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State of Maine 

Executive Summary and 

Application for Waiver under Section 1332 

of the Patient Protection and Affordable Care Act 

I. Executive Summary 

 

A. Request.  The State of Maine, through its Bureau of Insurance, Department of 

Professional and Financial Regulation (“State”) submits this Section 1332 State Innovation 

Waiver request to the United States Department of the Treasury and to the Centers for Medicare 

and Medicaid Services (“CMS”), a division of the United States Department of Health and 

Human Services (“HHS”).  This request seeks waiver of Section 1312(c)(1) under Section 1332 

of the Patient Protection and Affordable Care Act (“ACA”) for a period of five years beginning 

in the 2019 plan year to permit the reinstatement of Maine Guaranteed Access Reinsurance 

Association (“MGARA”), the State’s existing reinsurance program (described in the following 

section).  This waiver will not affect any other provision of the ACA, but will result in lowering 

premiums and reducing federal payment of premium tax credits (“PTC”) 

B. Background.  Prior to the implementation of the ACA, Maine was a leader in state-level 

innovation designed to reduce Mainers’ healthcare costs and increase their access to affordable 

health coverage.  The State’s flagship innovation was MGARA, a legislatively established private 

nonprofit organization operating a reinsurance program for the higher-risk segment of the State’s 

individual health insurance market.  In 2013, MGARA’s presence limited what otherwise would 

have been a 22 percent rate increase to only a 2 percent increase. That highly successful program 

was placed in suspension with the advent of the ACA, to avoid the imposition of redundant costs 

on the Maine market through parallel federal and state reinsurance programs.  The State now 

seeks a State Innovation Waiver under Section 1332 of the ACA (a “1332 Waiver”) to permit the 

reinstatement of this program and to build upon the State’s past health reform successes. 

Under the proposed 1332 Waiver, Maine would restart the MGARA reinsurance program (the 

“State Program”) and receive federal pass-through funding in the amount of the savings that 

would be generated from the resulting reduction in PTC subsidies.  The proposed 1332 Waiver 

would be effective January 1, 2019 for an initial period of five years, with an option to renew for 

an additional five years. 

 

C. Basis for Request and Goal of Reinsurance Program.  During the past few years, 

Maine’s individual health insurance market has undergone significant change.  Community 

Health Options (“CHO”), the State’s Consumer Operated and Oriented Plan (CO-OP), 

has emerged as the State’s largest carrier serving the individual market.  Anthem, 

formerly the State’s largest carrier serving the individual market, announced on 

September 27, 2017, that it would not be writing ACA plans in Maine for 2018.  Premiums 

have increased significantly throughout the market, and we have seen the implementation 

of narrower provider networks by health carriers.  

 
The restart of the State Program through the 1332 Waiver will bring increased certainty and 

stability to Maine’s individual health insurance market through a positive effect on premium 
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levels.  By reinsuring high-cost claims, the State Program will spread risk across the broader 

Maine health insurance market, thereby lowering premiums.  The program also spreads the 

most volatile component of the risk within the individual market, thereby providing stability.  

The program is also expected to encourage participation (or continued participation) by 

insurers in that market. 

 
D. Impact of the State Program.  Title 24-A M.R.S. §3953(1)(C) authorizes the 

Superintendent of Insurance (“Superintendent”) to develop a proposal for a 1332 Waiver to 

facilitate resumption of the State Program, and, upon approval by the Governor, to apply for 

the waiver and implement it upon federal approval.  The Legislation conditions resumption 

of the State Program on the granting of a 1332 Waiver.  Total funding for the State Program 

for 2019 is estimated to be approximately $93 million (see funding model described in 

Section III below).  The State estimates that the State Program will result in a net premium 

decrease of nine percent (9%) in 2019.  Through this waiver request, Maine seeks federal 

pass-through funds – provided from the proceeds of net premium tax credit savings, estimated 

to be in excess of $33 million per year through 2027 – to partially recoup expenditures made 

from assessments collected under state law.   

 

E. Compliance with Section 1332.  Granting the 1332 Waiver will not impact the 

comprehensiveness of coverage in the Maine insurance markets.  As noted above, the waiver 

will reduce premiums and increase affordability.  As a result, the State estimates enrollment 

in the individual market will increase by approximately 1.1 percent in 2019, 0.9 percent in 

2020, and 0.3-0.8 percent in the eight years remaining in the ten-year budget cycle over what 

enrollment would be without MGARA1 (see Exhibit A, Figure 1).  Due to the resulting 

reduction in individual health insurance premiums, including premiums for the second-

lowest-cost silver plan, the federal government will see a net reduction in spending of more 

than $33 million for each year the five-year waiver and the State Program are in place. 

 

II.  Assurances of Compliance with Section 1332 Guardrails  

The State anticipates that its proposal will meet the parameters set forth in Section 1332 of the 

ACA and provides the following assurances: 

A. Comprehensive Coverage – 1332(b)(1)(A).  The proposed waiver makes no alterations 

to the required scope of benefits offered in the insurance market in Maine and will not result in a 

decrease in the number of individuals with coverage that meets the ACA’s Essential Health 

Benefits requirements. 

B. Affordability – 1332(b)(1)(B).  The proposed waiver will not decrease existing coverage 

or cost-sharing protections against excessive out-of-pocket spending.  The waiver will not result 

in any decrease in affordability for individuals; on the contrary, the purpose of the waiver is to 

revive the State Program’s favorable effect on insurance rates in Maine’s individual market. 

                                                 
1 Exhibit A, pp. 11-17. 
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C. Scope of Coverage – 1332(b)(1)(C).  The proposed waiver will facilitate the provision of 

coverage to at least a comparable number of Maine residents as would be provided absent the 

waiver.  The total estimated non-group enrollment increase resulting from the waiver is 1.1% in 

2019 and ranges from 0.3% to 0.9% each year through 2028.  Percentage enrollment increases 

are greatest for those persons not eligible for premium tax credits. 

D. Federal Deficit Neutrality – 1332(b)(1)(D).  The proposed waiver will not result in 

increased spending, administrative, or other expenses to the federal government.  It requests pass-

through payments that mirror the State Program’s reduction in federal PTC subsidies for which 

the federal government would otherwise be responsible, net of reductions in premium-based 

Exchange user fees. 

E. Pass-Through Funding.  Under the proposed waiver, the federal government would pass 

through to the State, as contemplated by Section 1332(a)(3) of the ACA, its cost savings resulting 

from the State Program’s positive effect on premium rates and corresponding reduction in the 

amount of PTC that would otherwise be claimed by many individual market participants in Maine 

in a given calendar year. 

F. Effect on Federal Operational Considerations.  The proposed waiver requests no changes 

to Maine’s federally-facilitated exchange (the “Exchange”) or treatment by the Internal Revenue 

Service.  

G. Public Notice.  The proposed waiver has been publicly posted, public information and 

comment hearings were held, and public comments were solicited in compliance with 31 CFR 

33.112 and 45 CFR 155.1312.  Postings on-line met national standards to assure access to 

individuals with disabilities. 

III.  Background and Description of Maine’s Health Insurance Market 

 

A.  Background: Maine’s Individual Market Reinsurance Program.  MGARA is a key 

component of the reforms originally instituted in May 2011, when the Maine State Legislature 

passed 2011 Public Law Chapter 90, “An Act To Modify Rating Practices for Individual and 

Small Group Health Plans and to Encourage Value-based Purchasing of Health Care Services” 

(“PL90”).  During its period of active operation (prior to suspension of operations due to the 

transitional reinsurance provided under the ACA), MGARA reduced insurance costs in Maine’s 

individual health insurance market by providing reinsurance for a significant portion of the 

coverage provided through individual health insurance policies.  If the 1332 Waiver request is 

granted, MGARA’s re-activation is intended to again reduce insurance costs in Maine’s 

individual health insurance market through operation of its reinsurance program.   

 

Over MGARA’s period of active operation (2012 and 2013), MGARA paid approximately $66 

million in claims and generated a positive fund balance of approximately $5 million.  Based on 

rate filings submitted by insurance carriers operating in Maine’s individual market, the State 

Program generated an approximate 20% reduction in requested rates.  By way of example, 

Anthem Health Plans of Maine, Inc.’s (“Anthem”) 2013 rate filing sought a rate increase of 1.7%.  

Anthem projected that without the State Program, its 2013 rate increase would have been 21.6%. 
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Despite this success, the State Program was rendered redundant during the pendency of the 

federal transitional reinsurance program (the “Federal Program”) established by HHS under the 

ACA.  Both programs offered reinsurance for the individual health insurance market in Maine, 

subsidized by broad-based assessments on the entire health benefit market.  Although there were 

differences between the structures of the two programs, the Federal Program served essentially 

the same functions as MGARA and there was substantial overlap in the benefits that would have 

been paid to ceding insurers.  Accordingly, MGARA suspended all but limited administrative 

operations effective January 1, 2014, to avoid imposing redundant costs on the Maine market 

through parallel federal and state individual market reinsurance programs.   

 

The Federal Program ended as scheduled on December 31, 2016.  Cognizant of the success of 

its pre-ACA health reform efforts and the unfavorable rate effects associated with the absence of 

any individual market reinsurance program in the State, Maine seeks to reinstate the State 

Program.  By this Application, Maine seeks a 1332 Waiver pursuant to the provisions of Section 

1332 of the Act, as discussed below.   

 

PL90 established a four-part funding mechanism to spread the costs associated with the MGARA 

reinsurance program across the individual, group, and self-insurance markets.  Under the 

proposed waiver, pass-through funds received by the State would be contributed to MGARA as a 

fifth revenue source, further enhancing its ability to make insurance more affordable for Maine 

residents and increase market stability for insurers.  The funding sources are described in the 

following table. 

 

Table 1 

 

Funding Mechanism Description 

 

Organizational Assessment One-time nominal $500 fee for each insurer 

licensed in 2012 for medical insurance, 

whether or not active in that market (not 

applicable prospectively) 

Base Market Assessment Assessment to health insurers and third-party 

administrators based on the number of insured 

lives covered by each in the Individual, Small 

Group, Large Group, and Self-insured 

Markets (excluding State and Federal 

employees), at a rate of up to $4 per covered 

person per month (“PMPM”) 

Reinsurance Premium Insurers ceding covered persons to MGARA 

pay a ceding premium, currently set at 90% of 

the premium received from the enrollee 

Deficit Assessment Optional Assessments to cover any Net 

Losses — up to a maximum of $2 PMPM 
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assessed to health insurers based on the 

number of insured lives covered by each  

Pass-Through Funding Under the proposed waiver, all pass-through 

funds will be contributed to MGARA to 

enhance its capabilities.   

 

The definition of “insurer” includes any insurance company, nonprofit hospital and medical 

service organization, fraternal benefit society, health maintenance organization, non-ERISA self-

insured employer, third-party administrator, multiple employer welfare arrangement, health 

reinsurer, health insurance captive, and any other State-sponsored health benefit program, whether 

fully insured or self-funded.  

 

The MGARA Board of Directors retained Milliman, Inc. (“Milliman”) to perform the economic 

and actuarial modeling contained in this Application.  Milliman’s Report to the Board is Exhibit 

A to this Application.  

 

The current MGARA Plan of Operation is attached hereto as Exhibit B.  A revised Plan of 

Operation will be finalized by the Board following approval of the 1332 Waiver.  The revised 

Plan will incorporate updated payment parameters and coverage ceding processes as 

described below, and will be consistent with the existing Plan of Operation in most other 

material respects. 

 

The State Program provides reinsurance for policies covering high-risk individuals, as 

identified by medical diagnosis or by the insurance carrier’s underwriting judgment.  When 

the carrier cedes a policy to MGARA, it operates like a traditional reinsurance program: the 

ceding carrier pays MGARA a premium, and in return, MGARA pays a portion of the carrier’s 

claims if they exceed the specified attachment point.  When reactivated in 2019, MGARA will 

collect a reinsurance premium for each ceded policy that is equal to 90% of the underlying 

insurance premium, and reimburse the ceding carrier for eligible claims incurred during the year 

under the policy, at the following levels: 

 

• 90 percent of claims paid between $47,000 and $77,000; and 

 

• 100 percent of claims paid in excess of $77,000, net of amounts recoverable from 

a federal high cost risk pool (60% of claims over $1 million in 2019).   

 

The Board determines the reinsurance premium, the attachment points, and the list of medical 

conditions for which ceding is mandatory.2  The ceding carrier has the responsibility, under 

both the statute and the Plan of Operation, to manage reinsured claims in the same manner as it 

manages claims that are paid from the carrier’s own funds. 

 

                                                 
2 24-A Me. Rev. Stat. §§ 3958 & 3959(2).  MGARA’s enabling legislation specifies the attachment points to be used 

in 2012, but grants the Board the power to adjust the attachment points annually to reflect increases in costs and 

utilization. 
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Eligible claims are only those amounts that are actually paid by a ceding carrier for benefits 

provided to the individual.  Eligible claims do not include such things as administrative expenses, 

attorneys’ fees, or non-medical benefits.  The ceding carrier’s maximum exposure for any 

reinsured individual in a single calendar year is $50,000 (100% of the first $47,000 plus 10% of 

the next $30,000). 

 

MGARA has unlimited exposure to $1 million per calendar year for all eligible claims on ceded 

policies in excess of the exposure retained by the ceding carrier.  In its 2018 Notice of Benefit 

and Payment Parameters, CMS made changes to the ACA risk adjustment program to include a 

high-cost risk pooling mechanism, under which carriers are reimbursed 60% of claim costs above 

$1,000,000 for members whose claims exceed that threshold. The current claim threshold of 

$1,000,000, set for the 2019 benefit year via recently finalized regulations, is subject to adjustment 

through rulemaking.  Although the MGARA Board of Directors has not yet formally adopted a 

change in response to this development, based on conversations with MGARA’s General Counsel, 

the Bureau of Insurance anticipates the MGARA program will coordinate with the federal risk 

adjustment program; for example, with respect to claims that exceed the federal pooling threshold 

(currently $1,000,000), the federal risk adjustment program could pay 60% and the MGARA 

program could pay 40%.  

 

Under the MGARA program, there are currently eight designated medical conditions which 

require ceding of coverage.  A list of the eight conditions is attached as Exhibit C.  Carriers may 

voluntarily cede other coverage to MGARA.  The 90% ceding premium was actuarially 

determined to be sufficient to support anticipated levels of mandatory and voluntary ceding.  

Together with the ceding carrier’s retained risk, it has operated as a sufficient deterrent to 

excessive voluntary ceding. 

 

During MGARA’s operations in 2012–13, it had reinsured 90% of claims paid on ceded policies 

from $7,500 to $32,500 and 100% of claims in excess of $32,500.  When setting the revised 

payment parameters for 2019, Milliman and the Board considered the significant differences in 

the Maine insurance market between 2013 and present, including lower deductibles, mandatory 

prescription drug benefits, increases in medical trend, changes in benefit design, and a significantly 

larger individual market.  They modeled potential adjustments in attachment points, ceding 

premiums, and mandatory ceding conditions to determine the optimal way to provide premium 

relief and market stability while assuring the solvency of the program.  Other factors, in particular 

the maximum assessment of $4 per member per month, are fixed by MGARA’s enabling 

legislation.  Based on the Milliman modeling and Board’s consideration of alternatives, it was 

determined that the original eight ceding conditions remained optimal, that increasing ceding 

premiums above 90% was not necessary, and that the proposed increases in the attachment points 

will be sufficient to address MGARA’s financial needs. 

 

During MGARA’s 2012-13 operations, carriers were able to evaluate coverage eligible or 

suitable for ceding to MGARA on the basis of a health statement collected at the time of 

application for insurance.  Because the large majority of Maine’s individual insurance market is 

now enrolled through the federally-facilitated Exchange (also known as “the Marketplace”) and 

no health information is collected there, MGARA’s reliance on health statements is no longer 

feasible. MGARA will be replacing reliance on the health statement with mandatory ceding 
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based on carriers identifying policies with ICD 10 codes associated with the mandatory ceding 

conditions.  Mandatory ceding will be able to occur at any point in the year with reinsurance 

retroactive to the beginning of the policy year with respect to both coverage and premium.  

Discretionary ceding will remain subject to procedures set forth in MGARA’s Plan of Operation.  

Discretionary ceding will be allowed only during the first 60 days following the effective date of 

the underlying primary coverage, thereby minimizing the opportunity for carriers to cede mid-

term policies on which adverse claims experience has developed. 

 

The changes in ceding procedures described above will require changes in MGARA’s Plan of 

Operation prior to its January 1, 2019 reactivation.  Proposed changes in the Plan of Operation 

must be filed with and approved by the Superintendent of Insurance.   
 

 

B. Characteristics of Maine’s Health Insurance Market.   

 

Maine’s individual market has grown significantly in the last several years, from 

approximately 28,500 individuals in 2013 to over 85,000 in 2017 and 78,000 as of February, 

2018.  Approximately 90% of the individual market is insured through the Exchange.  A very 

high percentage of the individual market (estimated at 78%) qualifies for federal Premium Tax 

Credit (PTC) subsidy, with 51% of the individual market at less than 250% of the federal 

poverty level (FPL) and 27% between 250% FPL and 400% FPL.  Approximately 73% of the 

Exchange individual market is enrolled in Silver Plans.  Maine’s individual coverage rates 

were increased by approximately 23% in 2017 (the first year following the cessation of the 

Federal Program), and again by approximately 32% in 2018.  This reflects, among other 

things, the continued absence of an individual market reinsurance program in Maine following 

the cessation of the Federal Program.  Granting of the 1332 Waiver is required in order to re-

start the State Program.3 

 

Maine’s small employer health insurance market has declined over the years from approximately 

94,000 insured lives in 2013 just before implementation of the Affordable Care Act to 

approximately 60,000 in 2018.  This is partly due to self-employed individuals becoming 

ineligible for small group coverage, but most of the market attrition is due to other structural 

factors, including large premium increases in the small group market, the availability of 

subsidized alternatives in the individual market, and changes in the age rating methodology.  

Both small and large employers expressed concern during the public comment period about the 

cost of reinstituting MGARA’s $4 per member per month assessment.  However, Milliman’s 

modeling estimates this cost to be less than 1% of the total cost of employer-sponsored insurance 

in Maine.4 

 

Maine has been active in seeking to control health care costs.  The Maine Health Data 

Organization maintains “Compare Maine” (www.comparemaine.org), a website which 

provides the public with comparative health care cost and quality information for a wide 

variety of medical procedures.  Recent legislation addressing costs includes 2017 Public Law 

                                                 
3 24-A Me. Rev. Stat. § 3953(1)(A)(1). 
4 Exhibit A, p. 19 
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Ch. 232, “An Act To Encourage Maine Consumers to Comparison-shop for Certain Health 

Care Procedures and to Lower Health Care Costs,”5 which when fully implemented in 2019 

will encourage group insurance enrollees to use lower-cost health care providers by requiring 

carriers to return a portion of the savings to consumers when the actual cost of the service is 

less than the average cost.  Another recent law, 2015 Public Law Ch. 488, “An Act To Prevent 

Opiate Abuse by Strengthening the Controlled Substances Monitoring Program,”6 enacted 

stringent limitations on the ability of health care practitioners to write opioid prescriptions.  

Although this law was enacted as an opioid abuse measure rather than a cost control measure, 

a January 2018 Maine Bureau of Insurance study of initial results found that insurance carriers 

spent $2.4 million (46.7%) less on opioid and opioid derivative claims in the first half of 2017 

than in the first half of 2016.  Health plan members spent nearly $580,000 (36.9%) less in out-

of-pocket costs during the same time periods.  A copy of the study is attached as Exhibit D. 

 

IV.  Description of Proposed 1332 Waiver 

 

As described above, during its period of operation, the State Program brought a rapid and 

dramatic improvement in individual market premiums in the State.  A 1332 Waiver will permit 

the resumption of the State Program and apply its ameliorative effect to the high rates that 

have characterized the ACA market.  

 

A. Overview.  As contemplated by Section 1332, the State proposes to apply the federal 

funding that would have been paid to Maine Exchange participants absent the State Program, 

as pass-through payments under Section 1332(a)(3) of the ACA (“Pass-Through Payments”).  

This funding would be combined with MGARA’s existing funding mechanism to support and 

enhance the State Program’s continued ameliorative impacts on Maine’s individual market 

insurance rates.  Without a reinsurance program, individual health insurance premiums will 

continue to rise at an unsustainable rate.  Consequently, more Mainers will choose or be forced 

to go without health insurance, further driving up rates due to adverse selection and provider cost 

shifting.  By re-implementing the State Program, Maine will reduce the potential for further 

market disruption, lower the cost of individual premiums, and decrease federal government PTC 

obligations. 

 
Exhibit A, Figure I-5D(ii) shows that, after factoring in the 1332 Waiver and the re-

implementation of the State Program, average 2019 federal PTC payments are estimated to be 

$500 per member per month.  Exhibit A, Figure I-5D(iii) also shows that without the 1332 

Waiver and the State Program, 2019 federal PTC payments will be an estimated $65 per member 

per month higher.   
 

In order to reestablish the State Program, Maine seeks federal pass-through funds in the amount 

the federal government would have otherwise paid in PTC absent consideration of the 

reinsurance payments in the premiums paid by insureds in the individual market.  By mitigating 

high-cost individual health insurance claims, the State Program will help to stabilize Maine’s 

                                                 
5 2017 Public Law of Maine Chapter 232. 
6 2015 Public Law of Maine Chapter 488 (enacted in 2016). 
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individual market and make premiums more affordable.  With the 1332 Waiver in place and 

State Program in operation, Maine anticipates that individual premiums, including premiums 

for the second-lowest-cost silver plan, will be lower, net of the premium assessment, by 9% in 

2019, 9.4% in 2020, and in the 8–9% range for 2021 through 2028 than they would have been 

without the 1332 Waiver and re-implementation of the State Program. 

 

The following snapshot illustrates the projected benefits of resumption of the State Program 

under the proposed 1332 Waiver:  

 

Table 2 

 

Source Baseline Waiver/State Program 

2019 Premium $683 PMPM $618 PMPM 

2019 Enrollment 61,000 62,100 

 

B. Need for the Waiver 

 

The proposed 1332 Waiver would resolve an unintended consequence of the interface between 

the ACA and the State Program.   The State Program, by reducing premiums in the individual 

market, will decrease the PTC amount that Maine’s Exchange participants have the right to 

receive.  Section 1332 of the ACA was enacted to recognize the federal government’s 

continuing obligation to provide equivalent funding in such situations.  The reduced PTC 

amount represents a measurable loss of federal support to Maine’s insurance market, 

compared to the amount that would otherwise be received by Exchange participants in Maine 

in a given calendar year absent the State Program.   

 

C. Impact if Waiver is Not Granted 

 

Absent a Section 1332 Waiver, even if the law had permitted the resumption of the State 

Program, it would almost certainly remain in suspension.  This is because, if operated without 

a 1332 Waiver, the State Program would impose costs on the Maine insurance market without 

the materialization of a corresponding market benefit, as outlined above.  Maine has already 

experienced average annual individual market rate increases of 23% in 2017 and 32% in 2018 

since the suspension of MGARA and the cessation of the federal transitional reinsurance.  

These increases are expected to continue and, indeed, intensify.  If a 1332 Waiver is granted 

and the State Program resumes, it is anticipated that approximately 300 to 1,100 additional 

individuals will have access to affordable coverage due to the lower cost of health insurance 

through MGARA’s ameliorative effect on rates.    

 

D. Legislation 

 

2017 Public Law Chapter 124, “An Act To Amend the Maine Guaranteed Access Reinsurance 

Act,” authorizes the State Superintendent of Insurance to develop a proposal for a 1332 Waiver 

to facilitate resumption of the State Program, to apply for the proposed waiver upon approval 

by the Governor, and to implement the waiver if it receives federal approval.  Consistent with 
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the rationale articulated above, the Legislation conditions resumption of the State Program on 

the granting of a 1332 Waiver.  A copy of the Legislation is attached as Exhibit E hereto. 

 

E. Pass-Through Funding and Tax Credit Proposal; Section Impacted by Waiver 

 

Consistent with Section 1332(a)(3) of the ACA, the State requests that the aggregate amount 

of credits and reductions that would have been paid on behalf of Maine Exchange participants 

absent the resumption of the State Program, be paid to the State for the purposes of 

implementing the State Program under the 1332 Waiver.  Table II-1 of the actuarial analysis 

(Exhibit A) projects a net reduction in federal expenditures of approximately $33 million in 

2019 under a resumption of the State Program, and accordingly this amount is requested in 

the form of federal Pass-Through Payments.  These funds will be leveraged by the State 

Program to further augment its beneficial effects on Maine’s individual health insurance rates.  

The implementation of the State Program directly affects the cost of the baseline plan as 

defined in Section 36B(b)(3)(B) of the Internal Revenue Code, and it alters the rating 

calculations mandated under the regulations implementing Section 1312(c)(1) of the ACA, 

which requires “all enrollees in all health plans … offered by [an] issuer in the individual 

market … to be members of a single risk pool.”  In order to allow the benefits of MGARA to 

be fully realized through the rate-setting process, Maine seeks a waiver of Section 1312(c)(1) 

to the extent that it would otherwise require excluding expected reinsurance payments, ceding 

premiums, or assessments when establishing the marketwide index rate.  Consideration of 

these payments will lower the marketwide index rate.  A lower index rate will lower premiums 

for Maine’s second lowest-cost silver plan, which will reduce the overall PTC that the federal 

government is obligated to pay to subsidy-eligible consumers. 

 

F. Effect on ACA Sections that are Not Proposed to be Waived 

 

No other section of the ACA would be affected by the proposed 1332 Waiver. 

 

V.  Actuarial Analyses and Certifications  
 

A. Coverage Comparability 

 

Actuarial analysis modeling included in this Application estimates that MGARA will result in 

a lower number of uninsured Mainers each year than in the baseline scenario in which 

MGARA is not reactivated.  The analysis estimates that MGARA will not have any material 

impacts on the number of Mainers covered under employer-sponsored plans, traditional 

Medicaid, Medicare, or other public programs.  For the duration of the projection period, the 

analysis estimates approximately 300 to 1,100 additional annual enrollees in the non-group 

market relative to the non-MGARA scenario.  

 

B. Affordability of Coverage 

 

MGARA is not estimated to impact premium rates materially for employer-sponsored 

insurance.  A state-based assessment of $4 per member per month on commercial insurers and 
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group health plans administered by third party administrators will be reimplemented as partial 

funding for MGARA.  The modeling estimates this assessment will be less than 1% of an 

average employer’s premium rate.  There will be no impact on public programs such as 

Medicare and Medicaid.  For the non-group market, there is an estimated 9% aggregate 

premium reduction relative to what rates would be without the waiver.  Similar premium 

reductions are projected for each year through 2028.  Net impact on any individual insured 

will vary greatly depending on his or her household income and interaction with the ACA’s 

premium assistance program.   

 

C. Scope and Comprehensiveness of Coverage 

 

Because MGARA makes no change to insurer benefit requirements for plans offered in 

Maine’s health insurance markets, MGARA meets the comprehensiveness requirements 

required for a Section 1332 waiver.  

 

VI.  Implementation Plan and Timeline 

 

The State Program will be re-implemented by MGARA under the supervision of the 

Superintendent and the Maine Bureau of Insurance (“MBOI”) in accordance with an amended 

Plan of Operation to be filed with the Superintendent for approval at the time the waiver is 

granted.7 

 

06/02/17: Legislation enacted.  

4/2/18: The public comment period begins. 

4/13/18: Second public comment hearing is held.  

5/2/18: The public comment period ends. 

5/4/18 Tribal consultation period ends 

5/9/18: The 1332 waiver application is submitted to the federal government. 

6/24/18: The federal government determines that the waiver application is complete. 

8/1/18: CMS approves 1332 Waiver for State Program. 

8/5/18: Amended MGARA Plan of Operation approved by Superintendent of Insurance. 

8/22/18 Deadline for final determination of 2019 rates. 

9/1/18: MGARA assessment notice to insurers for 2019 operations, to be paid quarterly. 

12/31/18: Insurers pay first quarterly assessment to fund the State Program. 

1/1/19: MGARA commences operation, including reporting to CMS or other federal 

agency or authority. 

4/1/19: The federal government funds the pass-through payments to the State Program 

for 2019. 

 

                                                 
7 MGARA’s current Plan of Operation is attached as Exhibit B.  Proposed amendments to the Plan are described in 

this Application. 
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VII.  Additional Information 

 

A. Administrative Burden.  The 1332 Waiver will cause minimal administrative burden and 

expense for Maine and for the federal government.  The waiver will cause no additional 

administrative burden to employers and individual consumers because the State Program does 

not relate to the administrative functions or requirements typically undertaken by employers or 

individuals.  Individual health insurers will see no additional administrative burden associated 

directly with the 1332 Waiver. Individual health insurers will experience additional 

administrative burden and associated expense as a result of the operation of the State Program 

resulting from ceding of policies and submission of reinsurance claims; however, the 1332 

Waiver itself will not result in any additional administrative burden or cost, and the monetary 

benefit from the State Program’s reinsurance will far exceed any resulting administrative 

expense. 

 

MGARA and the MBOI, collectively, have the resources and staff necessary to absorb the 

following administrative tasks that the 1332 Waiver will require the state to perform: 

 

• Administer the State Program 

• Collect and apply federal pass-through funds 

• Monitor compliance with federal law 

• Collect and analyze data related to the 1332 Waiver 

• Perform reviews of the implementation of the 1332 Waiver 

• Submit annual reports (and quarterly reports, if ultimately required) to the 

federal government 
 

The 1332 Waiver will require the federal government to perform the following administrative 

tasks: 

 

• Review documented complaints, if any, related to the 1332 Waiver. 

• Review state reports. 

• Periodically evaluate the state’s 1332 Waiver program. 

• Calculate and facilitate the transfer of pass-through funds to the State. 

  

Maine believes that the above administrative tasks are similar to other administrative functions 

currently performed by the federal government, so that their effect should be insignificant.  The 

1332 Waiver does not necessitate any changes to the Federally-Facilitated Marketplace and will 

not affect how PTC or cost-sharing reduction payments are calculated or paid. 

 
B.  Impact on Residents Who Need to Obtain Health Care Services Out-of-State.  The vast majority 

of Maine residents receive healthcare services from Maine-based providers.  Maine does share a 

border with New Hampshire, and is not far from Boston, which is a center for advanced health care 

facilities; however, insurer service areas and networks that cover border areas generally are 

serviced through Maine-based providers and insurers’ networks make adequate provision for any 

service required in New Hampshire or Massachusetts.  Granting the 1332 Waiver request will not 
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affect insurer networks or service areas that provide coverage for services performed by out-of-

state providers. 

 
C.  Ensuring Compliance; Preventing Waste, Fraud, and Abuse.  MGARA is required under its 

enabling legislation to annually prepare comprehensive financial accounting statements audited by 

an independent certified public accountant and file the audited statements with the Superintendent 

and the Joint Standing Committee on Insurance and Financial Services of the Maine Legislature.  

The independent certified public accountant is required to make an annual review of MGARA’s 

solvency, and submit that review to the Superintendent.  The Superintendent has authority to order 

MGARA to charge additional assessments, as necessary to maintain solvency.  MGARA is also 

required to report annually to the Joint Standing Committee on Insurance and Financial Services of 

the Maine Legislature regarding its operations and financial condition.  MGARA and the Maine 

Bureau of Insurance will administer the State Program in accordance with its existing accounting, 

auditing, and reporting procedures.  Auditing and reporting obligations of participating insurers 

are governed by MGARA’s Plan of Operation and State rules and regulations.  

 

The Maine Bureau of Insurance is responsible for regulating and ensuring regulatory compliance 

and monitoring the solvency of MGARA and all insurers; performing market conduct analysis, 

examinations, and investigations; and providing consumer outreach and protection.  The Maine 

Bureau of Insurance investigates all complaints that fall within its regulatory authority. 

 

The federal government is responsible for calculating the savings resulting from this waiver and 

for ensuring that this waiver does not increase federal spending. 

 
D.  State Reporting Requirements and Targets.  The Maine Bureau of Insurance will submit the 

required quarterly, annual, and cumulative targets for the scope of coverage requirement, the 

affordability requirement, the comprehensive requirement, and the federal deficit requirement, in 

accordance with 45 CFR 155.1308(f)(4). 

 

As required, the State will hold public meetings six months after the proposed 1332 Waiver is 

granted and annually thereafter.  The date, time and location of each forum will be posted on the 

MGARA website and the Bureau of Insurance website.  The division will also notify consumer 

and business advocacy organizations.  Each meeting will be conducted at a site that allows both 

in-person and telephonic attendance to accommodate residents across the State. 

 

The Maine Bureau of Insurance will assume responsibility for the reporting requirements of 45 

CFR 155.1324, including the following: 

 

• Quarterly reports [45 CFR 155.1324(a)]: To the extent required, the Maine 

Bureau of Insurance will submit quarterly reports, including reports of 

ongoing operational challenges, if any, and plans for, and results of, 

associated corrective actions. 
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• Annual reports [45 CFR 155.1324(b)]: MBOI will submit annual reports 

documenting the following: 

 

 

  (1) The progress of the waiver. 

  (2) Data on compliance with Section 1332(b)(1)(B) through 

(D) of the ACA. 

  (3) Modifications, if any, to the essential health benefits for 

compliance with Section 1332(b)(1)(A) of the ACA. 

  (4) The premium for the second lowest-cost silver plan under the 

waiver and an estimate of the premium as it would have been without 

the waiver for a representative consumer in each rating area. 

  (5) A summary of the annual post-award public forum required by 

45 CFR 155.1320(c) together with a summary of action taken in 

response to public input. 

  (6) Any additional information required by the terms of the Section 1332 

Waiver. 

 
MBOI will submit and publish annual reports by the deadlines established in 45 CFR 

155.1324(c) or the deadlines established by the terms of the 1332 Waiver. 

 

VIII.  Public Comment and Tribal Consultation 

 

A. Public Comment. On March 30, 2018, MBOI opened public comment on this 1332 

Waiver request and posted notice of the opportunity to comment on the MBOI website and the 

MGARA website.  On the same day, MBOI sent notice via govdelivery to its list of interested 

parties and stakeholders.  The Notice issued is attached as Exhibit F. The list comprises more 

than 1500 individuals and organizations with an expressed interest in insurance-related matters. 

 

On April 12 and 13, 2018 MBOI held public comment and information sessions in Bangor and 

Portland, Maine.  These sessions were lightly attended and nearly all attendees were 

representatives of various stakeholders.  Attendees included a representative of the Maine 

Chamber of Commerce, a representative of the Eastern Maine Health Care system, several 

representatives of health plans, a representative of a consumer group, an insurance producer, a 

legislator, and one unaffiliated member of the general public.  Two members of the MGARA 

Board of Directors and its General Counsel attended the Portland meeting.  The Superintendent 

of Insurance utilized a PowerPoint presentation to present the proposal and facilitate discussion 

during each meeting.  The PowerPoint is attached as Exhibit G to this Application.  Two major 

points were raised by attendees during the sessions: (1) reinsurance programs such as the one 

proposed, like any other insurance affordability initiative, redistribute the funding resources 

within the health care cost payment system but do not address underlying high health care costs; 

and (2) reinstitution of the $4 per member per month assessment is of concern to the employer 

representatives who spoke, though they acknowledged that similar assessments were levied by 
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MGARA in 2012–13 and by the federal transitional reinsurance program from 2014–16.  

 

A thirty-day public comment period was held from April 2, 2018 through May 2, 2018.  Written 

comments were received from the following nine interests: 

 

• American Lung Association; 

• American Cancer Society Cancer Action Network 

• American Heart Association & American Stroke Association 

• Anthem Blue Cross/Blue Shield 

• Epilepsy Foundation & Epilepsy Foundation New England 

• Maine Association of Health Plans 

• Maine Hospital Association 

• Maine State Chamber of Commerce, and 

• National Multiple Sclerosis Society  

  

These comments are set forth as Exhibits H-1 to H-9 to this Application. 

 

B. Tribal Consultation 

 

Maine has four federally-recognized tribes, the Aroostook Band of Micmacs, the Houlton Band 

of Maliseets, the Passamaquoddy Tribe and the Penobscot Nation.  Representatives of each of 

these tribes were contacted, information about the proposal was provided and consultation with 

or comments from the tribes were solicited.  No comments were received from any of the tribes.  

Communications with each tribe are set forth as Exhibit I-1 to I-4 of this Application.  
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EXECUTIVE SUMMARY 

Milliman, Inc. (Milliman) has been retained by the Maine Guaranteed Access Reinsurance Association (MGARA) to provide 
actuarial and consulting services related to the State of Maine’s proposed Section 1332 State Innovation Waiver Application 
(Section 1332 Waiver). This Section 1332 Waiver seeks federal pass-through funding to support the re-start of MGARA 
beginning in calendar year 2019. This report provides the required actuarial analysis and certification, and economic 
analyses supporting the State’s demonstration to CMS that MGARA meets the requirements for Federal pass-through 
funding. 

Legislation authorizing the re-start of MGARA was signed on June 2, 2017 by Governor Paul LePage.1 MGARA is a key 
component of the insurance market reforms originally instituted in May 2011, when the Maine State Legislature passed 
Public Law Chapter 90, “An Act to Modify Rating Practices for Individual and Small Group Health Plans and to Encourage 
Value-based Purchasing of Health Care Services” (PL90).  During its period of active operation (prior to suspension of 
operations due to the transitional reinsurance provided under the Affordable Care Act (ACA)), MGARA reduced insurance 
costs in Maine’s individual health insurance market by providing reinsurance coverage for individual health insurance 
policies (subsidizing insurer paid claims for high cost members). For Maine’s Section 1332 Waiver application, the State 
seeks to re-implement a state-based prospective reinsurance program for the individual market (also known as “non-group” 
coverage) beginning on January 1, 2019. 

Under the re-activated MGARA, insurers offering comprehensive ACA-compliant individual market coverage will be eligible 
for reimbursement by submitting claims to MGARA through two mechanisms:  

 1) Automatic Ceding, whereby carriers are required to cede 90% of a non-group policy’s contract premium2 for any 
covered member having at least one of eight conditions specified by the MGARA Board of Directors. 

 2) Voluntary Ceding, whereby carriers may cede 90% of a non-group policy’s contract premium to MGARA at the 
carrier’s discretion.  

In both cases, ceding occurs as members are identified with the qualifying conditions. MGARA then reimburses a portion 
of paid claims above the attachment point thresholds set by the MGARA Board of Directors. MGARA intends to fund its 
claim payments using assessments collected from group and non-group markets and through available Federal pass-
through funding. Reimbursement for qualifying policyholders as defined by MGARA will be available regardless of whether 
the coverage is sold inside or outside the federally-facilitated insurance marketplace (FFM). 

For MGARA to meet the Federal requirements for Section 1332 Waivers, it must be deficit neutral to the Federal government 
and meet the following standards: 

 Coverage: The Section 1332 Waiver must provide health insurance to at least as many people as would be 
projected under the status-quo ACA (without waiver). 

 Affordability: The Section 1332 Waiver must provide coverage and cost sharing protections against excessive out-
of-pocket spending that are at least as affordable as would be projected without the waiver. 

 Comprehensiveness: The Section 1332 Waiver must provide coverage at least as comprehensive (as defined by 
the ACA’s essential health benefits) as would be projected without the waiver. 

It should be stressed that these requirements are in relation to coverage, affordability, and comprehensiveness without the 
waiver. For example, a Section 1332 Waiver is not required to result in more insured individuals relative to a period before 
its implementation. Rather, it must be estimated to insure at least as many during the projection period relative to if the 
Section 1332 Waiver was not implemented.  

Our analysis indicates that all Federal requirements cited above are met by MGARA.   

                                                           
1 http://www.mainelegislature.org/LawMakerWeb/summary.asp?ID=280063452  

2 Contract premium is the sum of all member premiums paid under a single non-group medical contract  
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Coverage 

During the course of the five-year initial waiver period and the ten-year projection period, we estimate MGARA will result in 
a lower number of uninsured Mainers each year than in the without MGARA scenario (also referred to as the baseline 
scenario). We estimate the reductions in the uninsured population attributable to MGARA will occur primarily in the 
population with income above 400% of the federal poverty level (FPL), as non-group (individual market) premium rates will 
be more affordable under MGARA.3 

For the population with income between 100% and 400% FPL, who are eligible for Federal premium assistance, out-of-
pocket premium rate changes have been limited since the ACA-reformed rating rules were implemented in January 2014. 
While premium rates for plans offered through the FFM have increased significantly from 2014, these increases have largely 
been borne by additional Federal premium assistance for the population with income between 100% and 400% FPL 
qualifying for premium assistance.  Effective January 1, 2019, eligibility for Federal premium assistance will shrink to income 
ranges between 139% and 400% FPL due to the approval of Medicaid expansion by Maine residents on November 7, 
2017.4 

We estimate MGARA will not have any material impacts to the number of Mainers covered under employer-sponsored 
plans, traditional Medicaid, Medicare, or other public programs. We also assume the effective repeal5 of the individual 
mandate and the approval of Medicaid expansion in Maine in 2019 will have impacts on the market independent of MGARA’s 
operations.  These anticipated changes are estimated to have large, one-time effects on the size of the non-group market 
and uninsured pool in 2019. Figure 1 illustrates changes in the number of Mainers uninsured and purchasing coverage in 
the non-group market under MGARA relative to the without MGARA scenario. 

Figure 1 
MGARA 

Changes in Uninsured and Non-Group Market Resulting from MGARA Implementation 
(in Thousands) 

 Uninsured Individuals Insured in Non-Group Market 
Calendar 
Year 

Without 
MGARA 

With 
MGARA Change 

Without 
MGARA 

With  
MGARA Change 

2018 92.2 92.2 0.0 78.1 78.1 0.0 
2019 63.0 62.0 -1.1 61.0 62.1 1.1 
2020 62.5 61.6 -0.9 60.5 61.3 0.9 
2021 62.0 61.2 -0.8 59.9 60.7 0.8 
2022 61.5 60.8 -0.7 59.4 60.1 0.7 
2023 61.0 60.4 -0.6 58.9 59.6 0.6 
2024 60.6 60.0 -0.5 58.4 59.0 0.5 
2025 60.2 59.7 -0.5 57.8 58.3 0.5 
2026 59.8 59.4 -0.4 57.3 57.7 0.4 
2027 59.4 59.0 -0.4 56.7 57.1 0.4 
2028 59.0 58.7 -0.3 56.2 56.5 0.3 

 Note: Values are shown in thousands.   Numbers may not add due to rounding. 

For the duration of the projection period, we estimate that approximately 300 to 1,100 additional annual non-group enrollees 
will enroll in the non-group market relative to the without MGARA scenario. This additional membership is assumed to come 
from previously uninsured members entering the market, as well as from reducing the annual lapse rate in the non-group 
market.  

Modelling changes in individual enrollment involves a variety of competing influences including socio-economic status, 
social factors, political beliefs, health status, affordability, and other factors. The enrollment assumptions in this report are 

                                                           
3 In 2018, the FPL is $12,140 for a single household and $25,100 for a family of four. 400% FPL would reflect income levels of $48,560 and $100,400, 
respectively. Please see https://aspe.hhs.gov/poverty-guidelines for more information. 

4 http://maine.gov/sos/cec/elec/results/2017/results1117.xlsx. Legal non-citizens with income up to 400% FPL will remain eligible for premium assistance. 

5 Legislators have eliminated the impact of the individual mandate by amending the penalty to $0.  While not technically a repeal, this has the same effect. 
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point estimates within a range of reasonable values whose impacts were tested using economic and actuarial modeling; all 
tested enrollment scenarios were assumed to decrease Maine’s uninsured pool and produced results satisfying the 1332 
waiver guardrails. Based on this projected reduction in uninsured on an annual basis, we believe that MGARA meets the 
coverage requirement for approval of the Section 1332 Waiver.  

With or without MGARA, we estimate a decline in non-group coverage over the course of the ten-year projection period. 
Most notably, in 2019 we expect a significant one-time reduction in non-group membership due to Medicaid expansion, 
which we estimate will result in a 19% contraction of the non-group market.  We estimate Medicaid expansion will result in 
a modest reduction to individual market premium rates based on expected improvements to the morbidity of the non-group 
insurance pool; however, improvements in risk pool acuity are estimated to be offset by impacts of the effective repeal of 
the individual mandate penalty as signed into law on December 22, 2017 (effective January 1, 2019). The individual mandate 
repeal is estimated to further shrink the non-group market in 2019 and throughout the remainder of the ten year projection 
period.  These estimates are assumptions based on professional judgment. It is certain that actual enrollment will vary from 
the estimates provided in this report by an unknown degree.   

It is worth noting that while MGARA is estimated to reduce premiums in 2019, premiums are still estimated to increase over 
the course of the projection period at a rate greater than general inflation, resulting in higher costs for the population not 
qualifying for premium assistance. The MGARA-based premium reductions are expected to foster a non-group insurance 
market where existing enrollees are more likely to remain enrolled and where previously uninsured individuals are more 
likely to purchase insurance; as such, the with-waiver scenario complies with the 1332 Waiver coverage guardrail. 

Affordability 

MGARA is not estimated to materially impact premium rates for employer-sponsored insurance, nor change costs, eligibility 
parameters, or enrollment levels for public programs such as Medicaid and Medicare. A state-based assessment of $4 per 
member per month (PMPM) on commercial insurers and self-funded employers will be implemented to provide partial 
funding for MGARA. It is possible that this additional cost will be passed-through to employees in the form of slightly higher 
plan contributions or additional cost sharing requirements. However, we estimate the assessment for MGARA will be less 
than 1% of an average employer’s premium costs.  

For the non-group market, MGARA is estimated to reduce premium rates by 9.0% in 2019 (relative to without the waiver). 
This is achieved through a reinsurance mechanism that reduces insurers’ paid claims expenses for certain high cost 
individuals insured in the ACA-compliant individual market. The program is funded through the $4 PMPM market-wide 
assessment and Federal pass-through funding.  

During each year, the impact to consumers will vary significantly within the non-group market based on the consumer’s 
household income and its interaction with the ACA’s premium assistance program. Under the ACA’s premium assistance 
program, qualifying households with income between 100% and 400% FPL (139% to 400% FPL after Medicaid expansion6) 
have out-of-pocket premium expenses capped to a specified percent of income. In 2018, we estimate approximately 78% 
of Mainers purchasing coverage in the ACA-compliant individual market will receive Federal premium assistance. We project 
that the vast majority of individuals receiving premium assistance without the waiver will also receive premium assistance 
under MGARA. For these individuals, the premium savings will accrue to the Federal government, as it reduces the amount 
of premium assistance necessary to ensure the out-of-pocket cost of coverage does not exceed the maximum specified by 
the ACA. It is possible that some young adults and other persons with income approaching 400% FPL receiving premium 
assistance without the waiver will see out-of-pocket premiums fall below the maximum specified by the ACA under MGARA. 
In these cases, only partial premium savings accrue to the Federal government, while the consumer also directly benefits 
from part of the premium reduction. 

For households not eligible for premium assistance, the full amount of premium rate reduction will be realized under MGARA, 
with the Federal government not accruing any savings. As premium rates are estimated to be more affordable under 
MGARA, this should provide financial incentive for some of the uninsured individuals in the absence of the waiver to 
purchase health insurance. Figure 2 illustrates premium rate reductions for a 21-year old and a 64-year old for the second 
lowest cost silver plan (the benchmark plan that is used to determine available premium assistance). 

                                                           
6 Legal aliens have and will continue to qualify for premium assistance in qualifying households with income up to 400% FPL. 
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Figure 2 
MGARA 

Changes in Second Lowest Cost Silver Plan Monthly Premium from MGARA Implementation 

 21-Year Old Monthly Premium 64-Year Old Monthly Premium 
Calendar 
Year 

Without 
MGARA 

With  
MGARA Change 

Without 
MGARA 

With  
MGARA Change 

2018 $456  $456  $0  $1,367  $1,367  $0  
2019 $463  $421  ($42) $1,388  $1,263  ($125) 
2020 $497  $451  ($47) $1,492  $1,352  ($140) 
2021 $525  $476  ($49) $1,574  $1,427  ($147) 
2022 $554  $503  ($50) $1,661  $1,510  ($151) 
2023 $581  $531  ($50) $1,744  $1,594  ($150) 
2024 $610  $560  ($51) $1,831  $1,679  ($152) 
2025 $641  $589  ($52) $1,923  $1,768  ($155) 
2026 $673  $623  ($50) $2,019  $1,869  ($150) 
2027 $703  $652  ($51) $2,110  $1,957  ($153) 
2028 $735  $686  ($49) $2,205  $2,058  ($147) 

Notes: 
1. Values are rounded. 
2. Values do not reflect available premium assistance for qualifying individuals. 
3. Premiums are for non-tobacco user and assume Federal default 3:1 age rating. 
4. The change in premium between 2018 and 2019 is primarily impacted by the lower risk patients being removed from the pool 

due to Medicaid Expansion, among other influences.   

Based on the above summary of our analysis, we believe MGARA meets the affordability requirement for approval of a 
Section 1332 Waiver. 

 

Comprehensiveness 

As MGARA makes no change to insurer benefit requirements for plans offered in Maine’s health insurance markets, MGARA 
meets the comprehensiveness requirements required for a Section 1332 Waiver. MGARA makes no changes to essential 
health benefit (EHB) or state-mandated benefit requirements in the individual market. Therefore, the focus of the actuarial 
analysis was related to coverage and affordability requirements for this Section 1332 Waiver, as presented above and 
discussed in greater detail later in this report. 
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Economic Analyses 

A Section 1332 waiver application must demonstrate that it will not increase the Federal deficit. By reducing non-group 
premiums, MGARA is estimated to result in Federal savings on premium assistance provided through the FFM. We also 
evaluated changes in Federal revenue related to FFM user fees and the health insurance providers fee (HIF). Note, we do 
not estimate changes to Federal cost-sharing reduction (CSR) payments, because CSR payments from the Federal 
government were halted in late 2017. 
 

 
 FFM user fees: As a result of reducing premiums in the individual market, we estimate the Federal government will 

collect a decreased amount of revenue related to the FFM user fee (assumed to be 3.5% of FFM premium).  
 

 HIF: National collected revenue amounts for the HIF are prescribed in 2018 (premium volume changes that year 
do not impact the collected amount). In 2019, the HIF has a one year suspension signed into law on January 22, 
2018 as part of a continuing appropriations act.7  Thereafter, the national HIF collection amount is estimated to be 
indexed by changes in per capita employer-sponsored insurance premiums. As MGARA does not materially impact 
employer-sponsored insurance, we do not estimate any impacts to the national HIF amounts during the ten-year 
projection period from 2019 through 2028. 
 
 

It is possible that MGARA may impact other Federal revenue items, such as Federal income taxes paid by insurers. 
However, quantifying these items is beyond the scope of our analysis. The combination of Federal premium assistance 
savings plus the sum of revenue changes from the other described Federal revenue sources comprise the estimated Federal 
pass-through funding available to Maine under Section 1332 Waiver regulations. Figure 3 illustrates the division of state 
and Federal funding for the ten-year projection period and the state-based assessment amount. 
 

Figure 3 
MGARA 

Estimated Available Pass-Through Funding and State-Based Assessment  

Calendar 
Year 

State-Based 
Assessment  
($ Millions) 

Federal 
Pass-

through 
Funding 

($ Millions) 

Ceded 
Premiums  
($ Millions) 

Total 
Revenue      

($ Millions) 

Estimated 
Assessment 
Enrollment 

Base 
(Thousands) 

State-Based 
Assessment 

PMPM 

Ceded 
Lives 

2019 $22.6 $33.4 $37.0 $93.0  471  $4.00   5,500  
2020  22.4  37.5 39.7  99.6   467  4.00  5,600  
2021  22.2  38.9 41.2  102.3   462  4.00  5,500  
2022  22.0  39.8 42.6  104.4   457  4.00  5,400  
2023  21.7  38.9 43.6  104.2   453  4.00  5,200  

2019-2023 $110.9 $188.6 $204.1 $503.6  2,310    27,200  

2024 21.5 39.2 44.6  105.3   449  $4.00   5,100  

2025 21.3 39.1 46.1  106.5   444  4.00  5,000  
2026 21.1 37.5 47.5  106.1   440  4.00  4,900  
2027 20.9 37.5 48.9  107.3   436  4.00  4,800  
2028 20.7 35.7 49.9  106.3   432  4.00  4,700  

 
Notes:  

1. State-based assessment PMPM does not include cost of administering MGARA. The $4.00 PMPM assessment generates an 
estimated $20 to $22 million in state-based revenue per year.  

2. Federal Pass-through Funding is shown net of FFM Exchange Fees 
3. Actual Federal pass-through funding will be determined based on premium rates filed for each year and is shown net of exchange 

fees. 

                                                           
7 https://www.congress.gov/bill/115th-congress/house-bill/195/text 
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4. Estimated values are rounded. 
5. The 2019 assessment base may be lower than the values illustrated to the extent employer-sponsored plans do not begin paying 

the assessment until the beginning of their plan year in 2019 (which may be on a non-calendar year basis).  
 
For the state-based assessment amount, the State of Maine will assess a $4 PMPM fee on health insurance coverage for 
all insured persons in the Individual, Small Group, Large Group and Self-insured Markets (excluding State and Federal 
employees).  Premiums ceded by insurers will be (and are modeled as being) netted out of the premium reductions applied 
to non-group rates under MGARA. 
 

Sensitivity of Results 

It should be noted there is significant uncertainty surrounding future enrollment and premiums in health insurance programs, 
particularly within the individual market. Differences between our projections and actual amounts depend on the extent to 
which future experience conforms to the assumptions made for this analysis. It is certain that actual experience will not 
conform exactly to the assumptions used in this analysis. Actual amounts will differ from projected amounts to the extent 
that actual experience deviates from expected experience. As final Federal pass-through funding will be based on actual 
premiums filed by insurers offering coverage in Maine’s non-group market, final funding amounts may differ significantly 
from the estimates provided in this report. It is our assumption that insurers will file rates to reflect the estimated impact of 
MGARA in 2019. 
 
The actuarial and economic analyses presented in this report solely reflect the estimated incremental impact of MGARA. 
Other state or Federal policy changes may impact actual amounts presented in this report.   
 
We specifically note that our projections of enrollment and premium rates in the individual market assume direct Federal 
funding of CSR subsidies is not re-instated, Medicaid expansion occurs in Maine starting in 2019, and insurer pricing 
assumptions and resulting enrollment behaviors do not materially deviate from 2018 assumptions and behaviors. The 
changes occurring in 2019 relative to Medicaid expansion and the effective repeal of the individual mandate are expected 
to be highly impactful to Maine’s insurance markets and as such create significant uncertainties in projecting future market 
enrollment and premium rates.  Additionally, to the extent judicial, legislative, or regulatory changes are made to the ACA, 
the values presented in this report may be impacted to a significant degree.  
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SECTION I. ACTUARIAL ANALYSIS 

This section provides the required actuarial analysis for Maine’s Section 1332 Waiver application. Appendix 1 contains the 
actuarial certification for the Section 1332 Waiver. 

A description of the actuarial analysis meeting the requirements under 45 CFR 155.1308(f)(4)(i) and other applicable 
information as requested in the Checklist for Section 1332 Innovation Waiver Applications has been provided in this section. 
For purposes of this analysis, calendar year 2018 serves as the baseline year for the ten-year required projections. 

As discussed in the Assumptions and Methodology section of this report, we utilized a combination of U.S. Census Bureau 
data, population growth projections from Maine’s Office of Policy and Management, publicly available health insurance 
enrollment and premium data, modeling of the ACA’s premium assistance structure, a survey developed by Milliman and 
administered to Maine carriers through MGARA requesting multiple years of claims, premiums, and enrollment data, and 
proprietary insurer data provided by the Maine Bureau of Insurance (BOI), to model the estimated impact of MGARA during 
the ten-year projection period. Our analysis reflects Maine’s estimated demographics during the projection period and 
models insurance purchasing behavior based on changes in premium rates and Federal premium subsidies. Our modeling 
allows for the summarization of projected enrollment and premium information by age, gender, health status, household 
income, and insurance market.  

Prior to performing any projections, we calibrated our projection model’s census, premium, claims expense, and other 
assumptions to reflect Maine’s insurance markets. As MGARA is estimated to primarily impact Maine’s individual health 
insurance market and uninsured population, the focus of our modeling efforts was on the interaction between these 
populations under both the status-quo ACA and the Section 1332 Waiver.  

1. REINSURANCE PARAMETERS 

MGARA was established in 2011 under Maine Law8 as a private, nonprofit association and shares the goal of the Federal 
transitional reinsurance program operated under the ACA of providing premium relief to the individual health insurance 
market.  MGARA actively operated between July 1, 2012 and December 31, 2013. The Maine individual market consisted 
of approximately 34,000 in-force lives during this period, after which the ACA facilitated the creation of a three-year 
transitional reinsurance program, which led to the eventual suspension of MGARA operations.  The State of Maine intends 
to reinstate MGARA beginning January 1, 2019.9   

Similar to the federal transitional reinsurance plan, MGARA is intended to subsidize insurers’ claim expenses for high cost 
claimants, while maintaining an insurer’s incentive to manage the costs associated with these claimants. The basic 
prospective model, scheduled to be reinstated January 1, 2019, is anticipated to be configured as follows: 

 MGARA Funding 

o A $4.00 PMPM market assessment on nearly 500,000 lives.  A supplemental assessment of $2.00 may 
be made under conditions of adverse experience. 

o 90% of contract (subscriber and dependents) premium for ceded members and their dependents. 

o Federal pass-through funding granted from the 1332 Waiver application. 

 MGARA Parameters and Reinsurance Payments 

o Medical and Pharmacy plan paid claims expenses for ceded members.  Ceded members are identified 
as having any of eight conditions MGARA defines as mandatory for ceding to the reinsurance pool.  The 
eight mandatory ceded conditions are: Uterine Cancer; Metastatic Cancer; Prostate Cancer; Chronic 
Obstructive Pulmonary Disease (COPD); Congestive heart Failure; HIV Infection; Renal Failure; and 
Rheumatoid Arthritis.  Claims for the entire contract (subscriber and dependents) are ceded to the 
reinsurance pool.  MGARA is responsible for claims according to the threshold formula described below. 

                                                           
8 24-A M.R.S. § 3858(1). 

9 Note that the parameters proposed for the 2019 and future MGARA operations are not identical to the parameters used in MGARA’s 2012 operations. 
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o Carriers also have the option of voluntarily ceding members along with their dependents. MGARA is 
responsible for claims according to the threshold formulas described below.  

o Reinsurance Thresholds:  MGARA makes payments to an insurer when an eligible claimant’s 
accumulated claims incurred during the calendar year exceed the initial attachment point. The initial 
attachment point during early operations (i.e., in 2012-13) was set at $7,500.  The proposed initial 
attachment point for operations starting in 2019 is $47,000. For claimants with annual paid claim expenses 
not exceeding $47,000, insurers will not receive any payments from the reinsurance fund. To the extent 
a claimant’s paid medical10 expenses exceed $47,000, the insurer will receive a payment from the 
reinsurance fund based on the parameters outlined in Figure I-1A. 

o MGARA expenses include $8.00 per ceded person per month for administrative costs and an additional 
$150,000 per year cost in overhead.  These expenses are funded by the MGARA funding items. 

o MGARA set the final ceding premium rate at 90% of the policy premium. 

 

Figure I-1A illustrates the assumed reinsurance parameters for the program. 

Figure I-1A 
MGARA 

Calendar Year 2019 Reinsurance Parameters 

Parameter Parameter Value 
Initial Attachment Point $47,000  
Reinsurance Threshold 2 $77,000  
Coinsurance Percentage 1 (between Initial 
Attachment Point and Reinsurance Threshold 2) 90% 
Coinsurance Percentage 2 (above Reinsurance 
Threshold 2) 100% 

 
 

 
= [0, [  (    −  ℎ  ,

 ℎ ℎ  2 −  ℎ  )] ×   1
+  (0,    −   ℎ ℎ  2)    2  

The reinsurance attachment point parameters displayed above were selected to keep MGARA solvent and to preserve a 
target level of surplus over the course of the projection period based on the modeled outcomes. In practice, the MGARA 
board will set the reinsurance parameters. The Initial Attachment Point and Reinsurance Threshold 2 parameter values 
shown in Figure I-1A are appropriate for the non-group enrollment, premium, and claims assumptions underlying a singular 
set of with-MGARA and without-MGARA scenarios; these parameters may need to be revised if the underlying assumptions 
are changed.  

Figure I-1B provides several examples of reinsurance payments in 2019 for claimants with varying annual medical 
expenses, based on the parameter values in Figure I-1A. 

                                                           
10 Includes amounts for all services and materials covered under the health care plans, including medical services, prescription drugs, and medical 
equipment and supplies. 
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Figure I-1B 
MGARA 

Individual Health Insurance Market  
Calendar Year 2019 Reinsurance Payment Examples11 

Person 
Annual Medical 

Expense 

Reinsurance 
Eligible Medical 

Expense Coinsurance Percentage 
Reinsurance 

Payment 
A $20,000  $0 90% $0 
B   $48,500  $1,500 90% $1,350 

C $250,000  $203,000 
 

90% between 47k and 
77k, then 100% 

 
$27,000 + $173,000 = 

$200,000 
 
We believe insurers continue to have a financial incentive to manage health care costs and utilization for insured individuals 
meeting the payment criteria for the reinsurance program because the carrier must cover the claim amounts up to the 
attachment point while ceding 90% of the total premium to MGARA.  After the member is ceded to MGARA, the insurers 
recognize that efficient claims management translates into lower individual market rates albeit indirectly. Annual MGARA 
funds are fixed pools of money and are not retrospectively adjusted to cover the total claim costs incurred by ceded 
members. If MGARA’s subsidization of carrier liability leads to ineffective management of ceded member costs, the program 
may require adjustments to MGARA’s plan design parameters. From the consumer and provider perspective, the 
reinsurance program is not expected to have a material impact on incentives to manage health care costs and utilization 
relative to the ACA’s current structure.  

2. PROJECTED REINSURANCE FUNDING LEVELS 

For calendar year 2019, in addition to receiving Federal pass-through payments granted by the 1332 Waiver application, 
the State intends to collect a $4 PMPM assessment across Maine’s commercial insurance markets (excluding state and 
Federal employees). The $4 PMPM assessment is constant for each year of operation and, with the other sources of 
MGARA funding, covers costs associated with administering and operationalizing MGARA. The parameters displayed in 
the “Reinsurance Parameters” section are estimated to ensure high probabilities of program solvency based on the 
projected payments into and out of MGARA over the 10-year projection period.   

Our modeling has assumed that the full annual value of the $4 PMPM assessment (i.e., $48 per member per year [PMPY]) 
charged to the assessed markets is paid by all assessable lives.  In practice, depending on the timing associated with the 
re-instatement of MGARA, the actual assessment collections may be affected by durational effects including policy lapses 
and mid-year renewals; for 2019 in particular, the $48 annual assessment may only be partially paid by policies priced prior 
to the reinstatement of MGARA and/or renewed after January 1, 2019.  Depending on timing of assessments relative to 
approval data from the BOI, the modelling may need to reflect a partial year assessment for MGARA’s first year of operation, 
or an alternative delay for the first year of operation.  

Please note that all modeling results displayed henceforth in this report assume the $48 PMPY MGARA assessment is 
collected across all assessable lives. 

Using 2015 incurred claims data from the Maine All Payer Database, which includes de-identified individuals in the individual 
market and their associated medical costs, we summarized costs associated with individuals who would be subject to 
mandatory ceding as well as high cost individuals that carriers would likely cede to the reinsurance pool voluntarily. The 
costs were adjusted to 2019 dollars using historical trends for the Maine non-group market between 2015 and 2017, and a 
projected trend from 2017 to 2019. 

The aggregate dollar amount of the reinsurance fund will be distributed to qualifying insurers offering coverage in the non-
group market. To the extent the initial reinsurance parameters for the year result in a shortage of payments to insurers 
relative to the aggregate fund amount, the reinsurance threshold parameters will be adjusted to increase insurer payments 

                                                           
11 Initial Attachment Point = 47,000; Reinsurance Threshold #2 = 77,000. Coinsurance Percentage #1 = 90%; Coinsurance Percentage #2 = 100% 
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to the aggregate fund amount on a retrospective basis. Conversely, MGARA’s Board will monitor payments and adjust the 
reinsurance parameters as necessary to avoid a funding deficit. 

Figure I-2A illustrates the estimated aggregate reinsurance funding, insurer paid claim expenses (prior to reinsurance), and 
reinsurance funding as a percent of ceded member paid claim expenses during the ten-year projection period. On an annual 
basis, MGARA will evaluate the reinsurance parameters and estimated impact to Maine’s individual health insurance 
market. As illustrated in Figure I-2A, due to health care inflation greater than the modeled inflation of MGARA attachment 
points and the flat MGARA assessments that reduce in value over time, the reinsurance recoveries decrease as a 
percentage of the total ceded member paid claims over time, going from an estimated 24% of insurer paid claims expense 
in 2019 to an estimated 18% in 2028. 

Figure I-2A 
MGARA 

Section 1332 Waiver Application 
Estimated Reinsurance Payments and Aggregate Insurer Paid Claims Expenses 

Calendar 
Year 

Reinsurance Payments  
($ Millions) 

Insurer Paid Claims Expenses for 
Ceded Members Prior to 

Reinsurance 
($ Millions) 

Ratio: Reinsurance 
Payments to Paid Claims 

Expense 
2019 89.7 399.4 22% 
2020 97.7 417.8 23% 
2021 100.9 438.1 23% 
2022 103.3 459.3 22% 
2023 102.9 478.6 22% 
2024 104.2 498.8 21% 
2025 105.7 518.1 20% 
2026 104.6 538.4 19% 
2027 106.0 556.5 19% 
2028 104.2 575.3 18% 

Note: Reinsurance payments funded through a combination of Federal and state dollars and ceded premiums. Insurer 
paid claims reflect estimated enrollment changes. Values are rounded. 

3. ESTIMATED PREMIUM IMPACT FROM REINSURANCE PROGRAM 

In modeling the impact of MGARA, we have assumed MGARA reinsurance payments (net of costs to insurers from the $4 
PMPM assessments and ceded premiums) will produce dollar-for-dollar reductions in individual market insurer paid claims 
expense. Additionally, our analysis is based on the scenario whereby carriers take full credit for the modeled MGARA 
reinsurance claims recoveries; in other words, we assume that carriers reduce their projected claim amounts (and, in result, 
premium rates) by the total projected reinsurance recoveries per member per month (PMPM) estimated by our actuarial 
modeling, less ceded premiums.  Should carriers apply less than full credit for MGARA reinsurance recoveries in reducing 
paid claim costs, a smaller premium impact for the reinsurance program would result. 

Under the ACA, qualifying households not eligible for Medicaid with incomes between 100%12 and 400% of the FPL 
(between 139% and 400% FPL with Medicaid expansion) are eligible for an Advance Premium Tax Credit (APTC) that may 
be used to lessen the cost of health insurance coverage in the ACA marketplaces. APTC amounts are funded as subsidies 
issued by the Federal Government. These subsidies are determined based on the second lowest cost silver plan in a rating 
region (i.e., the subsidy benchmark plan); all else being equal, a reduction in the cost of the subsidy benchmark plan 
produces a reduction in Federal expenditures associated with APTCs. Our modeling assumes that MGARA reinsurance 
recoveries are applied to all on- and off-FFM non-group plans as a constant percent of premium. 

                                                           
12 Legal aliens with income below 100% FPL may also receive a premium tax credit. 
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4. COVERAGE REQUIREMENTS 

As required under 45 CFR 155.1308(f)(3)(iv)(C), the State’s proposed waiver must provide coverage to at least a 
comparable number of its residents as the provisions of Title I of the ACA. Under MGARA, we expect that an additional 
number of individuals will have health insurance. This is a result of MGARA reducing premiums in the individual market, 
which we estimate will incentivize additional individuals to purchase health insurance relative to without the waiver. 

By making premium rates more affordable, we estimate the average member persistency (number of months during the 
year coverage is maintained/in force) under the Section 1332 Waiver may improve, reducing the potential for gaps in 
insurance coverage. As discussed throughout this report, we estimate individuals not qualifying for the Advanced Premium 
Tax Credit (APTC) in absence of the waiver will see the greatest reduction in out-of-pocket premiums, and therefore may 
have more significant changes in coverage relative to the population qualifying for APTCs. 

Funding for MGARA will be through a combination of federal pass-through funding (as a result of reducing the federal 
government’s expenditures on premium tax credits) and a state-based assessment on comprehensive commercial health 
plan coverage. Insurers, third-party administrators, and other self-funded employer plans will be assessed a PMPM amount 
to generate the targeted state-based revenue needed for the reinsurance fund. We estimate that the cost of the assessment 
will be less than 1% of an average employer’s total health insurance costs (including employee contributions). While a new 
assessment for MGARA may marginally increase the cost of offering employer-sponsored insurance, we do not estimate 
the assessment amounts are large enough to result in a material change in the likelihood of employers offering health 
insurance coverage relative to current law. As observed in the Agency for Health Care Quality & Research’s Medical 
Expenditure Panel Survey (MEPS), the percentage of private sector establishments with fifty or more employees offering 
coverage has remained at approximately 96% since the late 1990’s, despite significant cost increases for employer-
sponsored insurance during that timeframe.13 While more significant changes have occurred for establishments with fewer 
than fifty employees, we do not estimate the assessment, by itself, will result in a material change in the likelihood of such 
an employer offering health insurance to its employees; this is supported by experience with MGARA during its operations 
in 2012 through 2013.  

The following paragraphs detail 2018 (baseline year) health insurance coverage in the non-group market, as well as 
estimated coverage changes during the ten-year projection period, 2019 through 2028.  

A. NON-GROUP MARKET ENROLLEES BY HOUSEHOLD INCOME 
Figure I-4A(i) illustrates estimated non-group market enrollment in thousands under the status-quo ACA (without waiver) 
during the baseline year (2018), and from 2019 through 2028 by household income, as measured as a percentage of the 
federal poverty level (FPL). Enrollment figures include comprehensive non-group coverage; we note that based on a survey 
provided to Maine’s individual market carriers (see Market Calibration segment of Section III – Assumptions and 
Methodology), Maine was reported to have no transitional or grandfathered plans in 2017.   

                                                           
13 Agency for Healthcare Research and Quality. Percent of private-sector establishments that offer health insurance by firm size and selected characteristics 
(Table I.A.2), year 1996-2015. Medical Expenditure Panel Survey Insurance Component Tables. Generated using MEPSnet/IC. (July 11, 2017) 
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Figure I-4A(i) 
MGARA 

Individual Health Insurance Market 
Estimated Non-Group Market Enrollees by Household Income: 2018 through 2028 (Thousands) 

Without Waiver 
Income Level 
% of FPL 

2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 

0% - 99% 1.1 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 
>=100% to <=150% 18.1 4.2 4.1 4.1 4.1 4.1 4.0 4.0 4.0 3.9 3.9 
>150% to <=200% 15.2 15.2 15.1 15.0 14.8 14.7 14.6 14.5 14.4 14.3 14.1 
>200% to <=250% 11.8 11.7 11.7 11.6 11.5 11.4 11.3 11.2 11.1 11.1 11.0 
>250% to <=300% 7.5 7.4 7.4 7.3 7.3 7.2 7.2 7.1 7.0 7.0 6.9 
>300% to <=400% 8.4 8.3 8.3 8.2 8.2 8.1 8.1 8.0 7.9 7.8 7.8 
>400% 16.0 14.2 13.9 13.7 13.5 13.4 13.2 13.0 12.8 12.6 12.5 

Total 78.1 61.0 60.5 59.9 59.4 58.9 58.4 57.8 57.3 56.7 56.2 
Note: Values are shown in thousands. Total values are rounded separately. 

As shown in Figure I-4A(i), the greatest concentration of non-group market enrollment in the 2018 baseline year and ten-
year projection period has household income ranging from 100% to 250% FPL, representing nearly 51% of market 
enrollment in each year of the projection period (after Medicaid expansion is assumed to occur). It is assumed that the vast 
majority of these households are receiving federal premium assistance to purchase health insurance coverage in the FFM. 
The structure of the ACA’s premium subsidy is expected to result in minimal out-of-pocket premium rate increases for 
households purchasing coverage with federal premium assistance in the FFM.   

The population with household income above 400% FPL or below 100% FPL is not eligible for premium assistance under 
the ACA.14 As a result of additional premium rate increases, we estimate the number of individuals purchasing coverage in 
the non-group market declines during the ten-year projection period. From 2020 through the end of the projection period, 
we estimate a slow erosion of enrollment from the population not qualifying for premium assistance.  Note that this long-
term erosion differs from the short-term, one-time enrollment reduction between 2018 and 2019, where we assume that all 
non-group market enrollees with income below 139% FPL exit the individual marketplace and instead received coverage 
from Maine’s Medicaid Expansion program; this corresponds with the projected reduction of the >=100% to <=150% FPL 
cohort by approximately 77% between 2018 and 2019. An additional one-time reduction in members >400% FPL (i.e., non-
subsidized individual market members) is assumed to occur in 2019 coinciding with the effective date of the elimination of 
the individual mandate penalty.  We assume no material change in membership from enrollees with income <400% FPL in 
response to the effective individual mandate repeal – such enrollees have been more likely to qualify for individual mandate 
affordability exemptions15 and have been subject to lesser individual mandate penalties than members with incomes >400% 
FPL. We therefore expect an insignificant amount of low-income, non-group enrollment to have been driven by the force of 
the individual mandate penalty. 

Figure I-4A(ii) illustrates estimated non-group market enrollment in thousands under MGARA (with waiver) during the 
baseline year (2018), and from 2019 through 2028.  

                                                           
14 With the exception of legal aliens within income below 100% FPL. 

15 http://www.milliman.com/insight/2018/The-individual-mandate-repeal-Will-it-matter/ 
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Figure I-4A(ii) 
MGARA 

Individual Health Insurance Market 
Estimated Non-Group Market Enrollees by Household Income: 2018 through 2028 (Thousands) 

With Waiver 

Income Level 
% of FPL 

2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 

0% - 99% 1.1 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 
>=100% to <=150% 18.1 4.2 4.1 4.1 4.1 4.1 4.0 4.0 4.0 3.9 3.9 
>150% to <=200% 15.2 15.2 15.1 15.0 14.8 14.7 14.6 14.5 14.4 14.3 14.1 
>200% to <=250% 11.8 11.7 11.7 11.6 11.5 11.4 11.3 11.2 11.1 11.1 11.0 
>250% to <=300% 7.5 7.4 7.4 7.3 7.3 7.2 7.2 7.1 7.0 7.0 6.9 
>300% to <=400% 8.4 8.6 8.5 8.4 8.3 8.2 8.2 8.1 8.0 7.9 7.9 
>400% 16.0 15.0 14.6 14.4 14.1 13.9 13.6 13.3 13.1 12.9 12.7 
Total 78.1 62.1 61.3 60.7 60.1 59.6 59.0 58.3 57.7 57.1 56.5 

Note: Values are shown in thousands. Total values are rounded separately. 

Figure I-4A(iii) illustrates the estimated net non-group market enrollment change resulting from the implementation of 
MGARA from 2019 through 2028 (note that values in this table are not rounded to thousands). For 2018, the baseline year, 
no change occurs since MGARA begins in 2019. Enrollment figures reflect comprehensive non-group coverage (Maine is 
estimated to have a trivial number of transitional and grandfathered coverage in 2018 and none thereafter). 

Figure I-4A(iii) 
MGARA 

Individual Health Insurance Market 
Estimated Non-Group Market Enrollees by Household Income: 2018 through 2028 (Thousands) 

Net Enrollment Change Resulting from Waiver 
Income Level 
% of FPL 

2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 

0% - 99% 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 
>=100% to <=150% 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 
>150% to <=200% 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 
>200% to <=250% 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 
>250% to <=300% 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 
>300% to <=400% 0.0 0.3 0.2 0.2 0.2 0.1 0.1 0.1 0.1 0.1 0.1 
>400% 0.0 0.8 0.7 0.6 0.6 0.5 0.4 0.4 0.3 0.3 0.2 
Total 0.0 1.1 0.9 0.8 0.7 0.6 0.5 0.5 0.4 0.4 0.3 
Note: Values are shown in thousands. Total values are rounded separately. 

As observed in Figure I-4A(iii), enrollment increases resulting from MGARA are estimated to come primarily from the 
population not eligible for premium assistance and not eligible for the ACA’s Medicaid expansion (i.e., those with household 
income greater than 400% FPL). As this population is not eligible for premium assistance under the ACA, these households 
realize the full impact of MGARA’s premium reduction (rather than all or a portion of the savings accruing to the Federal 
government). Out-of-pocket premium costs for the vast majority of the population eligible for premium assistance are not 
estimated to be reduced by MGARA. For young adults with income approaching 400% FPL, we estimate the premium 
savings achieved through MGARA may result in persons no longer being eligible for premium assistance (as the cost of the 
second lowest cost silver plan decreases below the maximum permitted under the ACA), while still decreasing out-of-pocket 
premiums. Therefore, we estimate individual market enrollment increases may also occur for persons with household 
income between 300% and 400% FPL under the waiver. 

The net enrollment changes above represent point estimates from a range of reasonable enrollment responses. Due to the 
high uncertainty in non-group market enrollment behavior, we tested the impact of assuming that enrollment by previously 
uninsured members in the non-group market more than doubled in 2019 from 1,100 to 2,300.  This enrollment increase 
resulted in the following outcomes: 
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 Reduced Pass-Through Funding: We assume that a percentage of the previously uninsured members enrolling 
in the 2019 non-group market are eligible for modest premium subsidies (i.e., members with incomes between 
300% and 400% FPL). The increased volume of these members decreases the level of pass-through funding 
available to fund MGARA. 

 Lower Average Non-Group Market Premium Rate: We assume that members transitioning from being 
uninsured to having non-group market insurance have income above 300% FPL; on average, it is estimated that 
these members have a lower health risk than the average continuously-enrolled non-group market member. 
Increasing the enrollment from these lower morbidity, previously uninsured members reduces the average non-
group market premium rate. 

 Increased Reinsurance Attachment Points: Because of the reduction to the Federal pass-through funding and 
to the average non-group market premium rate, both of which are used to fund MGARA, the reinsurance 
attachment points must increase to meet MGARA’s solvency and target surplus requirements. When the 
previously uninsured member migration increased from 1,100 to 2,300, all else equal, the MGARA attachment 
points rose by $5,000 from $47,000 and 77,000 to $52,000 and $82,000 

 Smaller Non-Group Premium Reduction: Based on the increased reinsurance attachment points and because 
of the larger non-group market membership, MGARA produces a small change in non-group market premium 
rates when the previously uninsured member migration into the non-group market is increased.  

 

B. NON-GROUP MARKET ENROLLMENT BY PREMIUM TAX CREDIT ELIGIBILITY 
The next series of figures illustrates the impact to non-group market enrollment resulting from MGARA based on enrollee 
advance premium tax credit (APTC) eligibility status. Under the ACA, qualifying households with income between 100%16 
and 400% of the FPL are eligible for an APTC that may be used to purchase health insurance coverage in the FFM. Figure 
I-4B(i) illustrates estimated non-group market enrollment in thousands under the status-quo ACA (without waiver) during 
the baseline year (2018), and from 2019 through 2028, while Figure I-4B(ii) illustrates the same information under MGARA 
(with waiver). Figure I-4B(iii) illustrates the net change in enrollment by APTC status resulting from MGARA (note that values 
in this table are not rounded to thousands). Enrollment figures include comprehensive non-group coverage (Maine is 
estimated to have trivial transitional or grandfathered coverage in 2018 and thereafter). 

Figure I-4B(i) 
MGARA 

Individual Health Insurance Market 
Estimated Non-Group Market Enrollees by Premium Tax Credit Status: 2018 through 2028 (Thousands) 

Without Waiver 

APTC Status 
2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 

Eligible 61.0 46.9 46.5 46.2 45.9 45.6 45.2 44.8 44.5 44.1 43.7 
Not Eligible 17.1 14.2 13.9 13.7 13.5 13.4 13.2 13.0 12.8 12.6 12.5 
Composite 78.1 61.0 60.5 59.9 59.4 58.9 58.4 57.8 57.3 56.7 56.2 

Note: Values are shown in thousands. Composite values are rounded separately. 

As shown in Figure I-4B(i), approximately 78% of individual market enrollees are estimated to receive an APTC to purchase 
health insurance coverage during the 2018 baseline year. During the ten-year projection period, the percentage of market 
enrollees estimated to receive an APTC is relatively flat, remaining at about 78% in 2028.  Note that from 2018 to 2019, the 
APTC eligible population is projected to decrease by approximately 23% in both scenarios due to the availability of expanded 
Medicaid coverage. The non-APTC eligible cohort is projected to decrease by around 17% between 2018 and 2019 due to 
a combination of persons with income below 100% FPL  now being eligible for Medicaid and the individual mandate repeal. 
Under MGARA, this enrollment reduction is mitigated by members assumed to enter the market to take advantage of lower 
premiums.  

                                                           
16 Legal aliens with income below 100% FPL may also receive a premium tax credit. 
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Figure I-4B(ii) 
MGARA 

Individual Health Insurance Market 
Estimated Non-Group Market Enrollees by Premium Tax Credit Status: 2018 through 2028 (Thousands) 

With Waiver 

APTC Status 
2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 

Eligible 61.0 47.1 46.7 46.4 46.0 45.7 45.4 45.0 44.6 44.2 43.8 
Not Eligible 17.1 15.0 14.6 14.4 14.1 13.9 13.6 13.3 13.1 12.9 12.7 
Composite 78.1 62.1 61.3 60.7 60.1 59.6 59.0 58.3 57.7 57.1 56.5 

Note: Values are shown in thousands. Composite values are rounded separately. 

Figure I-4B(iii) 
MGARA 

Individual Health Insurance Market 
Estimated Non-Group Market Enrollees by Premium Tax Credit Status: 2018 through 2028 (Thousands) 

Net Enrollment Change Resulting from Waiver 

APTC Status 
2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 

Eligible 0.0 0.3 0.2 0.2 0.2 0.1 0.1 0.1 0.1 0.1 0.1 
Not Eligible 0.0 0.8 0.7 0.6 0.6 0.5 0.4 0.4 0.3 0.3 0.2 
Composite 0.0 1.1 0.9 0.8 0.7 0.6 0.5 0.5 0.4 0.4 0.3 

Note: Values are shown in thousands. Composite values are rounded separately. 

As MGARA is estimated to have the greatest consumer premium impact to the population not eligible for Federal premium 
assistance (APTC), the majority of coverage gains in the individual market are estimated to occur from persons not eligible 
for APTC. Under the waiver, it is possible that a small number of APTC-enrollees without the waiver may no longer qualify 
for APTC upon MGARA implementation. As MGARA is estimated to reduce the cost of the second lowest cost silver plan, 
young adults with income near 400% FPL may have the value of available premium assistance reach $0. However, to the 
extent that healthcare inflation assumptions outstrip income growth, over time, some of these persons are modeled to regain 
APTC-eligibility during the course of the projection period.  

C. NON-GROUP MARKET ENROLLMENT BY PLAN 
This section provides the estimated impact to non-group market enrollment by plan level resulting from MGARA. Under the 
ACA, households may purchase a non-group plan in one of four metallic tiers: bronze, silver, gold, or platinum.17 However, 
insurers participating in Maine’s non-group market do not currently offer platinum level coverage. For individuals under age 
30 or persons qualifying for an unaffordability or hardship exemption, a catastrophic plan may also be purchased.  

Figure I-4C(i) illustrates estimated non-group market enrollment in thousands under the status-quo ACA (without waiver) 
during the baseline year (2018), and from 2019 through 2028, while Figure I-4C(ii) illustrates the same information under 
MGARA (with waiver). Figure I-4C(iii) illustrates the net change in enrollment by plan level resulting from MGARA.  

                                                           
17Please see https://www.healthcare.gov/choose-a-plan/plans-categories/ for more information. 
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Figure I-4C(i) 
MGARA 

Individual Health Insurance Market  
Estimated Non-Group Market Enrollees by Plan Level: 2018 through 2028 (Thousands) 

Without Waiver 

Plan Level 
2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 

Catastrophic 1.0 0.9 0.9 0.9 0.9 0.9 0.8 0.8 0.8 0.8 0.8 

Bronze 34.6 31.1 30.8 30.5 30.2 29.9 29.7 29.4 29.1 28.8 28.5 

Silver 39.5 26.3 26.1 25.9 25.7 25.6 25.4 25.1 24.9 24.7 24.5 

Gold 3.0 2.7 2.7 2.6 2.6 2.6 2.6 2.5 2.5 2.5 2.4 

Platinum 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 

Composite 78.1 61.0 60.5 59.9 59.4 58.9 58.4 57.8 57.3 56.7 56.2 
Note: Values are shown in thousands. Composite values are rounded separately. 

Figure I-4C(ii) 
MGARA 

Individual Health Insurance Market  
Estimated Non-Group Market Enrollees by Plan Level: 2018 through 2028 (Thousands) 

With Waiver 

Plan Level 
2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 

Catastrophic 1.0 1.0 0.9 0.9 0.9 0.9 0.9 0.9 0.8 0.8 0.8 

Bronze 34.6 31.8 31.3 31.0 30.7 30.3 30.0 29.7 29.3 29.0 28.7 

Silver 39.5 26.5 26.3 26.1 25.9 25.7 25.5 25.2 25.0 24.7 24.5 

Gold 3.0 2.8 2.8 2.7 2.7 2.7 2.6 2.6 2.5 2.5 2.5 

Platinum 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 

Composite 78.1 62.1 61.3 60.7 60.1 59.6 59.0 58.3 57.7 57.1 56.5 
Note: Values are shown in thousands. Composite values are rounded separately. 

 

Figure I-4C(iii) 
MGARA 

Individual Health Insurance Market  
Estimated Non-Group Market Enrollees by Plan Level: 2018 through 2028 (Thousands) 

Net Enrollment Change Resulting from Waiver 

Plan Level 
2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 

Catastrophic 0.0 0.1 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 

Bronze 0.0 0.7 0.6 0.5 0.5 0.4 0.3 0.3 0.3 0.2 0.2 

Silver 0.0 0.2 0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.1 

Gold 0.0 0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.0 0.0 

Platinum 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 

Composite 0.0 1.1 0.9 0.8 0.7 0.6 0.5 0.5 0.4 0.4 0.3 
Note: Values are shown in thousands. Composite values are rounded separately. 

As shown in Figure I-4C(iii), the majority of enrollment increases resulting from MGARA are estimated to occur in the Bronze 
metallic tier.. As MGARA has the greatest premium effect on consumers not eligible for premium assistance, we estimate 
Bronze coverage will experience the greatest enrollment increase as a result of the waiver. We note that for both scenarios 
in 2019, the silver plan enrollment is projected to decrease by one-third due to the availability of expanded Medicaid 
coverage, which impacts individuals with incomes of 100%-138% FPL who enroll largely in on-exchange silver cost-sharing 
reduction plans. 
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D. NON-GROUP MARKET ENROLLMENT BY AGE 
This section provides the estimated impact to non-group market enrollment by age group from MGARA. Figure I-4D(i) 
illustrates the estimated non-group market enrollment in thousands under the status-quo ACA (without waiver) during the 
baseline year (2018), and from 2019 through 2028, while Figure I-4D(ii) illustrates the same information under MGARA (with 
waiver). Figure I-4D(iii) illustrates the net change in enrollment by plan level resulting from MGARA (note that values in this 
table are not rounded to thousands).  

Figure I-4D(i) 
MGARA 

Individual Health Insurance Market  
Estimated Non-Group Market Enrollees by Age Group: 2018 through 2028 (Thousands) 

Without Waiver 

Age Group 
2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 

17 and Under 9.8 7.6 7.5 7.4 7.3 7.3 7.2 7.2 7.1 7.1 7.0 
18 to 25 10.7 8.3 8.3 8.3 8.3 8.3 8.2 8.2 8.1 8.0 7.9 
26 to 34 10.7 8.4 8.3 8.2 8.1 8.0 7.9 7.9 7.9 8.0 8.0 
35 to 44 12.7 9.8 9.9 10.0 10.1 10.1 10.2 10.2 10.2 10.1 10.1 
45 to 54 9.8 7.5 7.3 7.1 6.9 6.8 6.6 6.6 6.5 6.5 6.4 
55 to 64 21.5 17.1 16.7 16.4 16.1 15.8 15.5 15.0 14.6 14.2 13.8 
65 and Over 2.9 2.4 2.5 2.5 2.6 2.7 2.7 2.8 2.8 2.9 2.9 
Total 78.1 61.0 60.5 59.9 59.4 58.9 58.4 57.8 57.3 56.7 56.2 

Note: Values are shown in thousands. Total values are rounded separately. 

 
As shown in Figure I-4D(i), approximately 44% of individual market enrollees are estimated to be 45 years or older during 
the 2018 baseline year.  

Figure I-4D(ii) 
MGARA 

Individual Health Insurance Market  
Estimated Non-Group Market Enrollees by Age Group: 2018 through 2028 (Thousands) 

With Waiver 

Age Group 
2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 

17 and Under 9.8 7.8 7.7 7.6 7.5 7.4 7.3 7.3 7.2 7.2 7.1 
18 to 25 10.7 8.5 8.4 8.4 8.4 8.4 8.3 8.2 8.2 8.1 8.0 
26 to 34 10.7 8.5 8.4 8.3 8.2 8.1 8.0 8.0 8.0 8.0 8.0 
35 to 44 12.7 10.0 10.0 10.1 10.2 10.2 10.3 10.3 10.2 10.2 10.2 
45 to 54 9.8 7.7 7.5 7.3 7.1 6.9 6.7 6.6 6.6 6.5 6.5 
55 to 64 21.5 17.2 16.8 16.5 16.2 15.8 15.5 15.1 14.6 14.2 13.8 
65 and Over 2.9 2.4 2.5 2.5 2.6 2.7 2.7 2.8 2.8 2.9 2.9 
Total 78.1 62.1 61.3 60.7 60.1 59.6 59.0 58.3 57.7 57.1 56.5 

Note: Values are shown in thousands. Total values are rounded separately. 
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Figure I-4D(iii) 
MGARA 

Individual Health Insurance Market  
Estimated Non-Group Market Enrollees by Age Group: 2018 through 2028 (Thousands) 

Net Enrollment Change Resulting from Waiver 

Age Group 
2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 

17 and Under 0.0 0.3 0.2 0.2 0.2 0.1 0.1 0.1 0.1 0.1 0.1 
18 to 25 0.0 0.2 0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.1 
26 to 34 0.0 0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.0 0.0 0.0 
35 to 44 0.0 0.2 0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.1 
45 to 54 0.0 0.2 0.2 0.2 0.1 0.1 0.1 0.1 0.1 0.1 0.1 
55 to 64 0.0 0.1 0.1 0.1 0.1 0.1 0.1 0.0 0.0 0.0 0.0 
65 and Over 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 
Total 0.0 1.1 0.9 0.8 0.7 0.6 0.5 0.5 0.4 0.4 0.3 

Note: Values are shown in thousands. Total values are rounded separately. 

 
As shown in Figure I-4D(iii), additional incremental non-group enrollment is estimated to occur across each age group due 
to MGARA. 

5. AFFORDABILITY REQUIREMENTS 

As required under 45 CFR 155.1308(f)(3)(iv)(B), a State’s proposed waiver must provide coverage and cost sharing 
protections against excessive out-of-pocket spending that are at least as affordable under Title I of the ACA. As described 
in CMS-9936-N, increasing the number of state residents with large health care spending burdens relative to their incomes 
would result in a waiver proposal failing to meet the affordability requirement of the 1332 waiver application.18 Additionally, 
regulations state an evaluation of the affordability requirement will take into account the impact of the waiver proposal to 
“vulnerable residents, including low-income individuals, elderly individuals, and those with serious health issues or who 
have a greater risk of developing serious health issues”.  

Under MGARA, we estimate premium rates in the non-group market will be reduced. For the majority of the APTC-eligible 
population, this will not impact out-of-pocket premium costs for the second-lowest cost Silver plan (subsidy benchmark 
plan). These households will continue to pay up to a maximum percentage of their household income for the subsidy 
benchmark plan. A portion of consumers receiving an APTC in the absence of MGARA will no longer be eligible for the 
subsidy after the reinsurance program is implemented due to the premium expense not exceeding the maximum percentage 
of household income as defined under the ACA. These consumers will realize out-of-pocket premium savings as a result of 
MGARA. Finally, for consumers purchasing coverage in the FFM without an APTC or outside the FFM, premium savings 
will be realized from MGARA. Consumers not receiving an APTC under current law will realize the greatest savings from 
MGARA, as they accrue 100% of premium savings, whereas for APTC consumers, a large portion of savings are retained 
by the Federal government (which will be re-distributed in the form of pass-through funding). 

For persons qualifying for APTC that are purchasing Bronze level coverage, it is possible that out-of-pocket premiums may 
increase as a result of MGARA. As MGARA is estimated to reduce the dollar amount of the APTC for qualifying individuals, 
the available financial assistance that can be applied to the purchase of Bronze level coverage is reduced. However, we 
estimate the impact to low income persons is limited for the following reasons: 

 Because members with household income under 250% of FPL and purchasing bronze level coverage qualify for 
cost sharing reductions if a Silver plan is purchased19, there is a strong financial incentive to purchase Silver 
coverage. 
 

                                                           
18 https://www.gpo.gov/fdsys/pkg/FR-2015-12-16/pdf/2015-31563.pdf 

19 Native Americans qualify for a zero cost sharing plan if income is between 100% and 300% FPL, regardless of metal level purchased. 



 

Section 1332 State Innovation Waiver Actuarial Analyses and Certification & Economic Analyses  19 
March 20, 2018  
 
 

 For certain low income individuals, the ACA’s subsidy structure has created the availability of a $0 out-of-pocket 
premium for Bronze coverage.20  

 
o As MGARA is estimated to reduce premiums, it is likely the number of marketplace enrollees qualifying 

for a $0 Bronze plan will decrease to some degree.  
o We do not anticipate that the magnitude of the premium reductions produced by MGARA will have a 

large impact on the cost of subsidized premiums for members eligible for a $0 Bronze plan in the without 
waiver scenario. 

o Rating loads applied to silver plans in 2018 to account for the termination of CSR subsidies have further 
reduced the likelihood of enrollees losing $0 Bronze plan eligibility due to MGARA.  

Premium savings from MGARA will vary by allowable rating factors under the ACA and the APTC structure: age, tobacco-
usage, geographic location, plan metallic level, and household income. Vulnerable residents will realize out-of-pocket 
premium savings consistent with their demographics as they relate to these factors. MGARA does not make any changes 
to required insurer plan design, cost sharing limitations, or cost sharing assistance in the non-group market. For persons 
not eligible for APTC, it may be possible that MGARA allows the consumer to purchase a richer benefit plan (e.g., a Silver 
instead of a Bronze plan), which may result in lower out-of-pocket cost sharing expenses. As discussed previously, funding 
for MGARA will be through a combination of federal pass-through funding (as a result of reducing the federal government’s 
expenditures on premium tax credits) and a state-based assessment on comprehensive commercial health insurance 
coverage. Individual, Small Group, Large Group, and Self-Funded plans will be assessed a PMPM amount to generate the 
state-based revenue for the reinsurance fund.  

As the cost of the MGARA assessment is estimated to be less than 1% of the total cost of employer-sponsored insurance 
in Maine, we do not estimate a material change in employee contributions or cost sharing requirements resulting from 
MGARA.  

Sections A through D below provide estimates of changes in market premiums and APTC amounts resulting from MGARA. 

A. NON-GROUP MARKET PER MEMBER PER MONTH PREMIUM 
The following tables illustrate estimated non-group PMPM premium for 2018 and the ten-year projection period without the 
waiver, under the waiver, and the net change in per member per month premium. We have illustrated premiums for ACA-
compliant coverage (ACA), which reflects premiums attributable to coverage purchased in the FFM, as well as coverage 
outside the FFM that is compliant with ACA rating rules. Note, drivers of premium rate changes resulting from the waiver 
include the reinsurance program, as well as age and plan mix changes.  

Figure I-5A(i) 
MGARA 

Individual Health Insurance Market 
Estimated Non-Group Premium PMPM by Plan Type: 2018 through 2028 

Without Waiver 
Plan 
Type 

2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 

ACA $681 $683 $732 $771 $812 $852 $893 $935 $979 $1,020 $1,063 
Note: Values are rounded to the nearest whole dollar. 

2018 premium rate changes are based on the current rate filings submitted by the carriers actively selling ACA products in 
Maine. Premium rates for ACA-compliant coverage are estimated to increase from 2019 through 2028 due to assumed 
marketplace premium trend ranging from at 4.5% to 5.5% per year.  In 2019, we model Medicaid expansion as producing 
a modest reduction to individual market rates based on expected morbidity improvements to the non-group insurance pool; 
additionally, we assume a 2% reduction in 2019 premiums due to the one-year suspension of the Health Insurer Fee using 
our best estimate produced in a Milliman analysis.21 We assume these rate reductions are partially offset by impacts of the 
effective repeal of the individual mandate penalty. We do not apply an explicit rate adjustment to reflect the effective 

                                                           
20 https://www.kff.org/health-reform/issue-brief/how-premiums-are-changing-in-2018/ 

21 http://www.milliman.com/uploadedFiles/insight/healthreform/pdfs/ACA-health-insurer-fee.pdf 
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individual mandate penalty repeal in 2019, as Maine carriers made consideration for a weakly enforced individual mandate 
in pricing 2018 policies.22 
 

Figure I-5A(ii) 
MGARA 

Individual Health Insurance Market  
Estimated Non-Group Premium PMPM by Plan Type: 2018 through 2028 

With Waiver 

Plan Type 
2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 

ACA $681 $618 $661 $697 $736 $777 $817 $858 $904 $944 $990 
Note: Values are rounded to the nearest whole dollar. 

Figure I-5A(iii) 
MGARA 

Individual Health Insurance Market  
Estimated Non-Group Premium PMPM by Plan Type: 2018 through 2028 

Net PMPM Dollar Change 

Plan Type 
2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 

ACA $0  ($64) ($71) ($74) ($76) ($75) ($76) ($77) ($74) ($75) ($72) 
Note: Values are rounded to the nearest whole dollar. 

 

As observed in the above figures, MGARA is estimated to result in a PMPM premium decrease for ACA compliant coverage 
that ranges from about $65 to almost $80 PMPM during the ten year projection period relative to estimated premium levels 
without the waiver. MGARA is estimated to result in a premium decrease in 2019 relative to the prior year rates; however, 
premium rates are estimated to increase thereafter under both scenarios due primarily to healthcare expense inflation, while 
still being lower than if the waiver was not implemented.  

Under MGARA, premium rates are estimated to trend higher during 2021 through 2028 relative to the status-quo scenario. 
As MGARA funding is assumed to be held constant at a flat $4 PMPM assessment, there is a leveraging impact on premium 
rates, resulting in average annual premium increases ranging from 4.5% to 5.6% during that portion of the projection period 
relative to 4.2% to 5.3% without the waiver (including impact of plan selections). 

B. NON-GROUP MARKET AGGREGATE PREMIUM 
The following tables illustrate estimated non-group aggregate annual premiums during the ten-year projection period without 
the waiver, under the waiver, and the net change in aggregate annual premiums. We have illustrated premiums for ACA-
compliant coverage (ACA). ACA coverage reflects premiums attributable to coverage purchased in the FFM, as well as 
coverage outside the FFM that is compliant with ACA rating rules. 

Figure I-5B(i) 
MGARA 

Individual Health Insurance Market  
Estimated Non-Group Aggregate Annual Premiums by Plan Type: 2018 through 2028 ($ Millions) 

Without Waiver 

Plan Type 
2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 

ACA  $ 638   $ 500   $ 531   $ 555   $ 579   $ 602   $ 626   $ 649   $ 672   $ 694   $ 716  
Note: Dollar amounts are rounded to the nearest million. 

 

                                                           
22 https://www.kff.org/health-reform/issue-brief/an-early-look-at-2018-premium-changes-and-insurer-participation-on-aca-exchanges/ 
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As illustrated in Figure I-5B(i), aggregate ACA-compliant annual premiums in 2018 are estimated to be approximately $638 
million. During the projection period, individual market annual premium volume is estimated to increase to approximately 
$716 million.  

Figure I-5B(ii) 
MGARA 

Individual Health Insurance Market  
Estimated Non-Group Aggregate Annual Premiums by Plan Type: 2018 through 2028 ($ Millions) 

With Waiver 

Plan Type 
2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 

ACA  $ 638   $ 461   $ 487   $ 508   $ 531   $ 555   $ 578   $ 600   $ 626   $ 647   $ 671  
Note: Dollar amounts are rounded to the nearest million. 

Figure I-5B(iii) 
MGARA 

Individual Health Insurance Market  
Estimated Non-Group Aggregate Annual Premiums by Plan Type: 2018 through 2028 ($ Millions) 

Net Change 

Plan Type 
2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 

ACA  $ 0   $ (39)  $ (45)  $ (47)  $ (48)  $ (47)  $ (48)  $ (48)  $ (47)  $ (47)  $ (45) 
Note: Dollar amounts are rounded to the nearest million. 

 
The above figures illustrate a significant decrease to aggregate annual ACA premiums resulting from the implementation of 
MGARA in 2019, even with the migration of some uninsured people to the non-group market under MGARA.  
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C. SECOND-LOWEST-COST SILVER PLAN PREMIUM – 40 YEAR OLD 
The following tables illustrate the estimated second-lowest-cost silver plan PMPM premium (also referred to as the “subsidy 
benchmark plan”) for a single, 40 year old, non-tobacco user by Maine’s four rating areas.23 The majority of enrollment is 
estimated to be in Rating Areas 1 and 3, together representing 65% of statewide individual marketplace enrollment. We 
have assumed the member distribution by rating area during the projection period is consistent with the observed member 
distribution in the baseline year. As shown in Figure-5C(i), Rating Areas 2, 3, and 4 have premium rates that are 
approximately 2%, 7% to 49% higher than the statewide average, while Rating Area 1 has premium rates approximately 
5.5% lower than the statewide average. 

Figure I-5C(i) 
MGARA 

Individual Health Insurance Market  
Estimated Second Lowest Cost Silver Plan PMPM Premium, Single 40 Year Old:  

2018 through 2028 Without Waiver 
Rating 
Area 

2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 

1 $513 $523 $561 $591 $622 $652 $684 $715 $749 $780 $813 

2 $554 $565 $606 $638 $672 $704 $738 $772 $808 $842 $878 

3 $581 $592 $635 $669 $705 $738 $774 $810 $848 $884 $921 

4 $810 $825 $885 $932 $981 $1,028 $1,078 $1,128 $1,181 $1,230 $1,282 

Composite $582 $591 $636 $671 $708 $743 $780 $819 $860 $899 $939 
Notes:  
1. Values have been rounded to the nearest whole dollar. 
2. Premiums reflect non-tobacco user. 

Figure I-5C(ii) 
MGARA 

Individual Health Insurance Market  
Estimated Second Lowest Cost Silver Plan PMPM Premium, Single 40 Year Old: 2018 through 2028 

With Waiver 

Rating Area 
2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 

1 $513 $476 $508 $536 $566 $596 $627 $658 $693 $724 $759 

2 $554 $514 $549 $578 $610 $644 $676 $710 $748 $781 $819 

3 $581 $539 $576 $607 $640 $675 $710 $745 $785 $820 $859 

4 $810 $750 $802 $845 $892 $940 $988 $1,037 $1,093 $1,141 $1,196 

Composite $582 $538 $576 $608 $643 $679 $715 $753 $796 $834 $877 
Notes: 
1. Values have been rounded to the nearest whole dollar. 
2. Premiums reflect non-tobacco user. 

 

 

                                                           
23 https://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-Insurance-Market-Reforms/me-gra.html 
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Figure I-5C(iii) 
MGARA 

Individual Health Insurance Market 
Estimated Second Lowest Cost Silver Plan PMPM Premium, Single 40 Year Old: 2018 through 2028 

Net Change 

Rating Area 
2018 

 
2019 

 
2020 

 
2021 

 
2022 

 
2023 

 
2024 

 
2025 

 
2026 

 
2027 

 
2028 

 
1 $0 -$47 -$53 -$55 -$56 -$56 -$57 -$57 -$56 -$56 -$54 

2 $0 -$51 -$57 -$60 -$62 -$60 -$62 -$62 -$60 -$61 -$59 

3 $0 -$53 -$59 -$62 -$65 -$63 -$64 -$65 -$63 -$64 -$62 

4 $0 -$75 -$83 -$87 -$89 -$88 -$90 -$91 -$88 -$89 -$86 

Composite $0 -$53 -$60 -$63 -$65 -$64 -$65 -$66 -$64 -$65 -$62 
Notes: 
1. Values have been rounded to the nearest whole dollar. 
2. Premiums reflect non-tobacco user. 

As shown in Figure I-5C(iii), each rating area is estimated to experience a reduction in the premium amount for the subsidy 
benchmark plan under the “with waiver” scenario. We have assumed the baseline premium rates accurately reflect the 
underlying insured population in each rating region. Therefore, on a PMPM basis, rating areas with higher baseline 
premiums are estimated to have a greater PMPM reduction relative to rating areas with lower premiums. 

We note that while we expect fewer silver 94% CSR plan enrollees to be in the market in 2019 and future years due to 
Medicaid expansion, we do not explicitly reduce the second lowest cost silver plan (2LCSP) premiums for this scenario.  
The rate reduction to the 2LCSP (and all other) non-group market premiums in Maine due to the shift of these 94% CSR 
plan members is partly dependent on how the excess cost of CSR plans is allocated to plans on and off the exchange. 
Because we do not have clear guidance at this time on what allocation strategies the Maine BOI will allow in 2019 for 
covering excess costs associated with CSR plans, which would impact the rate level of the 2LCSP in 2019, we do not make 
an adjustment to premiums for this component of the membership change.  The ultimate CSR allocation methodologies 
permitted by the Maine BOI would impact both the with- and without-waiver scenario premium rates; therefore, the impact 
of the allowed rating methodologies would have minimal impact on the projected Federal pass-through funding.  

D. ADVANCED PREMIUM TAX CREDIT 
The following tables illustrate the estimated number of average enrollees per month receiving an APTC through the FFM, 
the average APTC PMPM amount, and aggregate annual APTC expenditures for 2018 and the ten-year projection period 
without the waiver, under the waiver, and the net change for these values resulting from waiver implementation. Without 
the waiver, aggregate annual APTC expenditures are estimated to increase to over $475 million by 2028. 

Figure I-5D(i) 
MGARA 

Individual Health Insurance Market 
Estimated Premium Tax Credit Enrollment and Expenditures: 2018 through 2028 

Without Waiver 

 
2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 

APTC Enrollees1 61 47 47 46 46 46 45 45 44 44 44 
APTC PMPM2 $584 $565 $608 $644 $682 $718 $755 $793 $832 $868 $906 
Aggregate APTC3 $427 $318 $340 $357 $376 $393 $410 $426 $444 $459 $475 
Notes: 
1. Values for APTC enrollees are rounded to the nearest thousand and reflect average monthly effectuated enrollment. 
2. Values for APTC PMPM have been rounded to the nearest whole dollar. 
3. Values for Aggregate APTC represent annual values and have been rounded to the nearest million. 
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Figure I-5D(ii) 
MGARA 

Individual Health Insurance Market 
Estimated Premium Tax Credit Enrollment and Expenditures: 2018 through 2028 

With Waiver 

 
2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 

APTC Enrollees1 61 47 47 46 46 46 45 45 45 44 44 
APTC PMPM2 $584 $500 $536 $568 $605 $642 $678 $715 $757 $792 $834 
Aggregate APTC3 $427 $283 $301 $316 $334 $352 $369 $386 $405 $420 $438 

Notes: 
1. Values for APTC enrollees are rounded to the nearest thousand and reflect average monthly effectuated enrollment. 
2. Values for APTC PMPM have been rounded to the nearest whole dollar. 
3. Values for Aggregate APTC represent annual values and have been rounded to the nearest million. 

 

Figure I-5D(iii) 
MGARA 

Individual Health Insurance Market 
Estimated Premium Tax Credit Enrollment and Expenditures: 2018 through 2028 

Net Change 

 
2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 

APTC Enrollees1 0.0 0.3 0.2 0.2 0.2 0.1 0.1 0.1 0.1 0.1 0.1 
APTC PMPM2 $0 -$65 -$72 -$76 -$78 -$76 -$77 -$78 -$75 -$76 -$73 
Aggregate APTC3 $0 -$35 -$39 -$41 -$42 -$41 -$41 -$41 -$39 -$39 -$37 
Notes: 
1. Values for APTC enrollees are rounded to the nearest thousand and reflect average monthly effectuated enrollment. 
2. Values for APTC PMPM have been rounded to the nearest whole dollar. 
3. Values for Aggregate APTC represent annual values and have been rounded to the nearest million. 

As shown in Figure I-5D(iii), MGARA is estimated to cause a slight increase in the number of APTC enrollees by inducing 
enrollees with incomes between 300% FPL to 400% FPL (i.e., lightly subsidized members) to enter the market. MGARA is 
also estimated to have an effect on the per capita APTC amount, decreasing it by nearly 11% in 2019 relative to the baseline 
scenario. The per capita APTC savings translate to significant aggregate savings on APTC expenditures. These savings, 
net of other applicable Federal revenue changes, are estimated to become available pass-through funding for MGARA.  

6.  COMPREHENSIVENESS REQUIREMENTS 

As required under 45 CFR 155.1308(f)(3)(iv)(A), a State’s proposed waiver must provide coverage that is at least as 
comprehensive as the coverage defined in Section 1302(b) of the ACA. As described in CMS-9936-N, comprehensiveness 
refers to the scope of benefits provided by the coverage as measured by the extent to which coverage meets the 
requirements for essential health benefits (EHBs). MGARA makes no changes to EHB requirements in the individual market, 
nor is it estimated to have any effect on other health insurance programs and populations within the State of Maine. 
Additionally, MGARA makes no changes to state-mandated benefits. As MGARA is estimated to increase enrollment in the 
non-group market relative to projections absent the waiver, it increases the number of Mainers with insurance coverage that 
meets the EHB requirements, fulfilling the comprehensiveness requirements of  45 CFR 155.1308(f)(4)(iv)(A). 
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SECTION II. ECONOMIC ANALYSIS 

45 CFR 155.1308(f)(4)(ii) requires the Section 1332 waiver application to provide economic analyses to support the State’s 
estimates that the proposed waiver will comply with the comprehensive coverage requirement, the affordability requirement, 
and the scope of coverage requirement and the Federal deficit requirement. Analyses related to the estimated impact of 
MGARA to health insurance coverage in Maine have been provided within the actuarial certification. This section addresses 
the deficit neutrality requirements of the waiver application, providing a ten-year budget plan that includes all costs under 
the waiver, including administrative and other costs to the Federal government. 

As shown in the actuarial analysis, Figure I-4D(iii), MGARA is estimated to have a material impact on the Federal 
government APTC expenditures for Mainers purchasing health insurance coverage through the FFM. As permissible under 
Section 1332 of the ACA, Maine seeks to apply the Federal savings on APTC expenditures to support MGARA. To fulfill 
the Section 1332 Waiver budget neutrality requirements, Maine seeks Federal pass-through funding equal to Federal APTC 
savings, less other changes to Federal government expenses. Figure II-1 provides a summary of estimated Federal 
expenditure changes during the ten-year projection period. 

Figure II-1 
MGARA 

Individual Health Insurance Market 
Estimated Federal Government Expenditures Changes: 2019 through 2028 (in Millions) 

Revenue / (Expense) Item 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 
Federal APTC Expenditures $35  $39  $41  $42  $41  $41  $41  $39  $39  $37  
           
Aggregate Shared Responsibility 
Payments $0  $0  $0  $0  $0  $0  $0  $0  $0  $0  

Exchange User Fee ($1) ($2) ($2) ($2) ($2) ($2) ($2) ($2) ($2) ($2) 

Health Insurer Fee $0  $0  $0  $0  $0  $0  $0  $0  $0  $0  
           
Net Reduction in Federal 
Expenditures $33  $37  $39  $40  $39  $39  $39  $38  $38  $36  

Note: Values are on an annual basis. 

Federal APTC Expenditures: As MGARA is estimated to reduce the cost of the second lowest cost silver plan (subsidy 
benchmark plan) during the projection period, the federal government’s expenditures on APTC for Mainers is estimated to 
be reduced.  Further detail on APTC savings is provided in Section I-5D of the actuarial certification. 

Aggregate Shared Responsibility Payments: On December 22, 2017, President Trump signed into law “H.R.1 - An Act to 
provide for reconciliation pursuant to titles II and V of the concurrent resolution on the budget for fiscal year 2018.” Section 
11081 of that Act repeals the Shared Responsibility Payments for individuals established by the Affordable Care Act. The 
repeal becomes effective January 1, 2019; therefore, we project no change to Federal Expenditures based on changes to 
Aggregate Shared Responsibility Payments in the 2019 to 2028 projection period. 

Exchange User Fee: For states electing to use the FFM, the federal government requires a 3.5% assessment on insurance 
marketplace coverage to support the operation of the FFM. As MGARA is estimated to reduce premium rates for non-group 
coverage purchased both on and off the marketplace, it is also estimated to reduce the revenue generated by the 3.5% 
premium assessment on insurance purchased through the FFM. 

Health Insurer Fee: Section 9010 of the ACA mandates a national assessment on health insurers of $14.3 billion in 2018; 
that assessment has been suspended for 2019. Thereafter, the national assessment amount is indexed based on the 
“premium growth rate” as defined under the ACA. As the premium growth rate is calculated based on changes per capita 
costs for employer-sponsored insurance, we do not believe MGARA materially impacts the premium growth rate calculation. 
Therefore, MGARA is not estimated to result in any changes to Federal revenue from the HIF. 

The remainder of this section provides more detailed discussion on the components of Federal revenue changes, excluding 
APTC expenditures, which are discussed in detail within the actuarial certification. 
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1.  EXCHANGE USER FEE 

Section 1311(d)(5)(A) of the ACA allows an Exchange (also referred to as a marketplace) to charge assessments or user 
fees to participating health insurers to generate funding to support the operation of the Exchange. In the proposed 2019 
Notice of Benefit and Payments parameters, the Federal government set the 2019 user fee for insurers offering coverage 
in the FFM at 3.5% of charged premium.24 For purposes of our ten-year projection, we have assumed that Maine will 
continue to utilize the FFM and the 3.5% user fee will continue through the course of the projection period. 

FFM user fee revenue may change as a result of the following impacts under MGARA: 

 MGARA is estimated to result in a decrease in per capita premiums charged by insurers in the ACA-compliant 
non-group market, both within the FFM and in the outside market. 
 

 To the extent persons receive an APTC without MGARA, but no longer receive an APTC under the waiver (as a 
result of premium rate decreases rendering the APTC worth $0), the financial incentive to purchase coverage 
through the FFM is removed. FFM data through 2017 indicate that about 86% of Mainers purchasing coverage in 
FFM qualify for an APTC.25 Therefore, it is possible that a small portion of the APTC population in the absence of 
the waiver will shift to purchasing coverage outside of the FFM as a result of MGARA. These households are most 
likely to consist of young adults, with income above 300% FPL, as these persons receive a lower amount of APTC 
relative to older and/or lower income households. 
 

 Additional persons entering the non-group market as a result of MGARA are more likely to not qualify for an APTC, 
as MGARA’s premium reduction will primarily accrue to consumers with income above 400% FPL who do not 
qualify for APTC.  

Figure II-2A illustrates the estimated change in premium revenue during the projection period, as well as the corresponding 
change in the collected FFM user fee, based on 3.5% of premium revenue.  The On-Exchange premiums for 2019 and 
beyond were estimated based on the split of non-group market premiums by on-exchange and off-exchange markets from 
a survey administered to Maine Carriers by Milliman through MGARA. 

Figure II-2 
MGARA 

Individual Health Insurance Market 
Estimated Change in Insurer Assessment Revenue 2019 through 2028 

3.5% Premium Assessment Assumed (in Millions) 

Calendar 
Year 

Change in On-Exchange  
Premium Revenue 

Change in Federal Assessment 
from Exchange Fee 

2019 $42.2 $1.5 
2020 $46.2 $1.6 
2021 $47.7 $1.7 
2022 $48.5 $1.7 
2023 $47.3 $1.7 
2024 $47.4 $1.7 
2025 $47.4 $1.7 
2026 $45.4 $1.6 
2027 $45.5 $1.6 
2028 $43.2 $1.5 

  Note: Values are rounded to the nearest hundred thousand and are on an annual basis. 

                                                           
24 https://www.gpo.gov/fdsys/pkg/FR-2017-11-02/pdf/2017-23599.pdf, page 51054. 

25 https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/Marketplace-Products/Downloads/2017_OEP_State-
Level_Public_Use_File.zip, worksheet (5) by Premium and FA 
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2.  HEALTH INSURANCE PROVIDERS FEE 

The Health Insurer Providers Fee (HIF), mandated by Section 9010 of the ACA is applicable to qualifying health insurance 
premiums earned by for-profit and a portion of non-profit insurers. The annual fee amount required for an insurer is based 
on its premium volume in proportion to the premium volume of other health insurers subject to the HIF during the prior year. 
Nonprofit insurers who receive more than 80% of their premium revenue from Medicare, Medicaid, CHIP, and dual eligible 
plans are exempted from the fee. Other nonprofit insurers will be able to exclude 50% of their premium revenue from the 
health insurer fee calculation. In 2018, the national HIF charge is $14.3 billion. In 2019, there is a moratorium on the 
collection of the HIF; thereafter, the HIF charge is increased by the rate of premium growth relative to the preceding year 
(as defined in Section 36B(b)(3)(A)(ii) by the IRS).26 

As MGARA is not estimated to materially change employer-sponsored insurance premiums in Maine, we do not estimate 
MGARA will impact CMS’ projection of per enrollee employer-sponsored insurance premiums. In the absence of other 
information and based on current regulations, we assume that CMS will continue to calculate the premium growth rate 
based on projected changes in employer-sponsored insurance premiums.  

Since the ACA’s implementation, the Centers for Medicare & Medicaid Services (CMS) has used a methodology based on 
the most recent National Health Expenditures Accounts projection of per capita employer-sponsored insurance premiums 
to develop the above referenced premium growth percentage.27 It is uncertain to what degree (if any) changes would be 
made to this calculation in the future. 

Based on this set of assumptions, we do not estimate MGARA will have any material impact on HIF charges during the ten-
year projection period. To the extent the state-based assessments supporting MGARA result in higher per capita employer-
sponsored insurance premiums in Maine, MGARA would actually result in greater HIF revenue for the Federal government 
based on the current indexing methodology. 

It is possible that the share of HIF payments made attributable to Maine health insurance premiums may vary as a result of 
MGARA. As MGARA is estimated to reduce insurer premium volume, it may result in a slight increase in required payments 
from insurers not participating in Maine’s individual health insurance market (as well as APTC expenditures in other states). 
This may change the amount of HIF revenue collected from Maine insurers, but will not change the national assessment 
amount.   

                                                           
26 Please see https://www.irs.gov/businesses/corporations/affordable-care-act-provision-9010 for more information related to the HIF. 

27 https://www.cms.gov/newsroom/mediareleasedatabase/fact-sheets/2016-fact-sheets-items/2016-12-16.html, see paragraph entitled “Premium Adjustment 
Percentage”. 
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SECTION III. ASSUMPTIONS AND METHODOLOGY 

1. MARKET CALIBRATION 

A key aspect of modeling healthcare reform proposals is establishing a status quo set of assumptions for the population 
being modeled. For the State of Maine insurance markets, we developed estimates for the number of individuals insured in 
Maine through the non-group insurance market (or uninsured) in the baseline year (2018) by age, gender, household 
income, health status, metallic level and premium rates (if applicable), and other factors to establish baseline assumptions 
for Maine’s population. We did not perform these estimates for Maine’s transitional policies as, based on proprietary data 
provided in a survey to Maine’s individual market carriers, no transitional policy enrollment was reported for 2017.  We 
calibrated the total 2018 individual market enrollment to actual on- and off-exchange open enrollment figures known as of 
mid-January 2018; this calibration was based on proprietary data that we received from Maine insurers and Maine’s Bureau 
of Insurance (BOI). We developed our starting census and premium rate assumptions for the non-group insurance market 
from a number of publicly available data sources. The assumptions in the model related to insurance take-up rates and 
market migration specific to Maine have been informed by studies on the impact of key changes to the regulations and 
composition of the non-group market (e.g., individual mandate repeal, Medicaid expansion, etc.) and by actuarial judgment. 
Data from insurers included estimated 2017 enrollment by income level. Proprietary data received from Maine’s BOI 
included aggregate open enrollment figures by metal level and by on-exchange/off-exchange. Additional detail on data 
sources used in our census and assumption calibration process is provided below: 

o 2018 Open Enrollment data – The Maine BOI provided proprietary data by carriers operating in Maine’s non-
group insurance markets, which was used along with 2017 Marketplace Enrollment Reports to determine the 2018 
on-exchange and off-exchange enrollment by plan metal level and income level.  

o 2017 Marketplace Enrollment Reports – We utilized publicly available data provided by Centers for Medicare 
and Medicaid Services (CMS) to estimate the split of 2018 Individual Health Insurance Marketplace enrollment by 
income level.  

o U.S. Census Bureau data – The U.S. Census Bureau contains state-by-state counts which identify population 
cohorts by gender, age, income level, and insurance type. This information was used to estimate the size of Maine’s 
uninsured population, as well as to calibrate income levels for non-group market enrollees who were not already 
tagged with income indicators. 

o Maine Carriers 2015 to 2017 Survey Data – This survey was developed by Milliman and administered to Maine 
carriers through MGARA requesting claims, premiums, and enrollment data from 2015 through 2017. This source 
was used to evaluate the need to model transitional and grandfathered policies, as well as to estimate the split of 
On-Exchange and Off-Exchange premiums as a percentage of total non-group market premiums for 2019 and 
beyond. 

o 2018 Filed Premium Rates –The 2018 rates used were those filed by the two major carriers active in the Maine 
individual market in 2018 (i.e., Community Health Options and Harvard Pilgrim). We applied adjustments to age-
specific and area-specific rates to normalize them to a state-wide basis before applying to the model; Federal age 
curve factors were applied to the rates to restate premiums on the appropriate age basis for each projection cohort. 

o CPI – We used CPI-U projections from the Congressional Budget Office (CBO) June 2017 report, “An Update to 
the Budget and Economic Outlook: 2017 to 2027” to project changes in the Federal Poverty Level through 2028. 
Our modeling assumes that the rate of wage inflation in Maine does not differ materially from the inflation rate 
indicated by the CPI-U. 

o Long-Term Marketplace Premium Trends – We referred to the CBO report, “Federal Subsidies for Health 
Insurance Coverage for People under Age 65: 2017 to 2027,” as a source for our long-term marketplace trend 
estimates, which range from 5.5% to 4.5% over the course of the projection period (averaging to a 5% overall trend 
during the projection period).28 

                                                           
28 https://www.cbo.gov/system/files/115th-congress-2017-2018/reports/53091-fshic.pdf 
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o Enrollment Changes due to Individual Mandate Repeal – To estimate the impact of the repeal of the individual 
mandate penalty on Maine’s non-group market enrollment, we reviewed studies published by the CBO and by S&P 
Global to determine a range of estimated Individual insurance market contraction; we then selected within that 
range using actuarial judgment. We applied adjustments based on the 2017 Marketplace Enrollment Reports to 
reflect the size of Maine’s insurance market as a proportion of the national market, Maine’s prevalence of 
unsubsidized non-group insurance market enrollees compared to the national average prevalence (subsidies – 
and the lack thereof – impact willingness to remain insured), and the expected duration of members who exit the 
individual insurance market due to the individual mandate penalty repeal. 

o Medicaid Expansion – Our modeling assumes that Medicaid expansion is effective in 2019 and that eligible 
individuals enroll in Medicaid-sponsored insurance rather than through the Marketplace. Beginning in 2019, we 
therefore reduce the estimated non-group enrollment to exclude individuals with income levels <138% of the FPL. 
We apply an adjustment to the 2019 rates to reflect changes to the market-wide morbidity level following the 
Medicaid expansion population shift; that adjustment was determined using a 2016 issue brief published by ASPE 
with judgment-based modifications to produce results consistent with Maine’s population characteristics.  

Based on actual insurance enrollment from insurer eligibility reports and public programs, we estimated 2018 counts for 
the non-group insurance market. The demographic distributions were used to allocate enrollment by age, gender, and 
income level.  

2. POPULATION MODELING 

Based on the Maine census projections, we estimated enrollment in each insurance market from 2019 through 2028 by 
assuming the distribution of insurance market enrollment by age, gender, and income level would remain constant relative 
to 2017. Changes in insurance market enrollment during the projection period are a result of changes in Maine’s estimated 
population by age and gender in the census projections. For example, the census projections estimate the Maine population 
age 65 and over will increase from approximately 286,000 in 2019 to 358,000 by 2029. This results in a corresponding 
increase in the number of estimated Medicare enrollees during the same time period.  

For the uninsured and non-group market, further adjustments were made to enrollment projections based on the census 
projections. We have observed a significant increase in the individual market enrollment in Maine from 2013 through 2015, 
and some volatility from 2015 through 2017. Maine enrolled approximately 34,000 individual members in individual coverage 
in 2012, while the individual market reached more than 90,000 by 2017.   

In our projections, we have estimated immaterial changes in non-group coverage for the population eligible for APTC over 
the 10 year projections. As the structure of the APTC calculation caps a consumer’s out-of-pocket premium, we have 
assumed little enrollment changes (other than those driven by census projections), for the population eligible for APTC. This 
assumption is supported by the stability in APTC enrollment between 2016 and 2017, despite significant premium rate 
increases occurring in the market. As discussed in this report, MGARA is not estimated to have a material impact on out-
of-pocket premiums for the population eligible for the APTC. Therefore, under both the without waiver and waiver scenarios, 
we projected similar APTC enrollment. 

For the uninsured and non-group markets, we divided enrollment into risk quintiles. Individuals in high risk quintiles were 
assumed to have a greater likelihood of maintaining insurance (current non-group) or entering the market (current 
uninsured) relative to enrollees in lower risk quintiles. 

For the population not eligible for APTC, mostly Maine individuals with income above 400% FPL, we have assumed further 
attrition in market enrollment will occur if premium rate growth exceeds income growth. As a result of MGARA, we estimate 
enrollment attrition is halted for several years for Mainers currently purchasing coverage in the non-group market.  
Additionally, the decrease in premiums is estimated to incent a small number of currently uninsured individuals to purchase 
coverage in the projection period.  

3. PREMIUM PROJECTIONS 

Premiums estimated in the non-group market for 2019 are based on estimated healthcare inflation (assuming no change in 
benefit levels or insured demographics), the estimated premium reduction due to the one-year suspension of the Health 
Insurer Fee,  and on changes in market-wide morbidity due to Medicaid expansion. 

Federal premium assistance was estimated based on premium rate changes for the second-lowest cost Silver plan available 
in the FFM, projected household income by FPL, and the indexing of the premium tax credit expenditures. For each enrollee 
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cohort, a rating factor corresponding to the default Federal age curve was assigned.29 We confirmed that our model 
produced an estimated, aggregate, Federal premium assistance amount that closely corresponds to the average APTC per 
month for qualifying enrollees published by CMS ($413) using results from the June 2017 Enrollment Snapshot Report to 
calibrate the pre-baseline year of our economic model.30 

4. REINSURANCE PAYMENT MODELING 

For our reinsurance modeling we used medical and prescription drug claim and eligibility data from the Maine All Payer 
Database as the source of the model’s experience data.  Members in the individual market who were not covered by 
Medicare Part C or by supplemental plans and who had sufficient months of eligibility were included along with their incurred 
allowed claims.   Allowed claims were trended to the projection period using trend consistent with the long-term premium 
trends in the economic model.  Paid claims were determined by multiplying allowed claims by the average paid-to-allowed 
ratio from carriers’ 2018 URRT. 

Eligibility for MGARA is determined either by auto-ceding conditions defined by MGARA or by voluntary ceding by non-
group insurers. The following conditions for auto-ceding members into MGARA are used:  Chronic Obstructive Pulmonary 
Disease (COPD); Cancer – Corpus Uterus (Endometrial Carcinoma); Cancer – Metastatic; Rheumatoid Arthritis; Cancer – 
Prostate Gland; Congestive Heart Failure; Renal Failure; HIV Infection. 

The financial projection model assigns expected claims to each insured person based on their assumed medical conditions 
and, for in-force business, their historical claims experience.  Rounded output from the actuarial modeling of MGARA 
operations is displayed in Appendix II: Actuarial Modeling Summary. 

5. ALTERNATE SCENARIOS 

In addition to modeling with- and without-MGARA scenarios under the assumption that Maine Medicaid expansion is 
implemented in 2019, we modeled with- and without-MGARA scenarios under conditions having no Maine Medicaid 
expansion in 2019 or future years.  Figure II-4 summarizes enrollment assumptions based on the no Medicaid expansion 
scenario. 

                                                           
29 https://www.cms.gov/CCIIO/Resources/Regulations-and-Guidance/Downloads/Final-Guidance-Regarding-Age-Curves-and-State-Reporting-12-16-16.pdf, 
page 4. 

30 https://downloads.cms.gov/files/effectuated-enrollment-snapshot-report-06-12-17.pdf, Average Advanced Premium Tax Credit by State, February 2017, 
page 6 
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Figure II-4 
MGARA 

No Medicaid Expansion 
Changes in Uninsured and Non-Group Market Resulting from MGARA Implementation 

(in Thousands) 

 Uninsured Individuals Insured in Non-Group Market 
Calendar 
Year 

Without 
MGARA 

With 
MGARA Change 

Without 
MGARA 

With  
MGARA Change 

2018 92.2 92.2 0.0 78.1 78.1 0.0 
2019 93.2 92.4 -0.8 75.9 76.7 0.8 
2020 92.4 91.7 -0.7 75.2 75.9 0.7 
2021 91.6 91.0 -0.6 74.6 75.3 0.6 
2022 90.9 90.3 -0.6 74.0 74.6 0.6 
2023 90.2 89.7 -0.5 73.4 73.9 0.5 
2024 89.5 89.1 -0.4 72.8 73.2 0.4 
2025 88.9 88.5 -0.4 72.1 72.4 0.4 
2026 88.3 88.0 -0.3 71.4 71.7 0.3 
2027 87.7 87.5 -0.3 70.7 70.9 0.3 
2028 87.2 87.0 -0.2 70.0 70.2 0.2 

 

Medicaid expansion is estimated to reduce the non-group market by about 19% - without Maine’s Medicaid expansion the 
projected size of the non-group market in 2019 shifts from 61.0K to 75.9K under the without MGARA scenario and from 
62.1K to 76.7K under the with MGARA conditions. The 0.8K difference in membership between the with- and without-
MGARA scenarios under no Medicaid expansion is less than the 1.1K difference for the Medicaid expansion scenarios, 
meaning MGARA is estimated to have a smaller impact on enrollment if Medicaid expansion does not take place. This is 
due primarily to the following factors: 

 Under the no Medicaid expansion scenario, while the nearly 500,000 member assessable pool (and therefore the 
collected MGARA assessments) increases slightly by retaining the would-be Medicaid expansion enrollees in the 
non-group market, the 70,000 member non-group market increases at a rate much greater than the assessable 
market. This dynamic means that each dollar of MGARA assessment funding must be spread over an increased 
number of non-group market claimants in the no Medicaid expansion scenario, reducing the impact of the MGARA 
recoveries on premiums. The reduced impact on premiums leads to a reduction in the estimated enrollment 
changes. 

 The average non-group market premiums are higher in the no Medicaid expansion scenario because members 
with income ranges <138% FPL, a group having average morbidity, remain in the non-group risk pool; this relative 
premium increase reduces expected enrollment into the non-group market. 

As discussed above, the MGARA assessments must cover an increased claimant population in the no Medicaid expansion 
scenario, and in result the MGARA attachment points are raised to ensure program solvency.  

Figures II-5 through II-7 illustrate the average premiums, reinsurance attachment points, and MGARA cash flow 
assumptions under the no Medicaid expansion scenario. 
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Figure II-5 
MGARA 

No Medicaid Expansion 
Changes in Second Lowest Cost Silver Plan Monthly Premium from MGARA Implementation 

 21-Year Old Monthly Premium 64-Year Old Monthly Premium 
Calendar 
Year 

Without 
MGARA 

With  
MGARA Change 

Without 
MGARA 

With  
MGARA Change 

2018 $456  $456  $0  $1,367  $1,367  $0  
2019 $472  $439  ($33) $1,415  $1,317  ($98) 
2020 $507  $470  ($37) $1,521  $1,410  ($112) 
2021 $535  $492  ($43) $1,605  $1,476  ($128) 
2022 $564  $520  ($44) $1,693  $1,560  ($133) 
2023 $593  $549  ($44) $1,778  $1,646  ($131) 
2024 $622  $578  ($44) $1,867  $1,734  ($133) 
2025 $653  $609  ($44) $1,960  $1,827  ($133) 
2026 $686  $643  ($43) $2,058  $1,928  ($130) 
2027 $717  $673  ($43) $2,151  $2,020  ($130) 
2028 $749  $705  ($45) $2,247  $2,114  ($134) 

 

Figure II-6 
MGARA 

No Medicaid Expansion 
Calendar Year 2019 Reinsurance Parameters 

Parameter Parameter Value 
Initial Attachment Point $55,000  
Reinsurance Threshold 2 $85,000  
Coinsurance Percentage 1 (between Initial 
Attachment Point and Reinsurance Threshold 2) 90% 
Coinsurance Percentage 2 (above Reinsurance 
Threshold 2) 100% 
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Figure II-7 
MGARA 

No Medicaid Expansion 
Estimated Available Pass-Through Funding and State-Based Assessment  

Calendar 
Year 

State-Based 
Assessment  
($ Millions) 

Federal Pass-
through 
Funding 

($ Millions) 

Ceded 
Premiums  
($ Millions) 

Total 
Revenue      

($ Millions) 

Estimated 
Assessment 
Enrollment 

Base 
(Thousands) 

State-Based 
Assessment 

PMPM 

Ceded 
Lives 

2019  $23.3  $34.7 $46.7  $104.7   486  $4.00   6,500  

2020  23.1  39.2 49.9  112.2   481  $4.00   6,500  

2021  22.9  44.6 52.6  120.1   476  $4.00   6,600  

2022  22.6  45.6 54.6  122.8   472  $4.00   6,500  

2023  22.4  44.6 56.0  123.0   467  $4.00   6,300  

2019-2023  $114.3  $208.7 $259.8  $582.8   2,382   32,400  

2024 22.2 44.7 58.0  124.9   462  $4.00   6,200  

2025 22.0 44.1 59.7  125.8   458  $4.00   6,100  

2026 21.8 42.4 61.3  125.5   453 $4.00   6,000  

2027 21.6 42.0 62.9  126.5   449  $4.00   5,900  
2028 21.3 42.6 64.6  128.5   445  $4.00   5,800  
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LIMITATIONS  

The services provided for this project were performed under the contract between Milliman and MGARA dated July 31, 
2017. 

The information contained in this report has been prepared for MGARA to provide actuarial certification and economic 
analyses related to the State of Maine’s Section 1332 Waiver application that seeks Federal funding for MGARA. The data 
and information presented may not be appropriate for any other purpose. 

It is our understanding that the information contained in this report will be shared with CMS and may be utilized in a public 
document. Any distribution of the information should be in its entirety. Any user of the data must possess a certain level of 
expertise in actuarial science and healthcare modeling so as not to misinterpret the information presented.  

Milliman makes no representations or warranties regarding the contents of this report to third parties. Likewise, third parties 
are instructed that they are to place no reliance upon this report prepared for MGARA by Milliman that would result in the 
creation of any duty or liability under any theory of law by Milliman or its employees to third parties.  Other parties receiving 
this report must rely upon their own experts in drawing conclusions about the premium rates, insurance market population 
estimates, trend rates, and other assumptions. 

Milliman has relied upon the accuracy and completeness of data and information provided by MGARA, the Maine Bureau 
of Insurance (BOI), and Maine insurance carriers; data sources underlying the analysis include Federal government reports 
related to insurance marketplace enrollment and premiums, proprietary insurer financial data, and Federal economic and 
healthcare expenditure forecasts. Milliman has relied upon these third parties for the accuracy of the data and accepted it 
without audit. To the extent that the data provided are not accurate, the estimates provided in this report would need to be 
modified to reflect revised information.  

It should be noted there is significant uncertainty surrounding future enrollment, premiums, and claims in health insurance 
programs, particularly within the individual market. Differences between our projections and actual amounts depend on the 
extent to which future experience conforms to the assumptions made for this analysis.  It is certain that actual experience 
will not conform exactly to the assumptions used in this analysis.  Actual amounts will differ from projected amounts to the 
extent that actual experience deviates from expected experience.   
 
We specifically note our projections of enrollment and premium rates in the individual market assume no direct Federal 
funding of CSR subsidies, Medicaid expansion effective January 1, 2019, insurer pricing assumptions do not materially 
deviate from 2018 assumptions, and there are no material changes to the ACA and its associated regulations following the 
completion date of the supporting analyses. It is certain that values presented in this report will deviate from actual amounts. 
However, to the extent judicial, legislative, or regulatory changes are made to the ACA, the values presented in this report 
may be impacted by a significant degree. Actual insurer premiums in 2019 and beyond may contain additional margin 
related to these contingencies to provide financial protection for these occurrences. 
 
Guidelines issued by the American Academy of Actuaries require actuaries to include their professional qualifications in all 
actuarial communications. Several of the authors of this report are members of the American Academy of Actuaries and 
meet the qualification standards for performing the analyses contained herein. 
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Maine Bureau of Insurance 
Section 1332 Waiver Application 

Maine Guaranteed Access Reinsurance Association 
Actuarial Certification 

 
I, Kathleen E. Ely, am a Consulting Actuary with the firm of Milliman, Inc. I am a Member of the American Academy of 
Actuaries and a Fellow of the Society of Actuaries. I meet the qualification standards established by the American Academy 
of Actuaries and have followed the standards of practice established by the Actuarial Standards Board. I have been engaged 
by the Maine Guaranteed Access Reinsurance Association (MGARA) to perform an actuarial analysis and certification 
regarding the State’s Section 1332 Innovation Waiver proposal that seeks Federal funding for implementation of MGARA. 
I am generally familiar with the federal requirements for Section 1332 waiver proposals, commercial health insurance rating 
rules, insurance exchanges, the Affordable Care Act’s premium assistance structure, rules surrounding individual shared 
responsibility payments, and other components of the Affordable Care Act relevant to this Section 1332 State Innovation 
Waiver proposal.  

As required under 45 CFR 155.1308 (f)(4)(i), this certification provides documentation that the actuarial analyses support 
the State of Maine’s finding that MGARA complies with the following requirements for Section 1332 waivers as defined 
under 45 CFR 155.1308 (f)(3)(iv)(a)-(c):  

 The proposal will provide coverage to at least a comparable number of the state’s residents as would be 
provided absent the waiver;  
 

 the proposal will provide coverage and cost-sharing protections against excessive out-of-pocket  
spending that are at least as affordable for the state’s residents as would be provided absent the waiver; and, 

 
 the proposal will provide coverage that is at least as comprehensive for the state’s residents as would be 

provided absent the waiver 
 

The assumptions and methodology used in the development of the actuarial certification has been documented in my report 
provided to the State of Maine. The actuarial certification provided with this report is for the period from January 1, 2019 
through December 31, 2023. To the extent state or federal regulations are modified through the end of the waiver period, it 
may be necessary for this actuarial certification and corresponding analyses to be amended.  

The actuarial analyses presented with this certification is based on a projection of future events. Actual experience may be 
expected to vary from the experience assumed in the analyses. 

In developing the actuarial certification, I have relied upon data and information provided by the State of Maine, publicly 
available Federal government data sets and reports, and insurer enrollment and financial data. I have relied upon these 
third parties for audit of the data. However, I did review the data for reasonableness and consistency.  

  

Kathleen E. Ely, FSA 
Member, American Academy of Actuaries 
 2018       
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APPENDIX II: ACTUARIAL MODELING SUMMARY 

 

MGARA Operation Financial Projections
2019 2020 2021 2022 2023 2024 2025 2026 2027 2028

Commercial Market for Assessment 471,000   467,000     462,000     457,000     453,000     449,000     444,000     440,000     436,000     432,000     
Assessment PMPM $4.00 $4.00 $4.00 $4.00 $4.00 $4.00 $4.00 $4.00 $4.00 $4.00
Market Premium $683 $732 $771 $812 $852 $893 $935 $979 $1,020 $1,063
Premium with Waiver $618 $661 $697 $736 $777 $817 $858 $904 $944 $990
Premium Change Percentage -9.4% -9.7% -9.6% -9.4% -8.8% -8.5% -8.2% -7.6% -7.4% -6.8%

Individual Enrollment 62,100     61,300        60,700        60,100        59,600        59,000        58,300        57,700        57,100        56,500        
Number of Auto Cedes 4,300        4,300          4,200          4,200          4,200          4,100          4,100          4,000          4,000          3,900          
Number of Voluntary Cedes 1,200        1,300          1,200          1,200          1,000          1,000          900              800              800              700              
Initial Attachment Point $47,000 $47,000 $51,000 $56,000 $63,000 $69,000 $75,000 $84,000 $90,000 $100,000
Reinsurance Threshold 2 $77,000 $77,000 $81,000 $86,000 $93,000 $99,000 $105,000 $114,000 $120,000 $130,000
Revenue (millions)

Estimated Passthrough Dollars from Waiver $33.4 $37.5 $38.9 $39.8 $38.9 $39.2 $39.1 $37.5 $37.5 $35.7
Market Assessment at $4.00 PMPM $22.6 $22.4 $22.2 $22.0 $21.7 $21.5 $21.3 $21.1 $20.9 $20.7

Autocede Premium $28.9 $30.5 $31.9 $33.3 $34.8 $36.2 $37.6 $39.2 $40.6 $42.1
Voluntary Cedes  Premium $8.1 $9.2 $9.3 $9.3 $8.8 $8.4 $8.5 $8.3 $8.3 $7.8

Total Revenue $93.0 $99.6 $102.3 $104.4 $104.2 $105.3 $106.5 $106.1 $107.3 $106.3

Expenses (millions)
Autocede Claims $60.2 $64.8 $67.2 $69.3 $70.0 $71.4 $72.9 $73.1 $74.5 $74.2
Voluntary Cede Claims $29.5 $32.9 $33.6 $33.9 $32.9 $32.8 $32.8 $31.5 $31.6 $30.1

MGARA Admin $0.7 $0.7 $0.7 $0.7 $0.6 $0.6 $0.6 $0.6 $0.6 $0.6
Total Expenses $90.4 $98.4 $101.5 $103.9 $103.5 $104.8 $106.3 $105.2 $106.7 $104.9

Net Gain/Loss $2.6 $1.2 $0.8 $0.5 $0.7 $0.5 $0.2 $0.9 $0.6 $1.4
Ending Surplus (1) $8.0 $9.1 $9.7 $9.9 $10.3 $10.6 $10.7 $11.6 $12.0 $13.3

Notes
(1) MGARA Operational Surplus is currently $5.4m
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BACKGROUND 

In 2016, the Legislature enacted Public Law 2015, Chapter 488, “An Act to Prevent Opiate Abuse by 

Strengthening the Controlled Substances Prescription Monitoring Program.” This statute established 

limits on both the duration and dosage of prescriptions which health care providers may write for opioid 

medications.  Section 38 tasks the Bureau of Insurance with studying the effects of this legislation on 

claims paid by health carriers and the out-of-pocket costs (coinsurance, copayments and deductibles) 

paid by policy holders and certificate holders: 

Sec. 38. Effect on out-of-pocket costs. The Bureau of Insurance within the Department of 

Professional and Financial Regulation shall evaluate the effect of the limits on prescriptions for opioid 

medication established by this Act on the claims paid by health insurance carriers and the out-of-pocket 

costs, including copayments, coinsurance and deductibles, paid by individual and group health insurance 

policyholders. On or before January 1, 2018, the bureau shall submit a report on the evaluation, along 

with any recommended policy and regulatory options that will ensure costs for patients are not increased 

as a result of new prescribing limitations on the amounts of opioid medications, to the joint standing 

committees of the Legislature having jurisdiction over health and human services matters and over 

insurance and financial services matters. The joint standing committee of the Legislature having 

jurisdiction over health and human services matters and the joint standing committee of the Legislature 

having jurisdiction over insurance and financial services matters may report out legislation related to the 

evaluation to the Second Regular Session of the 128th Legislature. 

Public Law Chapter 488 is attached as Appendix 1 of this report. 

PROCESS 

The Bureau held a stakeholder meeting on October 31, 2016 to determine the types of data to be 

reviewed to meet the requirements in the statute.   

Prior to this meeting, the Bureau requested a copy of each insurance company’s policy on opioids and 

their derivatives for prescription allowances, including their formularies, and any formulary 

requirements, such as prescription limits and prior authorizations.  This information was requested for 

individual, small group and large group fully-funded plans in Maine, and was utilized to determine which 

medications needed to be reported.  Through this process, the Bureau determined that all carriers 

enforced quantity limits on chronic pain medications and required prior authorization for certain 

medications, and their formularies included abuse deterrent forms of the medications. 

The stakeholder meeting included representatives from  

• Aetna  

• American Cancer Society/Maine Cancer Action Network 

• Anthem 

• CIGNA  

• Community Health Options 

• Consumers for Affordable Health Care 
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• Harvard Pilgrim Health Care 

• Maine Health Data Organization 

• Maine Medical Association 

• Maine Quality Counts 

• United Healthcare.  

MAINE HEALTH DATA ORGANIZATION DATA 

The Bureau and the stakeholders agreed that the Maine Health Data Organization‘s (MHDO) all-payer, 

all-claims database could provide a summary of total carrier members with opioid prescriptions, opioid 

claims, total carrier payments and total member payments.  It was determined that the data for the full 

year of 2017 would not be available in time to analyze data for the purposes of this report.  Information 

regarding the first two quarters of 2017 was not expected to be available until October 2017.  Therefore, 

to provide a comparative analysis, only the first two quarters of 2016 were reviewed and used in this 

report.  This data is available in Appendix 2. 

The Federal Center for Disease Control (CDC) maintains a National Drug Code (NDC) file for Morphine 

Milliequivalents (MME’s) with Opioids.  Data from that file was also utilized in this report.1   

Twenty-four companies submitted data for the first and second quarters of 2016 and 2017 for this 

report.  Company information derived from pharmacy benefit managers, payers and third party 

administrators was utilized. A list of the companies is provided in Appendix 3. 

Pursuant to Public Law 2015 Chapter 488, data analyzed in this report excludes data from Medicare and 

Medicaid.  It further excludes the exceptions listed in Public Law 2015 Ch. 488, specifically: 

 A.  When prescribing opioid medication to a patient for: 

(1) Pain associated with active and aftercare cancer treatment; 

(2) Palliative care, as defined in Title 22, section 1726, subsection 1, paragraph A, in conjunction 

with a serious illness, as defined in Title 22, section 1726, subsection 1, paragraph B; 

(3) End-of-life and hospice care; 

(4) Medication-assisted treatment for substance use disorder; or 

(5) Other circumstances determined in rule by the Department of Health and Human Services 

pursuant to Title 22, section 7254, subsection 2; and 

B.  When directly ordering, or administering a benzodiazepine or opioid medication to a person in an 

emergency room setting, an inpatient hospital setting, a long-term care facility or a residential care 

facility. 

                                                           
1 Changes in the reporting to CDC or in the NDC’s file could affect the data, as certain classes of opioids 

may have been missed in the gathering of the data.     
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The data is an aggregate of all carriers and all claims as provided by the Maine Health Data Organization 

(MHDO).  However, the time for prescription claims to be submitted to carriers (run-off period) and 

subsequently reported to MHDO by carriers could differ due to differences in pharmacy settings; this 

could possibly affect the validity of the data.  Quarter one of 2016 reflects a nine-month run-off.  

Quarter two of 2016 data had a six-month run-off.  By contrast, because MHDO 2017 data is reported 

only through June 30, 2017, quarter one of 2017 data reflects only a three-month run-off and quarter 

two data has no run-off.  Although 2017 data used in this report does not reflect late-submitted claims 

on the same basis as 2016 data, the Bureau’s judgment is that the effect of this variance on results is 

minimal because it is the Bureau’s experience that most pharmacies submit claims promptly.   

 

FINDINGS 

Table 1 outlines the number of unduplicated members whose plans include pharmacy benefits, with 

prescription claims for each quarter (column 1), and with claims specifically for opioids and opioid 

derivatives (column 2).  Overall, there were 1.5% fewer members with opioid prescription claims in the 

first half of 2017 compared to 2016.  

Table 1 – Pharmacy Members with Claims 

 Pharmacy Members with 
All Types of Prescription 
Claims 

Pharmacy members with 
Opioid Prescription 
Claims 

Percentage of 
prescriptions for 
opioid medications 

Quarter 1 2016 333,767 34,056 10.2% 

Quarter 2 2016 302,495 29,727 9.8% 

Overall Q1 & Q2 2016 393,434 51,253 13% 

Quarter 1 2017 300,359 26,512 8.8% 

Quarter 2 2017 293,394 24,091 8.2% 

Overall Q1 & Q2 2017 354,232 40,591 11.5% 
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Table 2 compares opioid prescription claims by quarter.  It shows an overall decrease in opioid 

prescription claims of 19.8%.  This number could reflect many factors which would require prescriber 

clarification, but could include: providers weaning patients’ dosages; adherence to prescription limits; or 

uses of alternative pain treatments, such as physical therapy, massage or other alternative treatments.  

Information about these potential factors is not available and would be difficult to measure.  

Table 2 - Counts of Opioid Claims   

 2016 2017 Difference  
 

Percentage 

Q1  75,466 58,631 - 16,835 -22.4% 

Q 2 64,300 53,389 -10,911 -17% 

Overall  139,754 112,015 -27,739 -19.8% 

 

Table 3 shows the amounts paid by the carriers and consumers for all opioid claims in the first two 

quarters of 2016 and 2017.     

Table 3 – Dollars Paid for Opioid Claims 

 Total Carriers Paid Total Members paid Overall total 

Q1 2016 $2,811,997.42 $923,758.74 $3,735,756.16 

Q2 2016 $2,444,551.02 $644,609.79 $3,089,170.81 

Overall Q1 & Q2 2016 $5,256,548.44 $1,568,368.53 $6,824,916.97 

Q1 2017 $1,452,072.35 $555,736.52 $2,007,808.87 

Q2 2017 $1,351,184.42 $433,248.11 $1,784,432.53 

Overall Q1 & Q2 2017 $2,803,256.77 $988,984.63 $3,792,241.40 

 

Table 4 compares the cost per year (based on the first two quarters of each year) of the cost paid out by 

insurance plans for opioid related claims.  Carriers had an average cost of $37.61 per opioid claim in the 

first two quarters of 2016 and $25.03 per claim in the first two quarters of 2017.  The variance in the 

cost may be a result of the prescription limits from 90 days to 30 days, but this cannot be determined 

based on the data used in this report.   

Table 4 – Dollars Spent by Payers for Opioid Claims 

 2016 2017 Difference Percentage 

Q1 & Q2 $5,256,548.44 $2,803,256.77 $2,453,291.67 -46.7% 
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Table 5 outlines the decrease in consumer cost-sharing of opioid related prescription costs (deductibles, 

copayments and coinsurance).  As is the case with all the tables in this report, this data is an aggregate 

of all carriers and all claims as provided by the Maine Health Data Organization (MHDO).  On average, 

consumers paid $11.22 per claim in the first two quarters of 2016 and $8.83 per claim in the first two 

quarters of 2017.  Again, the variance in the cost may be a result of adherence to prescription limits 

from 90 days to 30 days, but that cannot be determined from data used for this report.   

Table 5 – Cost-sharing Dollars Spent by Members 

 2016 2017 Difference Percentage 

Q1 & Q2 $1,568,368.53 $988,984.63 $579,383.90 -36.9% 

  

CONCLUSIONS 

In summary, the Bureau’s analysis of the Maine Health Data Organization’s data for the first two 

quarters of 2016 and 2017 indicates the following: 

• The number of members with prescriptions for opioids and opioid derivatives decreased from 

51,253 in the first half of 2016 to 40,591 in the first half of 2017, a drop of over 10,000 members 

with these prescriptions. 

• The number of prescription claims for opioids and opioid derivatives decreased 19.8%, with 

27,739 fewer claims between the first half 2016 and the first half of 2017.  

• Insurance carriers spent more than $2.4 million less (46.7%) on opioid and opioid derivative 

claims in the first half of 2017 than in the first half of 2016. 

• Plan members spent nearly $580,000 less (36.9%) in cost-sharing for opioid and opioid 

derivative claims in the first half of 2017 than in the first half of 2016.   

 

Because these findings indicate decreases in the number of claims, the dollars spent by carriers, and the 

cost-sharing paid by members, the Bureau does not have any recommendations regarding policy and 

regulatory options that will ensure that costs for patients are not increased as a result of new 

prescribing limitations on the amounts of opioid medications.   
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STATE OF MAINE 

_____ 

IN THE YEAR OF OUR LORD 

TWO THOUSAND AND SIXTEEN 

_____ 

S.P. 671 - L.D. 1646 

An Act To Prevent Opiate Abuse by Strengthening the Controlled 

Substances Prescription Monitoring Program 

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

Sec. 1.  22 MRSA §7246, sub-§§1-A, 1-B and 1-C are enacted to read: 

1-A.  Acute pain.  "Acute pain" means pain that is the normal, predicted 

physiological response to a noxious chemical or thermal or mechanical stimulus.  "Acute 

pain" typically is associated with invasive procedures, trauma and disease and is usually 

time-limited. 

1-B.  Administer.  "Administer" means an action to apply a prescription drug

directly to a person by any means by a licensed or certified health care professional acting 

within that professional's scope of practice.  "Administer" does not include the delivery, 
dispensing or distribution of a prescription drug for later use. 

1-C.  Chronic pain.  "Chronic pain" means pain that persists beyond the usual course

of an acute disease or healing of an injury.  "Chronic pain" may or may not be associated 

with an acute or chronic pathologic process that causes continuous or intermittent pain 
over months or years. 

Sec. 2.  22 MRSA §7246, sub-§5, as enacted by PL 2003, c. 483, §1, is amended 

to read: 

5. Prescriber.  "Prescriber" means a licensed health care professional with authority

to prescribe controlled substances and a veterinarian licensed under Title 32, chapter 
71-A with authority to prescribe controlled substances. 

Sec. 3.  22 MRSA §7249, sub-§4, as enacted by PL 2003, c. 483, §1, is amended 
to read: 

4. Immunity from liability.  A dispenser or prescriber is immune from liability for

disclosure of information if the disclosure was made pursuant to and in accordance with 

this chapter. 

APPROVED 

APRIL 19, 2016 

BY GOVERNOR 

CHAPTER 

488 

PUBLIC LAW 

APPENDIX 1
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Sec. 4.  22 MRSA §7250, sub-§4, ¶G, as amended by PL 2011, c. 657, Pt. O, §3, 

is further amended to read: 

G.  The office that administers the MaineCare program pursuant to chapter 855 for 

the purposes of managing the care of its members, monitoring the purchase of 

controlled substances by its members, avoiding duplicate dispensing of controlled 

substances and providing treatment pattern data under subsection 6; and 

Sec. 5.  22 MRSA §7250, sub-§4, ¶H, as enacted by PL 2011, c. 218, §3, is 

amended to read: 

H.  Another state or a Canadian province pursuant to subsection 4-A.; 

Sec. 6.  22 MRSA §7250, sub-§4, ¶¶I and J are enacted to read: 

I.  Staff members of a licensed hospital who are authorized by the chief medical 

officer of the hospital, insofar as the information relates to a patient receiving care in 

the hospital's emergency department or receiving inpatient services from the hospital; 

and 

J.  Staff members of a pharmacist who are authorized by the pharmacist on duty, 

insofar as the information relates to a customer seeking to have a prescription filled. 

Sec. 7.  22 MRSA §7250, sub-§4-A, as amended by PL 2011, c. 657, Pt. AA, 

§69, is further amended to read: 

4-A.  Information sharing with other states and Canadian provinces.  The 

department may provide prescription monitoring information to and receive prescription 

monitoring information from another state or a Canadian province that has prescription 

monitoring information provisions consistent with this chapter and has entered into a 

prescription monitoring information sharing agreement with the department.  The 

department may enter into a prescription monitoring information sharing agreement with 

another state or a Canadian province to establish the terms and conditions of prescription 

monitoring information sharing and interoperability of information systems and to carry 

out the purposes of this subsection.  For purposes of this subsection, "another state" 

means any state other than Maine and any territory or possession of the United States, but 

does not include a foreign country. 

Sec. 8.  22 MRSA §7251, sub-§1, as amended by PL 2011, c. 657, Pt. AA, §70, is 
further amended to read: 

1.  Failure to submit information.  A dispenser who knowingly fails to submit 

prescription monitoring information to the department as required by this chapter 

commits a civil violation for which a fine of $250 per incident, not to exceed $5,000 per 

calendar year, may be adjudged and is subject to discipline by the Maine Board of 

Pharmacy pursuant to Title 32, chapter 117, subchapter 4 or by the applicable 

professional licensing entity. 

Sec. 9.  22 MRSA §§7253 and 7254 are enacted to read: 
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§7253.  Prescribers and dispensers required to check prescription monitoring 

information 

1.  Prescribers.  On or after January 1, 2017, upon initial prescription of a 

benzodiazepine or an opioid medication to a person and every 90 days for as long as that 

prescription is renewed, a prescriber shall check prescription monitoring information for 
records related to that person. 

2.  Dispensers.  On or after January 1, 2017, a dispenser shall check prescription 

monitoring information prior to dispensing a benzodiazepine or an opioid medication to a 
person under any of the following circumstances: 

A.  The person is not a resident of this State; 

B.  The prescription is from a prescriber with an address outside of this State; 

C.  The person is paying cash when the person has prescription insurance on file; or 

D.  According to the pharmacy prescription record, the person has not had a 

prescription for a benzodiazepine or an opioid medication in the previous 12-month 

period. 

A dispenser shall notify the program and withhold a prescription until the dispenser is 

able to contact the prescriber of that prescription if the dispenser has reason to believe 

that the prescription is fraudulent or duplicative. 

3.  Exception; hospital setting and facilities.  When a licensed or certified health 

care professional directly orders or administers a benzodiazepine or opioid medication to 

a person in an emergency room setting, an inpatient hospital setting, a long-term care 

facility or a residential care facility, the requirements to check prescription monitoring 
information established in this section do not apply. 

4.  Violation.  A person who violates this section commits a civil violation for which 

a fine of $250 per incident, not to exceed $5,000 per calendar year, may be adjudged. 

5.  Rulemaking.  Notwithstanding section 7252, the department may adopt routine 

technical rules as defined in Title 5, chapter 375, subchapter 2-A to implement this 

section. 

§7254.  Exemption from opioid medication limits until January 2017; rulemaking 

1.  Exemption until January 2017.  In addition to the exceptions established in Title 

32, section 2210, subsection 2; section 2600-C, subsection 2; section 3300-F, subsection 

2; section 3657, subsection 2; and section 18308, subsection 2, a licensed health care 

professional may prescribe opioid medication in an amount greater than the morphine 

milligram equivalents limited by Title 32, sections 2210, 2600-C, 3300-F, 3657 and 

18308 as long as it is medically necessary and the need is documented in the patient's 

chart. 

This subsection is repealed January 1, 2017 or on the effective date of the rules 

establishing exceptions to prescriber limits as provided in subsection 2, whichever is 

later.  The Commissioner of Health and Human Services shall notify the Secretary of 
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State, Secretary of the Senate, Clerk of the House of Representatives and Revisor of 

Statutes of this effective date when this effective date is determined. 

2.  Rulemaking.  Notwithstanding section 7252, no later than January 1, 2017, the 

department shall adopt routine technical rules as defined in Title 5, chapter 375, 

subchapter 2-A to establish reasonable exceptions to prescriber limits in Title 32, sections 

2210, 2600-C, 3300-F, 3657 and 18308, including for chronic pain and acute pain.  The 

rules must take into account clinically appropriate exceptions and include prescribers in 

the rule-making process including the drafting of draft rules and changes after the public 
hearing process to the extent permitted by Title 5, chapter 375. 

Sec. 10.  32 MRSA §2105-A, sub-§2, ¶H, as amended by PL 1993, c. 600, Pt. A, 

§116, is further amended to read: 

H.  A violation of this chapter or a rule adopted by the board; or 

Sec. 11.  32 MRSA §2105-A, sub-§2, ¶I, as enacted by PL 1983, c. 378, §21, is 

amended to read: 

I.  Engaging in false, misleading or deceptive advertising.; or 

Sec. 12.  32 MRSA §2105-A, sub-§2, ¶J is enacted to read: 

J.  Failure to comply with the requirements of Title 22, section 7253. 

Sec. 13.  32 MRSA §2210 is enacted to read: 

§2210.  Requirements regarding prescription of opioid medication 

1.  Limits on opioid medication prescribing.  Except as provided in subsection 2, 

an individual licensed under this chapter whose scope of practice includes prescribing 
opioid medication may not prescribe: 

A.  To a patient any combination of opioid medication in an aggregate amount in 

excess of 100 morphine milligram equivalents of opioid medication per day; 

B.  To a patient who, on the effective date of this section, has an active prescription 

for opioid medication in excess of 100 morphine milligram equivalents of an opioid 

medication per day, an opioid medication in an amount that would cause that patient's 

total amount of opioid medication to exceed 300 morphine milligram equivalents of 

opioid medication per day; except that, on or after July 1, 2017, the aggregate amount 

of opioid medication prescribed may not be in excess of 100 morphine milligram 

equivalents of opioid medication per day; 

C.  On or after January 1, 2017, within a 30-day period, more than a 30-day supply of 

an opioid medication to a patient under treatment for chronic pain.  "Chronic pain" 

has the same meaning as in Title 22, section 7246, subsection 1-C; or 

D.  On or after January 1, 2017, within a 7-day period, more than a 7-day supply of 

an opioid medication to a patient under treatment for acute pain.  "Acute pain" has the 

same meaning as in Title 22, section 7246, subsection 1-A. 
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2.  Exceptions.  An individual licensed under this chapter whose scope of practice 

includes prescribing opioid medication is exempt from the limits on opioid medication 

prescribing established in subsection 1 only: 

A.  When prescribing opioid medication to a patient for: 

(1)  Pain associated with active and aftercare cancer treatment; 

(2)  Palliative care, as defined in Title 22, section 1726, subsection 1, paragraph 

A, in conjunction with a serious illness, as defined in Title 22, section 1726, 

subsection 1, paragraph B; 

(3)  End-of-life and hospice care; 

(4)  Medication-assisted treatment for substance use disorder; or 

(5)  Other circumstances determined in rule by the Department of Health and 

Human Services pursuant to Title 22, section 7254, subsection 2; and 

B.  When directly ordering or administering a benzodiazepine or opioid medication to 

a person in an emergency room setting, an inpatient hospital setting, a long-term care 

facility or a residential care facility. 

As used in this paragraph, "administer" has the same meaning as in Title 22, section 

7246, subsection 1-B. 

3.  Electronic prescribing.  An individual licensed under this chapter whose scope of 

practice includes prescribing opioid medication and who has the capability to 

electronically prescribe shall prescribe all opioid medication electronically by July 1, 

2017.  An individual who does not have the capability to electronically prescribe must 

request a waiver from this requirement from the Commissioner of Health and Human 

Services stating the reasons for the lack of capability, the availability of broadband 

infrastructure and a plan for developing the ability to electronically prescribe opioid 

medication.  The commissioner may grant a waiver for circumstances in which 

exceptions are appropriate, including prescribing outside of the individual's usual place of 
business and technological failures. 

4.  Continuing education.  By December 31, 2017, an individual licensed under this 

chapter must successfully complete 3 hours of continuing education every 2 years on the 

prescription of opioid medication as a condition of prescribing opioid medication.  The 

board shall adopt rules to implement this subsection.  Rules adopted pursuant to this 

subsection are routine technical rules as defined in Title 5, chapter 375, subchapter 2-A. 

5.  Penalties.  An individual who violates this section commits a civil violation for 

which a fine of $250 per violation, not to exceed $5,000 per calendar year, may be 

adjudged.  The Department of Health and Human Services is responsible for the 
enforcement of this section. 

Sec. 14.  32 MRSA §2591-A, sub-§2, ¶M, as amended by PL 1997, c. 680, Pt. B, 

§6, is further amended to read: 

M.  Failure to comply with the requirements of Title 24, section 2905-A; or 
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Sec. 15.  32 MRSA §2591-A, sub-§2, ¶N, as enacted by PL 1997, c. 680, Pt. B, 

§7, is amended to read: 

N.  Revocation, suspension or restriction of a license to practice medicine or other 

disciplinary action; denial of an application for a license; or surrender of a license to 

practice medicine following the institution of disciplinary action by another state or a 

territory of the United States or a foreign country if the conduct resulting in the 

disciplinary or other action involving the license would, if committed in this State, 

constitute grounds for discipline under the laws or rules of this State.; or 

Sec. 16.  32 MRSA §2591-A, sub-§2, ¶O is enacted to read: 

O.  Failure to comply with the requirements of Title 22, section 7253. 

Sec. 17.  32 MRSA §2600-C is enacted to read: 

§2600-C.  Requirements regarding prescription of opioid medication 

1.  Limits on opioid medication prescribing.  Except as provided in subsection 2, 

an individual licensed under this chapter whose scope of practice includes prescribing 

opioid medication may not prescribe: 

A.  To a patient any combination of opioid medication in an aggregate amount in 

excess of 100 morphine milligram equivalents of opioid medication per day; 

B.  To a patient who, on the effective date of this section, has an active prescription 

for opioid medication in excess of 100 morphine milligram equivalents of an opioid 

medication per day, an opioid medication in an amount that would cause that patient's 

total amount of opioid medication to exceed 300 morphine milligram equivalents of 

opioid medication per day; except that, on or after July 1, 2017, the aggregate amount 

of opioid medication prescribed may not be in excess of 100 morphine milligram 

equivalents of opioid medication per day; 

C.  On or after January 1, 2017, within a 30-day period, more than a 30-day supply of 

an opioid medication to a patient under treatment for chronic pain.  For purposes of 

this paragraph, "chronic pain" has the same meaning as in Title 22, section 7246, 

subsection 1-C; or 

D.  On or after January 1, 2017, within a 7-day period, more than a 7-day supply of 

an opioid medication to a patient under treatment for acute pain.  For purposes of this 

paragraph, "acute pain" has the same meaning as in Title 22, section 7246, subsection 

1-A. 

2.  Exceptions.  An individual licensed under this chapter whose scope of practice 

includes prescribing opioid medication is exempt from the limits on opioid medication 

prescribing established in subsection 1 only: 

A.  When prescribing opioid medication to a patient for: 

(1)  Pain associated with active and aftercare cancer treatment; 
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(2)  Palliative care, as defined in Title 22, section 1726, subsection 1, paragraph 

A, in conjunction with a serious illness, as defined in Title 22, section 1726, 

subsection 1, paragraph B; 

(3)  End-of-life and hospice care; 

(4)  Medication-assisted treatment for substance use disorder; or 

(5)  Other circumstances determined in rule by the Department of Health and 

Human Services pursuant to Title 22, section 7254, subsection 2; and 

B.  When directly ordering or administering a benzodiazepine or opioid medication to 

a person in an emergency room setting, an inpatient hospital setting, a long-term care 

facility or a residential care facility. 

As used in this paragraph, "administer" has the same meaning as in Title 22, section 

7246, subsection 1-B. 

3.  Electronic prescribing.  An individual licensed under this chapter whose scope of 

practice includes prescribing opioid medication and who has the capability to 

electronically prescribe shall prescribe all opioid medication electronically by July 1, 

2017.  An individual who does not have the capability to electronically prescribe must 

request a waiver from this requirement from the Commissioner of Health and Human 

Services stating the reasons for the lack of capability, the availability of broadband 

infrastructure and a plan for developing the ability to electronically prescribe opioid 

medication.  The commissioner may grant a waiver for circumstances in which 

exceptions are appropriate, including prescribing outside of the individual's usual place of 

business and technological failures. 

4.  Continuing education.  By December 31, 2017, an individual licensed under this 

chapter must successfully complete 3 hours of continuing education every 2 years on the 

prescription of opioid medication as a condition of prescribing opioid medication.  The 

board shall adopt rules to implement this subsection.  Rules adopted pursuant to this 

subsection are routine technical rules as defined in Title 5, chapter 375, subchapter 2-A. 

5.  Penalties.  An individual who violates this section commits a civil violation for 

which a fine of $250 per violation, not to exceed $5,000 per calendar year, may be 

adjudged.  The Department of Health and Human Services is responsible for the 
enforcement of this section. 

Sec. 18.  32 MRSA §3282-A, sub-§2, ¶¶Q and R, as enacted by PL 2013, c. 

355, §12, are amended to read: 

Q.  Failure to produce upon request of the board any documents in the licensee's 

possession or under the licensee's control concerning a pending complaint or 

proceeding or any matter under investigation by the board, unless otherwise 

prohibited by state or federal law; or 

R.  Failure to timely respond to a complaint notification sent by the board.; or 

Sec. 19.  32 MRSA §3282-A, sub-§2, ¶S is enacted to read: 

S.  Failure to comply with the requirements of Title 22, section 7253. 
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Sec. 20.  32 MRSA §3300-F is enacted to read: 

§3300-F.  Requirements regarding prescription of opioid medication 

1.  Limits on opioid medication prescribing.  Except as provided in subsection 2, 

an individual licensed under this chapter and whose scope of practice includes prescribing 

opioid medication may not prescribe: 

A.  To a patient any combination of opioid medication in an aggregate amount in 

excess of 100 morphine milligram equivalents of opioid medication per day; 

B.  To a patient who, on the effective date of this section, has an active prescription 

for opioid medication in excess of 100 morphine milligram equivalents of an opioid 

medication per day, an opioid medication in an amount that would cause that patient's 

total amount of opioid medication to exceed 300 morphine milligram equivalents of 

opioid medication per day; except that, on or after July 1, 2017, the aggregate amount 

of opioid medication prescribed may not be in excess of 100 morphine milligram 

equivalents of opioid medication per day; 

C.  On or after January 1, 2017, within a 30-day period, more than a 30-day supply of 

an opioid medication to a patient under treatment for chronic pain.  "Chronic pain" 

has the same meaning as in Title 22, section 7246, subsection 1-C; or 

D.  On or after January 1, 2017, within a 7-day period, more than a 7-day supply of 

an opioid medication to a patient under treatment for acute pain.  "Acute pain" has the 

same meaning as in Title 22, section 7246, subsection 1-A. 

2.  Exceptions.  An individual licensed under this chapter whose scope of practice 

includes prescribing opioid medication is exempt from the limits on opioid medication 

prescribing established in subsection 1 only: 

A.  When prescribing opioid medication to a patient for: 

(1)  Pain associated with active and aftercare cancer treatment; 

(2)  Palliative care, as defined in Title 22, section 1726, subsection 1, paragraph 

A, in conjunction with a serious illness, as defined in Title 22, section 1726, 

subsection 1, paragraph B; 

(3)  End-of-life and hospice care; 

(4)  Medication-assisted treatment for substance use disorder; or 

(5)  Other circumstances determined in rule by the Department of Health and 

Human Services pursuant to Title 22, section 7254, subsection 2; and 

B.  When directly ordering or administering a benzodiazepine or opioid medication to 

a person in an emergency room setting, an inpatient hospital setting, a long-term care 

facility or a residential care facility. 

As used in this paragraph, "administer" has the same meaning as in Title 22, section 

7246, subsection 1-B. 

3.  Electronic prescribing.  An individual licensed under this chapter and whose 

scope of practice includes prescribing opioid medication with the capability to 
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electronically prescribe shall prescribe all opioid medication electronically by July 1, 

2017.  An individual who does not have the capability to electronically prescribe must 

request a waiver from this requirement from the Commissioner of Health and Human 

Services stating the reasons for the lack of capability, the availability of broadband 

infrastructure, and a plan for developing the ability to electronically prescribe opioid 

medication.  The commissioner may grant a waiver including circumstances in which 

exceptions are appropriate, including prescribing outside of the individual's usual place of 
business and technological failures. 

4.  Continuing education.  By December 31, 2017, an individual licensed under this 

chapter must successfully complete 3 hours of continuing education every 2 years on the 

prescription of opioid medication as a condition of prescribing opioid medication.  The 

board shall adopt rules to implement this subsection.  Rules adopted pursuant to this 
subsection are routine technical rules as defined in Title 5, chapter 375, subchapter 2-A. 

5.  Penalties.  An individual who violates this section commits a civil violation for 

which a fine of $250 per violation, not to exceed $5,000 per calendar year, may be 

adjudged.  The Department of Health and Human Services is responsible for the 
enforcement of this section. 

Sec. 21.  32 MRSA §3656, sub-§§3 and 4, as enacted by PL 2007, c. 402, Pt. P, 
§14, are amended to read: 

3.  False advertising.  Engaging in false, misleading or deceptive advertising; or 

4.  Unlawful prescription of controlled substance.  Prescribing narcotic or hypnotic 

or other drugs listed as controlled substances by the federal Drug Enforcement 
Administration for other than accepted therapeutic purposes.; or 

Sec. 22.  32 MRSA §3656, sub-§5 is enacted to read: 

5.  Controlled Substances Prescription Monitoring Program.  Failure to comply 

with the requirements of Title 22, section 7253. 

Sec. 23.  32 MRSA §3657 is enacted to read: 

§3657.  Requirements regarding prescription of opioid medication 

1.  Limits on opioid medication prescribing.  Except as provided in subsection 2, 

an individual licensed under this chapter and whose scope of practice includes prescribing 
opioid medication may not prescribe: 

A.  To a patient any combination of opioid medication in an aggregate amount in 

excess of 100 morphine milligram equivalents of opioid medication per day; 

B.  To a patient who, on the effective date of this section, has an active prescription 

for opioid medication in excess of 100 morphine milligram equivalents of an opioid 

medication per day, an opioid medication in an amount that would cause that patient's 

total amount of opioid medication to exceed 300 morphine milligram equivalents of 

opioid medication per day; except that, on or after July 1, 2017, the aggregate amount 
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of opioid medication prescribed may not be in excess of 100 morphine milligram 

equivalents of opioid medication per day; 

C.  On or after January 1, 2017, within a 30-day period, more than a 30-day supply of 

an opioid medication to a patient under treatment for chronic pain.  "Chronic pain" 

has the same meaning as in Title 22, section 7246, subsection 1-C; or 

D.  On or after January 1, 2017, within a 7-day period, more than a 7-day supply of 

an opioid medication to a patient under treatment for acute pain.  "Acute pain" has the 

same meaning as in Title 22, section 7246, subsection 1-A. 

2.  Exceptions.  An individual licensed under this chapter whose scope of practice 

includes prescribing opioid medication is exempt from the limits on opioid medication 
prescribing established in subsection 1 only: 

A.  When prescribing opioid medication to a patient for: 

(1)  Pain associated with active and aftercare cancer treatment; 

(2)  Palliative care, as defined in Title 22, section 1726, subsection 1, paragraph 

A, in conjunction with a serious illness, as defined in Title 22, section 1726, 

subsection 1, paragraph B; 

(3)  End-of-life and hospice care; 

(4)  Medication-assisted treatment for substance use disorder; or 

(5)  Other circumstances determined in rule by the Department of Health and 

Human Services pursuant to Title 22, section 7254, subsection 2; and 

B.  When directly ordering or administering a benzodiazepine or opioid medication to 

a person in an emergency room setting, an inpatient hospital setting, a long-term care 

facility or a residential care facility. 

As used in this paragraph, "administer" has the same meaning as in Title 22, section 

7246, subsection 1-B. 

3.  Electronic prescribing.  An individual licensed under this chapter and whose 

scope of practice includes prescribing opioid medication with the capability to 

electronically prescribe shall prescribe all opioid medication electronically by July 1, 

2017.  An individual who does not have the capability to electronically prescribe must 

request a waiver from this requirement from the Commissioner of Health and Human 

Services stating the reasons for the lack of capability, the availability of broadband 

infrastructure, and a plan for developing the ability to electronically prescribe opioid 

medication.  The commissioner may grant a waiver including circumstances in which 

exceptions are appropriate, including prescribing outside of the individual's usual place of 
business and technological failures. 

4.  Continuing education.  By December 31, 2017, an individual licensed under this 

chapter must successfully complete 3 hours of continuing education every 2 years on the 

prescription of opioid medication as a condition of prescribing opioid medication.  The 

board shall adopt rules to implement this subsection.  Rules adopted pursuant to this 
subsection are routine technical rules as defined in Title 5, chapter 375, subchapter 2-A. 
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5.  Penalties.  An individual who violates this section commits a civil violation for 

which a fine of $250 per violation, not to exceed $5,000 per calendar year, may be 

adjudged.  The Department of Health and Human Services is responsible for the 
enforcement of this section. 

Sec. 24.  32 MRSA §4864, sub-§12, ¶D, as amended by PL 2007, c. 402, Pt. R, 

§8, is further amended to read: 

D.  The continuance of a veterinarian directly or indirectly in the employ of or in 

association with any veterinarian after knowledge that such veterinarian is engaged in 

the violation of the provisions of this chapter; or 

Sec. 25.  32 MRSA §4864, sub-§13, as amended by PL 2007, c. 402, Pt. R, §8, is 
further amended to read: 

13.  Lack of sanitation. Failure to maintain veterinary premises and equipment in a 

clean and sanitary condition as defined by the board in accordance with the sanitation 
provisions included in Title 7, section 3936.; or 

Sec. 26.  32 MRSA §4864, sub-§15 is enacted to read: 

15.  Controlled Substances Prescription Monitoring Program.  Failure to comply 

with the requirements of Title 22, section 7253. 

Sec. 27.  32 MRSA §4878 is enacted to read: 

§4878.  Requirements regarding prescription of opioid medication 

1.  Limits on opioid medication prescribing.  A veterinarian licensed under this 

chapter whose scope of practice includes prescribing opioid medication to an animal is 

subject to the requirements of the Controlled Substances Prescription Monitoring 

Program established under Title 22, chapter 1603, except that Title 22, section 7254 does 

not apply. 

2.  Electronic prescribing.  A veterinarian licensed under this chapter whose scope 

of practice includes prescribing opioid medication and who has the capability to 

electronically prescribe shall prescribe all opioid medication electronically by July 1, 

2017.  A veterinarian who does not have the capability to electronically prescribe must 

request a waiver from this requirement from the Commissioner of Health and Human 

Services stating the reasons for the lack of capability, the availability of broadband 

infrastructure and a plan for developing the ability to electronically prescribe opioid 

medication.  The commissioner may grant a waiver for circumstances in which 

exceptions are appropriate, including prescribing outside of the individual's usual place of 
business and technological failures. 

3.  Continuing education.  By December 31, 2017, a veterinarian who prescribes 

opioid medication must successfully complete 3 hours of continuing education every 2 

years on the prescription of opioid medication as a condition of prescribing opioid 

medication.  The board shall adopt rules to implement this subsection.  Rules adopted 
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pursuant to this subsection are routine technical rules as defined in Title 5, chapter 375, 
subchapter 2-A. 

4.  Penalties.  A veterinarian who violates this section commits a civil violation for 

which a fine of $250 per violation, not to exceed $5,000 per calendar year, may be 

adjudged. The Department of Health and Human Services is responsible for the 
enforcement of this section. 

Sec. 28.  32 MRSA §13702-A, sub-§20-A is enacted to read: 

20-A.  Opioid medication.  "Opioid medication" means a controlled substance 

containing an opioid included in schedule II of 21 United States Code, Section 812 or 21 

Code of Federal Regulations, Part 1308. 

Sec. 29.  32 MRSA §13756 is enacted to read: 

§13756.  Electronic prescribing of opioid medication 

By July 1, 2017, a pharmacy must have the capability to process electronic 

prescriptions from prescribers for an opioid medication or request a waiver from the 

Commissioner of Health and Human Services stating the reasons for the waiver including 

but not limited to a lack of capability, the availability of broadband infrastructure and a 

plan for developing the ability to receive electronically prescribed opioid medication.  

The commissioner may grant a waiver for circumstances in which exceptions are 
appropriate, including technological failures. 

Sec. 30.  32 MRSA §13786-B is enacted to read: 

§13786-B.  Partial dispensing of prescription for opioid medication 

1.  Partial dispensing authorized.  Notwithstanding any law or rule to the contrary, 

a pharmacist may partially dispense a prescription for an opioid medication in a lesser 

quantity than the recommended full quantity indicated on the prescription if requested by 

the patient for whom the prescription is written.  The remaining quantity of the 

prescription in excess of the recommended full quantity is void and may not be dispensed 
without a new prescription. 

2.  Notice to practitioner.  If a pharmacist partially dispenses a prescription for an 

opioid medication as permitted under this section, the pharmacist or the pharmacist's 

designee shall, within a reasonable time following the partial dispensing but not more 

than 7 days, notify the practitioner of the quantity of the opioid medication actually 

dispensed.  The notice may be conveyed by a notation on the patient's electronic health 

record or by electronic transmission, by facsimile or by telephone to the practitioner. 

Sec. 31.  32 MRSA §13786-C is enacted to read: 

§13786-C.  Dispensing of prescription of opioid medication; immunity 

A pharmacist who dispenses opioid medication in good faith is immune from any 

civil liability that might otherwise result from dispensing medication in excess of the 
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limit established in section 2210, subsection 1, paragraphs A and B; section 2600-C, 

subsection 1, paragraphs A and B; section 3300-F, subsection 1, paragraphs A and B; 

section 3657, subsection 1, paragraphs A and B; or section 18308, subsection 1, 

paragraphs A and B, if the medication was dispensed in accordance with a prescription 

issued by a practitioner.  In a proceeding regarding immunity from liability, there is a 

rebuttable presumption of good faith. 

Sec. 32.  32 MRSA §18308 is enacted to read: 

§18308.  Requirements regarding prescription of opioid medication 

1.  Limits on opioid medication prescribing.  Except as provided in subsection 2, 

an individual licensed under this chapter whose scope of practice includes prescribing 
opioid medication may not prescribe: 

A.  To a patient any combination of opioid medication in an aggregate amount in 

excess of 100 morphine milligram equivalents of opioid medication per day; 

B.  To a patient who, on the effective date of this section, has an active prescription 

for opioid medication in excess of 100 morphine milligram equivalents of an opioid 

medication per day, an opioid medication in an amount that would cause that patient's 

total amount of opioid medication to exceed 300 morphine milligram equivalents of 

opioid medication per day; except that, on or after July 1, 2017, the aggregate amount 

of opioid medication prescribed may not be in excess of 100 morphine milligram 

equivalents of opioid medication per day; 

C.  On or after January 1, 2017, within a 30-day period, more than a 30-day supply of 

an opioid medication to a patient under treatment for chronic pain.  For purposes of 

this paragraph, "chronic pain" has the same meaning as in Title 22, section 7246, 

subsection 1-C; or 

D.  On or after January 1, 2017, within a 7-day period, more than a 7-day supply of 

an opioid medication to a patient under treatment for acute pain.  For purposes of this 

paragraph, "acute pain" has the same meaning as in Title 22, section 7246, subsection 

1-A. 

2.  Exceptions.  An individual licensed under this chapter whose scope of practice 

includes prescribing opioid medication is exempt from the limits on opioid medication 

prescribing established in subsection 1 only: 

A.  When prescribing opioid medication to a patient for: 

(1)  Pain associated with active and aftercare cancer treatment; 

(2)  Palliative care, as defined in Title 22, section 1726, subsection 1, paragraph 

A, in conjunction with a serious illness, as defined in Title 22, section 1726, 

subsection 1, paragraph B; 

(3)  End-of-life and hospice care; 

(4)  Medication-assisted treatment for substance use disorder; or 
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(5)  Other circumstances determined in rule by the Department of Health and 

Human Services pursuant to Title 22, section 7254, subsection 2; and 

B.  When directly ordering or administering a benzodiazepine or opioid medication to 

a person in an emergency room setting, an inpatient hospital setting, a long-term care 

facility or a residential care facility. 

As used in this paragraph, "administer" has the same meaning as in Title 22, section 

7246, subsection 1-B. 

3.  Electronic prescribing.  An individual licensed under this chapter whose scope of 

practice includes prescribing opioid medication and who has the capability to 

electronically prescribe shall prescribe all opioid medication electronically by July 1, 

2017.  An individual who does not have the capability to electronically prescribe must 

request a waiver from this requirement from the Commissioner of Health and Human 

Services stating the reasons for the lack of capability, the availability of broadband 

infrastructure and a plan for developing the ability to electronically prescribe opioid 

medication.  The commissioner may grant a waiver for circumstances in which 

exceptions are appropriate, including prescribing outside of the individual's usual place of 
business and technological failures. 

4.  Continuing education.  By December 31, 2017, an individual licensed under this 

chapter must successfully complete 3 hours of continuing education every 2 years on the 

prescription of opioid medication as a condition of prescribing opioid medication.  The 

board shall adopt rules to implement this subsection.  Rules adopted pursuant to this 
subsection are routine technical rules as defined in Title 5, chapter 375, subchapter 2-A. 

5.  Penalties.  An individual who violates this section commits a civil violation for 

which a fine of $250 per violation, not to exceed $5,000 per calendar year, may be 

adjudged.  The Department of Health and Human Services is responsible for the 

enforcement of this section. 

Sec. 33.  32 MRSA §18325, sub-§1, ¶¶N and O, as enacted by PL 2015, c. 429, 
§21, are amended to read: 

N.  Any violation of a requirement imposed pursuant to section 18352; and 

O.  A violation of this chapter or a rule adopted by the board.; and 

Sec. 34.  32 MRSA §18325, sub-§1, ¶P is enacted to read: 

P.  Failure to comply with the requirements of Title 22, section 7253. 

Sec. 35.  Department of Health and Human Services to amend rules to 

require registration of pharmacists; automatic enrollment.  The Department of 

Health and Human Services shall amend its rules governing the Controlled Substances 

Prescription Monitoring Program under the Maine Revised Statutes, Title 22, chapter 

1603 no later than January 1, 2017 to require pharmacists to register as data requesters.  

The enrollment mechanism for pharmacists who are registering with the program or 

renewing registration must be automatic when applying for or renewing a professional 
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license in the same manner as it is for prescribers who are health care professionals with 
authority to prescribe controlled substances. 

Sec. 36.  Department of Health and Human Services to amend rules to 

require registration of veterinarians; automatic enrollment.  The Department of 

Health and Human Services shall amend its rules governing the Controlled Substances 

Prescription Monitoring Program under the Maine Revised Statutes, Title 22, chapter 

1603 no later than January 1, 2017 to require veterinarians to register as data requesters.  

The enrollment mechanism for veterinarians who are registering with the program or 

renewing registration must be automatic when applying for or renewing a professional 

license in the same manner as it is for prescribers who are health care professionals with 

authority to prescribe controlled substances. 

Sec. 37.  Enhancements to the Controlled Substances Prescription 

Monitoring Program.  The Department of Health and Human Services shall include in 

its request for proposals process under the Maine Revised Statutes, Title 22, section 7248, 

subsection 2 the following enhancements to the Controlled Substances Prescription 
Monitoring Program under Title 22, chapter 1603: 

1.  A mechanism or calculator for converting dosages to and from morphine 

milligram equivalents; 

2.  A mechanism to automatically transmit de-identified peer data on an annual basis 

to prescribers of opioid medication; 

3.  Allowance for a broader authorization for staff members of prescribers to access 

the program including a single annual authorization for staff members at a licensed 
hospital and a pharmacy; 

4.  Improvements in communication regarding the ability of a prescriber to authorize 

staff members to access the program on behalf of the prescriber; 

5.  Improvements in communication regarding the ability of a pharmacist to authorize 

staff members to access the program on behalf of the pharmacist; 

6.  Improvements in the speed of the program for prescribers and pharmacists 

required to submit information and check the program, and the ability for prescribers and 

pharmacists to tailor the functions of the program to fit into the workflow of the 

prescribers and pharmacists required to access the program; and 

7.  The establishment of a data modifier for information from a veterinarian 

prescribing opioid medication to an animal that differentiates the recipient of the opioid 
prescription from people. 

Notwithstanding the Title 32, section 2210, subsection 5; section 2600-C, subsection 

5; section 3300-F, subsection 5; section 3657, subsection 5; and section 18308, 

subsection 5, a penalty may not be imposed for a violation of the limits on opioid 

prescribing in Title 32, section 2210, subsection 1; section 2600-C, subsection 1; section 

3300-F, subsection 1; section 3657, subsection 1; or section 18308, subsection 1 until the 
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enhancement to the Controlled Substances Prescription Monitoring Program described in 
subsection 1 is implemented. 

Sec. 38.  Effect on out-of-pocket costs.  The Bureau of Insurance within the 

Department of Professional and Financial Regulation shall evaluate the effect of the 

limits on prescriptions for opioid medication established by this Act on the claims paid by 

health insurance carriers and the out-of-pocket costs, including copayments, coinsurance 

and deductibles, paid by individual and group health insurance policyholders.  On or 

before January 1, 2018, the bureau shall submit a report on the evaluation, along with any 

recommended policy and regulatory options that will ensure costs for patients are not 

increased as a result of new prescribing limitations on the amounts of opioid medications, 

to the joint standing committees of the Legislature having jurisdiction over health and 

human services matters and over insurance and financial services matters.  The joint 

standing committee of the Legislature having jurisdiction over health and human services 

matters and the joint standing committee of the Legislature having jurisdiction over 

insurance and financial services matters may report out legislation related to the 
evaluation to the Second Regular Session of the 128th Legislature.  

Sec. 39.  Department of Health and Human Services implementation 

report.  The Department of Health and Human Services shall report to the joint standing 

committees of the Legislature having jurisdiction over health and human services matters 

and over occupational and professional regulation matters, no later than January 31, 2018, 

with progress on implementing the provisions of this Act.  The report must contain 
information on the following: 

1.  Registration of prescribers and dispensers in the Controlled Substances 

Prescription Monitoring Program under the Maine Revised Statutes, Title 22, chapter 

1603; 

2.  Data regarding the checking and using of the Controlled Substances Prescription 

Monitoring Program by data requesters; 

3.  Data from professional boards regarding the implementation of continuing 

education requirements for prescribers of opioid medication; 

4.  Effects on the prescriber workforce; 

5.  Changes in the numbers of patients taking more than 100 morphine milligram 

equivalents of opioid medication per day; 

6.  Data regarding the total number of opioid medication pills prescribed; 

7.  Progress on electronic prescribing of opioid medication; and 

8.  Improvements to the Controlled Substances Prescription Monitoring Program 

through the request for proposals process including feedback from prescribers and 

dispensers on those improvements. 
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APPENDIX 2

MHDO Data Request #811165 - Maine Bureau of Insurance
Instance Number 2017041401
Opioid Rx Summary Ad Hoc

Table 1 Opioid Prescription Summary

Unduplicated Count of 
Pharmacy Members 
with Rx Claims

Unduplicated Count of 
Pharmacy Members w/ 
Opioid Rx

Unduplicated Count of 
Opioid Rx Claims

Unduplicated Count of 
Opioid Scripts

Total Plan Paid Total Member Paid

Q1 2016 337,767 34,056 75,466 75,545 $2,811,997.42 $923,758.74
Q2 2016 302,495 29,727 64,300 64,302 $2,444,551.02 $644,609.79
Overall Q1 & 2 2016 393,434 51,253 139,754 139,835 $5,256,548.44 $1,568,368.53
Q1 2017 300,359 26,512 58,631 58,633 $1,452,072.35 $555,736.52
Q2 2017 293,394 24,091 53,389 53,389 $1,351,184.42 $433,248.11
Overall Q1 & 2 2017 354,232 40,591 112,015 112,018 $2,803,256.77 $988,984.63
Overall Total 494,524 78,856                               252,130                               252,214 $8,059,805.21 $2,557,353.16

Notes: Q1 2016 included 9 months 
runout. Q2 2016 included 6 months 
runout. Q1 2017 included 3 months 
runout. Q2 2017 included no 
runout. 2016 data were not 
updated from original report.



Appendix 3 

Payer Names w/ Opioid Rx Claims 

Aetna Health Inc  

Aetna Health Inc  
Aetna Life Insurance Company  
American Health Care Administrative Services Inc  

Anthem Health Plans of Maine Inc  

CaremarkPCS Health LLC  

Cigna Health and Life Insurance Company  

Cigna Health and Life Insurance Company  

Comprehensive Benefits Administrator Inc  

EBPA Benefits, LLC  

Envision Pharmaceutical Services, LLC  

Express Scripts Administrators, LLC  

Geisinger Indemnity Insurance Company  

Harvard Pilgrim Health Care  

Harvard Pilgrim Insurance Company  

Health Care Service Corporation  

Health Care Service Corporation  

Humana Insurance Company  

Maine Community Health Options  

OptumRx, Inc.  

Prime Therapeutics LLC  

UMR Inc  

UnitedHealthcare Insurance Company  

UnitedHealthcare Services Inc  
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STATE OF MAINE 

_____ 

IN THE YEAR OF OUR LORD 

TWO THOUSAND AND SEVENTEEN 

_____ 

S.P. 221 - L.D. 659 

An Act To Amend the Maine Guaranteed Access Reinsurance Association 

Act 

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

Sec. 1.  24-A MRSA §3953, sub-§1, as amended by PL 2015, c. 404, §1, is 
further amended to read: 

1.  Guaranteed access reinsurance mechanism established.  The Maine 

Guaranteed Access Reinsurance Association is established as a nonprofit legal entity.  As 

a condition of doing business in the State, an insurer that has issued or administered 

medical insurance within the previous 12 months or is actively marketing a medical 

insurance policy or medical insurance administrative services in this State must 

participate in the association.  The Dirigo Health Program established in chapter 87 and 

any other state-sponsored health benefit program shall also participate in the association.  

Except as provided in section 3962 Unless an earlier resumption of operations is ordered 

by the superintendent in accordance with paragraph A, operations of the association are 

suspended until December 31, 2023 except to the extent provided in section 3962 and the 

association may not collect assessments as provided in section 3957, provide reinsurance 

for member insurers under section 3958 or provide reimbursement for member insurers 

under section 3961 as of the date on which a transitional reinsurance program established 

under the authority of Section 1341 of the federal Affordable Care Act commences 

operations in this State until December 31, 2017. 

A.  If the board proposes a revised plan of operation that calls for the resumption of 

operations earlier than December 31, 2023 and the superintendent determines that the 

revised plan is likely to provide significant benefit to the State's health insurance 

market, the superintendent may order the association to resume operations in 

accordance with the revised plan. This paragraph applies only if: 

(1)  An innovation waiver under  Section 1332 of the federal Affordable Care Act 

as contemplated by paragraphs B and C is granted; or 

(2)  The federal Affordable Care Act is repealed or amended in a manner that 

makes the granting of an innovation waiver unnecessary or inapplicable. 

APPROVED 
  

JUNE 2, 2017 

  
BY GOVERNOR 

CHAPTER 
  

124 
  

PUBLIC LAW 
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B.  After consulting with the board and receiving public comment, the superintendent 

may develop a proposal for an innovation waiver under Section 1332 of the federal 

Affordable Care Act that facilitates the resumption of operations of the association in 

a manner that prevents or minimizes the loss of federal funding to support the 

affordability of health insurance in the State. 

C.  With the approval of the Governor, the superintendent may submit an application 

on behalf of the State in accordance with the proposal developed under paragraph B 

for the purposes of resuming operations of the association to the United States 

Department of Health and Human Services and to the United States Secretary of the 

Treasury to waive certain provisions of the federal Affordable Care Act as provided 

in Section 1332. The superintendent may implement any federally approved waiver. 



 
 

 

Notice of Public Comment Period and Information Meetings 

 

Application for a State Innovation Waiver to Stabilize Maine’s Individual Health 

Insurance Market and Reduce Premiums for Individual Consumers 

 

 

The Maine Bureau of Insurance will conduct public information meetings and accept public 

comments on a proposal for a Section 1332 State Innovation Waiver application to the U.S. 

Department of Health and Human Services to support the reactivation of the Maine Guaranteed 

Access Reinsurance Association (MGARA).   

 

Background Summary 

 

Section 1332 of the federal Affordable Care Act (ACA) permits a state to apply for a State 

Innovation Waiver to pursue innovative strategies to provide its residents with access to high-

quality, affordable health insurance.   

 

MGARA, pursuant to 2011 legislative authorization, had active operations in Maine in 2012-13.  

It provided reinsurance to the individual health insurance market which allowed premiums for 

that market to remain lower than they otherwise would have been.  MGARA was funded by 

reinsurance premiums paid by health insurers as well as by a $4 per member per month 

assessment across all segments of the health insurance market. Active operations were suspended 

in 2014 due to an analogous federal transitional reinsurance program which has since terminated.  

 

In 2017, the Maine Legislature enacted a law that allows MGARA to resume operations, upon 

approval of the Superintendent of Insurance, however resumption is conditioned on the granting 

of a Section 1332 innovation waiver.   

 

Under the proposed waiver application, savings to the federal government as a result of 

MGARA’s operation would be returned to the State for the purpose of allowing MGARA to 

provide further premium relief to the individual market.  The waiver application is required to be 

revenue neutral to the federal government.  

 

More detailed information regarding the proposed waiver application may be viewed at the 

Maine Bureau of Insurance website.  www.maine.gov/pfr/insurance/mgara/index.html.  Copies 

of this information will also be available at the public information meetings.  

 

  

http://www.maine.gov/pfr/insurance/mgara/index.html


Public Information Meetings 

 

Public information meetings will include a presentation about the proposed waiver application, 

followed by a time for questions and comments.  Comments at the meeting may be submitted 

orally or in writing. The meeting dates, times and locations are as follows: 

 

April 12, 2018, 5:00 p.m. to 7:00 p.m.   

Board Room, Husson University, 1 College Circle, Bangor, Maine 

 

April 13, 2018, 5:00 p.m. to 7:00 p.m. 

Room 213, Abromson Community Education Center, 88 Bedford St., Portland, Maine 

 

Persons in need of auxiliary aid for effective participation in the meetings are invited to contact 

Karma Lombard at (207) 624-8540 or by email at karma.y.lombard@maine.gov . 

 

Public Comments 

 

Written comments will also be accepted by email to karma.y.lombard@maine.gov or by mail to 

Maine Bureau of Insurance, 34 State House Station, Augusta, ME 04333-0034, ATTN: 1332 

Proposed Waiver Application until 5:00 p.m. on May 2, 2018.   

mailto:karma.y.lombard@maine.gov
mailto:karma.y.lombard@maine.gov


ACA Section 1332 Waiver 
Innovation Application

APRIL 2018

Maine Bureau of Insurance



ACA Section 
1332
What is It?

Allows states to apply to the US 
DHHS for “state innovation waivers” 
of ACA provisions.

Encourages state-by-state strategies 
to improve patient access to care, 
increase affordability of coverage 
and choices offered, and improved 
market stability.



Key Section 
1332 
Requirements

• Will facilitate coverage for at least a 
comparable number of persons as 
without the waiver.

Scope of Coverage –

• Will not decrease existing coverage 
or cost-sharing protections and will 
not result in a decrease in coverage 
affordability.

Affordability –



Key Section 
1332 
Requirements
(cont.)

• May not alter required scope of 
benefits offered in market and may 
not decrease the number of persons 
with coverage providing ACA 
Essential Health Benefits.

Comprehensive Coverage –

• Must not increase the federal 
deficit.

Federal Budget Neutrality –



Preservation of 
Federal Support

Budget neutrality works both ways.  Section 1332 
provides that innovation waivers can’t increase the 
cost to the federal government, but won’t reduce it 
either.

States with approved Section 1332 innovation waivers 
receive “pass-through” funding to recover premium 
subsidies or other federal support they would 
otherwise lose by operating the state program.

Pass-through funding allows state and federal 
resources to be combined, rather than penalizing the 
state by reducing the federal contribution.



Leveraging the 
Maine 
Guaranteed 
Access 
Reinsurance 
Association 
(MGARA) using 
a Section 1332 
Waiver

Authorized by 2011 PL c. 90

• To stabilize and reduce premiums in individual health 
insurance market by providing reinsurance to insurers in 
that market.

Purpose –

• Reinsurance premiums paid by carriers ceding coverage to 
MGARA and by $4 per person per month assessment on all 
market segments.

Funding –

• Ceding of coverage does not affect individual insured’s 
coverage in any way. 

No Effect on Insureds –



MGARA Results
During 18 months of operation in 2012-13 MGARA: 

oCollected about $26.3 million in premium and $41.2 million in assessments

oPaid about $66 million in reinsured health insurance claims

oKept premium increases about 20% lower than they otherwise would have 
been



Federal 
Transitional 
Reinsurance 
Program

ACA provided a national 
transitional reinsurance program 
which operated from 2014-16.

Due to substantial overlap 
between the federal and state 
programs, MGARA’s active 
operations were suspended 
effective January 1, 2014.



2017 Public 
Law c. 124

Authorizes MGARA’s reactivation 
subject to a successful application 
to the federal government for a 
Section 1332 innovation waiver.

A Section 1332 Innovation Waiver 
is necessary because …



Need for an 
Innovation 
Waiver

Federal Premium Tax Credits (PTCs) currently 
subsidize persons in the individual market with 
income from 100% to 400% of the federal poverty 
level.  Nearly 80% of Mainers insured in the 
individual market are in this demographic. 

The PTC program caps the net premiums paid by 
those persons on a sliding scale based on income.  
This means that when premiums decrease, federal 
support for Mainers receiving PTC assistance is 
reduced dollar-for-dollar.

Therefore, absent a waiver, state efforts to utilize 
MGARA to stabilize the market and reduce premiums 
would primarily benefit the federal government, not 
Maine’s insurance consumers.



Maine’s 
Individual 
Market - 2018

Carriers:

• Only 2 carriers 
currently selling on 
the Exchange

• 1 additional carrier 
has coverage 
available only off 
Exchange

Enrollees:

• Approximately 
80,000 enrollees in 
individual market

• Approximately 
76,000 enrolled 
through the 
Exchange

• Approximately 
65,000 eligible for 
premium tax 
credits



Who Buys Insurance in the Individual 
Market

Non-Medicare-eligible retirees

Individuals not eligible for group coverage
◦ Sole proprietors with no employees
◦ Part-time workers
◦ Contract employees
◦ No group coverage offered



Rates are Increasing
Average rate increases since 2014:
◦ 2014-15   -0.8%
◦ 2015-16  -1.2%
◦ 2016-17   22%
◦ 2017-18   21%

-5.00%

0.00%

5.00%

10.00%

15.00%

20.00%

25.00%

2014-2015 2015-2016 2016-2017 2017-2018

AVG RATE INCREASES 
SINCE 2014



Rate Increase 
Impact on 
Consumers

• Federal tax credits are available to individuals 
with income up to 400%FPL

• 85% (2018) On-Exchange consumers eligible to 
access federal tax credits to offset their 
premium expenses

• For these people, rate increases result in higher 
federal tax credit amounts, not increased 
consumer costs

Many individual 
market 

consumers are 
insulated from 
rate increases

• Incomes over 400% FPL
• Coverage purchased off-Exchange

Other individual 
market 

consumers 
experience 

significant rate 
increases



The Proposal

Maine to apply for a 
“Section 1332 State 
Innovation Waiver”

Waivers can be 
funded by “pass 
through dollars”

If the federal 
government will save 
money it otherwise 
would have spent in 
subsidies absent the 

waiver, the state can use 
those “pass-through 
dollars” to help fund 

MGARA, in turn helping 
those consumers who 

do not receive a subsidy.



The Proposal 
(Continued)

MGARA to be reactivated effective January 1, 
2019

MGARA funded by three, not two, sources:
• Reinsurance premiums
• $4 per person per month assessment on all market segments
• Federal “pass-through” payments

Total 2019 estimated revenue: $93 million

Total 2019-2023 estimated revenue: $503.6 
million



Reinsurance 
Premiums and 
Coverage

Carriers reinsuring an 
individual health 

policy through 
MGARA will pay a 

reinsurance premium 
of 90% of the 

underlying policy 
premium 

Estimated 2019 
reinsurance 

premiums: $37.0 
million

When MGARA 
reinsures a policy, it 
pays 90% of claims 
between $47,000 
and $77,000 and 

100% of claims above 
$77,000 in a year

Ceding mandatory 
with respect to 

specified medical 
conditions and 

otherwise voluntary



Assessments

$4 per member per 
month assessment 

on all market 
segments

• Includes individual and group 
markets and self-funded plans 
administered by third-party 
administrators

Estimated 2019 
assessments: $22.6 

million



Federal Pass-Through Payments

Reductions in federal premium 
tax credits as a result of 

MGARA’s operation, net of 
minor adjustments, would be 
returned to the State for the 
purpose of further reducing 

premiums

Estimated 2019 pass-through 
payments:  $33.4 million



Modeling

Milliman, Inc. has performed economic and 
actuarial modeling of the program for 2019 

through 2028.   
The modeling:

• Predicts program will meet all federal 
requirements

• Estimates individual market premium 
reduction of about 9% in 2019 relative to 
what they would otherwise be with similar 
results each year of the program. 

• Estimates number of uninsured will be 
reduced by between 300 to 1,100 per year

• Program makes no change to required policy 
benefits for consumers



How Will It Work?
Premium Savings

◦ In June 2018, insurers will be required to file 2019 rates that reflect their 
premiums with and without the program.

◦ If the 1332 Waiver is approved by CMS and the Board reactivates MGARA, 
insurers will use the rates reflecting the cost decrease in the program. 



Timeline
April 2- May 2 Public comment period and tribal consultations

May Submission of 1332 waiver application to CMS

June Insurers file rates with Maine BOI

Late Summer Expected federal approval of waiver

Late September Insurer rates approved

November Open enrollment begins

January 1, 2019 MGARA reactivated



34 State House Station
Augusta ME 04333

Phone: 800-300-5000 (TTY: Relay 711)
Fax: 207-624-8599

Email: insurance.pfr@maine.gov
Website:  maine.gov/pfr/insurance

MGARA related information: 

maine.gov/pfr/insurance/mgara/index.html

Maine Bureau of Insurance

mailto:insurance.pfr@maine.gov
http://www.maine.gov/pfr/insurance
http://www.maine.gov/pfr/insurance/mgara/index.html












 
 

 

May 2, 2018 (submitted electronically) 

 

Mr. Eric A. Cioppa 

Superintendent 

Maine Bureau of Insurance 

34 State House Station  

Augusta, ME 04333-0334 

 

Re: Maine Section 1332 State Innovation Waiver  

 

Dear Superintendent Cioppa:   

 

On behalf of the American Heart Association and the American Stroke Association (AHA/ASA), we would like to 

thank you for the opportunity to provide written comments on the Maine Bureau of Insurance’s Section 1332 

waiver proposal.  

 

As the nation’s oldest and largest voluntary organization dedicated to building healthier lives free from heart 

disease and stroke, our nonprofit and nonpartisan organization represents over 100 million patients with 

cardiovascular disease (CVD) and includes over 40 million volunteers and supporters committed to our goal of 

improving the cardiovascular health of all Americans. AHA has worked diligently for many years to support and 

advance strong public health policies in addition to providing critical tools and information to providers, 

patients, and families in order to prevent and treat these deadly diseases. 

 

The AHA believes everyone should have quality and affordable healthcare coverage and a strong, robust 

marketplace is essential for people with CVD to access the coverage that they need. To that end, a well-designed 

reinsurance program can help offset the costs of enrollees with expensive health care needs. Additionally, 

implementing a reinsurance program could help to alleviate other systemic problems within the state insurance 

exchange including smaller provider networks and low issuer participation. The AHA would like to express our 

support for the proposal but suggest that it could benefit from additional improvements such as increased 

transparency and public accountability.   

 

As you are aware, reinsurance programs have been used to stabilize premiums in a number of healthcare 

programs, such as Medicare Part D. A temporary reinsurance fund for the individual market was also established 

under the Affordable Care Act and reduced premiums by an estimated 10 to 14 percent in its first year.1 We are 

pleased to see that the Maine Bureau of Insurance estimates that the proposed reinsurance program will reduce 

premiums by 9 percent in 2019 with similar rates for each year thereafter until 2029.2 

                                                           
1 American Academy of Actuaries, Individual and Small Group Markets Committee. An Evaluation of the Individual Health 

Insurance Market and Implications of Potential Changes. January 2017. Retrieved from 

https://www.actuary.org/files/publications/Acad_eval_indiv_mkt_011817.pdf. 
2 State of Maine Bureau of Insurance, Executive Summary - Application for Waiver under Section 1332 of the Patient 

Protection and Affordable Care Act. April 2018. Retrieved from 

http://www.maine.gov/pfr/insurance/mgara/State%20of%20Maine%20Executive%20Summary%20Application%20for%20

Waiver%20Under%20Section%201332.pdf  



 

The AHA is also pleased that the state acknowledges that the comprehensiveness and affordability of coverage 

offered on the individual markets will not be altered by the 1332 waiver proposal. The patient protections 

extended to individuals with pre-existing conditions under the Affordable Care Act (ACA) including the ten 

essential health benefit categories, guaranteed issue, out of pocket maximums and many other critical 

consumer protections are the bedrock of care for our patients. These guarantees make our healthcare system 

navigable for CVD patients and we commend the state for ensuring that the waiver proposal does not alter the 

integrity of these requirements.  

 

The AHA also urges the Bureau to include additional transparency requirements on the body responsible for 

administering the program, the Maine Guaranteed Access Reinsurance Association (MGARA). We believe it is 

critical that the processes governing the state’s activities in the individual market incorporate the patient voice 

and experience in addition to adhering to transparency standards that allow the public to comment on any 

proposals. As such, the AHA requests that the Bureau incorporate robust public comment periods and public 

hearings into its existing proposal.  

 

On behalf of the American Heart Association and American Stroke Association, thank you for reviewing our 

comments. We appreciate the opportunity to provide feedback on this application. If you have any questions, 

please contact Becky Smith, Director of Government Relations, at becky.smith@heart.org or 207-380-9171.   

 

Sincerely,  

 

 

Becky Smith 

Director of Government Relations, Maine 

American Heart Association 

51 US Route One, Suite M 

Scarborough, ME 04074 

  



 

 

 
Anthem Blue Cross and Blue Shield is the trade name of Anthem Health Plans of Maine, Inc. 
Independent licensees of the Blue Cross and Blue Shield Association. 
®Registered marks Blue Cross and Blue Shield Association 

Anthem Blue Cross and Blue Shield 
2 Gannett Drive 
South Portland, Maine 04106 

Kristine M. Ossenfort, Esq. 
Senior Director, Government Relations 
www.anthem.com 

 

 

 
 

May 2, 2018 

 

Mr. Eric A. Cioppa, Superintendent 

Maine Bureau of Insurance 

ATTN:  1332 Proposed Waiver Application 

34 State House Station 

Augusta, ME 04333-0034 

 

Re:  Application for a Waiver under Section 1332 of the Affordable Care Act 

 

Dear Superintendent Cioppa: 

 

Thank you for the opportunity to submit comments on the proposed Application for a Waiver 

under Section 1332 of the Affordable Care Act.   

 

Anthem believes that consumers who do not have the option of health coverage through an 

employer or access to a government program should have access to affordable, quality health 

plan options in the individual market.  Throughout implementation of the Affordable Care Act 

(ACA), Anthem has consistently asserted that the reformed individual market could only work if 

three conditions, which are fundamental to any insurance market, are met: (1) a balanced risk 

pool that includes enough consistently enrolled healthy individuals; (2) a predictable and stable 

regulatory environment with sufficient time to react to any changes; and (3) predictable and 

stable sources of funding that ensure affordability.  Unfortunately, these conditions have not 

been fully met, resulting in an unstable individual market in need of significant changes.  In 

addition to measures such as a state-based reinsurance program, we also believe it is also 

important to recognize that other reforms are needed and necessary at both the state and federal 

level.  For example, delivery system and payment reforms are critical to address the underlying 

cost of care which is a central factor driving health insurance premium increases.  

 

Anthem would like to take this opportunity to thank the Superintendent for his willingness to 

explore options that could serve to bring a degree of stability to the individual market in Maine. 

 

As we understand it, key elements of the application include the following: 

 

 The waiver, if approved, would be effective January 1, 2019 for a five year period (with 

option to renew for an additional five years); 

 The Maine Guaranteed Access Reinsurance Association (“MGARA”) would resume 

operations and begin providing re-insurance for the individual market in Maine for 

policies with effective dates on or after January 1, 2019; 

 That the following reinsurance thresholds will be used: 

o 90% of claims paid in excess of $47,000 through and including $77,000; and 

o 100% of claims paid in excess of $77,000. 
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 That the total reinsurance funding for 2019 is estimated to be approximately $93 million:  

o $33 million from federal pass-through funding (based on net premium tax credit 

savings to the federal government) 

o $22.6 million from assessments of $4.00 PMPM on health insurers and third-party 

administrators in the individual, small group, large group and self-insured markets 

(excluding State and Federal employees). 

o $37 million in ceded premiums paid by member insurers (90% of the premium 

paid to the ceding insurer) 

 That the resumption of MGARA will result in a 9% net premium reduction for the Maine 

individual market in 2019 relative to what rates would be without the waiver and 

reinsurance program. 

 

Based upon that understanding, Anthem Health Plans of Maine, Inc., d/b/a Blue Cross and Blue 

Shield, offers the following comments with respect to the waiver application: 

 

1. CMS made changes to the commercial risk adjustment program in 2018 to include a high-

cost risk pooling mechanism in the risk-adjustment transfer, under which carriers are 

reimbursed 60% of claim costs above $1,000,000 for members whose claims exceed that 

threshold.  The current claim threshold of $1,000,000, set for the 2019 benefit year via 

recently finalized regulations, is subject to adjustment through rulemaking.  The 1332 waiver 

application does not address how this high-cost pooling under the federal risk adjustment 

program will work in conjunction with the MGARA program.  We would recommend that 

the MGARA program coordinate with the federal risk adjustment program; for example, with 

respect to claims that exceed the federal pooling threshold (currently $1,000,000), the federal 

risk adjustment program could pay 60% and the MGARA program could pay 40%).   

 

2. Although the market assessments proposed in the proposed waiver application1 are the same 

assessments that were used to fund the MGARA program in 2012 and 2013, we continue to 

have concerns about an assessment on fully insured and self-funded accounts.  Although the 

application states that the assessment of $4.00 PMPM is not expected to have a material 

impact on the premium rates for employer-sponsored coverage,2 we would note that our 

group customers also struggle with the affordability of health insurance benefits.  Any 

proposal that serves to increases costs, particularly without a corresponding benefit, is a 

source of concern.   

 

This concern is particularly acute with respect to Maine’s small group market, which has 

decreased significantly in size in recent years and is now smaller than the individual market.  

When MGARA first began operations in 2012, there were approximately 33,000 members in 

the individual market and 91,000 members in the small group market; however, as of 2017, 

there were approximately 81,500 members in the individual market and only 63,600 

members in the small group market.  The small group market is steadily decreasing in size, 

which in turn leads to higher prices and increased instability.  We are concerned that an 

                                                           
1 “State of Maine Executive Summary Application for Waiver Under Section 1332of the Patient Protection and 

Affordable Care Act,” Section III (A), pp. 3-4. 
2 Id. at Section V (B), p. 9. 
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assessment on the small group market in particular will have a detrimental impact on that 

market.   

 

Although we recognize that it would require a change to the statutory provisions that govern 

MGARA, we believe it is important that the funding source be broad-based, rather than an 

assessment on any health insurance market that would only serve to make coverage in those 

markets less affordable. Any premium or provider taxes simply result in higher premiums 

and serve to destabilize the markets being assessed. 

 

3. We would note that the modeling in support of the waiver proposal assumes the full annual 

value of a $4 PMPM assessment and projects that the MGARA program would receive $22.6 

million in assessments in calendar year 2019.3  However, the existing rates for plans issued 

or renewing in calendar year 2018 do not include an assessment for the MGARA program 

and, given the estimated timeline for action on the waiver application, it would be impossible 

to build the assessment into the rates that will apply to most plans issued or renewing in 

2018.  A “ramp-up” period is required, as carriers cannot begin to collect the $4 PMPM 

assessment until the waiver application has been approved and the MGARA Board of 

Directors has voted to move forward with resuming operations for 2019.   

 

This very issue was discussed in the Milliman analysis: 

 

Our modeling has assumed that the full annual value of the $4 PMPM assessment 

(i.e., $48 per member per year [PMPY]) charged to the assessed markets is paid by all 

assessable lives. In practice, depending on the timing associated with the re-

instatement of MGARA, the actual assessment collections may be affected by 

durational effects including policy lapses and mid-year renewals; for 2019 in 

particular, the $48 annual assessment may only be partially paid by policies priced 

prior to the reinstatement of MGARA and/or renewed after January 1, 2019. 

Depending on timing of assessments relative to approval data from the BOI, the 

modelling may need to reflect a partial year assessment for MGARA’s first year of 

operation, or an alternative delay for the first year of operation.4   

 

The application must be amended to reflect the fact that the full amount of the MGARA 

assessment will not be recognized until 2020.  In turn, the assumptions about the amount of 

the federal pass through dollars and the premium impact on 2019 rates must be revised 

accordingly.  While this will reduce the impact of the MGARA program in 2019, it is the 

only viable option, short of delaying a restart until 2020. 

 

3. The MGARA program, as currently structured, is dependent on the ability of carriers to 

identify members who have a condition that warrants being ceded to MGARA.  The Health 

Statement developed by the MGARA Board is an important tool in that process; however, it 

is unclear how health statements can be collected for members who purchase coverage 

through the federally facilitated marketplace.  The effectiveness of the program is directly 

impacted if carriers do not have the ability to properly identify members who should be 

ceded to the reinsurance program.   
                                                           
3 “Section 1332 State Innovation Waiver Actuarial Analyses and Certification and Economic Analyses,” Milliman, 

March 20, 2018, Section I (2), p. 9.  
4 Id. (emphasis added). 
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4. The waiver proposes an effective date of January 1, 2019; however, the implementation of 

the internal systems and processes required for carriers to implement and comply with the 

requirements of the program are significant.  Although some carriers may have had that 

infrastructure in place at one time, it will now need to be recreated.  We are concerned 

whether the MGARA Board and carriers will have sufficient time to take the steps necessary 

to implement a restart of the program on January 1, 2019. 

 

5. Although MGARA previously operated under a “conditions based” or prospective model, 

given that traditional (retrospective) reinsurance models are more straightforward, more 

predictable for pricing, and easier to administer, perhaps a traditional model should also be 

considered.  We recognize that this would require a change in the statutory provisions that 

govern the operations of MGARA; nonetheless, it may be appropriate for consideration. 

 

6. The modeling in support of the 1332 waiver application is premised on an assumption that an 

expansion of Medicaid will be implemented by January 1, 20195; however, at the present 

time, that seems uncertain at best.  This raises the question of whether the appropriate 

attachment points, and the corresponding impact on the individual market, are set forth in the 

proposed application. 

 

Once again, we would like to thank the Superintendent for his efforts to pursue alternatives that 

may help to stabilize the individual market in Maine, and for the opportunity to share these 

comments.  Please do not hesitate to contact me if you have any questions.    

 

Sincerely, 

 

 
Kristine M. Ossenfort, Esq. 

Senior Director, Government Relations 

 

                                                           
5 Id. p. 2. 



 
April 30, 2018 

 

Superintendent Eric Cioppa 

Maine Bureau of Insurance 

34 State House Station 

Augusta, ME 04333 

 

Re: Maine Section 1332 State Innovation Waiver  

 

Dear Superintendent Cioppa:  

 

The Epilepsy Foundation and Epilepsy Foundation New England appreciate the opportunity to 

submit comments on Maine’s Section 1332 State Innovation Waiver.  

 

The Epilepsy Foundation is the leading national voluntary health organization that speaks on 

behalf of the at least 3.4 million Americans with epilepsy and seizures.  We foster the wellbeing 

of children and adults affected by seizures through research programs, educational activities, 

advocacy, and direct services.  Epilepsy is a medical condition that produces seizures affecting a 

variety of mental and physical functions.  Approximately 1 in 26 American will develop epilepsy 

at some point in their lifetime, and 1 in 3 individuals with epilepsy rely on Medicaid for their 

health care needs.  For the majority of people living with epilepsy, prescription medications are 

the most common and cost-effective treatment for controlling and/or reducing seizures, and they 

must have meaningful and timely access to physician-directed care. 

 

The Epilepsy Foundation and Epilepsy Foundation New England believe everyone should have 

quality and affordable healthcare coverage. A strong, robust marketplace is essential for people 

with epilepsy to access the coverage that they need. The Epilepsy Foundation and Epilepsy 

Foundation New England support Maine’s efforts to strengthen its marketplace by submitting 

this 1332 State Innovation Waiver to implement a reinsurance program.  

 

Reinsurance is an important tool to help stabilize health insurance markets. Reinsurance 

programs help insurance companies cover the claims of very high cost enrollees, which in turn 

keeps premiums affordable for other individuals buying insurance on the individual market. 

Reinsurance programs have been used to stabilize premiums in a number of healthcare programs, 

such as Medicare Part D. A temporary reinsurance fund for the individual market was also 

established under the Affordable Care Act and reduced premiums by an estimated 10 to 14 

percent in its first year.i 

 

Maine’s proposal will create a reinsurance program starting for the 2019 plan year and 

continuing for 5 years. This program is projected to reduce premiums by 9 percent and increase 

the number of individuals obtaining health insurance through the individual market by 1.1 

percent. When Maine ran its own reinsurance program in 2012 and 2013, it generated an 

estimated 20 percent reduction in requested premium rates. This would help patients with pre-

existing conditions, including patients with epilepsy, obtain affordable, comprehensive coverage.  

 



 
The Epilepsy Foundation and Epilepsy Foundation New England believe the 1332 State 

Innovation Waiver will help stabilize the individual market in Maine and protect patients and 

consumers. Thank you for the opportunity to provide comments.  

 

Sincerely,  

      
Susan Linn      Philip M. Gattone, M.Ed. 

President/CEO     President & CEO 

Epilepsy Foundation New England   Epilepsy Foundation 

  

i American Academy of Actuaries, Individual and Small Group Markets Committee. An Evaluation of the Individual 
Health Insurance Market and Implications of Potential Changes. January 2017. Retrieved from 
https://www.actuary.org/files/publications/Acad_eval_indiv_mkt_011817.pdf.  

                                                            

https://www.actuary.org/files/publications/Acad_eval_indiv_mkt_011817.pdf


 

 
 

April 17, 2018 
 
Superintendent Eric Cioppa 
Maine Bureau of Insurance 
34 State House Station  
Augusta, ME 04333-0034  
 
ATTN: 1332 Proposed Waiver Application 
 
Dear Superintendent Cioppa, 
 
I am writing on behalf of the Maine Association of Health Plans (“MeAHP”) to offer 
comments on the 1332 Proposed Waiver Application and the potential subsequent restart 
of the Maine Guaranteed Access Reinsurance Program (MGARA).   
 
Like you, the members of MeAHP are concerned about escalating premiums in the non-
group market and favor efforts that will serve to stabilize the market and to moderate 
increases in health insurance premiums.  Our industry has expressly offered support at the 
federal level for premium reduction and market stabilization programs. These include a 
long-term funding solution for Cost-sharing Reduction (CSR) subsidies, increased flexibility 
for 1332 waivers, and additional aid for states seeking to restart or establish high risk 
pools, like MGARA. 
 
Concerns About the Funding Mechanism 
As currently proposed, the waiver application relies on the availability and receipt of 
roughly $33 million in so-called “pass through” dollars.  This funding would be realized as a 
result of the waiver itself, whereby the federal government would “pass through” the loss 
of advanced premium tax credit dollars flowing into Maine because the impact of the 
MGARA program reduced individual market rates.  It is important to note that these dollars 
are projected to equal roughly one-third of the $93 million in revenues estimated for the 
Association to pay claims ceded to the pool in 2019.  According the Bureau’s application 
and the Milliman analysis, the remaining revenue for 2019, and beyond, will result from 
ceded premium ($37M) and from a statutory $4 PMPM assessment on all market segments 
($20-22M). 
 
Consequently, the receipt of these federal “pass through” dollars is tantamount to the 
solvency of MGARA.  Understandably, MeAHP’s members have significant concerns about 



 

programs, such as that contemplated in the waiver application, that involve substantial risk 
should the federal government fail to pay in a timely and consistent fashion.  Health 
insurers have directly experienced the failure of the federal government to follow through 
on its commitments. Two recent examples include the termination of CSR payments of 
about $2 billion and non-payment of $12.3 billion in risk corridor payments owed to 
insurers.  As a result, it is understandable that health plans operating in Maine may have 
concerns about a proposal that relies so heavily on financing from the federal government. 
 
It is important to also recognize that the amount of federal “pass through” dollars is 
projected based on an assumed rate reduction in the individual market attributable to the 
restart of MGARA.  According the Bureau’s application and Milliman analysis, the proposed 
re-start of the MGARA program under the proposed waiver application corresponds to a 
projected 9% average rate reduction in the individual market.  Setting aside the question of 
whether this will impact the purchasing decisions of nonsubsidized individuals in Maine, 
the actual amount of rate reduction resulting from MGARA will greatly depend on the 
unique characteristics of each carrier’s individual members.   
 
Overall Structure of the Program  
Notwithstanding the granting of a 1332 waiver, P.L. 2017, c.  124 requires that the MGARA 
board propose and adopt a revised plan of operation prior to a restart.  Yet, the details of 
that plan of operation will impact the average rate reduction realized in the individual 
market and several factors will need to be considered to set up an effective and successful 
program that works in today’s marketplace.  
 
First, it would be appropriate for the MGARA board to review the mandatory ceding 
conditions to determine if the list of codes requiring ceding are appropriate in today’s 
market.  As currently constructed, the eight mandatory ceded conditions contrast greatly 
with other state high-risk pools seeking to operate through a 1332 waiver (see Section 
1332 State Innovation Waiver Actuarial Analyses and Certification & Economic Analyses, 
page 30).  For example, Alaska’s high-risk pool covers 33 unique conditions, including 
hemophilia and premature newborns, as well as conditions for which pharmacy spending 
has exploded in recent years – for example, drugs used to treat multiple sclerosis.  
 
Second, MGARA should review the suitability of a voluntary ceding process.  MGARA ran 
before the advent of the Affordable Care Act and before most of Maine’s individual market 
was enrolling through the federally facilitated exchange and qualifying for subsidies. In 
2011, participating plans had the benefit of collecting health statements from members; 
however, there is no mechanism on the Exchange to collect this information, leaving 
carriers without health status information to make voluntary ceding decisions.   
 
Lastly, MGARA needs to review whether the premium ceded to the pool and the proposed 
attachment points for coverage provide the greatest impact to the goal of reducing rates in 
the individual market.  Under the application, when MGARA reinsures a policy, the 
Association will pay 90% of claims between $47,000 and $77,000 and 100% of claims 
above $77,000 in a year, while the carrier will cede 90% of the underlying policy premium 
to the pool.  This contrasts greatly with the federal reinsurance program which had a low-



 

end attachment point of $90,000 in its last year of operation.  Furthermore, in an 
environment in which Silver plans have rates “loaded” to account for the loss of CSR 
funding, is it appropriate for carriers to cede 90% of this “loaded” premium?  In practice, a 
portion of Silver plan premium attributed to CSR is simply a means to “buy-down” member 
cost sharing for individual eligible for CSR subsidy.   
 
Characteristics of Maine’s Health Insurance Market  
The data described on page 5, “B” accurately describes the characteristics of Maine’s 
Individual Health Insurance Market.  In fact, the data highlights that availability and value 
of APTCs, as intended, brought many into meaningful coverage in the Maine Individual 
market.  However, the application is noticeably silent other issues which have impacted 
individual market participation and premiums beyond the cessation of the Federal 
reinsurance program.  
 
It is our understanding that states may seek federal waivers for other continuous coverage 
requirements, intended to stabilize the risk pool, as part of a 1332 waiver application.  The 
waiver application does not contemplate any other actions to ensure stability which might 
mirror some of those in the ACA, most notably an individual coverage mandate.   
 
Implementation Plan and Timeline  
Finally, the timing envisioned for the application process, rate filings, and potential 
program commencement is very, and perhaps unrealistically, tight.  We are concerned 
about the likelihood that all these moving parts will come together and enable a program 
restart on 1/1/19 and provide carriers with an adequate opportunity to take the steps that 
would be required in time for 2019.  Furthermore, if the Association does restart in 2019, 
the Bureau will need to reopen group rate filings to accommodate the $4 PMPM assessment 
for groups that were issued policies in 2018, but whose plan year includes a portion of 
2019. 
 
Thank you for the opportunity to offer these comments. We would be pleased to respond to 
any questions you may have. 
 
Sincerely, 

 
 
Katherine Pelletreau 
Executive Director 



 
 

 

May 1, 2018  

 

 

Eric Cioppa, Superintendent 

Maine Bureau of Insurance 

34 State House Station 

Augusta, ME 04333-0034 

ATTN: 1332 Waiver Application   

 

Dear Superintendent Cioppa: 

 

Please accept this comment letter on behalf of the Maine Hospital Association regarding the 

State of Maine’s Proposed Section 1332 State Innovation Waiver.  

 

The Maine Hospital Association represents all 36 community-governed hospitals in the state 

including 33 general acute care hospitals, 2 private psychiatric hospitals, and 1 acute 

rehabilitation hospital. In addition to the acute hospital facilities, our hospitals represent 11 home 

health agencies, 18 skilled nursing facilities, 19 nursing facilities, 12 residential care facilities, 

and more than 300 physician practices employing thousands of medical professionals. 

 

One of Maine hospitals’ highest priorities is seeing that the patients we serve in our communities 

have access to high-quality, affordable healthcare. The Affordable Care Act provides many ways 

by which the state and federal governments can provide such healthcare including Section 1332 

State Innovation Waivers. These waivers are tools by which states are encouraged to improve 

patient access to care, increase affordability of coverage and choices offered, and provide 

improved market stability. 

 

We believe that Maine’s proposed 1332 State Innovation Waiver meets all of these goals and 

would provide more affordable healthcare coverage to hundreds, if not thousands, of Maine 

people. Importantly, there would be no negative policy changes for these consumers; they would 

simply receive less expensive healthcare coverage than they would have absent the waiver. 

 

Over the past two years, I have attended the Bureau’s rate review hearings where health 

insurance rate increases exceeding 20 percent have been considered and reviewed. As you recall, 

many people at these hearings testified they did not qualify for subsidies through the federal 

exchange and, therefore, had to pay the full cost of health insurance purchased through the 

exchange or the individual market. Most of the people who testified were self-employed small- 

business people that provide the backbone of Maine’s economy. Their testimony was 

heartbreaking to hear and will unfortunately continue to get worse and more untenable absent 

some government intervention such as a 1332 State Innovation Waiver. 

 

Although the Maine Guaranteed Access Reinsurance Association (MGARA) was in operation 

for only approximately 18 months after it was created by Public Law 90, the evidence is quite 

clear that MGARA had a significant moderating affect on health insurance  



 

premiums during this period. From 2014 through 2016 when MAGARA was operational, the 

average cost of health insurance on the individual market in Maine decreased. Since MGARA 

ceased operations, the average cost of health insurance on the individual market increased by 

over 20% per year. There are many factors that impact the cost of healthcare, so these large 

untenable increases cannot be entirely attributed to MGARA ceasing operations. However, it 

seems clear to us that MGARA provided a significant positive and moderating impact on costs. 

We have reviewed the actuarial modeling that Milliman Inc. performed for MGARA for the 

period 2019 through 2028 and find their estimates that individual market premiums will be 

reduced by approximately 9% relative to what they otherwise would have been to be credible 

and likely quite conservative. 

 

In addition to serving as the largest providers of healthcare in Maine, hospitals also provide 

health insurance to over 30,000 of our employees so we are well aware of the $4 per member, 

per month payment to fund MGARA. Although this expense is significant, we believe the 

benefits of maintaining a viable individual health insurance market in the state outweigh the 

additional costs incurred by those that purchase through the large group market such as hospitals 

and other large employers.    

 

We have heard the concerns from some of the state’s health insurance carriers that the federal 

government’s recent actions to eliminate the Cost Sharing Reduction and Risk Corridor 

Programs creates a high level of uncertainty about the government’s commitment to follow 

through with a Section 1332 State Innovation Waiver. Although we are sympathetic to the health 

insurance carriers concerns, it seems like the Bureau of Insurance has enough tools available to 

mitigate any risks in this area and that uncertainly about future decisions should not stop 

MGARA and the Bureau of Insurance from pursuing a waiver that is clearly permissible and 

envisioned under the Affordable Care Act.                  

                     

Thank you for the opportunity to comment on the Section 1332 State Innovation Waiver and 

please feel free to contact me at (207) 622-4794 or via email at dwinslow@themha.org with any 

questions about this letter. 

 

Sincerely, 

 
 

David S. Winslow 

Vice President of Financial Policy 
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Mr. Eric Cioppa, Superintendent 

Maine Bureau of Insurance 

34 State House Station 

Augusta, ME 04333-0034 

May 1, 2018 

RE: 1332 Proposed Waiver Application until 5:00 p.m. on May 2, 2018 

Dear Superintendent Cioppa: 

Please accept these written comments as supporting materials to the oral comments I made on behalf of the Maine State 

Chamber of Commerce at your April 13, 2018, Public Information Meeting held in Portland. 

As I indicated to you at the Public Information Meeting, while the Chamber is not in a position to at this time oppose 

allowing the re-start of the Maine Guaranteed Access Reinsurance Association (MGARA), we must be on record as 

expressing concern with regard to rising health insurance costs, and the potential that exists for the resumption of the 

MGARA surcharge to add to those higher costs. 

As you know, in March we held our annual Health Care Forum event for our members and any interested small business.  

At that forum it was abundantly clear the cost of health insurance is a major issue for small businesses.  Information 

provided by your staff shows that since 2015, the small group market – the group that will in part be assessed the 

MGARA surcharge – has been steadily eclipsed in size by the individual market. In fact, in 2017 the number of insured 

lives in the small group market was at its lowest at just shy of 64,000 lives. While 2018 numbers were not available at the 

time, there is no reason to think this trend would have changed. 

Clearly we think this market is shrinking due in part to higher premiums and the inability of small employers and their 

workers to keep pace with increases.  Costs will only become more problematic as the market continues to contract.   

The resumption of MGARA will result in the resumption of the $4 per member per month assessment authorized by law, 

in order to act as a re-insurance mechanism for the individual market.  Certainly this is a well-intended purpose, and one 

can argue that a stable individual market benefits the entire state of Maine.  But it is a purpose for which small and large 

businesses cannot themselves access, nor will they ever directly benefit.  In doing so, it may also add to the problems of 

health insurance affordability for businesses paying the surcharge – particularly small businesses. 

It is our understanding that it is estimated that resuming the $4 PMPM surcharge will result in the collection by MGARA 

of $22.6 million. Backing the roughly $3,750,000 that will be collected from the individual portion of the market out of 

the $22.6 million results in an $18,852,000 assessment paid by the remaining employers in this state. The fact is, all 

employers are being asked to subsidize one segment of the insurance market by paying a substantial assessment, when 

they themselves are struggling to pay for their own polices.  As I said to you and your staff on April 13, we recognize that 

there are no easy answers here, but we felt that we must speak up for all our business members as you consider a re-start 

of MGARA. 

Thank you for taking the time to read these comments.  Should you have any questions please do not hesitate to reach out 

to me.   

 

Sincerely, 

 
Peter M. Gore, Vice President, Advocacy and Government Relations 
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May 2, 2018 

 

Superintendent Eric A. Cioppa 

 

Department of Professional & Financial Regulation 

Bureau of Insurance 

#34 State House Station 

Augusta, ME 04333-003 

 

Re: Section 1332 Proposed Waiver Application 

 

Dear Superintendent Cioppa:  

 

The National MS Society (the Society) is grateful for the opportunity to submit comments on 

Maine’s Section 1332 State Innovation Waiver application.  

 

Multiple sclerosis is an unpredictable, often disabling disease of the central nervous system that 

disrupts the flow of information within the brain, and between the brain and body. Symptoms range 

from numbness and tingling to blindness and paralysis. The progress, severity and specific 

symptoms of MS in any one person cannot yet be predicted, but advances in research and treatment 

are leading to better understanding and moving us closer to a world free of MS. 

 

The National MS Society believes that everyone should have quality and affordable healthcare 

coverage. Since 2014, the Affordable Care Act (ACA) health insurance marketplace has been an 

extremely important avenue to affordable, quality coverage for people living with MS. A strong, 

robust marketplace is essential for people with MS to access the coverage and care that they need. 

 

However, ACA insurance premiums are rising, and the Society is committed to ensuring that people 

living with MS have access to comprehensive health insurance plans with affordable premiums, 

deductibles, and out-of-pocket costs. Without market stabilization measures like reinsurance, 

citizens of Maine currently relying on the marketplace for their health insurance could lose their 

only affordable coverage option. The Society supports Maine’s efforts to strengthen its marketplace 

by submitting this 1332 State Innovation Waiver to implement a reinsurance program. 

 

Reinsurance is an important tool to help stabilize the health insurance markets. Reinsurance 

programs help insurance companies cover the claims of very high cost enrollees, which in turn 

keeps premiums more affordable for all  individuals buying insurance on the individual market. 

Reinsurance programs have been used to stabilize premiums in a number of healthcare programs, 

such as Medicare Part D. A temporary reinsurance fund for the individual market was also 



established under the Affordable care Act and reduced premiums by an estimated 10 to 14 percent 

in its first year.1 

 

Maine’s proposal will create a reinsurance program starting in January 2019. This program is 

projected to reduce premiums by 9% and modestly increase the number of individuals obtaining 

health insurance through the individual market. This would help people with pre-existing 

conditions, including those living with MS, obtain affordable, comprehensive coverage. 

 

The Society believes the 1332 State Innovation Waiver will help stabilize the individual market in 

Maine and protect patients and consumers. Thank you for the opportunity to provide comments. If 

you have any questions, please contact Michelle Dickson at michelle.dickson@nmss.org.  

 

Sincerely, 

 

Michelle Dickson 

Sr. Manager, Advocacy 

National MS Society 

                                                           
1 American Academy of Actuaries, Individual and Small Group Markets Committee. An Evaluation of the Individual 
Health Insurance Market and Implications of Potential Changes. January 2017. Retrieved from 
https://www.actuary.org/files/publications/Acad_eval_indiv_mkt_011817.pdf 

mailto:michelle.dickson@nmss.org
https://www.actuary.org/files/publications/Acad_eval_indiv_mkt_011817.pdf


 
 
From: Record, Thomas M  
Sent: Tuesday, April 24, 2018 10:30 AM 
To: 'katie.espling@ihs.gov' <katie.espling@ihs.gov> 
Subject: Request for Tribal Consultation 
 
Dear Ms. Espling: 
 
Thank you for your time on the telephone this morning.  Please find attached links to several documents 
which describe, in various degrees of detail,  the Maine Bureau of Insurance’s forthcoming application to 
federal CMS for a Section 1332 innovation waiver.  The application process requires a tribal consultation 
and we look forward to your advice as to how best to proceed to interact with the Penobscot Nation 
regarding this matter.. .  
 
In very brief summary, the Maine Bureau of Insurance is applying to federal CMS for a Section 1332 
Innovation Waiver. The goal of the project is to provide premium relief and market stability to Maine’s 
individual health insurance market.  This would be accomplished through the reactivation of the Maine 
Guaranteed Access Reinsurance Association (MGARA) which has been in hiatus since January 1, 2014. 
Resultant premium savings would directly result in a reduction in premium tax credits provided to Maine 
residents of the federal government and the premium tax credits would “pass through” or be returned 
to the program for the purpose of further premium reductions.  
 
Linked documents include: 

• A Powerpoint which provides a high level overview of the 
proposal;  http://www.maine.gov/pfr/insurance/mgara/Power%20Point%20re%20Section%
201332%20Innovation%20Waiver.pptx 
 

• A draft Executive Summary/narrative describing the proposal, 
http://www.maine.gov/pfr/insurance/mgara/State%20of%20Maine%20Executive%20Summ
ary%20Application%20for%20Waiver%20Under%20Section%201332.pdf, and 

  

• The economic and actuarial modeling for the program which has been performed by 
Milliman, 
Inc.   http://www.maine.gov/pfr/insurance/mgara/Section%201332%20State%20Innovation
%20Waiver%20Actuarial%20Analyses%20and%20Certification%20and%20Economic%20Ana
lyses.pdf   

 
Nothing in the proposal affects the provision of tribal health care services nor does it affect the benefits 
or coverages of any health insurance policies that tribal members may be enrolled in.  It does however 
seek to lower premiums in the individual health insurance market through a combination of three 
funding sources – (1) reinsurance premiums which insurers would pay to the Maine Guaranteed Access 
Reinsurance Association (MGARA), (2) $4 per member per month on both individual and group health 
insurance as well as self-funded plans administered by third parties and (3) savings to the federal 
government in the form of a reduction in the amount of premium tax credits provided to Maine 
residents as a result of MGARA’s operation.   
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Please feel free to contact me if there is anything else I can provide which you may find helpful in 
connection with this proposal.   
 
We look forward to working with the MicMac Tribe.  We are open to receipt of written comments from 
you or would be open to in-person consultation if preferable.  
 
Sincerely, 
 
 
Thomas M. Record 
Senior Staff Attorney 
Maine Bureau of Insurance 
(207)624-8424 
thomas.m.record@maine.gov 
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From: Record, Thomas M  
Sent: Tuesday, May 01, 2018 9:03 AM 
To: 'katie.espling@ihs.gov' <katie.espling@ihs.gov> 
Subject: Request for Tribal Consultation; Bureau of Insurance Section 1332 Innovation Waiver 
 
Dear Ms. Espling: 
 
Good morning.   
 
This is to follow up on my e-mail to you of April 24.  As noted at that time, the Maine Bureau of 
Insurance is seeking a tribal consultation with the MicMac tribe regarding the Bureau’s forthcoming 
application to CMD for a Section 1332 Innovation Waiver. We would appreciate receipt of any 
comments the tribe may have by Friday, May 4.   
 
To reiterate,  the goal of the project is to provide premium relief and market stability to Maine’s 
individual health insurance market.  This would be accomplished through the reactivation of the Maine 
Guaranteed Access Reinsurance Association (MGARA) which has been in hiatus since January 1, 2014. 
Resultant premium savings would directly result in a reduction in premium tax credits provided to Maine 
residents of the federal government and the premium tax credits would “pass through” or be returned 
to the program for the purpose of further premium reductions.  
 
Linked documents include: 

• A Powerpoint which provides a high level overview of the 
proposal;  http://www.maine.gov/pfr/insurance/mgara/Power%20Point%20re%20Section%
201332%20Innovation%20Waiver.pptx 
 

• A draft Executive Summary/narrative describing the proposal, 
http://www.maine.gov/pfr/insurance/mgara/State%20of%20Maine%20Executive%20Summ
ary%20Application%20for%20Waiver%20Under%20Section%201332.pdf, and 

  

• The economic and actuarial modeling for the program which has been performed by 
Milliman, 
Inc.   http://www.maine.gov/pfr/insurance/mgara/Section%201332%20State%20Innovation
%20Waiver%20Actuarial%20Analyses%20and%20Certification%20and%20Economic%20Ana
lyses.pdf   

 
Nothing in the proposal affects the provision of tribal health care services nor does it affect the benefits 
or coverages of any health insurance policies that tribal members may be enrolled in.  It does however 
seek to lower premiums in the individual health insurance market through a combination of three 
funding sources – (1) reinsurance premiums which insurers would pay to the Maine Guaranteed Access 
Reinsurance Association (MGARA), (2) $4 per member per month on both individual and group health 
insurance as well as self-funded plans administered by third parties and (3) savings to the federal 
government in the form of a reduction in the amount of premium tax credits provided to Maine 
residents as a result of MGARA’s operation.   
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Please feel free to contact me if there is anything else I can provide which you may find helpful in 
connection with this proposal.   
 
 
Sincerely, 
 
 
Thomas M. Record 
Senior Staff Attorney 
Maine Bureau of Insurance 
(207)624-8424 
thomas.m.record@maine.gov 
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From: Record, Thomas M  
Sent: Wednesday, April 25, 2018 11:48 AM 
To: 'csabattis@maliseets.com' <csabattis@maliseets.com> 
Cc: Bear, Henry <henry.bear@legislature.maine.gov> 
Subject: Request for Tribal Consultation 
 
Dear Chief Sabattis: 
 
Please find attached a request for tribal consultation/comment as well as several other 
supporting  documents which describe, in various degrees of detail,  the Maine Bureau of Insurance’s 
forthcoming application to the U.S. government for an Affordable Care Act  Section 1332 innovation 
waiver.   
 
In very brief summary, the goal of the project is to provide premium relief and market stability to 
Maine’s individual health insurance market.  This would be accomplished through the reactivation of the 
Maine Guaranteed Access Reinsurance Association (MGARA) which has been in hiatus since January 1, 
2014. Resultant premium savings would directly result in a reduction in premium tax credits provided to 
Maine residents of the federal government and the premium tax credits would “pass through” or be 
returned to the program for the purpose of further premium reductions.  
 
The attached supporting documents include: 

• A Powerpoint which provides a high-level project overview; 

• A draft Executive Summary/project narrative 

• Economic and Actuarial Modeling performed by Milliman, Inc. 
 

Nothing in the proposal affects the provision of tribal health care services nor does it affect the benefits 
or coverages of any health insurance policies that tribal members may be enrolled in.  
 
Please feel free to contact me if there is anything else I can provide which you may find helpful in 
connection with this proposal.  Bureau staff can be available for in-person or telephonic discussion if 
helpful. 
 
We would appreciate receipt of any written comments which the Houlton Band of Maliseets  may have 
by May 4.   
 
Thank you. We look forward to working with you regarding this matter. 
 
 
Thomas M. Record 
Senior Staff Attorney 
Maine Bureau of Insurance 
(207)624-8424 
thomas.m.record@maine.gov 
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From: Record, Thomas M  
Sent: Tuesday, May 01, 2018 8:48 AM 
To: 'adriennelola24@gmail.com' <adriennelola24@gmail.com> 
Subject: RE: Maine Guaranteed Access Reinsurance Association (MGARA); Request for Tribal 
Consultation 
 
Good morning Ms. Lola: 
 
We would appreciate receipt of any comments the Passamaquoddy Tribe may have regarding the Maine 
Bureau of Insurance’s application to CMS for a Section 1332 Innovation Waiver by Friday, May 4.  As 
always, we stand ready to discuss the project with you or other tribal representatives as helpful. 
 
Sincerely, 
 
 
Thomas M. Record 
Senior Staff Attorney 
Maine Bureau of Insurance 
(207)624-8424 
thomas.m.record@maine.gov 
 
 
From: Record, Thomas M  
Sent: Tuesday, April 24, 2018 10:35 AM 
To: 'adriennelola24@gmail.com' <adriennelola24@gmail.com> 
Subject: RE: Maine Guaranteed Access Reinsurance Association (MGARA); Request for Tribal 
Consultation 
 
Good morning Ms. Lola:   
 
I’m just forwarding up on my email of last week.  Have you had an opportunity to speak with your 
supervisor?  If so, would the Tribe have any questions or comments regarding the proposal?  Is there 
anything I can do to assist you?   
 
Thanks, 
 
 
Thomas M. Record 
Senior Staff Attorney 
Maine Bureau of Insurance 
(207)624-8424 
thomas.m.record@maine.gov 
 
 
From: Record, Thomas M  
Sent: Thursday, April 19, 2018 10:10 AM 
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mailto:adriennelola24@gmail.com
mailto:thomas.m.record@maine.gov


To: 'adriennelola24@gmail.com' <adriennelola24@gmail.com> 
Subject: Maine Guaranteed Access Reinsurance Association (MGARA); Request for Tribal Consultation 
 
Dear Ms. Lola: 
 
Thank you for your time on the telephone this morning.  Please find enclosed several documents which 
provide various forms regarding the Bureau’s forthcoming application to federal CMS for a Section 1332 
innovation waiver.  The application process requires a tribal consultation and we look forward to your 
advice as to how best to handle this. .  
 
As I mentioned on the phone, nothing in the proposal affects the provision of tribal health care services 
nor does it affect the benefits or coverages of any health insurance policies that tribal members may be 
enrolled in.  It does however seek to lower premiums in the individual health insurance market through 
a combination of three funding sources – (1) reinsurance premiums which insurers would pay to 
MGARA, (2) $4 per member per month on both individual and group health insurance as well as self-
funded plans administered by third parties and (3) savings to the federal government in the form of a 
reduction in the amount of premium tax credits provided to Maine residents as a result of MGARA’s 
operation.   
 
Linked documents include: 

• A Powerpoint which provides a high level overview of the 
proposal;  http://www.maine.gov/pfr/insurance/mgara/Power%20Point%20re%20Section%
201332%20Innovation%20Waiver.pptx 
 

• A draft Executive Summary narrative describing the proposal, 
http://www.maine.gov/pfr/insurance/mgara/State%20of%20Maine%20Executive%20Summ
ary%20Application%20for%20Waiver%20Under%20Section%201332.pdf and   

• The economic and actuarial modeling for the program which has been performed by 
Milliman, 
Inc.   http://www.maine.gov/pfr/insurance/mgara/Section%201332%20State%20Innovation
%20Waiver%20Actuarial%20Analyses%20and%20Certification%20and%20Economic%20Ana
lyses.pdf   

 
Please feel free to contact me if there is anything else I can provide which you may find helpful in 
connection with this proposal. 
 
It is my understanding that you will speak with your supervisor and get back to me regarding this 
matter.  We look forward to working with the Passamaquoddy Tribe.  
 
Sincerely, 
 
 
Thomas M. Record 
Senior Staff Attorney 
Maine Bureau of Insurance 
(207)624-8424 
thomas.m.record@maine.gov 
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From: Record, Thomas M  
Sent: Tuesday, May 01, 2018 8:56 AM 
To: 'mary.settles@penobscotnation.org' <mary.settles@penobscotnation.org> 
Subject: RE: Request for Tribal Consultation 
 
Dear Ms. Settles: 
 
This  is to follow-up on my April 24 e-mail to you.  As noted at that time, the Maine Bureau of Insurance 
is seeking a tribal consultation regarding the Bureau’s proposed Application to CMS for a Section 1332 
Innovation Waiver.  We would appreciate any thoughts regarding this matter which the Penobscot 
Nation may have by Friday, May 4.  We stand ready to discuss the matter with tribal representatives if 
helpful. 
 
Sincerely, 
 
 
Thomas M. Record 
Senior Staff Attorney 
Maine Bureau of Insurance 
(207)624-8424 
thomas.m.record@maine.gov 
 
 
From: Record, Thomas M  
Sent: Tuesday, April 24, 2018 10:16 AM 
To: 'mary.settles@penobscotnation.org' <mary.settles@penobscotnation.org> 
Subject: Request for Tribal Consultation 
 
Dear Ms. Settles: 
 
Thank you for your time on the telephone this morning.  Please find attached links to several documents 
which describe, in various degrees of detail,  the Maine Bureau of Insurance’s forthcoming application to 
federal CMS for a Section 1332 innovation waiver.  The application process requires a tribal consultation 
and we look forward to your advice as to how best to proceed to interact with the Penobscot Nation 
regarding this matter.. .  
 
In very brief summary, the Maine Bureau of Insurance is applying to federal CMS for a Section 1332 
Innovation Waiver. The goal of the project is to provide premium relief and market stability to Maine’s 
individual health insurance market.  This would be accomplished through the reactivation of the Maine 
Guaranteed Access Reinsurance Association (MGARA) which has been in hiatus since January 1, 2014. 
Resultant premium savings would directly result in a reduction in premium tax credits provided to Maine 
residents of the federal government and the premium tax credits would “pass through” or be returned 
to the program for the purpose of further premium reductions.  
 
Linked documents include: 
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mailto:mary.settles@penobscotnation.org


• A Powerpoint which provides a high level overview of the 
proposal;  http://www.maine.gov/pfr/insurance/mgara/Power%20Point%20re%20Section%
201332%20Innovation%20Waiver.pptx 
 

• A draft Executive Summary/narrative describing the proposal, 
http://www.maine.gov/pfr/insurance/mgara/State%20of%20Maine%20Executive%20Summ
ary%20Application%20for%20Waiver%20Under%20Section%201332.pdf, and 

  

• The economic and actuarial modeling for the program which has been performed by 
Milliman, 
Inc.   http://www.maine.gov/pfr/insurance/mgara/Section%201332%20State%20Innovation
%20Waiver%20Actuarial%20Analyses%20and%20Certification%20and%20Economic%20Ana
lyses.pdf   

 
Nothing in the proposal affects the provision of tribal health care services nor does it affect the benefits 
or coverages of any health insurance policies that tribal members may be enrolled in.  It does however 
seek to lower premiums in the individual health insurance market through a combination of three 
funding sources – (1) reinsurance premiums which insurers would pay to the Maine Guaranteed Access 
Reinsurance Association (MGARA), (2) $4 per member per month on both individual and group health 
insurance as well as self-funded plans administered by third parties and (3) savings to the federal 
government in the form of a reduction in the amount of premium tax credits provided to Maine 
residents as a result of MGARA’s operation.   
 
Please feel free to contact me if there is anything else I can provide which you may find helpful in 
connection with this proposal.   
 
It is my understanding that you will refer me to the appropriate tribal representative regarding this 
matter.  We look forward to working with the Penobscot Nation.  We are open to receipt of written 
comments from you or would be open to in-person consultation if preferable.  
 
Sincerely, 
 
 
Thomas M. Record 
Senior Staff Attorney 
Maine Bureau of Insurance 
(207)624-8424 
thomas.m.record@maine.gov 
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