaMeCaregrrogram, roughly

equalto the percentagawith coverageli KNR dz3 K | LI NByd 2NJ 3dzZ NRALF yQa
likely to be uninsured are young adults ages 19 tpa8§roup that national surveys suggest are more

likely to go without coverage because they believe they do not negthisurvey data specific to

Maine, adults between the ages 86 and 34 were the most likely to repakipping needed medical

care because of concern about c8st.

8lYe 9 /KIFI FYR wW20AYy ! & /2KSysS awSl &2y 8A w2INKS SRy B SWRA \ aidzNiBSRa ! YunyvEah 3 £F
National Center for Health Statistics Data Brief, September 2B2fs://www.cdc.gov/nchs/data/databriefs/db38H.pdf

9 Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion, Pogsiatiaf Health. BRFSS
2022 Prevalence & Trends Data, accessed February 20t4://www.cdc.gov/brfss/brfssprevalence/
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Uninsurance Rate in Maine, by Age Group, 2025
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UREBAM INSTITUTE
Source: The Urban Institute Health Insurance Policy Simulation Model, 2023.

Of the remainingesidents ofMaine who are projected to be uninsured in 202Bughly 70% are
eligible for either MaineCarer Marketplace Premium Tax Credits. The remaiiddgp, or 18,000
people,are ineligible, likelypecause income or an offer of affordable employer coverage disqualifies
them from eligibilityfor tax credits or because their immigration status makes them ineligible for
publiccoverage programs.

Percent of Uninsured People in Maine, by Eligibility for Public Benefits, 2025

30.3%, Ineligible

38.3%, Medicaid/CHIP

31.4%, Marketplace PTC_S_F,,,..-H'

UREAN INSTITUTE

Source: The Urban Institute Health Insurance Policy Simulation Model, 2023,
Motes: PTC = premium tax credit, CHIP = Children's Health Insurance Program.



Lack of insurance is not the only affordabHigtatedbarrier to care. Manyndividuals with insurance
struggle to affordcare,and a recent survey found that 40%ionsured Mainers hadifficulty affording
premiums or ouof-pocket costsThe burden of cost varies significantly based on the health care
needs of a household, but average, the Urban Institute report found thabn-elderlyMainers will
spend 10% of household income on health care in 20@3ghly in line with national estimaté8.This
spending includes the cost of premiums, any-ofipocket costqe.g. deductibles, cmsurance, and
co-pays), as well as direct spending on services not covered by insutdmggeholds with incomes
between 138% and 400% of Ritlve the greatest cost burden as a percentage of income

Household Health Spending of the Nonelderly in Maine, by Income Group, 2025

M Dollars per person within household B Percent of household income

4,000 16%
3,552
13%
3,000 12% 2,904 17%
10%

2,347

2,000 &% 8%
7%
1,526

1,000 485

420

Below 138% of FPL 138 to 200% of EPL 200 to 400% of FPL Above 400% of FPL

UREAM INSTITUTE

Source: The Urban Institute Health Insurance Policy Simulation Model, 2023,
Motes: FPL = federal paverty level. Spending includes premiums paid by households, adjusted for taxes, and other out-of-pocket
health spending.

OVENIEW OF COMMERCIAL INSURADICERATIONS

In order to consider how a public option may improve affordability, it is important to acknowledge how
premiums and oubf-pocket costs for insurance are currentigveloped Health insurance companies

10 PetersonKFF Health System Tracker, Household Health Spending Calculator, accessed Fe brurtg2@24w . healthsystemtracker.org/househald
health-spendingcalculator/?_sft_hhsc_insurance=average&_sft_hhsc_size=average&_sft_hhsc_income=averageé&_sft_hhsc_healtHrealérage
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develop premiums by using prigear experience to project expenses for the coming plan year. In the
individual and small group markets, premiums must be developed dsi®2 Y Y dzy A éivéhictNI G A y 3
considerghe experience of the entire risk poof the combined individual and small group markéts

the fully-insuredlarge group markefcoveringbusinesses with1 or more employees), insurensay

usethe specific utilization and cost data associated with the group of employees covered by the

SYLX 2 & S MIhéir plajeckioyisiof costs for the coming year, insurers consider a variety of factors,
including tends in utilization, the price of medical services gnéscription drugsand expected shifts

in enrollment!?!

Under rules established in the ACAe tmajority of premium dollars collected by health insurance
companiesmust bespent on paymenfor medicaland prescription druglaims!? The reimbursement
rates insurance carriers pay to-metwork providers are negotiated in contracting processaw there
can be significant variation in the pricearriers pay-3 Variation intheseprices is largely a function of
the relative market power of the insurance compeand providerinvolved in the negotiatioA?

In addition to projecting claims costs for the coming year, insurersiatéodeadministrative
expensesijncludingoperational functions, marketing of plans, as well as return on investment fer for
profit insurance companiesr a contribution to reserves for ngprofit insurers The ACA established
YAYAYdzY daSRA O ffor fliffederdt mavketselndeatswhich [mitsithe percent of total
premiums collected that can be spent on administrative expenses. Imtlreidual and small group
markets, the MLR is 80%, meaning thatmore than 20% of premiums may be spent on
administrative costs and profifQ. If insurance carriers fail to meet MLR, they are required to issue
rebates to their membes;

OverallK S| f (i K pkofit éndedS BB IQw relative to other industries. Nationathe industry
profit margin wageported at3.3%A Yy (G KS bl GA2y It | 2a20A aoR2Mid 2F L
Year Report® In Maine,overall underwriting gain for 2022 was 2#though individual company
performance rangd from a9% loss to a 23% gaihDueto the enormous amount of spending on

11 National Association of Insurance Commissiora®spduct Hing ReviewHancbooké¢ August 208. https://content.naic.org/sites/default/files/inline
files/ProductFilingReviewHandbook.pdf

12Uwe ReinhardWhere Does the Health Insurance Premium DdBafgZ JAMA Forum, April 25,027. https://jamanetwork.com/channels/health
forumffullarticle/2760129

13 Nishakuranj Matthew Rae KarenPollitz KrutikaAmin, andCynthiaCox,tPrice transparencgnd variation in U.S. healgervice < PetersonK FF Health

System Trackerdanuary 13, 202https://www.healthsystemtracker.org/brief/pricaransparencyand-variatiorrin-u-shealth-
services/#Average%20allowed%20charge s%20for%20an%20outpatient%?20lipid%20pane1%20(i.e., %2 0chole sterol%20te st) %02 0in%s2playge¥20 e
Oplans,%20by%20MSA,%202018

4 Congressional RigetOfficedt KS t NAOSa ¢KIFd / 2YYSNOAFE | SIf GK LyadzNBNEEJanuRy 202RA OF NB
https://www.cbo.gov/system/files/202201/57422medicakprices.pdf

15 National Association of Insurance Commissis,dMedicalLoss Ratig Update October 2023, accessed January 202tps://content.naic.org/cipr
topics/medicallossratio#:~:text=The%20medical%20l0ss%20ratio%20(MLR,as%20well%20as%20profits%20earned.

16 National Association of Insurance Commissos 6U.S. Health Insurancedustry Analysis Repar2023 MidYear Result§,2023.
https://content.naic.org/sites/default/files/inlinefiles/Health%%202023%20Midear%20Industry%20Report. pdf

17 Maine Department of Professional and Financial RegulaBareau of Insuranceé2022 Financial Results for Health Insurance Companies in Maine,
accessedanuary @24.https://www.maine.gov/pfriinsurance/sites/maine.gov.pfr.insuranceffiles/inlifides/Rule 945 _Report_Charts_Graphs.pdf
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health care, even narrow margins can translate to significant dollar amaaritsA Y S Q& A y & dzNJ Y
carriers repoted underwriting marginganging froma gain of over$34 million to a loss of more than
$18 millionin 2022

b2adlFlofex alAySQa AyadaNI yOS Y IChdsufér Opeyaed admRSa 2y S
OrientedPans(COOPs)n the country, Community Health OptiorGOOPs authorized under the

ACAare nonprofit plansthat are required under federal law teinvestany profits earnedto lower
premiums,enhane benefits, or improe care. The creation of GOPs was supported by federal funds

in the form of loans to qualifying organizations. Community Health Options was awarded a total of
more than $132 million in staip and solvency loans by the progrdf.

OVERVIEW OF MAINECARE OPERATIONS

When considering a Medicaithsed public option model, it is important to note some of the ways in

which the Medicaid program differs from commercial insurarcé. A Y S/ I NB A& al AySQ32
program, a joint federastate progranmproviding coverage for children and adults wdnaalify based on

age, disability, or family incomé&he Medicaid program was enacted in the Social Security

Amendments of 1965, and MaineCare, like all state Medicaid programs, operates within a ceetplex

of federal guidelineshat sgnificantly differentiates it from commercial health insurandéost

significantly, MaineCare is a publicly funded entitlement progreil) very limited costs to enrollees

which do not vary based on the cost of providing care or operating the programbenefit package

for MaineCarealsoincludesservices notovered by commercial health insurance, including tergn

services and supporigke nursing facility care and home and commubtisedservices

Medicaid programs are jointly financed by the state and federal governments. The federal government
NEAYOodNARSa adldSa F2NI I aKFENB 2F 0KSAN G2alf Oz
percentage (FMAP), a formula thartovides higher reimbursement to states with lower per capita

incomes relative to the national averagpe al AySQa Ca!t F2NJ FSRENIf TAa
meaning that the federal government pays 62.65% of the costs of care for most enrollees. The federal
matching rate is higher for some populations including adults newly eligible following the expansion of
MaineCare under the ACA, and certain children. fEaeral government also pays 50% of eligible

expenses to administer the program, and higher matching rates for technology improvements and

other program enhancement initiatives. Total combined federal and state expenditures for the
MaineCare program in teeral fiscal year 2022 were $3.87 billigh.

18 Congressional Research Servi@@pnsumer Operated and Oriented Plan {G®) Program: Frequently Asked Questiédsly 13, 205.
https://crsreports.congress.gov/product/pdf/R/IR44414/7

19Medicaid and EIP Paymentand Access QoissiondFederal Medical Assistance Percentages (FMAPs) and Enhanced FAMRE ¢ by Staté
December, 2023ttps:/iwww.macpac.goviwpcontent/uploads/2023/12/EXHIBIG.-Fe deraiMedicatAssistancé’ ercentagesindEnhancee-MAPby-
StateFY<2021%E2%80%932024.pdf

20KFF-dTotal Medicaid Spending FY 2((22tate HealtiFacts, accessed January 202ttps://www.kff.org/medicaid/state-indicator/total-medicaid
spending/?currentTimeframe=0&selecte dRows=%7 B%2 2state s%22:%7B %22 maine %2 2:%7 B%7 D% 7D %7 D&sortMode|=%7B%22 colld%22:%2 2L ocation%2
%22s0rt%22:%22asc%22%7D
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Many stateshave partially commercialized their Medicaid programs by contracting with insurance
companies to administer coverage for some, or all, covered populatiotisisimodel, known as
managedcargi KS &0+ GS LI @& | FAESR 2 Ndsutafoe tdmparhyiivdiehé LIS
in turn negotiates rates with providers and handles other administrative functions for enrolled

members. If the companig able to provide the required level of care for less than the capitated rate

paid by the state,tiretains the difference as profisubject to &dederal minimumMLR of 85%Maine,

however, does not utilize these types of contracts, and the MaineCare program is administered by the
Office of MaineCare services within the Department of Health and Human Services.

Unlike commercial insurers, the MaineCare program does not negotiate reimbursement rates with
providers. Insteadrates are set through legislative and administrative procesaad ae oftenlower
than commercialand Medicare payment ratesThe Office of MaineCare Services is curreintlhe
midst of amulti-yearinitiative to reformMaineCare reimbursemeragnd institute atransparent, data
driven approach testablishing payment rate® promote highvalueand equitable care, and to
ensure the sustainability of the prografh

THE ROLE OF WAIVERS

Somepublic option models require the waiver of certain provisions of federalitaarder to meet the
goals ofprogram designin particular, twowvaivers are frequently referenced in discussions of public

option models.

l.  ACA Section 1332 WaiverEhe Affordable Care Act included a provision authorizifg i I G S
Lyy2@FaGA2y 21 A@SNBRE GKFG Ffft2¢ adl G§dSACAG2 NI
related to the individual and small group markéatsorderto test different approacheo
I 002 YL A &K .MB33waivérssafeéquirddtd be deficineutral and to ensure that
coverage is at least as affordable and comprehensive as it would be without the waiver, and
that the same or a greater number of people widl boveredwith the waiver as would be
without it. If an approved waiver has the effect of reducing federal expenditures by lowering
the amount of money the federal government would spend on Advanced Premium Tax Credits
Ay GKS adlrdsSQa al NJSGLX I OS: (KS -iblgiit®they I & NEX
state and used tdmplement the program authorized in the waivér

II.  Medicaid 1115 WaiversThe Social Security Act also includes a section grathgén§ecretary of
Health and Human Services the authority to approvevative state projects with the
potential to promote the objectives of the Medicaid prograand better serve enrolleed115

21 Maine Department of Halth and Human Seices MaineCare Rate System Refofmccessed January 20 2tps://iwww.maine.gov/dhhs/oms/about
us/projectsinitiatives/mainecarerate-systemreform

22Sarah Lueck and JessicaSchidbelf RS N&A G F yYRAY I GKS | FF2NRIof S / I¢WdteroOBudyé anfl Bdlidy Sriotitigs) 2 B G A
September5, 2017. https://www.cbpp.org/research/understandinthe-affordablecare-actsstate-innovation1332waivers
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waivers must be budget neutral, meaning thiaé waiverwill not be approved if it is projected
to increase federal Medicaid spendifg.

Federal law does include other waiver programs, though they are more narrow in scope. These include
Medicaid Section 1915 waivers which allow for the provision of seriickeme and communitpased
settings, as well as waivers of certain Medicare lswscilitate demonstration projectadministered

by the Center for Medicare and Medicaid Innovation. Federal law and regulations do not provide a
pathway for states to seek the waivef federal laws beyond the scope of these specifically authorized
programs. Importantly,availablewaivers all have deficit or budgatutrality provisions specific to the
federal programs they are associated wjthnd are evaluated independenfl§ This means that savings
under one program (e.g., Medicaid) can not be used to offset higher spendanpiher (e.g.,

Marketplace Advance Premium Tax CredMighile waiver programs operate within the authority of
federal law and regulation, there are also elements of the programs that have been subject to varying
interpretations under different presidential administrations, so an additional consideratidesigning

a waiverdependent program is the degree to which it aligns vgtforities of the current or future
administration overseeing it.

Maine currentlyoperates programs authorized und@B32 and 1115 waivers. Tlederal government
used 1332 authority to waivprovisions related to rate review to allow for the merger of the small
group and individual markets, amgperation of a reinsurance program fime combined marketBoth
actions reducepremiums in the individual market, and consequently Maine receivestpassgh

funding from the federal governmenthich is combined with an assessment on health carriers to fund
the reinsurance prognma.2> Maine also currently operates twapproved 1115 waiver demonstrations.
One provides defined benefits to individuals with HIV who would not otherwise qualify for MaineCare,
while the otherallows the state to receive federal matching funds for individuals receiving substance
use disorder treatment igertain mental health facilitie%?

PURPOSEND UTILITOF A PUBLIC OPTION

Publicoption plans have been proposed nationally and in other statemdtiress specific market
failures orpromote desired outcomesdn order to provide value to consumera,public option plan

23 Catherine McKee and Jane Perki@Byimer: State Plan Amendments v Section 1115 Wai¢&fational Health Law Program, May 20, 2021.
https://healthlaw.org/wp-content/uploads/2021/06/Primeson-SPA/.-1115FINAL.pdf

24United States Department of Treasury and Department of Health and Human SeiVieegers for State InnovatighFederalRegster Vol.80No. 241,
December 16, 2015ttps://www.federalregister.gov/documents/2015/12/16/201-81563/waiverdor-state-innovation

25 Maine Department of Préessional and Financial RegulatiBureau ofnsurancegState of Maine 1332 Waiver Amendment ApplicatioRebruary 10,
2022. https://lwww.maine.gov/pfr/insurance/sites/maine.gov. pfr.insuranceffile s/inlifiée s/mainese ction1332%20waivecomplete-application02-10-
2022.pdf

26 Maine Department of Health and Human 8ees, Office of MaineCare Servidg®licy Waivers,accessed January 2024.
https://www.maine.gov/dhhs/oms/abouius/policiesrules/policywaivers
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mustbe differentiated from existing available insurance optiofi$e following is a discussion of
possiblejustifications for a public option plan and tlagplicability of each in Maine.

INCREASING COMPETITION

Sincethe creation of the Health Insurance Marketplace in 2013, some states have struggesuie
adequate carrier participatigrparticularly in certain lowpopulation and/or lowincome countiesin
response, somstateshave considered establishing a public option ptagither to serve as a backstop
to ensure at least one plan is available, or to provide a level of competition to praveetfective
monopolyby one commercial health insurance carcfér

[ A1S YIlye adlaSasz al Ay S QdmevolgtiRyitherady yearsyof ACH S
implementation, buthas largely stabilized in the past several yedtseeinsurance carriers currently
offer Marketplace plans in all counties of the statedanfourth entrant in 2023lso offers plans ithe
southerncoastal regionSince 2022, the three largelstarketplaceinsurers haveeach had a market
share ranging from 259%0%,with shifts in market share each ye#f Givenexisting carrier
participation and the overall size of tmearket it seems unlikely thahe introduction ofan additional
public plan following commercial practices would exert any significant downward pressure on
premiums.

CONTROLLING COSTS BY CONSTRAINING PROVIDER PRICES

Analysis of national claims data has demonstrated significant correlation between higher prices and
hospital market poweracrossgeographiesvith varying insuremarket structure even after adjusting

for input costsand quality of care?® Since insurance companieften must include certain hospitals or
provider groups in their networks in order to meet network adequacy requiremantsattract

members their ability toeffectively negotiatdower prices in a consolidated provider market can be
limited. DA @Sy GKS KAIK fS@St 27F 02y aB%apulic dpliod glanA y
would likelyface similar challenges, unlets® model includesuthority to set rates for some or all
servicesor providers

All of the public optiormodels currently implemented or authorized in other states include constraints
on reimbursement rates paid to providers as a means to deliver lower presamareducedout-of-

27 Nevada Department of Business andlistry, Division of InsurancejMarket OptionsStudyg DiscussiorPaperg January 2018.
https://doi.nv.gov/uploadedFiles/doi.nv.gov/Content/News_and_Notice s/Market%200ptions%20 StueSAAiscussion%2 0P ape 9422 013-18.pdf

28 Maine Department of Health and Human 8ees, Office of the Health Insurance Marketpla@2024 Open Enroliment Overvies-ebruary 24.
https://www.coverme.gov/sites/default/files/inlinefiles/2023%200pen%20Enroliment%200verview%20CoverME.gov%282%29.pdf

29 Z7ack Cooper, Stuart Craig, Martiay@or, and Johian ReenergThe Prie Ai Right?HospitalPrices and Health Spending dwtPrivately Insured,
National Bureau of Bmomic Research Working Pap&ecember2015 (Revised Mayp018).
https://isps.yale.edul/sites/default/files/publication/2015/12/cooper_2015_pricing_variation_manuscript_0.pdf

30 Health Care Coshétitute, dHospital Conentration Incex £ updated June 2023accessedanuary 2024https:/healthcostinstitute.org/hcci
originals/hmiinteractive#HMIConcentrationlndex
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pocket costs to consumers. In Washington State, Cascade Select plans are subject to an aggregate
LINE OA RSN NSAYOodz2NBESYSyid OF LI 2F mMcmx: 2F aSRAOI NB
carriers are required to achieve premium reduction targetCohorado, if issuers fail to meet targets

the state is authorized to cap reimbursement for certain providers at a multiplier of Medicare rates,
and to compel provider participation in issuer networks. In Nevada, there is no explicit cap on
reimbursementbut providers participating in the public employee plan and/or Medicaid must also
participate in at least one public option plan network, giving participating carriers greater leverage to
deliver premium savings through lower reimbursement raigsle ensuring that pople have access to
providersb aAyySaz2dGl Qa fS3IAatldAzy g2dfd R [ff26 (GKS
option plan through a regulatory process, and a recently released study assumes reimbursement in the
public option wold be equal to or less than Medicare rafés.

While lowerproviderreimbursementrates can yield lower costs for consumers, it is critical to assess

A

LINE A RSNR& OF LI OAGe (2 | 60az2Nb f 26 Sdlihchhsingtie Ay 2 N

prices charged to nepublic payersin addition to assessing the overall impact of rate setting within

the public option plan, policymakers can also consider targetgatives to supporicertain provider

types or locations. In Washingt@nd Nevadafor example, the public option plans are subject to a
GFE22NE 2y NBA YO dzNBE S Y S ¢nd primaridar® ptavideksOF t | 00Saa K

ENROLLING MOREIE&IBLE INDIVIDUALS, IMPROVING THE RISK POOL

Sone puldic option models are designed to attract new consumers to the individual market,
strengthening the risk pool and lowerimgemiums overallTo accomplish this, the public option must
have features to attract new consumers who are either ineligible or eligible but uninsured. For
SEI YLX ST 2| &KA Y 3 (ititzgsadl 332 wadved to KISw updddurBeditéd residents to
enroll through the Marketplace, and provides a stétmded subsidyto those new enrollees as well as
additional premium reductions fdnouseholds with income up to 250% of the federal poverty level.
Together, these initiatives are projectéy the stateto increase enrollment whilslightlylowering
premiums due to the newly eligible populationaving relatively low health care neetfsAnnual

federal savingsf roughly $2 milliorprojected in the waiver application, howeveate a fraction of

total state funding for thesubsidy programwhichis $55 million in 20243

-
Y-

¢CKS &aKINB 2F alAySQa LRLWA I GA2Y relativély low yhakiryiR 2 O dzY

unlikely that an expansion of eligibility or extension of subsidies to that group would meaningfully

31Fritz Bush, Michael Cook, Peter Fielek, and Alisa Gadlitfiman ReportState of Minnesota Department offuman ServiceBublicOption Study £
January 30, 2024https://mn.gov/commercestat/insurance/industry/policydatareports/2024_public_option_report.pdf

32 Washington Health Benefit Exchang®yashington Section 1332 Waiver ApplicatibAugust 3, 2022.
https://www.wahbexchange.org/content/dam/wahbassets/materials/statdegislation/WA%20Section%201332%20Waiver%20Application
updated%2083.pdf

33 |bid.
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impact theindividual and small group market risk pdélGiven the relatively high share of uninsurance
among young adultsn Maing however,andtheir lower than average utilization of caf& a public

option that effectively attractsnore enrolimentfrom that demographiccouldpotentiallyimprove the
risk pooland modestlylower premiums.

SIMPLIFYING CHOICES AND LOWERINNGFPOCKET COSTS

While premiums are an important element of insurance affordability for consumerspbpbcket
costscan also be a major barrier to care. Individuals enrolled in insurance must generally meet a
deducible beforeamost services are covered by their pland aftermeeting the deductiblemost
services are subject to a copay (a flat fee) oirsurance (a percentage of the negotiated rate) until
i KS LI | yQa& -ofpocketavhdant is 2ednied.

Plans sold in the fullinsuredsmall group and individual market ageouped into metal levels of

bronze, silver, gold, and platinuwhich reflectthe proportionofank @S N> 3S Sy NRf f SSQa
that are paid by thehealth insurance carrier, as opposed to the membEns measure is known as

Gl OlidzZ NA I £ @I f BeSnge plaris eover GD% avér&g&expkdsdssjivér cover 70%gold
cover80% and platinum cover 90%. Although metal levels can be helpful in understanding the varying
value of plans in a general sense, syl allow for considerable variation because carriers as@
almostlimitless variations in cost sharing structure to meet AV requirements, and they are also granted
a2YS Tt SEAOAfAGE (2 @I NB ! + 4 A (h&fadgrallCen@rBRBr YA YA Y)
Medicare and Medicaid Services (CMR&Jditionally, AV isot particularly helpful as a predictor of a
particularA Y RA @A R dzl tbtal Behlih Gale ¥peridiggsinge itdoes not account for variation in
utilizationor the types of services uséé.

While the presence of a variety of plans may have some utility to consumers in terms of providing
choices and allowing plans pwioritize the design of lowpremiumplans a considerabldody of

evidence suggests that a large variety of plan choices resybsoinconsumer decisiemaking and
foregonesavings’’ To counteract that effect, regulators can require standardization of plans, limiting
the variation ofcostsharing structures, deductibles, and enftpocket costs to foster competition

34Pew Research CentéiVhat we know about unauthorized immigrants livinghe US,é November 16, 2023https://www.pewresearch.org/short
reads/2023/11/16/whatwe-know-aboutunauthorizedimmigrantslivingin-the-us/

35 Matthew McGough, Gary Claxton, Krutika Amin, and CynthiacBlow do health expenditures vary across the popula#fboKFFPeterson Health
Tradker, January 4, 2024ttps://www.healthsystemtracker.org/chartollection/healthexpendituresvary-across
population/#Share%200f%200verall%20eaftpocket%20spending,%20by%20percentile,%202021

36Ryan Lee, Jon R. Gable, Roland McDevitt, and Michael Sia@aosing théBest Planin a Health Insurance Exchange: Actuarial Value Tells Only Part
of the Story¢ The Commonwealth Fund Issue Brief, August20
https:/iww.commonwealthfund.org/sites/default/files/documents/____media_files_publications_issue_brief_2012_aug_1626_loosiroddbest_plan
_hie_actuarial_ib_v2.pdf

37 Jason Abaluck antbnatkan Grubergmproving the Quality of Choices in Health Insurance MarkBiational Bureau of Economic Research Working
Paper December 2016https://www.nber.org/system/files/working_papers/w22917/w22917.pdf
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among plans based on network and premigfrMost states implementing standard plans have also

sought toincrease the value of plans for consumers by including more services before the deductible

and utilizing cepays, rather than censuranceas much apossible to make health expenses more
predictable3® While these goals can mvanced without a public optionWashington and Colora@ba
publicplansK @S 6SSy RS&aA3IySR (2 o6dAfR 2y (GKS adladSac
ensuring that the public plans offer clearly delineated and consuanEmted costsharing structures.

The Made for Maine Health Coverage Act, passed 20 2idicluded a provision requiring the
ailFyRFNRATFGARZY 2F Y2ad LXIFYy 2FFSNRARyIaplahyaral Ay S
HAHOX Y2ald LXIya Ydzald O2y dedigiyestablishedniflly®the 6 KS &/ f
Bureau of Insurance, although the Superintendent rapgrove up to three alternative designs per

carrierif they are determined to benefit consumemuring the annual Clear Choice design process,
consumer advocates have gaallyencouraged greater adoption of qmay structures an@ reduction

in available designs to simplify options, while carrier representatives awerally prioritized

continuity for members and premium consideratioffs.

If a public option plan were introduced and permitted to deviate from Clear Choice Designs and offer
an even more simplified benefit design, it could present an opportunitgllow for consumerchoice
between more typical Marketplace plan offerings antdighly simplified design. Given tlsérong price
sensitivity of health insurance consumétdiowever, as well as choice inertia that contributes to high
rates of passive renrollment?2 it would likely require significargffort to educate consumers about

the public option plans and encourage comparison shopping.

REDUCING COSTS VIA ADMINISTRATIVE SIMPLIFICATION

Some proponents cd public option have suggested that lower premiucas be achieved through
efficiency and administrative simplification in a public plBoth traditional Medicare and Medicaid
have lower billing and insurance related expenses than commercial health4slsiisile a lack of
profit motive and lowerper capita administrative costs are likely contributors, somenhtd difference

38 Rose C. Chu, Jacquelyn Rudich, Aiden LeestieHrieters, Nancy De Lew, and Bemin D. SommeysiFacilitating Consumer Choice: StandaediPlans

in Health Insurance Marketplacé<ffice of the Assistant Secretary for Planning d&ehluation, U.S. Department of Health and Human Services,
Decenber 28, 2021https://aspe.hhs.gov/sites/default/files/documents/222 751 d8ae756 738f2f4128d8 19846 b/Standarditausin-Healthinsurance
Marketplaces.pdf

39 |bid

40 Maine Department of Prefssional and Financial Raation, Bureau of InsurancéClear Choice Pladsaccessed February 2024.
https://www1.maine.gov/pfr/insurance/newspublic-notices/othernewsandupdates/clearchoiceplans

41John Holahan, Linda J. Blumberg, and Erik Wedidirketplace Plan Choice: How Important is Price? An Analysis of Experience in Five Budies
Wood Johnson Foustion and Urban Institie, March 2016https://www.urban.org/sites/default/files/publication/78761/200066MarketplacePlan
ChoiceHowImportantlsPriceAn-AnalysisOfExperiences$n-FiveStates. pdf

42Coleman Drake, Bryan Dowd, a@dnor RyargSources of Consumer Inertia inthe Individual Health Insurance Markeg Center for Growth and
Opportunity at Utah State Universiti)dovember 18, 201%ttps://www.thecgo.org/research/sourcesf-consumerinertia-in-the-individuathealth-
insurancemarket/

43 Emily Gee and Tdyr Spiro,dExcess Administrative Costs Burden the U.S. Health Care S$yS&enter for American Progress, April 8, 2019.
https://www.americanprogress.org/article/excesglministrativecostsburdenu-shealth-care-system/
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mayalsobe attributable tooperational differences including administratively set prices, the exclusion
of prescription drug beefit administration from theraditional Medicare program, and less need to
market coverage to enrollee3.0 the extent that meaningful savings are possible freauced
administrative costs and lack of profit motive in a public option plan, they ahsy beoffset if
programdesignchoices result itigher costdrom increaseditilizationandadverse selectiof? Since
eventhe most expansivstate public option would not eliminate the presence of Medicare and
national employer sponsored plans in Mainealisowould notcreate an opportunity taverhaul
administrative processes for health care providers, limiting any poteséigings or burden relief.
Consequently, while administrative efficiency may be a beméféa public option planit seems

unlikely that significant consumer cost relief could be funded through administrative savings alone

DESIGN CONSIDERATIONS

Assessing the impact of a public option plan requihed the model specify several key design
elements. Many of these decision pointgerad and cannot be considered in isolatidhpolicymakers
have a strong perspective on a given design elentbotjgh, it may help to narrowthe range of
feasible models

ELIGIBILIT¥ TARGETEBOPULATIONS

Core to the design of a public optionidentifying the population to be eligible for the plaBenerally
broader eligibilityfor a public optioris likely to cause more significant market disruption than a

narrower approach.

Marketplaceconsumers; subsidized or unsubsidizedTo date,mostauthorized public option

programs in other states have focused on using the Marketplace to reach individual roanseimers.
One major advantage of offerirg public option throughhe Marketplaces thatqualifying consumers

can benefit fromavailable federaRPTCensuring that federal dollars can be leverageddduce
premiums for most enrolleeS here are Marketplace consumers purchasing coverage at full price, with
roughly17% of enrolleesia I A Y S Q& a énilling with#iutART &3 While some may qualify

and decline to receive APTC because of tax concerns, the majority of these are likely to be ineligible
either becauseheir income is too high or because they already receive an offer of affordable
insurance through their job. When considering the introduction of a public option in the Marketplace,
it is important to consider whethethe plan primarily aims to reduce premiums for unsubsidized
consumers or those who receive APTC. Depending on the model structure and pricing strategy the
impactmay not be consistent across these populations, and lower base premiums may even increase

44 https://www.brookings.edu/articles/designing-public-option-that-would-reduce-health-care-provider-prices/
45 Maine Department of Health and Human Siees, Office of the Health Insurance Marketpla@2()24 Open Enroliment Overviedv, CS o N2 NB o
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actual costs for subsidized consumers, a dynamic discussed in more detail in the Pricing and Market
Dynamics sectio below.

Undocumented residentslndividuals who do not have a documented immigration status are among
the most likely to be uninsuretf, and are ineligible under federal law to enroll in health insurance
coverage through thélarketplace even at full costRecently, howeveithe federal government has
approved waivers iColorad, Washingtm, and New Yorto provide pathways to enrolimerfor this
population, although they continue to beeligible for APTC.

Employers While the individual market has beenthe focus o2 i a il 1SaQ Lt A O 2L
public option could also be offered to employers, eitleraddition to an individual markedublic

option or an alternative to itOne consideration ian employefinclusive model would be thpotential

shifting of cost from employers to the governmebtS s a SEA 02 Q& a SRA @dcour® C2 NX
for the role of employers in providg coverage byequiringlarge businesses whose employees enraoll

in the plan tocontribute the average monthly premium cost for an enrollEeWVhen considering an

employer public optionpolicymakers should also consider whether all, or just a subset of businesses
would be eligibleSmall employers generally face higher premiums than large employers, and a model
targeting them may be less disruptive, but includlaggeremployers would likelgnsure a more

stable risk pool for the plaff

Medicare enrolleesAll public option plangonsidered in other state have, directly or indirectly,
excluded Medicaresligible populations from enrolling in the plaAllowing enrollment by Medicare
eligible individuals presents a significant financing challenge, simemuld shift costs currently
subsidized by the Medicare Trust Fund onto enrollees or the sthfwlicymakers are contemplating a
very low cost and/or generous benefit plan as a public opthmwever,it may be politically difficult to
excludeMedicare eligible populations.

BENEFIT AND COSHARING STRUCTURE

The design of a public option plan muasintemplate the benefit structure of the plan or plans
available. This includes decisions about whether services not usually covered by commercial health
insurance should be included (e.dental coverage) as well as how much the enrollee will pay out of
pocket. Generally, unless the plan inclu@dther subsidies or mechanisms to constrain prices, the
greater the generosity of a plan, the higher the premium will Deere are opportunities, however, to

46 Justin Giovanelli and Rachel SwalBtates Expand Access to Affordable Private Coverage for Immigrant PoputafibasCommonwealttrund,
February 8, 202. https://www.commonwealthfund.org/blog/2024/stategxpandaccessffordableprivate-coverageimmigrantpopulations

47 Matthew Buettgens, Jason Levitis, Jessica Banthin, Urmi RamchaarttiMichael SimpsongMedicad Forward in New Mexico: Health Coverage,
Health Care Speling, and Govemment Costéugust 2023 (fpdated September 203ttps://www.urban.org/research/publication/medicaiforward-
new-mexico

48 Natasha Muphy, Sam Hughes, and Nicole Rapfpgiie Employer Public Option: A Tool for Improving Affordability via Altemative Health Cogerage
Center for American Progss, January 25, 202Https://www.americanprogress.org/article/theemployerpublic-option-atool-for-improving
affordability-via-alternative-health-coverage/
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maintain premiums while lowering the owaif-pocket costs associated with certain higalue or high
priority servicesoy increasing cost sharing on other service categdd&ghen considering the benefit
design of a public option plan, policymakers should consider how design may itheadtilization of

care, as well as the consumers attracted by the plan. A public opfitbrhigher premiums but lower
costsharingmay be more likely to attract consumers in need of higher than average amounts of care,
a situationknown asadverse selection.

PRICINGAND MARKET DYNAMICS

Decisions about product pricing will depend heavily on choices about the benefit structure of the plan

and provider reimbursemenbut also can have implications faorK S a i 6SQa KSIF f G K A\
more broadly. In particulathe amount of APT@rovided by the federal government is tied to the cost

2F (GKS aLISOATFTAO al NJ@he kdcdndldvestost gildebpfa0 éfferedNa] ¢ LI |y

consumersThis can cause Federal Subsidies and Net Premiums for Health Insurance Purchased in the Nongroup
a tensionbetween the Marketplaces Under Four Different Scenarios for a Public Option

effect of lowering total
premiums and lowering
adual premiums ér
subsidized consumer#.

No Public
Option

Under current law, the

benchmark plan is the second-

lowest-cost silver plan. That
plan’s premium is used to

determine the value of federal

High-Premium
Public Option
If the public option entered the

market with a premium that was
higher than that of the second-

Low-Premium
Public Option

If the public option entered the
market as the lowest-cost or
second-lowest-cost plan, the

lowest-cost silver plan, the
benchmark premium, and thus

benchmark premium and
subsidies would decrease, thereby

Low-Premium Public Option
With Competition and Market Exit

If private plans exited the market
or lowered premiums in response
to the public option’s entry, the
benchmark premium and
subsidies could further decrease.

subsidies. federal subsidies, would not increasing net premiums for

h bl . ) ) h change. people enrolled in private plans.
the public optionis the
|OweSt or Secondowest Benchmark Premiums and Subsidies

. ’ : Benchmark g Premit P Benchmark Premium
silver plan offered on the [ Premium [—PrivtePln | —PrivatePlan | | [ Under Current Law |
Marketplace, and is Subsidy ' [k Publc
offered at a lower _
premium than existing . — L — L ! —

100 400 100 400 100 400 100 400

options, it will reduce the
amount of federal subsidy

Income (Percentage of federal poverty level)

Net Premiums

available to all enrollees. _
Theaccompanyindigure | ——* . T Ugd“:;:immk?lffw
from the Congressional —
Budget Office /
demonstrates tis effect 1(3_0 7 I 4o|0 10'_0 7 I 450 180 I 4o|0 10|0 I 4r;0

underthree different
public option scenario%’

Income (Percentage of federal poverty level)

49Rpse C. Chu, Jacquelyn Rudich, Aiden Leest@HPeters, Nancy De Lew, and pemin D. Sommeyst CF OAf AlGF GA y 3

| 2 yeddassNI / K2 A

in Health Insurance Marketplacéffice of the Assistant Secretary for Planning d@&¢hluation, U.S. Department of Health and Human Services,

Decenber 28, 2021https://aspe.hhs.gov/sites/default/files/documents/222751d8ae756 738f2f4128d8 19846 b/Standardimusin-HealthInsurance

Marketplaces.pdf

50 Congressional Budget Offic#, Public Option for Health Insurance in the Nongroup Marketplaces: Key Design Considerations and Impiégtibns
2021 https://lwww.cbo.gov/system/files/202104/57020-PublicOption.pdf
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The impact of a lowpremium public option varies based on both the income and the plan choiaa of
individual or family. 112020, the Rand Corporation modeled the impact of four different versions of a
federal public option, andbund that few unsubsidized consumers would be negatively impacted by a
public gtion plan, but that the impact on loweincome consumers was split, particularlypublic

option plans offered on the Marketplac@.

14
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public option, large public option, large public option, small public option, small
payment reduction payment reduction payment reduction payment reduction,

extended tax credits

It may be possible tmitigate the impact of this reduction in available APTC by combining a public
option plan with al332waiver, in order to capture and fvest any savings to the federal
government from a reduction in premiums. This may noimekable, however, if the public option
results in greater enrollmerttecause of the deficit neutrality requiremeat section 1332.

Another considerations how a public option plan in the individual market may impact employer
sponsored insurance. # comprehensive and leaost plan is available to consumers in the individual
market,the value of insurance ashkenefit to employment may decline, and small businesses may
forgo offering coverage. In this scenario, state governnmay/ see increased revenue in the form of
higher income and payroll taxes associated with wage increased, thete is a significant shift in the

cost of coerage from employers to the government, it may also be necessary to capture some funding
from those employers in the form of additional taxes or fees.

51Jodi L. Liu, Asa Wilks, Sarah A. Nowak, Preethi ®aistine EibnerEffects of a Public Option on Health Insurance Costs and CoveRgED
Research Brief, May 28, 202tps://www.rand.org/pubs/research_briefs’/RB10120.html
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PROVIDEREIMBURSEMENT AND PARTICIPATION

Key to the success of a public option plan is ensuring robust provider participation in théglan.

discussed aboveather state public option plans havachieved premium savings in the public option in

part by constraining the prices paid to providers in the plan. Washington has done so directly by
implementing a requirement thainsurers offering public option plans limit their aggregate provider
reimbursement levels to 160% of Medicare rdfes YR aAyySaz2il Qa addzRe Oz2y
rateseitherconsistents A 1 K G KS adl 6§5Qa SE mbichargedtimatddiobed | S| £ i
roughly 83% of Medicare reimbursement, or at 100% of Medicare P&tAspublic option plan that

targets primarily uninsuregopulations is better positioned tanplement lower rates since it would

cover a group that currently utilized uncompensated care resources. If the public option atadt
enrollment from individuals currently covered by commercial plans, policymakeutd need to assess

and balanceany potential impact onproviders andaccess to careith the cost savings resultinfjom

the establishedreimbursement rates.

Providers may be incentivized to join through competitive reimbursement rates, or their participation
may be mandated directly or indirectly (e.g. by tying public option participation to eligibility for
MaineCare reimbursement or inclusion in the publicpayee health plan network)f a mandate
approach is used, policymakers may need to consider whether it provides sufficient inderginsure

an adequate networlacross services argeographic regions. THatate Employee Health Plaior
example, may hee relatively low enrollment in some countiend somesub-sets of services (e.g.

dental care) may have lower rates mfovider participation in MaineCaréelhe design will also need to
consider whether and how coverage will extend to-ofistate providers who would not be subject to
Maine law

ADMINISTRATION

In establishing a public option program, a state must determine what division of state government will

be responsible for implementing the prograihis decision will be heavily influenced by the model

selected For exampleif the state elects to administer a Medicaid biyy > A ( Qthe Medidai8 f & {0 K
agency would take primary responsibility for the program. An advantagéilafing a Medicaid agency

to administer any public option plan would be to leverage the existing plan administration functions

that the agency already conducts. This kind of hybrid model may also introduce complexity, however,
since the Medicaid agencyowld need to carefully allocate anchck expenditures on different

52 United States of Car@State Public Health Insurance Options: A ComparésBagember 17, D21, (updated Februey 1, 202).
https://unitedstatesofcare.org/statepublic-health-insuranceoptionsa-comparison/
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programs to ensure that federal Medicaadiministrative matchindunds arenot being inappropriately
used.

As an alternative to the Medicaid agency, theurance regulatory agenc$tate Employee Health
Plan,or the state health insurance Marketplaa@®uld oversee the plareveraging thénealth
insurancepolicy experiencavithin those agenciedf the state is administering the plan, these agencies
would likely need significant appropriations in order to establish all the necessary functicas of
insurancecarrier, before premium revenue becomes available. An additional consideration
particularly for the Bureau of Insurance and Office of the Healthrinece Marketplacewould be how
the entities would balance their regulatory and oversight dutigth the operation of theplan

To date, all enacted public option models in other states have utilized a hybrid jpulMade model for

plan administration. IlColorado.all carriers offering plans in the Marketplace are required to offer the
Colorado Option plan, and meet specific benefit, cost reduction,lesadth equity requirements. In
Washington the state enters into contracts with carriers to offer tiascade Select public option

plans. Nevad@a LJX I ya F2NJ A YLX SYSigtiudesi S2nE NZ B AlyKaS (ait30 AAI0
infrastructure andprovidingcoverage partially througbarriers thatalsop NI A OA LI 6 S Ay (K
managed care program.

ENSURIN®UALITY CARE

A public option plan wiljenerallybe subject to minimum requirements related to the quality and
accessibility of carbased on the structure of the plan. For example, if the plan is offered as a Qualified
Health Plan on thdlarketplace, it must meet network adequaend essential community provider
requirements, angarticipate in CMS quality reporting and quality improvement initiatives.
Increasingly, Medicaid programs that utilize managed care organizations are being directed to
implement similar oversight structures, a@MS has also released a proposed aukmating a program

to evaluate access to providers in stateanaged program?

Many states implementing a public option have aimed to exceed these minimum standards, and utilize
the public plaras a tool to address identified health inequitiésaws establishing public option plans in

both Colorado and Nevada included explicit requirements to promote health e?fuitplorado

implemented this requirement binstituting a firstof-its-kind requirement that plan networks be

GOdzt GdzNJ f & el WBAABY ARXMIKSNI adl yRIFNRA F2NJ LI NI AOA
andcertified nurse midwive§?

53 Centers for Medicare MedicdiServicesgFact Sheet{ dzY Y| NB 2 T -Redafe® Motide oD apdsed Rulemakingpril 27, 2023.
https://www.cms.gov/newsroom/factsheets/summarycmssaccesselated-noticesproposedrulemakingensuringaccessnedicaidservicescms2442p

54 Jamila Taylor and Thoas Watlrop, 6States Must Prioritize Health EquityEsey Expand Coverage through Public Optiofike Century Foundation,
Sepember 8, 2022 https://tcf.org/content/report/states-must-prioritize-health-equity-asthey-expandcoveragethrough-public-options/
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PUBLICLY ADMINISTERRIBLIC OPTION MODELS

Thelegislature specificallglirected that the Office of Affordable Health Care study models for a public
option that is fullypublicly administeredThefollowing section describes three possible models for
administeringa plan, with a discussion of potential pros and cons. Each of these models nequide
further refinement and some elements could be adjusted based on program goals.

MAINECARE BUNX

A MaineCare Buin model wouldoperatea plan based on the benefit packaged provider rates
established in the MaineCare program. Such a plan could take one of two forms:

I. Expanded MaineCare eligibility. Undeaction 1902(a)(10)(A)(ii)(Xef)the Social Security Act,
state Medicaid programs may expand eligibitdyadults under age 65, up tanancome
threshold established by the stat.The plan would need to meet all federal requirements for
Medicaid programs, and the combined cost of premiums aneobytocket costs would be
limited to no more than 5% of household inconTéhe federal government wouloay for a
portion of program expenditurestthea G 6 SQa BRI 6f A A KSR

Il.  Aseparate progranestablished and operatedsing MaineCare infrastructur&@he state could
establish a separate plan based on the benefit, reimbursement, anesbasing structure of
MaineCare, and requirprovider participation in the plan as a condition of MaineCare
participation. This model would provide more flexibility to adjust the benefit structaharge
higher premiums and costharing for participants, and adjust reimbursement rates to
providers.Importantly, however, no federal matching fundsuld be availableand the
program would need to be fully supported Bycombination of general fund revenue and
premiums

An advantage obffering a MaineCaréased public option plan would be the relative administrative
simplicity of utilizingexisting MaineCare infrastructure for some aspects of plan operations. While
increased enrollment would likely require additional resources to scaleatipble expenseghere are
existing structureshat could be leveragetbr rate setting, claims processing, provider relaticesg
appeals Therewould also be new functions associated with the expansion of MaineCare to higher
income ranges, in particular the calculation and collection of premiums for coverage, given their very

limited use in the existing program.

A major challenge of the model would be financing, in light of the significant cost associated with
providing abroad set of benefits with very limited cesharing and low premiumd he state of New
Mexico has studied a model using the first option, expansion of Medicaid eligianitfpund that the

56 Medicaid and CHIP Payment and Access Commis#itedicaid Buyin: Program Options and Consideraticn8pril 2020.
https://www.macpac.gov/wpcontent/uploads/2020/04/MedicaieBuyIn-ProgramOptionsand-Considerations.pdf
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state share of funding would total several hundred million dolfdrslaine could likely expect higher
funding to be necessargivenil KS & G I G S Q ate dn@cdrSpildabe @ligible pepulaticd
Additionally, New Mexico hasxistingsources okignificantfunding that would be repurposetd cover
program costs, including a higisk pool and a premium tax on dillly-insured plans.

Depending on where the income limit for eligibility is set under a MaineCarénbplan, this option
would also be likely to significantly impact thelividual and group markets in Maine. If a significant
portion of individuals currently enrolled in Marketplace coverage werbgioome eligible for the
MaineCare planthey would no longer be eligible for federal APTC, thiede may no longer be
sufficient participation to sustain carrier participation in the health insuralMarketplace.Sincea
Medicaid epansion modelvould not exclude individuals with employsponsored insurance, it would
also be likely to cause some employers to cease offering health insutaeceployees. This would
shift some costs from employers and enrollees onto the state, although some revenue could be
recapturedthrough income and payroll taxes if reduced health insurance costs result in increased
wages.

Another important consideration in the plan is the rate of reimbursement to providers. MaineCare

rates (like Medicaid rates nationally) are generédlyer than other payersRelying on rates at, or close

to, MaineCare wouldbe certain to raise major concerns abonotpactson providersn the state,

particularly if the plan enrolled a significant proportion of individuals previously covered in commercial
plansb S aSEAO2Qa aiédzRé I RRNB&aasSa (kKiAa O2yOSNy oe
reimbursement rates across trentire Medicaid program, a particularly impactful proposal given the

adl G6SQa KA INedi&ig biréntlyeYoBtyihich Mngfeases the state cost to operate the

program.

PUBLICLADMINISTERECOMMERCIAPLAN

An alternative model to a Medicaid buy would be to offera public option modeled more closely on

the structure of existing commercial health plakkider thismodel, the plan would be designed to be
supported primarily by member premiums, although those premiums could be further subsidized using
state funds. In order to ensurthat members could benefit from federal APTC, the plan woeled to

meet federal requirements to be deemed a Qualified Health Plan (@idRiding offering all essential
health benefits, following limits on costharing and complying with metal tier AV requirement, and
participating in quality improvement initiatives.

57 Matthew Buettgens, Jason Levitis, Jessica Banthin, Urmi Ramchaamdichael Simpsond a S RdForward in New Mexico: Health Coverage,
Health Care Speling, and Government Costs, dusiz2023 (pdated September 2023

58 KFFgHealth Insurance Coverage ofetfiotal Population, 202Z, State Health Factgccessed January 202https://www.kff.org/other/state -
indicator/total-population/?dataView=1&currentTimeframe=0&selectedRows=%7B%22states%22:%7B%22new
mexico%22:%7B%7D,%22maine%22:%7B%7D%7D%7D&sortModel=%7B%22colld%22:%22Location%22,%22s0rt%22:%22asc%22%7D

59 Matthew Buettgens, Jason Levitis, Jessica Banthin, Urmi RamchaamdMichael Simpsond a S Rd\Forward in New Mexico: Health Coverage,
Health Care Spwling, and Government Costs, dusiz2023 (pdated September 2023
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Depending on program goals, a public option under this model can be designed to compete alongside
commercial insurers. A major advantage of this approach would be minimdgngption and

preserving choice for consumers. While choic@ NJ OK2 A OSQa al 1S Aa y2i yS¢
benefit, health care coverage is not always @iee fits allespecially when tradeoffs are necessary.

Some consumers may highly value the breadth of the network of their fbaxample while others

would gladly accept aarrower network in order tdhave a lower premium

In considering a markdbcused public option, policymakers should consider whether there are
specific populations who are not wederved by the current system, aspects of commercial

insurance that they believe are causing particular friction for a large number of consumers.
Washington, for example, there was a strong desire to provide coverage for undocumented residents
who were previously excluded from angverage, and téower outof-pocket costs for the lowest

income enrollees. In Colorado, tiséate focused orexerting greater pressure on commercial insurers

to lower premium increases over timwy creatingefficienciesandnegotiating lower payment rates to
providersif needed A public option does not need to replace commercial insurance in order to be
successfuif it is designed tdill a gap or better meet the needs of a subsete$idents, while existing
alongside private plans.

Depending on the goals and scope of the model, it would likely be the lemesstto operate since
premiums could be set based on actuarial analyses and beneficiaries. It would not be without cost
though. One challengefahe model would be developing the necessary infrastructure to operate a
new health plan within state governmentVhile state government has insurance purchasing
experience outside of MaineCages the sponsor of the State Employee Health Plan, that model utilizes
a contracted insurance corapy for administrative functions. To operate a public plan would require
building both staff and technology systems to manage enroliment, clginespium processing,
marketing, and other functionslhe program would also need to be sufficiently capitalized to ensure
that it couldcover claims from members in a variety of enrollment and utilization scenakibge

Maine state law requires new entnés to the major medical market to have a minimum of $2 million in
capital and surplus, the Superintendent ngliranceis also responsible for ensuring that the

O2YLJ yeQa A guffidienttd suppodithldligaianskThe amount of funding necessary to
meet this requirement would vary based on the projected enroliment of the plan, and other factors,
but would be significant particularly the envisioned public option model was likely to attract high
enroliment

BASIGHEALTH PROGRAM

The Basic Health Prograf@HP)was created in the ACA as an option for etathat wish to directly
cover individuals above 138% of FPL. Under the progitanfederal government wilprovide the state

60 Maine Department of Rafessional andiRancial RegulatigBureau of Insurang&ule Chapter 23Letificates of Authority for Insurance Companies
02031 C.MRCh. 23 § 4(D)(2)(2005).
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with 95% of the funds it would have otherwise expended on APTC for individuals with incomes up to
200% of FPL. The state can use those fundsféy a plan that is at least adffordable as the

GoSYOKYI NJ ¢ aAiAf gSNI LI |y ZFodes indSsRitesihivie Bletz8dto opekade a | N
aBHP: New York and Minnesota. Both states utilized the option to continue the operation of state
programs that predated the enactment of the ACAndbothdzi A f AT SR GKS adl 6SQa -
the basis for coverage under the BHNew York recently expandextcessda its BHPto include

individuals with incomes up to 250% FPL anbimitted a recentiyapprovedl1332waiverenabling the

state to receive federal paghrough to fund the expansiofi! Oregon is in the process of implementing

a BHP, witltoverage beginninduly 20252 Other states, including Kentuckyave been considering

the impactof establishing a BH&s well

An advantage of the BHP model is the opportunity to create a hybrid plarc#irdeverage Medicaid
operations and payment ratesyhile offeringflexibility to adjustbenefits andcostsharing. States that

have considered a BHP oftenLJLINR | OK (KS LX Fy +a | ¢gl& (42 ONXBI {
the individual commercial healtimsurancemarket. BHPs have also been attractive to states because

while it is by no means fully insulated from politics, the structure of the program offers a defined
pathwayto federal approval and pagkrough of funding.

There are also several challenges associated with the BHP model, however. First, enrollees under 200%
of FPL enrolled in the Marketplace currently benefit from €3isiring Reducti@({CSR)which lower
deductibles, cepays, ceinsurance, angnaximum outof-pocket costs for silver level plarnBhese CSRs

were originally fundedby the federal government through payments to insurdygt in 2017 that

practice was discontinued following a-neterpretation ofthe authorizing statuteln order to sustain

the program, insurance regulators in most staténcluding Maine, implemented strategy known as

GaAif gSNI £ 2F RAY3IZE AY ¢ KA OKthdishvér le@Rpieiniurdsiof echJNE JA RA Y
Marketplace plans. This strategy results in the federal government paymgher level of APTCs for
Marketplace enrollees, largely replacing the funding necessary to offer CSRs to qualifying Marketplace
enrollees.An additional benefit is that it increases the level of subsidization of all APTC eligible
consumers by increasy the benchmark premiumif a state implements a BHP, howeverRCS

enrollment (and therefore the required rate of silveyading) will dramatically decreasghatmaylead

to highernet premium costs for APTF€ligible consumers earning more than 200% of ¥RAn

additional consideration of the BHP option is thatdtnoves BHP enrollees from the individual risk

61 New YorkState Department of HealthgNew York Section 1332 Innovation Waiver Essential Plan Expanslayn 12, 2023.
https://info.nystateofhealth.ny.gov/sites/default/files/INY%201332%20Waiver%20Application_5.12.2023.pdf

62 Oregon Health Authoritypress releaseéOregon receives state approval for Basic Health Progr&mptember12,2023.
https://content.govdelivery.com/accounts/ORHA/bulletins/36ffef4

63 Sabrina Corlette, Jason Levitis, Erik Wengle, and Rachel SéiRlubBasic HealttProgram: Considerations for States and Lessons fdem York ad
Minnesta,€ April 2023.https://www.urban.org/sites/default/files/2023
04/The%?20Basic%20Health%20Program%20Considerations%2 0for%20State s%20and%20L e ssons%20from%20New%20York%20and%20Minnesota.pc
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pool. Depending on the risk profile of the population, that segmentation could impact the risk pool
positively or negativel§?

CONCLUSION

The development and implementation of a public option plan is a significant undertaking that involves
careful consideration of varyingnpacts and cosbenefit analysis. leonsidering a public option for
Maine, policymakers should focus ahree areas toclearlydefine the goals of the program and lay the

groundwork for a successful proposal.

First,it is essential tarticulate specifigriorities for a public option in terms of their policy impact.
This should include botthe desired outcome of the policy and the populations of focigrity of
purpose is essential to navigating the multitude of design decisions required to develop a public
option, and to making the case for the impact of the initiative.

Secondas discussed abova,successful puix option mustbe differentiated from options already
available to consumergienerally by providingalue in the form of lower premiumar better benefits
at a similar costThe efforts of other states have demonstratttt it is necessary toclude some
elements of statefunded consumer costelief or placeconstraints ormargins forsystemparticipants
including health insurance carriers and health care providers in order to defieaningful relief to
consumers.This means thatreation ofa public option programequires significant political will and
often faces opposition fronmdustry and other stakeholders.

Finally, public option models should be assessed alongside other potpaoliey initiatives that have
the potential to increase consumer affordabili#.variety of other policynterventionshave been
considered oimplemented in other states includirgfate-funded subsidy programs, integration of
affordability standards in insurance rate reviggvpmoting valuebasedbenefit designs and payment
models, andmplementation of a cost growth targéb. Depending on the outcome policymakers are
looking to achievegther policy interventions may be either more effective or more efficient than
creating a public option.

The Office of Affordable Health Camelcomesengagement wittpolicymakers on the considerations
outlined in this report, andtands ready t@ssist with the continued consideration of a public option

plan, pending further direction.

64 1bid.

65 AnnHwang, Amy M. Lischko, Tom Betlach, Michael H. BaBtgte Strategies for Slowing Health Care Cost Growth in the Commercial Market,
Commonwealth Fund Issue Brief, February 24 226@ps://www.commonwealthfund.org/publications/issubriefs/2022/feb/state-strategiesslowing
health-carecostgrowth-commerciaimarket
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APPENDIX

P.L. 2021 CH. 518
https://legislature.maine.gov/legis/bills/getPDF.asp?paper=HP1329&item=3&snum=130
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APPROVED CHAPTER
MARCH 29, 2022 518
BY GOVERNOR PUBLIC LAW

STATE OF MAINE

IN THE YEAR OF OUR LORD

TWO THOUSAND TWENTY-TWO

H.P.1329 - L.D. 1778

An Act To Improve Health Care Affordability and Increase Options for
Comprehensive Coverage for Individuals and Small Businesses in Maine

Be it enacted by the People of the State of Maine as follows:

Sec. 1. 5§ MRSA §3122, sub-§3, as enacted by PL 2021, c. 459, §3, is amended by
enacting a new first blocked paragraph to read:

Beginning in 2023, the office shall analyze barriers to affordable health care and coverage
and develop for consideration by the legislative oversight committee proposals on potential
methods to improve health care affordability and coverage for individuals and small
businesses in the State.

Sec. 2. S MRSA §3124, as enacted by PL 2021, c. 459, §3, is amended to read:
§3124. Annual public hearing

Beginning i [n 2022, the office shall convene an-annual a public hearing on cost trends
no later than October 1st. Beginning in 2023, the office shall convene an annual public
hearing no later than October 1st on cost trends and barriers to health care affordability.
The hearing must provide an opportunity for public comment on health care cost trends
and, beginning in 2023, on barriers to health care affordability. The executive director shall
preside over the hearing.

Sec. 3. Health care and coverage study. The Office of Affordable Health Care,
established under the Maine Revised Statutes, Title 5, section 3122, shall study the effects
of policies aimed at improving health care affordability and coverage, including effects on
the affordability of premiums and cost-sharing in the individual and small group health
insurance markets, and the effects of the policies on enrollment in comprehensive health
coverage. The office shall consider, but is not limited to considering:

1. Creating a public option health benefit plan;
2. Creating a Medicaid buy-in program;

3. Increasing enrollment in Medicaid and the federal Children's Health Insurance
Program, including by increasing income eligibility levels;

Page 1 - 130LR2451(03)



4. Providing state-level subsidies to populations that do not qualify for federal subsidies
through the Maine Health Insurance Marketplace, established under Title 22, section 5403;
and

5. Other policies as identified by the office and the Advisory Council on Affordable
Health Care, established in Title 5, section 12004-I, subsection 31-B.

The office shall provide a report of its findings to the joint standing committee of the
Legislature having jurisdiction over health coverage and insurance matters no later than
January 1, 2024.

Page 2 - 130LR2451(03)
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P.L. 203 CH. 87
https://www.maineleqgislature.org/legis/bills/getPDF.asp?paper=HP1186&item=3&snum=131
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LAW WITHOUT

GOVERNOR'S CHAPTER
SIGNATURE 87
JUNE 28, 2023 RESOLVES

STATE OF MAINE

IN THE YEAR OF OUR LORD

TWO THOUSAND TWENTY-THREE

H.P. 1186 - L.D. 1856

Resolve, to Study the Establishment of a Public Option Health Benefit Plan

Sec. 1. Office of Affordable Health Care study of health care and coverage.
Resolved: That, when conducting the study required by Public Law 2021, chapter 518,
the Office of Affordable Health Care shall prioritize consideration of the creation of a
public option health benefit plan that takes the form of either a buy-in to the MaineCare
program or a fully publicly administered plan that may be eligible for advanced premium
tax credits through the Maine Health Insurance Marketplace established under the Maine
Revised Statutes, Title 22, section 5403. The office shall also consider other models to
address the availability and affordability of health coverage in the State and ways that the
State may leverage available federal-state innovation waivers to improve affordability for
consumers. Notwithstanding Public Law 2021, chapter 518, the office shall submit a report
that prioritizes the consideration of a public option health benefit plan and other models as
described in this resolve to the Joint Standing Committee on Health Coverage, Insurance
and Financial Services no later than January 31, 2024. The committee may submit
legislation in response to the report to the Second Regular Session of the 13 1st Legislature.
The office shall submit a report fulfilling the remaining requirements in Public Law 2021,
chapter 518 no later than January 31, 2025.

Page 1 - 131LR2131(03)
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An Overview of Health Coverage and
Costs in Maine for 2025

Matthew Buettgens, Jessica Banthin, Mohammed Akel, and Michael Simpson
February 2024

Introduction

Health coverage in Maine has experienced major changes in the past few years as
Medicaid enrollment increased and the number of people without coverage shrank.
More change is expected in the coming year. In 2019, the state expanded Medicaid
eligibility to 138 percent of the federal poverty level (FPL). The following year saw the
COVID-19 pandemic, with substantial disruptions in employment and availability of
health care. In response, Congress passed the Families First Coronavirus Relief Act,
which imposed a continuous coverage requirement on Medicaid and the Children’s
Health Insurance Program (CHIP): enrollees could not be disenrolled unless they
requested it. This requirement was in effect through March 2023, leading to record-high
Medicaid enrollment and record-low uninsurance (Buettgens and Green 2022). Also,
during this time, Marketplace premium tax credits (PTCs) were enhanced, leading to
record-high Marketplace enrollment (Buettgens, Banthin, and Green, 2022). These
enhanced PTCs will be in effect through at least 2025, after which they will expire unless
Congress renews them.

Like all other states, Maine is now resuming normal Medicaid and CHIP eligibility determination,

often called the “unwinding.” Enrollment in Medicaid and CHIP is declining, affecting enrollment in the
Marketplaces, employer-sponsored health insurance, and the number of uninsured people.! The
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unwinding was intended to take about 14 months, but CMS recently announced that temporary waivers
to reduce disenrollment would be continued through at least the end of 2024.2

Health coverage in Maine after the unwinding will not look like any recent survey data, so we
prepared this summary of health care coverage and costs in 2025 when these transitions are expected
to have stabilized. We used a detailed simulation model that incorporates real-world data from Maine,
both before and after the COVID-19 pandemic. We show the distribution of all types of health coverage
by income and age and provide additional details on the uninsured. We then provide estimates of
average household health care spending by income.

Methods

We estimated health coverage and costs in Maine for 2025 after Medicaid enrollment has stabilized
following the unwinding (Buettgens and Green 2022) using the Urban Institute’s Health Insurance
Policy Simulation Model (HIPSM). HIPSM is a detailed microsimulation model of the health care system
designed to estimate the cost and coverage effects of proposed health care policy options (Buettgens
and Banthin 2020). The model simulates household and employer decisions and models the way
changes in one insurance market interact with changes in other markets. HIPSM can analyze various
new scenarios—from novel health insurance offerings and strategies for increasing affordability to
state-specific proposals—and can describe the effects of a policy option over several years. Results from
HIPSM simulations have been favorably compared with actual policy outcomes and other respected
microsimulation models (Glied, Arora, and Solis-Roman 2015).

For this work, we incorporated publicly available data on Medicaid and Marketplace enrollment in
Maine from two time periods: as of December 2023, and before the COVID-19 pandemic. Health
coverage in 2025 will differ from both, so we had to estimate the impact of the continuous coverage
requirement and its subsequent unwinding on all types of health coverage (Buettgens and Banthin
2022; Buettgens and Green 2022). Nongroup health care costs are based on 2024 Marketplace
premiums in Maine, inflated to 2025. Details of our methodology are available in Buettgens and Banthin
2020.

Results

Intable 1, we estimate the health coverage of the almost 1.03 million nonelderly Mainers in 2025, after
the completion of the Medicaid unwinding and associated transitions to other sources of coverage.
About 94.2 percent of nonelderly Mainers would have health coverage. The majority, 54.8 percent or
562,000 people, would be covered through an employer. We show only one type of coverage for each
person, so the small number of people who report both Medicaid/CHIP and employer coverage are
counted as Medicaid/CHIP.

2 AN OVERVIEW OF HEALTH COVERAGE AND COSTS IN MAINE FOR 2025
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TABLE 1
Health Insurance Coverage of the Nonelderly in Maine, 2025

People Percent of total

Insured 966,000 94.2%
Employer 562,000 54.8%
Private nongroup 81,000 7.9%
Marketplace with PTC 64,000 6.2%
Full-pay Marketplace 8,000 0.8%
Other nongroup 10,000 0.9%
Medicaid/CHIP 284,000 27.7%
Disabled 55,000 5.3%
Medicaid expansion 57,000 5.6%
Traditional nondisabled adult 59,000 5.8%
Nondisabled Medicaid/CHIP child 113,000 11.0%
Other public 38,000 3.8%
Uninsured 59,000 5.8%
Total 1,025,000 100.0%

Source: The Urban Institute Health Insurance Policy Simulation Model, 2023.
Notes: PTC = premium tax credit; CHIP = Children's Health Insurance Program.

We estimate just under 8 percent of nonelderly Mainers would have private nongroup coverage:

= 6.2 percent, or 64,000 people, get PTCs in the Marketplace
= 0.8 percent, or 8,000 people, are enrolled in Marketplace coverage without PTCs

= 0.9 percent, or 10,000 people, are enrolled in nongroup coverage outside the Marketplace
We estimate that 27.7 percent of nonelderly Mainers would be enrolled in Medicaid or CHIP:

= 11.0percent, or 113,000 children, would be enrolled in Medicaid or CHIP.
= 53percent, or 55,000 adults, would have coverage because of disability.

= 5.6 percent,or 57,000 adults, would be enrolled through the Affordable Care Act’s (ACA)
Medicaid expansion. This is larger than Medicaid expansion enrollment at the beginning of the
pandemic.® Expansion was still relatively new then, and enrollment most likely had not reached
its full level.

= 5.8percent, or 59,000 adults, would be other nondisabled adults enrolled in Medicaid through
non-ACA pathways, particularly parents.

The remaining 5.8 percent of nonelderly Mainers, or 52,000 people, would be uninsured. We will

take a closer look at the uninsured below.

Health Coverage by Income

Intable 2, we show how health coverage varies by income. The share of uninsured nonelderly Mainers
falls with rising income, ranging from 8.3 percent for those with family incomes below 138 percent of
FPLto 4.4 percent for those with incomes above 400 percent of FPL (figure 1).

AN OVERVIEW OF HEALTH COVERAGE AND COSTS IN MAINE FOR 2025 3
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TABLE 2
Health Insurance Coverage of the Nonelderly in Maine, by Income Group, 2025

People Percent of total
Below 138% of FPL
Insured 252,000 91.7%
Employer 28,000 10.0%
Private nongroup 1,000 0.3%
Marketplace with PTC L 0.1%
Full-pay Marketplace * 0.1%
Other nongroup * 0.1%
Medicaid/CHIP 214,000 77.8%
Other public 10,000 3.5%
Uninsured 23,000 8.3%
Total 275,000 100.0%
Between 138 and 200% of FPL
Insured 107,000 93.6%
Employer 38,000 33.3%
Private nongroup 21,000 18.4%
Marketplace with PTC 20,000 17.3%
Full-pay Marketplace 1,000 0.5%
Other nongroup 1,000 0.6%
Medicaid/CHIP 43,000 37.9%
Other public 5,000 4.0%
Uninsured 7,000 6.4%
Total 114,000 100.0%
Between 200 and 400% of FPL
Insured 265,000 95.2%
Employer 196,000 70.1%
Private nongroup 38,000 13.5%
Marketplace with PTC 34,000 12.4%
Full-pay Marketplace 1,000 0.5%
Other nongroup 2,000 0.6%
Medicaid/CHIP 21,000 7.6%
Other public 11,000 4.0%
Uninsured 13,000 4.8%
Total 279,000 100.0%
Above 400% of FPL
Insured 342,000 95.6%
Employer 300,000 84.0%
Private nongroup 22,000 6.2%
Marketplace with PTC 9,000 2.5%
Full-pay Marketplace 6,000 1.7%
Other nongroup 7,000 2.0%
Medicaid/CHIP 6,000 1.7%
Other public 13,000 3.7%
Uninsured 16,000 4.4%
Total 358,000 100.0%

Source: The Urban Institute Health Insurance Policy Simulation Model, 2023.
Notes: * = less than 500 people; FPL = federal poverty level; PTC = premium tax credit; CHIP = Children's Health Insurance
Program.
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FIGURE 1
Uninsurance Rate in Maine, by Income Group, 2025

10%

8.3%

5%

0%
Below 138% of FPL 138 to 200% of FPL 200 to 400% of FPL ~ Above 400% of FPL All

URBAN INSTITUTE

Source: The Urban Institute Health Insurance Policy Simulation Model, 2023.
Notes: FPL = federal poverty level.

Nearly 78 percent of nonelderly Mainers with incomes below 138 percent of FPL would be enrolled
in Medicaid, and only 10 percent would be enrolled in employer-sponsored insurance.* About 3.5
percent would have other public coverage, and a small fraction would be enrolled in nongroup coverage.
That leaves 8.3 percent of Mainers with incomes below 138 percent of FPL uninsured.

The next income group, those with incomes between 138 and 200 percent of FPL, would have
notably different health coverage. About 37.9 percent—generally children—would be covered by
Medicaid or CHIP. One-third would have coverage through an employer. About 18.4 percent would
have private nongroup coverage, with the large majority receiving PTCs. About 4.0 percent would have
other public coverage, leaving 6.4 percent uninsured.

The large majority (70.1 percent) of Mainers with incomes between 200 and 400 percent of FPL
would have health coverage through an employer. About 13.5 percent would have private nongroup
coverage, mainly with PTCs. About 7.6 percent would have Medicaid or CHIP, and 4.0 percent would
have other public coverage, leaving 4.8 percent of Mainers in this income group uninsured.

Employer-sponsored insurance covers an even larger share of Mainers with incomes above 400
percent of FPL (84 percent). Just over 6 percent would have nongroup coverage, with 2.5 percent
getting PTCs. About 5.4 percent would have public coverage,® leaving 4.4 percent uninsured.

AN OVERVIEW OF HEALTH COVERAGE AND COSTS IN MAINE FOR 2025 5
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Health Coverage by Age

Table 3 shows the distribution of health coverage for nonelderly Mainers by age group. Uninsured rates
vary considerably by age (figure 2). Children have the lowest uninsured rate, 3.3 percent, mainly
because of higher Medicaid/CHIP eligibility thresholds. Young adults aged 19 to 34 have a dramatically
higher uninsured rate of 9.2 percent. Older adults would have an uninsured rate of 5.5 to 5.6 percent.

FIGURE 2
Uninsurance Rate in Maine, by Age Group, 2025
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Source: The Urban Institute Health Insurance Policy Simulation Model, 2023.

Table 3 shows that there would be roughly equal shares of children enrolled in Medicaid/CHIP and
employer coverage, 45.3 and 46.7 percent, respectively. About 3 percent would be enrolled in nongroup
coverage, mostly with PTCs, and 1.6 percent have other public coverage.

Qver half of adults aged 19 to 34 would have employer-sponsored insurance (51.2 percent). About
31.3 percent would be enrolled in Medicaid, 6.1 percent in nongroup, and 2.3 percent in other public
coverage.

Among adults aged 35 to 54, 61.5 percent would be covered through an employer, just under 20
percent have Medicaid, just under 10 percent have private nongroup coverage, and 3.5 percent have
other public coverage. Adults aged 55 to 64 have a roughly similar pattern, with just under 60 percent
covered through anemployer, just under 13 percent with Medicaid, just over 14 percent with nongroup
coverage, and 9.4 percent with other public coverage.

6 AN OVERVIEW OF HEALTH COVERAGE AND COSTS IN MAINE FOR 2025
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TABLE 3
Health Insurance Coverage of the Nonelderly in Maine, by Age Group, 2025

People % of Total

Children (Age Oto 18)

Insured 259,000 96.7%
Employer 125,000 46.7%
Private nongroup 8,000 3.0%

Marketplace with PTC 5,000 2.0%
Full-pay Marketplace 1,000 0.4%
Other nongroup 2,000 0.6%
Medicaid/CHIP 121,000 45.3%
Other public 4,000 1.6%

Uninsured 9,000 3.3%

Total 268,000 100.0%

Age19to 34

Insured 208,000 90.8%
Employer 117,000 51.2%
Private nongroup 14,000 6.1%

Marketplace with PTC 12,000 5.1%
Full-pay Marketplace 1,000 0.5%
Other nongroup 1,000 0.5%
Medicaid/CHIP 72,000 31.3%
Other public 5,000 2.3%

Uninsured 21,000 9.2%

Total 229,000 100.0%

Age 35to 54

Insured 329,000 94.4%
Employer 215,000 61.5%
Private nongroup 34,000 9.7%

Marketplace with PTC 27,000 7.8%
Full-pay Marketplace 3,000 0.8%
Other nongroup 4,000 1.1%
Medicaid/CHIP 69,000 19.7%
Other public 12,000 3.5%

Uninsured 20,000 5.6%

Total 349,000 100.0%

Age55to 64

Insured 170,000 94.5%
Employer 105,000 58.3%
Private nongroup 26,000 14.2%

Marketplace with PTC 19,000 10.8%
Full-pay Marketplace 3,000 1.8%
Other nongroup 3,000 1.7%
Medicaid/CHIP 23,000 12.6%
Other public 17,000 9.4%
Uninsured 10,000 5.5%
Total 180,000 100.0%

Source: The Urban Institute Health Insurance Policy Simulation Model, 2023.
Notes: FPL = federal poverty level; PTC = premium tax credit; CHIP = Children's Health Insurance Program.
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Characteristics of the Uninsured

Intable 4, we show selected characteristics of uninsured Mainers, besides income and age, which we
have already seen. Uninsured rates fall dramatically with educational attainment (figure 3). More than
12 percent of adult Mainers with less than a high school education would be uninsured, compared with
4.8 percent of college graduates. Uninsured rates also vary geographically within the state (figure 4),
ranging from 4.8 to 5.0 percent in Androscoggin and Kennebec counties to 6.6 and 6.7 percent in
Northeast and Coastal Maine.

TABLE 4
Composition of the Nonelderly Uninsured in Maine, 2025

Percent of Uninsurance
Uninsured uninsured Population rate

Geography

Northeast Maine 5,000 8.1% 72,000 6.6%

Northwest Maine 6,000 10.7% 114,000 5.6%

Penobscot County 7,000 11.5% 121,000 5.6%

Kennebec County 5,000 7.9% 93,000 5.0%

Coastal Maine Region 8,000 13.7% 123,000 6.7%

Androscoggin County 4,000 6.9% 85,000 4.8%

Cumberland, Sagadahoc, and York

Counties 25,000 41.2% 416,000 5.9%
Total 59,000 100.0% 1,025,000 5.8%
Educational attainment (age 19 to 64)

Less than high school 2,000 4.6% 19,000 12.3%

High school 21,000 41.0% 234,000 8.9%

Some college 14,000 28.1% 226,000 6.3%

College graduate 13,000 26.3% 278,000 4.8%
Total 51,000 100.0% 758,000 6.7%
Family work status

No worker in family 13,000 21.5% 153,000 8.9%

Only part-time worker in family 5,000 9.1% 66,000 8.1%

One full-time worker in family 31,000 51.6% 490,000 6.2%

> One full-time worker in family 11,000 17.7% 316,000 3.3%
Total 59,000 100.0% 1,025,000 5.8%
Eligibility

Medicaid/CHIP 23,000 38.3% 352,000 6.5%

Marketplace PTCs 19,000 31.4% 175,000 10.6%

Ineligible 18,000 30.3% 498,000 3.6%
Total 59,000 100.0% 1,025,000 5.8%

Source: The Urban Institute Health Insurance Policy Simulation Model, 2023.
Notes: FPL = federal poverty level; PTC = premium tax credit; CHIP = Children's Health Insurance Program.
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FIGURE 3
Uninsurance Rate in Maine, by Educational Attainment, 2025
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Source: The Urban Institute Health Insurance Policy Simulation Model, 2023.
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FIGURE 4
Uninsurance Rate in Maine, by Geographical Area, 2025
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Source: The Urban Institute Health Insurance Policy Simulation Model, 2023.

The overwhelming majority of uninsured Mainers would be in working families; only 21.5 percent
would be in families without a worker (figure 5). Further, just under 70 percent of the uninsured would
be in families with at least one full-time worker. While most nonelderly Mainers get their health
coverage through an employer (table 1), employment does not provide access to coverage for many
workers.

10 AN OVERVIEW OF HEALTH COVERAGE AND COSTS IN MAINE FOR 2025

41



FIGURE 5
Percent of Uninsured People in Maine, by Family Work Status, 2025
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Source: The Urban Institute Health Insurance Policy Simulation Model, 2023.

We estimate that 70 percent of uninsured Mainers would be eligible for assistance in affording
health coverage but would not be enrolled (figure 6). About 38 percent would be eligible for Medicaid or
CHIP but not enrolled. Higher enrollment in Medicaid expansion could make a particularly large
difference in the uninsured. Medicaid expansion was still relatively new at the beginning of the COVID-
19 pandemic, and enrollment was below what we would expect based on take-up in other states. Since
then, the Medicaid continuous coverage requirement has led to notably larger Medicaid expansion
enrollment. There is considerable uncertainty about how enrollment will change during the unwinding
as the state resumes normal eligibility redetermination. We estimate that Medicaid expansion
enrollment will be higher in 2025 than in 2020. It could end up higher than we estimate.
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FIGURE &
Percent of Uninsured People in Maine, by Eligibility for Public Benefits, 2025
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Source: The Urban Institute Health Insurance Policy Simulation Model, 2023.
Notes: PTC = premium tax credit, CHIP = Children's Health Insurance Program.

We estimate that 32 percent of uninsured Mainers would be eligible for Marketplace PTCs but not
enrolled. The Medicaid unwinding will also affect Marketplace enrollment, so the eventual level may
differ from our estimate. Also, unlike Medicaid, Marketplace coverage requires nontrivial premiums and
cost sharing, which can be a barrier to enrollment. See the cost estimates in the next section.

The remaining 30 percent of uninsured Mainers would be ineligible for Medicaid and CHIP because
of high income or immigration status and are ineligible for PTCs because of offers of coverage deemed
affordable under the ACA or immigration status.

Household Health Care Spending of the Nonelderly

Intable 5, we estimate the average household health spending of Mainers with private health coverage.
Those with coverage through an employer would spend an average of $3,904 per person, $2,077 on
premiums, and $1,828 on other out-of-pocket (OOP) health spending. This excludes employer premium
contributions. Those covered through large firms would spend less on average than those covered
through small firms, $3,821 versus $4,612 per person.

12 AN OVERVIEW OF HEALTH COVERAGE AND COSTS IN MAINE FOR 2025

43



TABLE 5
Average Household Health Spending of the Nonelderly in Maine, by Private Coverage, 2025
Dollars per person within household

Total spending Premiums Qut-of-pocket
Employer-sponsored insurance
Small group 4,612 2,704 1,908
Large group 3,821 2,003 1,818
All 3,904 2,077 1,828
Nongroup Insurance
Marketplace with PTC, <200% of FPL 1,458 249 1,209
Marketplace with PTC, >200% of FPL 4,715 1,654 3,061
Full-pay nongroup 9,906 7,238 2,668
All 4,224 1,865 2,359

Source: The Urban Institute Health Insurance Policy Simulation Model, 2023.
Notes: FPL = federal poverty level; PTC = premium tax credit.

FIGURE 7
Household Health Spending of the Nonelderly in Maine, by Income Group, 2025

M Dollars per person within household B Percent of household income
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Source: The Urban Institute Health Insurance Policy Simulation Model, 2023.
Notes: FPL = federal poverty level. Spending includes premiums paid by households, adjusted for taxes, and other out-of-pocket
health spending.
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