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December 6, 1988

TO: Access Commlssion

FROM: Deboriﬁié%é*fg/

Enclosed are several materials for your revlew prlor to the meeting on Tuesday,
December 6.

1. Communication from Gordon Smith, Malne Medical Assocliation re malpractice
Issues.

2. Communication from Jack Dexter, Maine Chamber of Commerce re malpractice
issues.

3., Brief summary of November 29, 1988 meeting.

4, Population and Cost Estimates for providing Medicald-like health care
coverage to citizens, to 150% of poverty.

Please keep In mind the following caveats and questions when reviewing these
estimates:

a. These are draft estimates, still in the discussion phase.

b. Enrollee cost estimates are based on AFDC costs for children and adults.
These may or may not reflect the costs of the enrollee population.

c. Cost projections do not Include:

1. provider fee Increases, which would be essential in Implementing
such a program, or
2. administrative costs.
d. First year costs have been determined based on two premlises:
1. participation will not exceed 50%
2. average enrollee participation per year is 9.55 months.

e. The estimates for the population 100-150% of poverty need further
attention. Though we continued to use 20% as the estimate of those who are
privately Insured, other studies seem to indicate that this percentage Is
much higher.

f. The estimates for children under 100% of poverty still| include ages 5 to
8., They will be excluded from a revlsed estimate.
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MAINE MEDICAL ASSOCIATION

PO. BOX 190 MANCHESTER, MAINE 04351
(207) 622-3374
)
Executive Vice President Legal Counsel _
Frank O. Stred Gordon H. Smith

Secretary-Treasurer
Patricia A. Bergeron

December 1, 1988

Bonnie Post

Chairperson

joint Select Commission on Access
to Health Care

c/o Deborah Curtis

Bureau of Medical Services

State House Station 11

Augusta, Maine 04333

Dear Bonnie:
Re: Medical Liability Reform

1 am writing to follow-up on some of the discussion that took place
at your Commission meeting on November 29th. As usual, it was

i frustrating not to be able to respond directly to the number of
misstatements that were made concerning medical liability in Maine.
In order that your Commission, before its final report, may have a
more balanced view of the medical liability scene, 1 am enclosing
the following material:

1. Current premium rates for Medical Mutual Insurance
Company of Maine and St. Paul for doctors insured in

the State of Maine.

2. Current rates for the New Hampshire Medical Malprac-
tice JUA.

3. A one-page sheet entitled "Summary of Studies Estab-
lishing a Relationship Between Tort Reform and lnsurance
Premium Relief."

4. Two letters from Medical Mutual sent to the Legisla-
ture in the spring of 1988 regarding the relationship be-
tween tort reform and insurance rates.

5. A list of states having caps on non-economic damages.

6. Material prepared by the American Tort Reform Asso—
ciation regarding the impact of tort reform, and

) 7. Information from a malpractice carrier in California
stating that consumers saved $789.3 million between 1984

o



Bonnie Post -2- December 1, 1988

and 1986 with a substantial portion of those savings be-
ing directly attributable to the passage in California of
the Medical Injury Compensation Reform Act in 1975.

The most significant provision in MICRA limits a physi-
cian's liability for non-economic damages to $250,000.

1 am particularly concerned about remarks that were made regarding
doctors in New Hampshire, in some classes paying less than half of
what Maine physicians are paying. 1 have the rates being charged
by the New Hampshire Medical Malpractice JUA, effective July 1,
1988, and have examined them class by class against the rates of
Medical Mutual and St. Paul. There is no class in which the
doctors in New Hampshiare are paying one-half of what Maine physi-
cians are paying. The normal differential is about 20 to 25% which
is easily explained by the fact that the Joint Underwriting Associa-
tion represents a State-initiated pooling concept. Rhode Island,
-Massachusetts and New Hampshire all have JUAs and, by the testi-
mony of the actuaries employed by these JUAs, their collective under-
funded liabilities now exceed $500 million. In New Hampshire, the |
liabilities exceed $20 million. 1In other words, it is clear that the
doctors in New Hampshire, Massachusetts and Rhode Island have been
paying artificially low medical malpractice rates through the years
as a result of "political" and unrealistic rate setting. In New
Hampshire, the matter was further complicated by the fact that there
were two JUAs - one, pre-1983, managed by one company, and a
post-1983 JUA, managed by the well-known insurance firm of Johnson
and Higgins. The old JUA is still running at a deficit and New
Hampshire physicians have to pay an assessment on their current
premiums to fund the contingent liabilities of the old JUA. This sur-
charge, which is called a stabilization reserve fund, is expected to
continue until the early 1990s.

The Maine Medical Association and 1 am sure Medical Mutual lnsur-
ance Company of Maine as well would be happy to provide any in-
formation that your Commission believes it needs to make firm rec-
ommendations in the area of medical liability.

S1ncere1y c\ur

= L

\.,Gordon . Smith
Legal Counsel

GHS:pp
Enclosures

cc: Robert B. Keller, M.D., President, M.M.A.
Edward David, M.D,, Past President, M.M.A.
Patrick A. Dowling, M.D., Chairman, Board of
Directors, Medical Mutual Insurance
Company of Maine

Ted Briggs, Executive Director, Medical Mutual
Insurance Company of Maine '

Frank O. Stred, Executive Vice President, M.M.A.
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PROFESSIONAL LIABILITY RATE COMPARISON

In accordance with discussion during

herewith publish a comparison of the current prolessional liability insurance premiums for
5t. Paul and Medical Mutual.

W

the llouse of Delegates Meeting in

LIMITS: $500,000/%1,500,000

Medical Mutual
(12 Month TRate)

LIMITS: $1,000,000/%$3,000,000

St. Paul
(12 Month Rate)
R.C. 1A $ 4,711
R.C. 1 5,828
R.C. 2 8,624
R.C. 3 11,419
R.C. 4 14,213
R.C. 5A 21,786
R.C. 5 24,860
R.C. 6 34,084
R.C. 7 40,232
R.C. 8 53,759
St. Paul
{12 Month Kate)
R.C. 1A $ 5,653
R.C. 1 6,994
R.C. 2 10,349
R.C. 3 13,703
R.C. 4 17,055
R.C. 5A 27,206
R.C. 5 31,044
R.C. 6 42,562
R.C. 7 50,240
R.C. 8 67,132

Medical Mutual
112 Month Rate)

R.C.

1 $ 5,863
R.C. 2 9,812
R.C. 3 18,226
R.C. 4 23,993
R.C. 5 29,759
R.C. 6 35,525
R.C. 7 Y 44,175
R.C. 8 52,825

R.C. 1 $ 4,890
R.C. 2 8,060
R.C. 3 14,951
R.C. 4 19,626
R.C. 5 24,301 .
R.C. © 28,976
R.C. 7 35,988
"R.C. 8 43,000

September we
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NEW HAMPSHIRE MEDICAL MALPRACTICE JOINT UNDERWRITING ASSOCIATION

SUMMARY OF OCCURRENCE RATES
EFFECTIVE JuLY 1. 1988

CLASSIFICATIONS

PHYSICIANS
CLASS I: NO SURGERY (OTHER PREMIUM:
THAN INCISION OF BOILS. SRF CHARGE:
SUTURING OF SKIN), 401 DEPOSIT:
CLASS I1: NINOR SURGERY. PRENIUM:
ASSISITING IN NINOR SURGERY SRF CHARGE:
ON OWN PATIENTS OR OB 401 DEPOSIT:

PROCEDURES - NOT MAJOR
SURGERY. NEEOLE BIDPSY.
RADIOPAQUE DYE INJECTIONS
MYELOGRAPHY. OPHTHALMOLOGISTS.

SURGEONS
CLASS 111: GENERAL PRACTI- PREMIUN:
OMERS ASSISITING IN MAJOR SRF CHARGE:
SURGERY ON OTHER THAN WM 401 DEPOSIT:

PATIENTS, INCL. CATHETERIIATION
(NOT INCL. CARDIAC SURGERY).
ACUPUNCTURE. RADIATION AND SHOCK
THERAPY. ARTERIDERAPHY.

SPECIALISTS
CLASS Iv: URDLOBISTS. EJR PREMIUN:
PHYSICIANS - ND MAJOR SURGERY. SAF CHARGE:
401 DEPOSIT:
CLASS V: SURGERY: PRENIUN:
LARYNGOLOGY, CARDIAC. GENERAL, SRF CHARGE:
DTDRHINOLOGY, E/R WITH MAJOR 401 DEPOSIT:

SURGERY. OTOLO6Y. OTORHING-
LARYNGOLOGY. RHINOLOGY. ABDOMINAL,
ANESTHESIDLOGY. BYN (NITHOUT 0B),

CLASS VI: SUBERY: DBS &k PRENIUM:
08/6YN. PLASTIC, HAND & NECK. SRF CHARGE:

401 DEPOSIT:
CLASS V1™ SURGERY: THORACIC, PREXIUN:
VASCULA. HOPAEDIC. NEURO. SRF CHARBE:

401 DEPOSIT:

LIMITS (IN THOUSANDS):

28473

1.399
210
559.60

2,520
378

1.008.00

4.22
b34
1.690.40

5.837
845
2,254,680

7.043
1.057
2,818.00

8.433
1,268
3.3081.20

11271
1.691
4,508.40

1007300

1.917
288
764,80

3491
318
1,380.40

3.870
L}
2.348.00

7.829
1.174
3.131.40

9.785
1,448
3.914.00

11,741
1,761
4.695.40

15,635
2.348
4,262.00

20074600 - 230/300 250/750 500/1.000 500/1.500
2,53t 2,665 2.703 RALL j.2zn
380 400 403 2 483
1.012.40 1.066.00 1.081.20 1.257.60 1.208.40
4.353 4.796 4.868 3,658 5.797
683 "9 730 849 870
1.822.00 1.918.40 1.946.40 2.243.20 2,318.80
8.044 B.160 8.370 9.627 9.862
1,208 1.224 1.286 1448 1.479
3.216.40 3.264.00 3.428.00° 3.850.80 3.944.80
10.726 10,882 11.429 12.838 13.152
1.409 1.632 L7114 1,926 1973
4,290.40 4.352.80 4,571,560 5.135.20 5.240.80 |
13.403 13.601 14,296 16,044 16.437
2.011 2.040 2.143 2.407 2,468
5.362.00 S.440.40 5.714.40 6,418.%0 6.574.80
16.085 16.321 17,182 19.256 19.724
2.413 2,448 2,51 2.068 2,939
6.434.00 6.528.40 6.856.80 1.702.40 1.689.60
.49 2138 22.857 25,675 26.302
3.217 3,264 3.429 3.831 3.945
8.579.50 8.704.40 9.142.80 10,270.00 10.520.80

/1N

3.9
598
1.487.60

6.694
1.004
2.871.60

11.505
1,726
4,602.00

15.344
2,302
6.137.80

19.178
2.877
7.671.20

23.013
3.452
9,205.20

30.685
4,503
12,274.00

3.872
561
1.548.80

6.971
1.046
2,788.40

12,034
1,803
4.813.60

14,049
2,807
6.419.60

20,059
3.009
8,023.60

28,069
31.410
9,527,460

32,093

4.2

12.83

§.045
507
1.418.40

1.281
1.092
2.912.40

12,879
1.902
5.071.60

16.909
2.538
5.763.80

24134
AR
0.453.40

25,340
3.804
10.144.00

33.0816
5.072
13.526.40



NEW HAMPSHIRE MEDICAL MALPRACTICE JOINT UNDERMRITING ASSOCIATION

SUMMARY OF FIRST YEAR CLAINS MROE RATES
EFFECTIVE JULY 1. 1968

LLASSTFICATIONS

PHYSICIANS
CLASS 1: NO SURGERY (OTHER PRENIUM:
THAN INCISION OF BOILS. SRF CHARGE:
SUTURING OF SKIN). 401 DEPOSIT:
CLASS 11z NMINOR SURGERY. PREMIUN:
ASSISITING IN MINOR SURGERY SRF CHARGE:
DN O¥N PATIENTS OR 08 40T DEPOSIT:

PROCEDURES - MOT MAJOR
SURGERY, NEEDLE BIOPSY.
RADIDPAGUE DYE INJECTIONS
NYELDGRAPHY, OPHTHALNOLOBISTS.

SURGEQNS
CLASS I1I: GENERAL PRACTI- PREMIUN:
ONERS ASSISITING IN MAJOR SRF CHARGE:
SURGERY ON OTHER THAN QN 4§01 DEPOSIT:

PATIENTS. INCL. CATHETERIZATION
(NDY INCL. CARDIAC SURGERY).
ACUPUNCTURE. RADIATION AND SHOCK
THERAPY, ARTERIOGRAPHY.

SPECIALISTS
CLASS IV: UROLOGISTS. E/R PRENIUN:
PHYSICIANS - NO MAJOR SURGERY. SRF CHARSE:
401 DEPOSIT:

CLASS V: SURGERY: PRENIUN:
LARYNGOLDGY. CARDIAC. BENERAL, GRF CHARGE:
OTDRHINOLOGY. E/R WITH MAJOR 401 DEPOSIT:

SURGERY, OTOLOGY, OTORHINO-
LARYNGOLOGY, RHINOLOGY. ABOOMINAL,
AMESTHES1OLOB6Y. GYN {MITHOUT 0B}.

CLASS VI: SUBERY: (0BS & PREMIUM:
0B/GYN, PLASTIC, HAND & NECK. SRF CHARGE:

407 DEPOSIT:
CLASS VI'~. SURGERY: THORACIC. PREMIUM:
VASCUL! THOPAEDIC, NEURD, SRF CHARGE:

401 DEPOSIT:

e .

LIMITS (IN THOUSANDS):

2575

700
105
280,00

1,260
189
504,00

2,113
37
B845.20

2.819
23
1.127.60

3.923
528
1.409,20

L vad)
634
1.690.80

5,634
845
2.254.40

100/300

959
14
383.40

1.726
239
490,40

2,933
440
1.174.00

3915
87
1.566.00

4,893
734
1.957.20

5.871
a8t

2.348.40

7.828
1AT4
3.131.20

200/600 250/500 2501750 500/1.000 500/1.500
1.26b 1,333 1.392 1,572 1.611
190 200 203 236 U2

506. 40 533,20 540,80 628,80 644,40
2,278 2,398 2433 2.829 2.899
342 360 385 2 35
nL20 959.2 973,20 1.131.60 1,159.50
4,021 4.080 4.265 4.814 .93t
603 612 643 72 740
1.608.40 1.632.00 1.714.00 1.925.40 1.972.40
5.363 5.M1 5.715 6,419 6.576
804 816 8s7 93 984
2,145.20 2.174.40 "2.285.00 2.567.60 2,630.40
5,703 6.80t 7,443 8.023 8.219
1,005 1.020 1,071 1,203 1.233
2.681.20 2.720.40 2,857.20 3.209.20 3,287, 40
8,043 B.1541 8.571 9,628 - 9,882
1,206 1,24 1,285 1,44 1.479
3.21.20 3.264.40 3.428.40 3.851.20 3,944.80
10725 10.881 11,429 12.838 13.151
1,609 1,632 1.714 1.926 1973
4,290.00 4,352.40 §.571.60 5.135.20 5.260.40

1n/iN

1,860
279
T44.00

3,347
502
1.338.80

3,783
863
2.301.20

1.672
£.131
3.048.80

9.589
1.438
3.833. 60

11.507
1,72
4.502.80

15.343
2.301
6.137.20

3.486
323
1,394.40

a

8.017
903
2,406.8)

8.02%
1.204
3,210.00

10.030
1.503
4,012.00

12,035
1.805
4.814.00

16.047

2407

6.4

3.641
Rl
1.456.40

6.340
95t
2.535.00

8.4335
1,288
3.382.00

10.567
1,585
4,225.80

12,680
1.%902
5.072.06

16.908
2,536

6.763.20



Summary of Studies Establishing a Relationship
Between Tort Reform and insurance Premium Relief

) P.M, Danzon, The Frequency and Severity of Medical Malpractice Claims. New
Evidence, 49 Law and Contemporary Problems 2 (1986) (Danzon states that the
average Impact of the various statutes to limit all or part of the plaintiff's
recovery has been to reduce average claim severity by 23%; abolition of colla-
teral source rule reduced claim frequency by 14% and severity by 11-187%)

U.s. Government Printing Office, Report of the Tort Policy Working Group on the
Causes, Extent and Pollicy Implications of the Current Crisis in Insurance
Avallabllity and Affordabllity (February 1986)

u.S. Government Printing Office, An Update on the Liability Crisis 87 {(March
1987) '

F.A. Sloan, State Responses to the Malpractice Insurance "Crisis" of the 1970's;
An Empirical Assessment, 9 Journal of Health Politics, Policy and Law 4 (1985]

Rand Corporation, P.M, Danzon, The Frequency and Severity of Medical Mal-
practice Claims (1982)

Danzon, The Frequency and Severity of Medical Malpractice Claims, 27 J, of }'L.
& Econ, 139 (Apr. 1984)

Danzon & Lillard, Settlement Out of Court: The Disposition of Medica! Mal-
practice Claims, 12 J. of Legal Studies 345 (1983}

General' Accounting Office, Medical Malpractice, Six State Case Studies Show
Claims and Insurance Costs Stlll Rise Despite Reforms (Dec., 1986) {Demon-
strates effect of reforms in California and Indiana)

Cuomo Comm'n Report, Insuring Our Future, (Vol. 1, April 1986; Vol. 11, July
1986)

Medical Underwriters of Catlifornia, 1986 California Large Loss Trend Study
(coples of study available from Medical Underwriters of California, 6250 Clare-
mont Avenue, Oakland, CA 94618 [Desplite the increase In the number of large
awards, a decrease In overall indemnity occurred because of a California
~ Supreme Court decision that allowed strict enforcement of tort reform legislation
which, among other things, places a $250,000 limit on noneconomic damages. ]

Peat, Marwick, Mitchell & Co., Reports on effect of reforms for Pennsyl!vania
and New York State Medical Societies:

New York:
$100,000 1imit on economic damages Savings 25%
Structured awards 5%
Contingent fees ' 10%

Pennsylvania:

Collateral Source 2 to 109
Structured Awards 7 to 14%



OFFICERS:

William H. Maxwall, M.D,
President
Jeramy R. Morton, M.O.
Vice President - Secretary Wiillam H. M I M.D.
) am H, Maxwell, M.D,
R:cplrd C. ;ock. M.D. Jorgmy R. Morton, M.D.
Vice Prasident - Treasurer Richard C. Leck, M.D.
_ M UTUAL Edward C. Andrews, Jr., M.D,
= Brinton T. Darlington, M.D.
Executive Direcior Daniel F. Hanley, M.D.
Theodore T, Bri cpPcy Frederick C. Holler, M.D.
Philip G. Huntsr, M.D.
February 26, 1988 Robert B, Keller, M.D,
Francis I. Kittredge, Jr., M.D.
Witiiam L. Medd, M.D.

BOARD OF DIRECTORS:

Patrick A. Dowling, M.D,
Chairman of the Board

Dear Representative:

RE: TORT REFORM

R

Tort reform legislation to lower the costs of medical malpractice
liability will soon come before both Houses of the Legislature for a vote.
We urge you to vote in favor of a bill to (1) cap non-econamic damages; (2)
eliminate the concept of joint and several liability; and (3) tie pre- and
post-judgment interest rates to an interest-sensitive indicator.

Passage of a meariingful law will have a positive effect on medical
malpractice premiums, as well as moderate the upward spiral of rates. There
has been a significant amount of erroneous information advanced by opponents
of tort reform and a strong attempt to portray tort reform as a case against
innocent victims for the benefit of wealthy insurance campanies. Nothing
could be further from the truth., Tort reform to lower the costs of
medical malpractice coverage is an effort to make good medical care available
and affordable to all Maine patients. The ever-increasing rates of medical
malpractice premiums are forcing physicians either to continuously raise their
patient fees or to withdraw fram certain high risk procedures, such as obstetrics.

The undersigned are members of the Board of Directors of Medical
Matual Insurance Company of Maine. We are a mutual insurance company established
under the laws of the State of Maine and licensed by the Maine Bureau of Insurance
on September 1, 1978. We are licensed only in Maine and provide only medical
malpractice insurance coverage to Maine physicians. We currently insure approxi-
mately two-thirds of the physicians in the state,

MEDICAL MUTUAL INSURANCE COMPANY OF MAINE
43 Baxter Boulevard « P.0. Box 1299 » Portland, Maine 04104 » (207) 775-2791/2792 « 1-800-828-4999



j ' OFFICERS:
William H. Maxwell, M.D.
President
Jeremy R. Morton, M.D.
Vice President - Secretary

Richard C. Leck, M.D.
Vice President - Treasurer

Executive Director
Theodore T. Briggs, CPCU

MEDICAL
MUTUAL

BOARD OF DIRECTORS: ™~

Patrick A. Dowling, M.D.
Chairman of the Board

William H. Maxwell, M.D.
Jeremy R. Morton, M.D.
Richard C. Leck, M.D.
Edward C. Andrews, Jr, M.D.
Daniel F. Hanley, M.D.
Frederick C. Holler, M.D.
Philip G. Hunter, M.D.

Robert B. Keller, M.D.
Francis |. Kittredge, Jr., M.D.
William L Medd, M.D.

March 1.7 , 1988 George F. Sager, M.D.

Dear Legislator:

We at Medical Mutual Insurance Campany of Maine have been following the
legislative debate on tort reform very closely and believe that misinformation
about our rates is being advanced by opponents of tort reform.

i

I would like to correct the idea that Medical Mutual's rates are based entirely
on countrywide experience and that Maine's experience. is of little value. That is
simply not true. Medical Mutual's basic limits pure premium rates are based on
State of Maine experience. Increased limits factors are derived from countrywide
data for purposes of credibility, and the increased limits factors are applied to
the basic limits rates. This is not limited to the medical malpractice line of
insurance; virtually all liability lines of insurance utilize countrywide data in
developing increased limits factors.

Malpractice premiums are a result of loss frequency and loss severity in
Maine. As we pointed out to you in our earlier letter, we are using our best
efforts to control frequency and severity of claims. However, meaningful tort
reform is needed if we are to be successful in keeping medical malpractice insurance
available and affordable, thereby allow1ng phy51c1ans to continue the delivery of
quality care to the people of Maine.

Non-economic caps have been successful in those states which have adopted
them, and they can't help but affect premiums in Maine as well. Even in Maine
there are large claims and jury awards (such as the recent large non-economic
award in Penobscot County), which have an adverse impact on the entire claims
settlement process.

Once again, we urgently solicit your support in passing a meaningful cap on

non-economic damages. Thank you.

illiam H. Maxwell, M.D,
President

Sincerely,

WHM:cl

MEDICAL MUTUAL INSURANCE COMPANY OF MAINE
43 Baxter Boulevard ¢ P.O. Box 1299 » Portland, Maine 04104 ¢ (207) 775-2791/2792 « 1-800-828-4999



State

California

Indiana

Kansas

Maryland

Minnesota

lissouri

Nebraska

- New Hampshire

New Mexico

South Dakota

Texas

Utah

Jest Virginia

Caps* on Non-economic Damages

Amount .
$ 250,000
$ 500,000
$ 250,000
$ 350,000
$ 400,000
$ 350,000
$1,000,000
$ 875,000
$ 500,000
$1,000,000
$ 500,000
$ 250,000

$1,000,000

. Comments

Constitutionality
upheld in 1985

Cap is on total damages,
not just non-economic,
Constitutionality
upheld in 1980

Applies to all civil
cases; $250,000 cap
applies only to pain and
suffering, not other
non-economic losses

Cap on intangible lossks,
described as embarrass-
ment, ‘emotional distress
and loss of consortium,
but not pain and
suffering

Cap is on total damages,
found constitutional

All personal injury
cases

On total damages
exclusive of medical
care and related
benefits

Cap is on total damages,
replacing a previous cap
of $500,000 on non-
economic damages

Cap is on total award,
exclusive of medical,
hospital expenses and
custodial care



Wisconsin

Michigan

Colorado

Alabama
Idaho
Missouri

Hawaii

Oregon

Florida

Alaska

Massachusetts

Georgia

Washington

$1,000,000
$ 225,000
$ 250,000
$ 400,000
$ 250,000
$ 350,000
$ 375,000
$ 500,000
$ 250,000
$ 350,000
$500,000

$ 500,000
$ 250,000

$ 177,000 - $493,000

Subject to cost of
living adjugtment based
on CPI :

Contains some exceptions
for reproductive system
and loss of vital bodily
function

All civil actions, but
$500,000 can be awarded
if court finds 'clear
and convincing evidence

Includes punitive
damages

$400,000 for all cases,
sunsets on July 1, 1992

Subject to cost of t
living increase K

Described as cap on
damages for physical
pain and suffering

All personal injury
actions

If arbitration,

If trial.

(Earlier $450,000 cap
declared unconstitu-
tional in 1987)

All personal injury
cases, excludes physical
impairment or disfigure-
ment

Contains certain excep-
tions such as substan-
tial or permanent

loss or impairment of
bodily function

Cap on punitive damages
only

Cap set by formula =
approximately % the
average annual wage in
state multiplied by life
expectancy



Louisiana $ 500,000 Total damages, status
of court challenge
unclear

ohio $ 200,000

Statutes establishing caps found unconstitutional in Florida, New Hamp-
shire, Illinois and North Dakota.

*Unless otherwise noted, the cap applies to medical negligence cases only.

e v



m American Tort Reform Association

1250 Connecticut Avenue, N.W. ¢+ 7th Floor » Washington, D.C. 20036 * (202) 637-6490

TORT REFORM'S IMPACT

Findings from Patricia M. Danzon’s, Associate Professor of Health Care Systems and
Insurance, University of Pennsylvania, The Fr n n verity of Medical Malpra

Claims: New Evidence, Spring 1986

" 1. States that have reduced the statute of limitations for adults by one year, have

experienced a reduction of total claim frequency of eight percent and frequency of paid
claims by six to seven percent.

2. Laws that admit evidence of collateral coverage and laws which mandate offset, reduce
claim freguency by an estimated 14%.

3. Because over fifty percent of dollars awarded are paid on five pte'rcent of cases, laws

which establish caps on awards have been shown to reduce average severity (the average
award) by 23%.

4. Laws providing for mandatory collateral source offset and laws permitting offset at the
courts's or jury's discretion reduce the amount of awards by between 11 and 18%.

5.  States that permit voluntary binding arbitration have an average claim severijty about 20%
lower than other states.

Findings from the U.S. General Accounting Office’s Medical Malpractice Case Study on
Indiana, December, 1986

1. Since Indiana passed its Medical Malpractice Act of 1975, which put a $500,000 cap on
the amount recoverable, made the statue of limitations two years and set up panels to.
review all claims before they go to court, the cost of insurance for Indiana physicians
and hospitals has been among the lowest in the nation, This is compared to the mid-
1970's, when Indiana’s premiums were higher than most neighboring states. Also, three

- new insurance companies have entered the Indiana medical malpractice market since the
bill passed.

2. The leading physician medical malpractice insurer had no rate increases from January 1,
1975 until July 1985, when most physician insurers increased their premiums.

3. The physician group, Indiana Bar Association, and Indiana Department of Insurance claim
that the panel process, which calls for a panel of health care providers to review the
claims before they go to court, has decreased the number of claims that go to trial.



According to a large Indiana malpractice insurance company, only two percent of claims
filed against the company go to court. The company also reports that their average cost
of defending a claim in Indiana is about $2,100 versus about $10,000 in Michigan and
Illinois. The company attributes this to the review panel process.

The average paid claim, in Indiana, in 1984 was smaller than the average paid in 1980.
More Examples Of The Impact Of Tort Reform

A May 1985 California Medical Association-sponsored study attributed savings in

malpractice claims costs ranging from 8% to 49% in 1985 to California’s malpractice
legisiation.
I

Medical Malpractice Case Study On California, U.S. General
Accounting Office

Dr. Joseph D. Sabella, president of the Doctor's Company, credits the $789.3 million

savings for California doctors from mid-1984 to mxd 1986 to .the state's tort reform
legislation enacted in 1975.

The Executive Letter of the Insurance Information Institute, June I,
1987

Robert Hunter, president of the National Insurance Consumer Organization, believes that
Florida'’s tort reforms will result in rate reductions of "7% to 12%."

Journal Of Commerce, December 10, 1986

In New Hampshire, insurers providing liquor, day care and mumcxpal liability coverage
will drop rates by about 16%, due to the states' tort reforms.

The Executive Letter of the Insurance Information Institute, October
20, 1986

After Washington passed tort reform, Fireman's Fund Insurance Company, SAFECO

Insurance Company and Maryland Casualty Company re-entered the insurance market in
the state.

Dick Marquardt, Washington Insurance Commissioner, July 14, 1986

Due to Alaska’s tort refrom law, Fireman's Fund Insurance Company has decided to
provide insurance to small and medium sized cities and school districts in that state.

The Anchorage Daily News July 11, 1986
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A Tellinghast study of the potential effect of pending tort reform legislation showed that
by changing the collateral source rule, capping attorney fees, and allowing structured
payments for settlements and judgements, insurance premiums could be lowered by 27.2%.

Liability Week, March 12, 1987

Due to tort reform legislation passed in Colorado, the Travelers Companies, Fireman's
Fund Insurance Company, and AEtna Commercial Insurance Division, are increasing
insurance availabiity.

Colorado Insurance Legislative Repor 1 Professional Insurance Agents
of Colorado, 1986

The Tort Policy Working Group found that caps on noneconomic damages could give the
tort system substantially more predictability, since only 5.6% of all paid medical
malpractice claims for noneconomic compensation exceed $100,000, yet such awards
represent, on the average, 80% of the total award.

Report of the Tort Policy Working Group, February 19, 1986

Milliman and Robertson, Inc, Consulting Acturies, found that tort-reforms like periodic
payments, collateral source-offset, limits on non-economic damages ($250,000), and limits
on lawyers contigency fees could save between 23% and 33% on state tort costs. The

study also found that such reforms could reduce claim severity trends, over the 1986-89
period, by 3% to 6%.

Actuarial Analysis of American Medical Association Tort Reform
Proposals, September, 1985

Periodic payments for future damages over an injured claiments lifetime, rather than a
lump sum payment, could eliminate "windfall" payouts to persons other than the injured
person if the patient dies, and could lower liability premiums by an estimated 6%.

Testimony by James E. Davis MD and James S. Todd MD to the
Committee on Labor and Human Resources U.S. Senate

A sliding scale for attorney’s contingent fees could make sure a bulk of the award goes
directly to the injured party, while still providing just compensation for the lawyers.
Since larger percentages would be at the lower ends of the scale, lawyers would not be
discouraged from taking cases with lower antxcxpated judgments. This reform could save
an esumated 9% on liability premijums.

Testimony by James E. Davis MD and James S. Todd MD to the
Committee on Labor and Human Resources U.S. Senate

A report by the Insurance Services Office, Inc. concluded that although most tort reform
changes will have a "relatively narrow and specialized impact on indemnities paid in
bodily injury claims", modifications of the rule of joint and several liability and the
collateral source rule would have considerable indemnity cost savings.

Claim Evaluation Project April 1987



14, Due to North Carolina's childhood vaccine injury compensation program,.Lederle says it
will eliminate the product liability portion of its price for DTP (diptheria, tetanus,

pertussis) vaccine in that state., This will Jower the cost of the vaccine from $8.25 to
$3.67 per dose.

Washington Drug Letter, May 25, 1987

15. Insurance Commissioner Bill Gunter on the success of Florida's tort reform law, "Even the
limited portions of this law that have already been implemented have begun to provide
stability and relief to many small businesses and professionals who buy commercial
liability insurance."

Liability and Insurance Bulletin, May. 4, 1987



— g THE DOCTORS’

- , 4 COMPANY

. ' 401 Wilshire Boulevard

| T Santa Monica Ca 90401
i . -
FOR RELEASE: UPON RECEIPT CONIACT: sheila M. Hazlett

(213) 451-3011
William H. Jacob
(415) 654-8237

TORT REFORM SAVES MILLIONS

FOR MEDICAL CONSUMERS

Califofnia health care consumers saved millions of dollars
last year because of the passage of the Medical Injury Compensation
Reform Act (MICRA) in 1975.

This major benefit to consumers, resulting ffom the state's
tort reform law, was reported here today by Joseph D. Sabella, M.D.,
president and chairman of the board, The Doctors' Company, the
nation'silargest, independent, doctor-owned professional liability
insurer.

"Between mid-1984 and mid-1986, physicians' fees increased
13.1 percent nationwide. 1In that same period, California physicians
saw an increaée of only 9.2 percent. If physicians' fees had
increased in California at the same rate, an estimated additional
$789.3 million would ha§e been spent by patients for doctors' services
in this state," Sabella reported.

According to Sabella, a substantial portion of these savings is
directly attributable to MICRA. They reflect the moderation of
physicians' professional liability insurance premiums, and have a
direct impact on health care costs to consumers.

"An intensive analysis of premium rates nationwide has revealed

that there is a substantial difference between those of California



Tort Reform Saves Millions, Page 2

and other states without tort reform. Average premium in current

dollars in‘California doubled from $9,743 in 1876 to $19,597 in 1987.

However, in»constaht 1976 dollars, adjusted for the Consumer Price

Index (CRPI), it actually fell slightly to $9,6390," he stated.
"rnesthesiolcgists, for exampls, were paving $15,389 in premiums

in 1576. In 1887, those specialists are ncw paying $8,010 in

"Obstetrician,gynecologists in the state of New York, where
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almost 50 percent less. In 1976, premiums were almost the same in
both states," Sabella pointed out.

According to Szbella, there have been numerous public criticisms
by special-interest groups of individuals and organizations who
supported the joint and several liability initiative, Proposition 51,
alleging that there has been no tangible reduction in premiums.

"It is prematureito expect premiums to drgp in the first
months since that law was enacted. And it is specious to suggest
otherwise. However, wa've seen the positive effects of MICRA, and
they are indisputable. Tort reform does reduce costs," Sabella stated.

"California has the finest, most effective tort reform law in
the United States. MICRA has been subjected to four constitutional
challenges before the state supreme court. 1In each case, its

provisions were ruled constitutional.

"Our state's tort reform law is used as a model in proposed



Tort Reform Saves Millions, Page 3

legislation throughout the country, and the value of its benefits to
the California medical consumer and the state's physicians is

beyond question," Sabella concluded.
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DEC 11988 ! (P

Maine’s Business Advocate

126 Sewall Street w Augusta, Maine 04330 w (207) 623-4568

November 30, 1988

Ms. Bonnie Post

Maine Ambulatory Care Coalition
P. O. Box 2508

Augusta, Maine 04330

Dear Bonnie:

I have been pondering the Joint Select Commission on
Access to Health Care discussion on tort liability and
medical malpractice insurance since you finished with the
subject on the 29th. Two things in particular bothered me.
I know you don't need more preaching to you, but I feel I
need to get these thoughts off my chest.

First, the Commission worked really hard to find a way
to solve the problem for its constituency without solving
it for the rest of us. It is disappointing that there
isn't more of an attempt to deal with the total problem
when the opportunity arises. I would have loved to hear a
discussion on the option used in Indiana that Gordon Smith
outlined at the Roundtable meeting. It might solve the
whole problem without a state subsidy!

The other frustration I felt was that Commission
members don't seem to understand that, unless they are
concerned about and aggressive in solving the cost problems
in the whole system, the pool of people without access will
only grow. This is another reason whey they should want to
deal with the whole tort reform problem, not just a little
piece.

I know you understand these issues, but I'm not sure
others do. As I said, I needed to get them off my chest.

Sincerely,

Qf&

Jof . Dexter, Jr.
Pregident

JSD:sip

Maine Chamber of Commerce & Industry
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December 6, 1988
SPECIAL SELECT COMMISSION ON ACCESS TO HEALTH CARE
Notes From November 29, 1988 Meeting

State-Funded Heal th Care Coverage for Populatlion to 150% of Poverty
Population and Cost Estimates distributed. Methodology for projections
will be provided to Commission members. Small group to meet before next
meetling to discuss projectlons.

Estimates and methodology are enclosed.

Projected partliclipation rates, and potential first year "adverse
selection" dliscussed.

" Suggestlion: to contact Commonwealth Fund In New York and the state of

Mlchlgan, which recently Implemented an RWJ health care program for
general -asslstance population, for more Information.

Discussion of Service-Contingent Heal th Professlons Program

Commlssion supports notion of loan repayment program for heal th
professionals. Debblie wlll draft recommendation.

Issue of whether or not health professionals are |Imited to primary care,
or Incluslve of all practitioners was discussed. |t was agreed that more
Information and data on the need for varlous health professionals, by
service and by geographic area |s necessary. Criteria for funding also
needs fTo be developed.

Information will be requested from:

Offlce of Health Planning

Malne Hospltal Assoclation

Katahdin Area Health Education Center
Consortium for Heal th Professions Education

Rural Networks for Physiclans

Explanation as to mechanlics of thls program will| be requested from Lewin.
Mal practice Reforms

Lengthy discusslon as to role Commission can take In recommendling and/or
developing proposals. Agaln, more data |s needed. Ron Deprez wlll| draft
a general recommendation on tort reform for the Commlission.

Private Insurance Options

Marcus Barres! presented a proposal for a state adminlstered Insurance
pool for employers with less than 20 employees. State would set

el1gibllity and benefit package, and fund reinsurance through stop-l!oss
coverage.



Any Insurer complying with benefits and ellglbility could negotiate with
state to provide third party coverage.

Employer ellglbility: could be |imited to those designated as high risk,
and thus not covered by commerclal Insurers or open to all employers,
both profit and nonproflit, with less than 20 employees.

Marcus and Beth Kilbreth wil| provide a written recommendation for this
proposal.

*Question of coordination and relationshlp between employer-based
Insurance and "Medlicald buy-in" coverage.

Could employers of fer alternative of Medlicald buy-In coverage to
employees, wlithout contradicting anti~-discrimination provisions of
Sectlon 89?7 Legal oplinlon Is needed.

Preliminary information from Janice Hird, of UNUM:
If employee Is a) seasonably employed (6 mos. or less)
b) under 21, working 20 hours or less
c) non-resldent allen
Employer Is not required to offer coverage.
I'f employer opts to cover, then employees Included In provisions of
Sectlon 89, and must be Included In discrimlnation test. Coverage to
employees must be comparable.
I'f employer does not cover employees In employer plan, he/she wll| not
get credit for cash contributlon for employee buy-In to Medlcald=-I|lke
program. Further, cash to Indlviduals for buy-In would be taxed.

Information on Section 89 and Its application to Insurance proposals has
been requested from Lewin,

Ron Deprez advocated a program of tax Incentives to employers who provlide
heal th Insurance. He wlll prepare written materlal on this
recommendation.

Some of the unanswered questlons Include:

1. Can health Insurance be a required benefit In a flexible beneflts
plan? (Most employers with flex plans have over 100 employees)

2. Flnancing of tax credits?
3. What about nonproflt+ employers?

4, Experlence of state of Oregon - which has Implemenfed tax credit
program?

5. How fo Incorporate the self-employed?



st

SPECIAL SELECT OOMMISSION ON ACCESS TO HEALTH CARE

Notes of October 24, 1988 Meeting

The meeting consisted of a page by page review, clarification, and discussion
of the Lewin plan. Comments were accepted from the audlence only after
Commission members completed thelr discussion of each section.

1. Criteria fo Designing Plan
Criterla stil| acceptable; no additions.
2. Population Groups Who Have Access Problems (clarification of |ists)

a. Insured With Access Barriers (Delete Low-!ncome)

OMedicald recipients

OMedicare beneficlaries

OUnderinsured for Primary Care

Olndividuals In areas with lack of services
OLow-1Income indlviduals with high copay/deductibles
OMedical ly high-risk individuals

b. Easier-to-Reach Uninsured

OEmployed and Dependents
full time
part time
seasonal
sel f~employed
“sel f-proclaimed Immortals"

OChil dren
OHigh Risk Individuals N
ONon-dependent students

c. Difficult=to~Reach Uninsured
CAdult non=-workers
Olsolated rural persons
OHomel ess
OMigrant and seasonal workers

3. Discussion Of Strategies To Reach Insured WIth Access Barriers

OClarification: 1In Commission discussion, the term "health care" is

Inclusive of medical, mental, and dental health, and substance abuse
care.



INSURED WITH ACCESS BARRIERS

OMedicald Improvements

- Ralse provider fees for some or all providers

Adopt all-inclusive fee (clinic-reimbursement option)

Reduce provider administrative burden

Mal practice reforms (e.g., |imlts, subsidy)

OService Dellvery Expansion

Community service delivery grants to provide primary care, outreach,
referral, and/or transportation

Rural networks for physicians

Service contingent heal th professions program

(Add)

Clearinghouse to disseminate information on available services, and/or
Insurance options

(Add) ©lnsurance
- Employer tax credits for providing preventive and primary care benef its
- Expansion of exlsting high-risk Insurance organization

EAS |ER-TO-REACH UNINSURED POOR

OMedicald Expansion !

- Coverage for children ages 5-8 in famil ies with incomes below poverty
|evel

- Medicaid buy-In
- Enhance enrol Iment efforts
OPrivate Insurance Expansion
- Statewlde pool of small employers

- Subsidized insurance producfbcurrenfly avallable to small groups and
Individuals

(Add) - Create subsidized product for small groups and individuals



R

OService Del lvery Expansion

-~ Community service grants

Clearinghouse

(Add) - Rural networks for physiclans

(Add) - Service contingent health professions program
(Add) ©High Risk lnsurance Pool Expansion

In this sectlon there was considerable discussion about how incentives can be
of fered to employers to cover all employees. One does not want to set up a
system which encourages employers to reduce employee hours so that they become
part-time workers, exempt from coverage. There was particular interest in what
mechanisms might allow or encourage coverage. There Is a need for a system
which provides a subsidy to the low-income Iindividual and/or a subsidy to the
employer so that the Insurance Is an affordable product. The Importance of
creating equity amount employees was emphasized.

Ron Deprez brought up the question of how to address the "demand" side of the

equation. Can we Improve access by reducing or redirecting the utilization of
some services?

Should we bulld In mechanisms to improve the util|ization of appropriate
services, such as support of health centers In |ieu of hospital utilization?

Marcus Barresi noted that case management I|s being used Increasingly by private
Insurance carrlers.

DIFFICULT-TO-REACH UNINSURED POOR

OPrivate Insurance Expansion t

- Subsidized Indlividual product
(Add) - Medicaid Expansion, Including buy-in
(Add) =~ High Risk Insurance Pool Expansion

OService Del Ivery Expansion

Community service grants

Service contingent program

- Qutreach

Transportation

Linkages to social and other services



COMMUNITY SERVICE DEL IVERY GRANTS

OLocal community grants to provide:

Primary and preventive services

Referral to speclialty and inpatient care

Prescription drugs

Ancil lary services

Case~finding outreach

Heal th education

OGrants may be awarded to primary care centers, physician groups, or hospital
outpatient depariments.

OTo qual ify for a grant, entity must demonstrate:

- Arrangement for services 24 hours a day, 7 days a week

Arrangements to refer patients

Provision of follow-up care

Access to anclil lary services

Linkages to other social services

Acceptance of Medicald ¥

Publicized sliding fee scale
- Managed care capaclty

¥Full hospital privieges was deleted as a criteria. |t was not seen as
practical In many [nstances.

OGrants are for three years with annual performance reviews
OGrants are administered by Heal th Department

OAdditional targeted assistance may be provided to communities that lack
primary care capacity:

- Small grants fo coordinate |inkages among health providers
- Grants to expand existing capacity
(Add) ©Additional targeted assistance to provide prevention/heal th education

This type of funding might be separate from the grants described above;
not contingent on the same criteria.



Discussion of community service del ivery grants included the fol lowing polnts:

OAre grants for the prdvlsion of comprehensive services, or for specific
services?

OCan providers be service-specific or must they be capable of providing
the full range of services?

OThe fragmentation of services, particularly In rural areas supports the
notion of promoting comprehensive service delivery.

Medicald Expansion
Considerable interest and support for a Medicaid "Buy-In program:

OCoverage of Individuals up to 100% of poverty, at full subsidy

OCoverage of Individuals up to 150% of poverty, with sliding scale
premium

OFull Medicald benefits

OMedicaid provider fees: support an Increase and review DHS proposal for
physician fee change in 1989.
REQUESTS FOR INFORMATION/DATA FOR NEXT MEETING:

OCost of Medicald buy-in program for economically eligible
Individuals, to 150% of poverty

OExperlience of Washington, Wisconsin and any other states - which have
Implemented a Medicald buy=In program.

OCosts and calculations for expﬁnslon of High Risk Insurance
Organization

OCost of small group ( 1,000) insurance product

OMeans of providing employer Incentives to provide heal th insurance;
and maintaln incentives for those already offering coverage.

NEXT MEETING: November 29, 1988, 9:30 a.m.- 4:00 p.m.



DRAFT POPULATION AND COST ESTIMATES, FIRST YEAR IMPLEMENTATION

December 6, 1988

I.  Population 5-21 years old between 75 and 100% poverty (under 75%
presently categorically eligible for Medicaid kids under 5 eligible to
100% under SOBRA)

STEP A

STEP B

STEP C

STEP D

STEPE

July 1, 1987 total Maine population (5-14) 164,000
From U.S. Census estimate (15-20) 115,200

(5-20) 279,000

1979 Maine persons below poverty 13% 140,996
(from U.S. Census data) 1,087,369
Ages 5-17 below poverty - 15% 36.015
237,74
Ages 18-66 below poverty - 10.7% 69,581
640,676

1985 Maine persons below poverty - 11.9%

(from estimate by Institute on Research & Poverty. V. Wise)
1985 estimated poverty rate for sub-group of children

5-17 from ratio of 1979 total rate to child rate:

1979 total poverty - 13% x _15 1979 child rate
1985 total poverty - 11.9% x X 1985 child rate

X = 13.7% poverty rate estimated for ages 5-17, 1985
1987 children 5-20 (see Step A) X child poverty rate 1985

279,000
x 137
38,250 estimated children 5-20 under poverty, 1987

Rate of children under 21 under 75% of poverty - 1979
Maine census data

Kids < 75% Total Kids
6-13 14,803 141,171
14-17 6.178 81,604
20,981 222,775 = 9.4% estimate

of kids under 75% poverty



STEP F

STEP G

STEP H

STEP 1

STEPJ

Estimated current rates of kids under 21 under 75% poverty.

1979 total poverty rate 13 x 94 1979 kids under 75%
1985 total poverty rate 119 x X 1985 kids under 75%

X =

8.6% Estimated current rate of kids < 75%

Estimated number of kids < 75% in 1985 =
279,200 x 8.6 = 24,011 kids

38,250 1987 Maine kids 5-20 < 100% poverty
-24.011 1987 Maine kids 5-20 < 75% poverty
14,239 1987 Maine kids 5-20 between 75% and 100% poverty

14,239

x___.50 Participation rate {(CDF)

7,120

Annual Unit cost per child $586, (from AFDC costs, 1988)
assume mean length of enrollment is 9.55 months
Unit Cost Multiplier =

$386 x X

12

9.55 12X = 5596 X = $466

Total Potential Costs

1. 14,239 kids, ages 5 to 20, between 75% and 100% poverty

x $586
$8,344,054

2. 7120

$466
$3,317,920

annual cost
total costs, full participation

participation, first year
average cost per enrollee
total costs, first year of implementation



IT.

Population, ages 21 to 64, 72 - 100% poverty

A. Total Maine 1987, ages 21 - 64 76,800
from census tables 201,000
169,000

111,000

109.000

Total Maine, ages 21 - 65 686,800

B. Maine adult poverty rate for 1985
Ratio of total rate to adult rate, 1979

Maine poverty rate 1979 13% 10.7% 18-65, 1979
Maine poverty rate 1985 119% «x X

(from U.S. Census estimates)
X = 9.8% estimated poverty rate, 1985, ages 18-65

C 98% x 686,800 = 67,306 ages 21 - 65, below poverty, 1987
67,306 adults, 21 - 65, below 100% poverty

-1.400 SOBRA adult women eligible
65,906

E. 1. SSI Disabled
15,719 receiving Medicaid (DHS, 1988)
-2.099 no Medicaid
17,818

2. Less SSI children - 1985 Disability Determination Services Date

Total Disabled 13,713 - 100
Disabled Children 1,081 X

13,713 X = 108,100
Children = 7.8% of total disabled

17,818 Total SSI disabled, 1988
x__.078 Children SSI disabled
1’390 " " t

17,818
- 1,390
16,428 SSI Disabled adults, 1988

F. 65,906 (from Step D)
-16.428  Disabled adults
49,478




49,478
-23,750 AFDC eligible adults, assuming 80% participation rate
25,728 Population, 72% to 100% poverty, ages 21 to 64

25,728
X S0 Estimated participation rate
12,864  .Potential enrollees, first year

Annual Unit cost per adult $1,298
Mean length of enrollment is 9.55 months
1298 x X
12 9.55
X=1033, ave cost per enrollee

Total Potential Costs

1. 25,728 Total adult population, ages 21 to 64, 72-100% poverty
x 1,208
$33,394.944 Total costs, full participation

2. Potential Costs, first year
12,864 Potential enrollees

x1.033 Average cost per enrollee
$13,288,512 Potential Costs




Dersows — Bemweeh) 100 - 1507 of FoveRT Y

111. A. US 1986 Rate Maine 1985 Rate
All persons < poverty X All persons < poverty
All persons < 150% poverty All persons < 150% poverty
13.6 11.9
22.9 X x = 20% Maine, all persons < 150% poverty

B. 20% x total Maine population (1,187,000) - 237,400

C 237,400
-141.253 less population < 100% poverty
96,147
- 2,000 less women and infants (covered by "SOBRA")
94,147
-7.000 less nursing home elderly (covered by Medicaid)
87,147

D. 87,147 Total eligibles
-17.,429 Less 20% privately uninsured (estimate)
69,718

E. 69,718
x_$846 Annual cost per enrollee (based on blended rate, AFDC costs)
$58,981,428 Total Potential Costs
x_.50 Reduced Participation Rate, first year
$29,490,714 ‘
x50 (7) Less Enrollee Contribution, sliding fee
$14,745,357 Potential First Year Costs



