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In November 2017, Maine voters approved a referendum to implement expansion of
MaineCare under the Affordable Care Act (ACA) to adults with incomes up to 138 percent of the
federal poverty level (FPL). As Maine’s legislature begins implementation planning, the Maine
Health Access Foundation (MeHAF) asked Manatt to update and refine an analysis prepared by
Manatt for MeHAF in April 2015 that examined the estimated budget impacts of a MaineCare
expansion.1 This update is intended to contribute objective and nonpartisan information to
policymakers and other stakeholders on the budget impacts of expansion. It reflects more
recent data, the experiences of other states, and the applicable federal matching rates for the
years under review. In this memorandum, we describe the data and assumptions used by
Manatt to produce estimates of MaineCare expansion costs and savings for state fiscal years
(SFYs) 2019 through 2021, which are summarized below (Exhibit 1).
Other than estimating hospital tax revenues that could result from expansion, the analysis does
not address the potential economic impacts—via jobs, income, and tax revenues—of new and
largely federal spending in Maine; nor does it address impacts on healthcare providers (e.g.,
reductions in uncompensated care costs for the uninsured).2 In addition, the analysis does not
reflect the potential impact of provisions proposed in a Section 1115 waiver for the State’s
current MaineCare program (e.g., premium and cost-sharing requirements for certain
enrollees), which could affect both enrollment and costs if they were applied to the expansion
population.
Under expansion, we estimate that approximately 71,500 individuals will gain coverage by SFY
2021, including 62,000 expansion group adults and 9,500 currently eligible but not enrolled
parents and children. Prior to the application of any savings or revenue offsets, the SFY 2021
cost of expansion is an estimated $576.9 million, with $489.5 million financed by the federal
government and $87.4 million financed by the State of Maine. However, it is anticipated that
the State would be able to offset a considerable portion of its costs by accessing enhanced
federal match for some current MaineCare populations and by replacing State general fund
spending on certain healthcare services with federal Medicaid funds. In addition, as hospitals’
revenues increase with the number of people covered, the State may see increased hospital
tax revenues. By SFY 2021, State savings and revenues are estimated at $25.5 million, for a net
State cost of expansion at $61.9 million.3 State costs would be lower in the years leading up to
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SFY 2021, in part because enrollment is expected to ramp up over time (see discussion of this
issue in “Estimated Costs” section below).
Exhibit 1. Summary of MaineCare Expansion Estimated Costs and Savings, SFYs 2019-2021
Number of new enrollees
Expansion group
Expansion childless adults up to 138% FPL
Expansion parents from 101% to 138% FPL
Currently eligible but not enrolled
Parents
Children
Total costs by funding source
Federal
State
Total costs by category
Expansion childless adults up to 138% FPL
Expansion parents from 101% to 138% FPL
Currently eligible but not enrolled parents
Currently eligible but not enrolled children
Administrative
State savings and revenues
Existing Medicaid populations*
Pregnant women
Breast and cervical cancer
Poverty level disabled
Medically needy
HIV waiver
Non-Medicaid programs*
Corrections
Mental health and substance abuse
General Assistance
Low Cost Drugs for the Elderly and Disabled
Hospital tax revenues
Net change in State costs

SFY 2019
50,038
43,400
33,525
9,875
6,638
2,564
4,074
$362,228,285
$316,582,335
$45,645,950
$362,228,285
$283,319,775
$40,562,550
$10,531,886
$20,320,786
$7,493,287
$(15,113,497)
$(3,694,111)
$(1,854,384)
$(63,761)
$(542,622)
$(769,466)
$(463,878)
$(10,040,291)
$(2,750,516)
$(6,793,245)
$(315,339)
$(181,192)
$(1,379,095)
$30,532,453

SFY 2020
67,908
58,900
45,498
13,402
9,008
3,479
5,529
$517,803,984
$445,322,596
$72,481,389
$517,803,984
$407,576,544
$58,353,380
$15,147,844
$29,232,929
$7,493,287
$(23,891,598)
$(7,552,543)
$(3,488,203)
$(96,742)
$(1,537,130)
$(1,516,335)
$(914,132)
$(13,978,812)
$(3,423,819)
$(9,971,902)
$(370,313)
$(212,779)
$(2,360,242)
$48,589,791

SFY 2021
71,483
62,000
47,893
14,107
9,483
3,663
5,820
$576,898,368
$489,542,332
$87,356,036
$576,898,368
$454,772,771
$65,108,319
$16,905,917
$32,618,074
$7,493,287
$(25,453,938)
$(8,809,862)
$(3,741,350)
$(93,133)
$(2,542,317)
$(1,517,954)
$(915,108)
$(13,951,713)
$(3,569,752)
$(9,808,428)
$(364,242)
$(209,291)
$(2,692,362)
$61,902,098

Note: Sums of components may not equal totals due to rounding. Savings and revenues in parentheses are an
offset to costs.
* In cases where the SFY 2021 savings estimate drops slightly or remains flat, it is due to the federal matching rate
decreasing and leveling out at 90 percent. All savings figures thereafter would increase with normal cost growth or
remain flat. See discussion of each savings category in this memorandum for details.

Background
Under the ACA, states may opt to expand Medicaid to childless adults and parents above state
eligibility levels that were in place as of December 1, 2009, up to 138 percent FPL. The federal
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government paid 100 percent of the cost of newly eligible adults through 2016, and the federal
matching rate for this population phases down to 90 percent in 2020 and beyond (Exhibit 2).
Exhibit 2. Federal Share of Spending for MaineCare Populations and Services
CY 2018

CY 2019

CY 2020+

94%

93%

90%

FFY 2018

FFY 2019

FFY 2020+

Most other MaineCare populations

64.34%

64.52%

Breast and cervical cancer group

75.04%

75.16%

Children in the income range for CHIP*

98.04%

98.16%

Newly eligible adults in expansion group

Not yet available
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Note: CY is calendar year; FFY is federal fiscal year.
* The current federal share for these children reflects a time-limited “bump” of 23 percentage points added to the
level shown for the breast and cervical cancer group. The bump will be phased down to 11.5 points in FFY 2020
and zero in FFY 2021 and beyond, but the federal share for CHIP will remain higher than for regular Medicaid.

As of February 2017, approximately 267,000 low-income Maine residents were covered by
MaineCare.5 Eligibility pre-expansion for non-disabled adults age 19 to 64 is limited to certain
groups and generally excludes those without dependent children (Exhibit 3). Under the
expansion adopted by Maine voters, MaineCare will cover adults—parents as well as those not
living with dependent children—with incomes up to 138 percent FPL,6 or $16,753 per year for a
single individual in 2018 (Exhibit 4).
Exhibit 3. MaineCare Non-Disabled Adult Eligibility and Enrollment
Eligibility limit
as a % of FPL

SFY 2016
enrollment

Parents of dependent children

105%

42,433

Individuals age 19 or 20

161%

5,976

Pregnant women

214%

3,213

Women with breast or cervical cancer

250%

189

Former Maine foster care children under age 26

None

Not available

Individuals in need of family planning services (limited benefits)

214%

0*

Individuals with HIV (limited benefits)

250%

461

138% under expansion

0**

Group

Other non-disabled adults age 19-64

7

Note: MaineCare coverage provides full benefits unless noted otherwise.
* Coverage for this group was implemented in SFY 2017.
** Expansion was approved by a ballot initiative in November 2017, but coverage has not yet been implemented.

3

Exhibit 4. 2018 Annual Income Amounts Corresponding with Selected MaineCare Eligibility
Limits
Family size

105% FPL

138% FPL

161% FPL

214% FPL

250% FPL

Individual

$12,747

$16,753

$19,545

$25,980

$30,350

2

$17,283

$22,715

$26,501

$35,224

$41,150

3

$21,819

$28,676

$33,456

$44,469

$51,950

4

$26,355

$34,638

$40,411

$53,714

$62,750

Note: FPL is federal poverty level.
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Maine previously covered parents up to 200 percent FPL and some childless adults up to 100
percent FPL, but dropped this coverage in 2013 and 2014, respectively.9 Because Maine
covered all parents and all individuals age 19-20 up to 138 percent FPL with a full benefit
package as of December 1, 2009, these individuals are not considered newly eligible under the
ACA and their coverage will be at the State’s regular federal matching rate of approximately 64
percent. (As indicated later in this memorandum, those age 19-20 and parents with incomes
from 101 to 105 percent FPL are currently covered under MaineCare and will simply shift their
eligibility to the expansion adult group; as such, they are not a new cost to the program.10)
Coverage for other adults without dependent children (referred to as childless adults
throughout this memorandum) who enroll through the expansion group will receive the newly
eligible federal matching rate (94 percent in 2018, 93 percent in 2019, and 90 percent in 2020
and beyond).11
Estimated Costs
Below we describe the data and assumptions used to estimate the costs associated with
increased MaineCare enrollment under expansion, broken into the following categories:






coverage for expansion group childless adults from 0 to 138 percent FPL;
coverage for expansion group parents from 101 to 138 percent FPL;
coverage for currently eligible but not enrolled parents from 0 to 100 percent FPL;
coverage for currently eligible but not enrolled children; and
administrative costs.

For all estimates, we assume the following:


Coverage begins July 2, 2018, which is one day after the start of Maine’s SFY 2019.



Based on 2016 American Community Survey (ACS) data, an average of approximately
112,700 Maine adults age 19-64 with incomes up to 138 percent FPL are potentially
eligible for MaineCare coverage.12 This reflects both uninsured individuals and those
with some form of private coverage,13 including through the Marketplace.14
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When full-take up is realized, MaineCare expansion group enrollment reflects
approximately 55 percent of all potentially eligible adults, including 90 percent of these
adults who are uninsured.15 This reflects a midpoint value for states that have recently
expanded. In Alaska, Louisiana, and Montana (the three most recent states to expand
after 2014), actual expansion group enrollment as a share of all potentially eligible
adults ranges from approximately 40 to 70 percent. In neighboring New Hampshire, the
figure is less than 45 percent.16
The assumptions used for Maine in our analysis result in an estimated 62,000 expansion
group adults gaining coverage.17 This figure is lower than estimates produced by the
Maine Department of Health and Human Services (DHHS) and the Maine State
Legislature’s Office of Fiscal and Program Review (OFPR), which assume larger numbers
of childless adult enrollees.18 However, it is higher than estimates produced by a
microsimulation model maintained by the Urban Institute.19
It is important to note that it is possible for expansion group enrollment to exceed the
net increase in Medicaid enrollment that occurs under expansion, which can lead to an
overstatement of expansion impacts when this population is viewed in isolation. For
example, prior to expanding in August 2014, New Hampshire had an estimated 123,000
potentially eligible adults (i.e., age 19-64 with incomes up to 138 percent FPL who were
uninsured or privately insured), slightly higher than Maine’s figure of 112,700.
Throughout 2017, enrollment in New Hampshire’s expansion group remained steady at
no more than 53,200. However, as of December 2017, their increase in total Medicaid
enrollment relative to July 2014 (prior to expansion) was only 45,800, which likely
reflects some previously enrolled individuals shifting to the expansion group (see
“Estimated Savings” section below).



Using a midpoint of other states’ experiences, full take-up of coverage (i.e., the 55
percent described above) is not realized until SFY 2021, with a ramp-up period where
approximately 58 percent of the number ultimately expected to enroll do so in the first
six months of expansion, 70 percent do so during SFY 2019, and 95 percent do so during
SFY 2020. Based on the experience of Louisiana, Montana, and New Hampshire,
enrollment growth is likely to level off after approximately 18 months. Using the highest
expansion group enrollment figures to date as an estimate of full take-up for these
states, between approximately 45 and 70 percent were covered on average during the
first six months of expansion, between approximately 60 and 80 percent were covered
on average during the first year, and close to 90 percent or more were covered on
average during the second year.20 OFPR assumes no ramp-up of enrollment, and DHHS
assumes a one-month lag in claims due to eligibility determination of applications.



Eligibility group-specific per member per month (PMPM) estimates from DHHS are used
as the base for spending per enrollee estimates. Previous expansion estimates from
OFPR contain lower PMPMs that were based on older DHHS data. Unlike states in which
there was little experience upon which to base PMPMs for expansion enrollees, Maine’s
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previous coverage of childless adults and higher income parents provides a solid
foundation for such estimates. DHHS applies an annual growth rate of 6 percent to
PMPMs, including a factor for both medical prices (4 percent) and utilization (2 percent).
Six percent is higher than national estimates of growth produced by the Congressional
Budget Office and the Centers for Medicare & Medicaid Services.21 Because there is
little publicly available data on MaineCare PMPMs,22 we rely on DHHS estimates.


Federal matching rates applied for a given SFY are a blend of calendar year and federal
fiscal year (FFY) values. The FFY runs from October to September, while Maine’s SFY
runs from July to June. Regular federal matching rates for Medicaid and CHIP are not yet
available beyond FFY 2019 (Exhibit 2), so we assume the FFY 2019 values for future
years.

Additional data and assumptions are detailed below. Unless noted otherwise, historical
MaineCare enrollment data are from DHHS and reflect SFY 2016, the most recent complete
year of information available to Manatt when we began our work on updated expansion
estimates for MeHAF.23
Expansion group childless adults from 0 to 138 percent FPL.24 To determine the number of
enrollees in this group, we first apply separate take-up rates to the uninsured and privately
insured populations of potentially eligible adults in Maine. As described above, this results in
expansion group enrollment (including both childless adults and parents) that reflects
approximately 55 percent of all potentially eligible adults. From this figure, we subtract
estimated expansion group parent enrollment (see below) to arrive at the estimated number of
expansion group childless adults. As previously noted, some adults (e.g., those age 19-20) will
simply be shifting their eligibility category under expansion. We do not estimate these
individuals as a new cost to MaineCare, and for some groups (e.g., pregnant women, people
with disabilities) estimate that they will generate savings as described later in this
memorandum.
Expansion group parents from 101 to 138 percent FPL.25 In SFY 2012, prior to subsequent
reductions in eligibility, approximately 21,400 parents with incomes between 101 and 150
percent FPL were enrolled in MaineCare. Under an assumption that these individuals were
evenly distributed by income, we estimate that 14,107 were between 106 and 138 percent FPL.
This figure reflects our estimate of new expansion group parents,26 and is conservative given
that Maine’s total population of adults age 19-64 with incomes at or below 138 percent FPL
decreased by 9 percent between 2012 and 2016.27 As previously noted, some adults (e.g.,
parents from 101 to 105 percent FPL) will simply be shifting their eligibility category under
expansion. We do not estimate these individuals as a new cost to MaineCare, and some may
generate savings.
Currently eligible but not enrolled parents from 0 to 100 percent FPL. Between SFYs 2012 and
2016, the number of MaineCare parent enrollees in this income range fell by 7,300 (15
percent). While a falling number of eligible low-income adults (noted above) likely played a
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role, some portion may have been attributable to programmatic changes that influenced
enrollment (e.g., elimination of coverage for higher income parents leading to uncertainty
about eligibility among those with lower incomes). Under a future expansion, we assume that a
so-called “woodwork” or “welcome mat” effect leads to an enrollment increase equal to half of
what was lost between 2012 and 2016. However, given that the ACA would already have been
responsible for a woodwork effect beginning with 2014 (e.g., due to enrollment simplifications,
increased public awareness of coverage options, etc.), this may be an overestimate of the
potential woodwork effect associated with a current MaineCare expansion.
Currently eligible but not enrolled children. Between SFYs 2012 and 2016, the number of
MaineCare child enrollees fell by 11,600 (10 percent). Slightly more than half of these children
had Medicaid-funded coverage, and the remainder had CHIP-funded coverage for which there
is a higher federal matching rate (Exhibit 2).28 As with parents, we assume that some portion of
the drop in enrollment was due to a falling number of eligible individuals (e.g., the number of
children age 0-18 with incomes at or below 138 percent FPL residing in Maine fell by 11 percent
between 2012 and 2016), and that some was attributable to programmatic changes (e.g.,
reductions in parent eligibility) that influenced enrollment. Similarly, under a future expansion,
we assume that a woodwork effect leads to an enrollment increase equal to half of what was
lost between 2012 and 2016. However, given that child enrollment fell at approximately the
same rate as Maine’s number of low-income children (i.e., that much of the enrollment
decrease could be explained by population changes) and that the ACA would already have had
some impact (see above), this may be an overestimate of the potential woodwork effect
associated with a current MaineCare expansion.
With regard to the federal matching rate for children gaining coverage under a woodwork
effect, we assume that half would be in the income range for the Medicaid rate and that half
would be in the range for the higher CHIP rate. This differs from DHHS and OFPR estimates,
which apply the CHIP federal matching rate to the cost of coverage for all currently eligible but
not enrolled children.
Administrative costs. DHHS and OFPR estimate the total administrative costs of expansion
(primarily associated with hiring additional caseworkers) at approximately $8.6 million per year.
Given that these costs vary based on the number of new enrollees, we prorate this figure down
to $7.5 million to account for our proportionately lower enrollment.29 We use the most recent
estimate from DHHS that appears to assume a federal share of approximately 61 percent (with
no specific breakout of costs that would be at 75 percent versus 50 percent),30 but note that
the earlier OFPR estimate appears to use a higher blended rate of 70 percent. The
administrative cost figure accounts for approximately 2 percent or less of total expansion
spending in each year, and is in line with the experience of other expansion states.
While we do not provide estimates in this memorandum, it should be noted that there may be
opportunities for Maine to further reduce the administrative costs of eligibility determinations
for both current and expansion MaineCare populations. For example, many states use
automated matches with state wage and unemployment data to verify income, and are able to
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make real-time or overnight determinations of eligibility by checking against electronic data
sources. Maine does not yet have real-time determination capability.31 With regard to
expansion, some states accomplished a significant portion of their coverage gains through
direct enrollment into Medicaid based on enrollment in other programs, which is permitted
under certain circumstances. Finally, a number of states, perhaps most notably Louisiana, relied
on community partners (e.g., health centers) and outstationed workers (e.g., on site at
hospitals and other locations) to facilitate the expansion enrollment process by helping
individuals submit applications that were as complete and fully documented as possible. All of
these strategies could be considered to reduce the MaineCare administrative workload, and
ultimately the number of staff required to run the program.
If Maine took advantage of these permissible ways to streamline enrollment, administrative
costs could be lower than what DHHS and OFPR have estimated. For example, there are parent
Supplemental Nutrition Assistance Program (SNAP) participants in Maine with incomes above
105 percent FPL who are currently ineligible for MaineCare but will qualify for coverage under
the expansion group. If Maine were to implement a fast-track enrollment process that relies on
existing SNAP information to determine Medicaid eligibility for these individuals, it would
require less caseworker involvement in processing applications and could result in lower
administrative costs for the State.32
Estimated Savings
Based on the experience of states that have already opted to cover the expansion adult group
under Medicaid, Maine can expect savings in two categories: accessing enhanced federal
matching funds for some current MaineCare enrollees, and replacing State funds with federal
Medicaid funds for healthcare services provided to low-income adults. Savings in each category
below are presented as annual savings per SFY.
MaineCare pregnant women group. An average of 3,213 women with incomes up to 214
percent FPL were enrolled in MaineCare through a pregnancy-related eligibility pathway in SFY
2016, with an average PMPM of $981.33 Under an assumption that these individuals were
evenly distributed by income, we estimate that 2,072 had incomes between 0 and 138 percent
FPL. This is a conservative estimate given that the women who enroll in MaineCare are likely to
be skewed at the lower end of the income range. Using the midpoint of other states’
percentage reductions in enrollment as a guide (see below), an estimated 932 of these women
shift from the pregnancy group to the expansion group in Maine by SFY 2021. Coverage for
these women draws a higher federal match, thereby generating State savings estimated at $3.7
million by SFY 2021.
Under expansion, the number of women in the pregnancy group is expected to decrease as
many would already be enrolled in the expansion group when they become pregnant. Women
who become pregnant while in the expansion group can remain there and states receive an
enhanced match for these women until their next eligibility redetermination, at which point
they revert to pregnancy-related eligibility at the regular matching rate. In New Hampshire, for
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example, enrollment in the pregnancy group (which covers women up to 201 percent FPL) had
generally been trending upward and averaged 2,805 in the 12 months prior to expansion;
relative to this level, enrollment in the pregnancy group fell by 8 percent in the first year of
expansion, by 20 percent in the second year, and by 24 percent in the third year. Under a
reasonable assumption that these coverage reductions occurred among the subset of women
from 0 to 138 percent FPL, this translates to a reduction of 35 percent for those in the
expansion group income range. In Louisiana, enrollment in the pregnancy group (which covers
women up to 138 percent FPL) fell by 33 percent in the first year of expansion, and by 55
percent after 18 months.34
Maine’s own experience also suggests a relationship between pregnancy group and expansion
group enrollment. In SFYs 2012 and 2013, approximately 1,800 women were enrolled in the
pregnancy group. By SFY 2015, when Maine eliminated coverage for parents above 100 percent
FPL and childless adults, pregnancy group enrollment grew to more than 3,000 women (an
increase of nearly 70 percent), approximately where it remains today. This is particularly
notable given that Maine’s number of low-income adults was decreasing during this time
period (noted above).
MaineCare breast and cervical cancer group. An average of 189 women with incomes up to
250 percent FPL were enrolled in MaineCare through a breast and cervical cancer eligibility
pathway in SFY 2016. Under a conservative assumption that these individuals were evenly
distributed by income, we estimate that 104 were between 0 and 138 percent FPL. Using the
midpoint of other states’ percentage reductions in enrollment as a guide (see below), an
estimated 49 of these women shift from the breast and cervical cancer group to the expansion
group in Maine by SFY 2020. Coverage for these women under expansion draws a higher
federal match,35 thereby generating State savings estimated at $0.1 million each year.36
As with the pregnancy group, the number of women in the breast and cervical cancer group is
expected to decrease as many would already be enrolled in the expansion group when they are
diagnosed. In New Hampshire, for example, enrollment in the breast and cervical cancer group
had been steady and averaged 204 in the 12 months prior to expansion; relative to this level,
enrollment in the breast and cervical cancer group fell by 10 percent in the first year of
expansion, by 26 percent in the second year, and remained at a 26 percent reduction in the
third year. In Louisiana, enrollment in the breast and cervical cancer group has decreased each
month, falling by more than half after 18 months of expansion. In Montana, enrollment in this
group has fallen as well, with a 21 percent reduction in total spending after 6 months of
expansion, and a 50 percent reduction after 18 months.37
MaineCare poverty level disabled group. In general, states are required to provide Medicaid
coverage for people with a disability determination who receive Supplemental Security Income
(SSI), which has an income limit of approximately 74 percent FPL. In Maine, the State also
provides MaineCare coverage to individuals with a disability determination whose income is
above the SSI level, up to 100 percent FPL (i.e., the poverty level group). In FFY 2009, the State
enrolled approximately 5,300 of these individuals who could potentially qualify under the
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expansion group, for whom MaineCare spending totaled $39 million and spending per enrollee
was approximately 65 percent of the average for all disabled enrollees in Maine.38 While figures
on the annual number of new entrants to the poverty level disabled group (i.e., the number of
individuals who could forgo a disability determination for MaineCare purposes in light of
expansion group coverage) are not readily available, we assume that approximately 4.5 percent
of individuals in this group are new enrollees each year and that they will instead enroll through
the expansion group in the future.39 Current PMPMs are used to estimate costs for this
population.40 Coverage for these individuals under expansion draws a higher federal match,
thereby generating State savings estimated at $2.5 million by SFY 2021.
MaineCare medically needy group. In Maine, people who could otherwise qualify for
MaineCare under an existing category (e.g., individuals age 65 or older, younger people with a
disability determination, parents, children) but whose income exceeds the allowable limit can
become eligible for medically needy coverage by incurring medical expenses and “spending
down” their income to a required level. In 2012, Maine enrolled approximately 5,800 medically
needy individuals for whom MaineCare spending totaled $78 million.41 Of these individuals, an
estimated $3.6 million in spending was for adults who could shift to the expansion group.42
After applying a 6 percent annual growth figure to the $3.6 million, SFY 2019 total spending is
estimated at $5.3 million. With a higher federal matching rate applied to this spending, State
savings are estimated at $1.5 million by SFY 2020.43
Such a reduction in medically needy spending is consistent with findings in a variety of other
states.44 In Montana, for example, total medically needy spending decreased by approximately
30 percent after expansion was implemented, resulting in State savings of at least $3.8 million
after 18 months.45
MaineCare HIV waiver group. MaineCare currently covers certain adults with HIV up to 250
percent FPL under a waiver that provides a more limited benefit package than regular
MaineCare. During the first three quarters of 2017, an average of 444 individuals who are
otherwise ineligible for MaineCare were enrolled under the waiver.46 DHHS estimates that 60
percent of these individuals would qualify for enrollment as expansion group adults.47 After
applying a 6 percent annual growth figure, SFY 2019 total spending for these individuals is
estimated at $5.3 million. With a higher federal match rate applied to 30 percent of this
spending in the first year and 60 percent thereafter, State savings are estimated at $0.9 million
by SFY 2020.
State-only corrections. Federal funding for Medicaid coverage of inmates of a public institution
is prohibited by federal law, with the exception of spending for inmates receiving inpatient
hospital care, provided the inmate would be eligible for Medicaid coverage but for the fact that
he or she is incarcerated. In expansion states, the vast majority of inmates meet this standard,48
and states realize savings as the federal government picks up the majority of their inpatient
hospitalization costs.49 In SFY 2015, Maine spent $15.5 million on inmate health care,50 and an
estimated $3.1 million of this amount was for inpatient hospitalizations.51 After applying a 6
percent annual growth figure to the $3.1 million, SFY 2019 total spending on inmate
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hospitalizations is estimated at $3.9 million. With a higher federal matching rate applied to 75
percent of this spending in the first year and 90 percent thereafter (under an assumption that
not all individuals will be able to enroll in coverage due to paperwork or other constraints but
that the State will have a financial incentive to maximize participation), State savings are
estimated at $3.6 million by SFY 2020.
State-only behavioral health. In SFY 2015, Maine spent an estimated $34.5 million in State
general funds on non-Medicaid mental health and substance abuse services for adults.52 While
data on the number and characteristics of individuals served with these funds are not publicly
available, a conservative assumption based on the income distribution of uninsured adults age
19-64 in Maine would suggest that at least $14.5 million (42 percent) of this amount is used to
serve individuals with incomes from 0 to 138 percent FPL.53 Given that many of these
individuals will now be eligible for comprehensive behavioral health services under MaineCare,
a substantial portion of individuals will have their State general fund spending replaced with
federal Medicaid dollars, estimated at 50 percent in the first year and 75 percent thereafter
(under an assumption that not all individuals will be able to enroll in coverage due to
paperwork or other constraints), for a State savings of $9.8 million by SFY 2021.54
The State general funds that are freed up in this process could be used to offset the costs of
Medicaid expansion, but they could also be reinvested to serve more of the uninsured and
underinsured individuals who remain ineligible for MaineCare coverage.55 In addition, Maine
will need to consider its maintenance of effort (MOE) obligations for federal mental health and
substance abuse block grant funds, which require State expenditures for mental health and
substance abuse to remain at or above the average level in the 2-year period preceding the
current block grant year. Under a conservative assumption that 10 percent of MaineCare
expenditures (including the State share) for new enrollees under expansion will be for mental
health and substance abuse services,56 we estimate that at least $8.4 million in annual MOE
funds—and likely more—would be generated by SFY 2021 by counting the State’s share of
these service.57
State-only General Assistance (GA). In SFY 2016, Maine spent $642,000 on prescriptions and
other medical care under its GA program, 70 percent of which was paid with State funds.58
Given that many of the individuals who receive GA will now be eligible for comprehensive
health services under MaineCare and that there is a statutory requirement for individuals to
make an effort to secure resources from programs other than GA,59 a substantial portion of this
spending could be replaced with federal Medicaid dollars, estimated at 75 percent in the first
year and 90 percent thereafter (under an assumption that not all individuals will be able to
enroll in coverage due to paperwork or other constraints). State savings are estimated at
approximately $0.4 million by SFY 2021.60
State-only Low Cost Drugs for the Elderly and Disabled (DEL). DEL is a State-funded program
that helps pay for prescription and over-the-counter drugs in Maine for certain individuals with
incomes below 175 percent FPL, including those who are age 62 or older, or who are age 19 to
61 and meet federal disability criteria. SFY 2016 general fund appropriations for the program
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totaled $4.4 million, and an additional $6.2 million was provided from the Fund for a Healthy
Maine.61 Based on SFY 2010 data, approximately 15 percent of DEL spending was for individuals
not otherwise eligible for MaineCare (i.e., “DEL only” individuals).62 In the absence of publicly
available data, we assume that those age 62-64 and younger adults with a disability
determination account for half of general fund spending for DEL only individuals, given that
most individuals age 65 or older would have Medicare Part D coverage that pays for a
substantial portion of their prescription drug costs. After further accounting for the fact that
DEL serves individuals up to 175 percent FPL and assuming that most DEL individuals up to 138
percent FPL who could enroll in MaineCare under expansion would be motivated to do so in
light of their ongoing need for assistance with drug costs (75 percent the first year and 90
percent thereafter), State general fund savings are estimated at approximately $0.2 million
annually.63
Estimated Revenues
In Maine, Medicaid expansion could generate additional State revenues because it increases
the base to which the existing hospital tax can be applied. However, legislative action would be
required to re-base this amount, which was most recently updated to reflect calendar year
2014 hospital revenues.64 To estimate the increase in hospital revenues that could result under
expansion, we applied a methodology that accounts for an increase in Medicaid revenues for
the expansion population and is offset by a decrease in revenues for the population of
individuals who shift from Marketplace coverage.65 The methodology results in an estimated
hospital revenue increase of $120.7 million by SFY 2021, and applying the current tax rate of
2.23 percent to this amount results in State revenues of $2.7 million.
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