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December 6, 1988 

TO: Access Commission 

FRCl-1: Debor~¥ 

Enclosed are several materials for your review prior to the meeting on Tuesday, 
December 6. 

1. Communication from Gordon Smith, Maine Medical Association re malpractice 
Issues. 

2. Communication from Jack Dexter, Maine Chamber of Canmerce re malpractice 
Issues. 

3. Brief summary of November 29, 1988 meeting. 

4. Population and Cost Estimates for providing Medicaid-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, stll I In the discussion phase. 
b. Enrol lee cost estimates are based on AFDC costs for children and adults. 

These may or may not reflect the costs of the enrol lee 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 premises: 

1. participation will not exceed 50% 
2. average enrol lee participation per year is 9.55 months. 

e. The estimates for the population 100-150% of poverty need further 
attention. Though we cont! nued 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 est I mates for ch 11 dren under 1 00% of poverty st 11 I Inc I ude ages 5 to 
8. They will be excluded from a revised estimate. 



MAINE MEDICAL ASSOCIATION 

Executive Vice President 
Frank 0. Stred 

Secretary-Treasurer 
Patricia A. Bergeron 

December 1, 1988 

Bonnie Post 
Chairperson 

P.O. BOX 190 MANCHESTER, MAINE 04351 

(207) 622-337 4 

Joint Select Commission on Access 
to Health Care 

c/o Deborah Curtis 
Bureau of Medical Services 
State House Station 11 
August a, Maine 04333 

Dear Bonnie: 

Re: Medical Liability Reform 

Legal Counsel 
Gordon H. Smith 

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

j 

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 Insurance 
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 
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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. 

I 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. I 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. ln 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. ln New 
Hampshire, the matter was further complicated by the fact that there 
were two JU As - 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. Th is sur
charge, which is called a stabilization reserve fund, is expected to 
continue until the early 1990s. 

The Maine Medical Association and I am sure Medical Mutual Insur
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. 

I 

·sincerely yaur_s, 

CCJi: 
'- 11...'..- ' .,,, 

--- G6rdon Fl. Smith 
Legal Counsel 

GHS:pp 

Enclosures 

cc: Robert B. Keller, M.D., President, M.M.A. 
Edward David, M.D., Past Pre~ident, M.M.A. 
Patrick A. Dowling, M.D., Chairman, Board of 

Directors, Medical Mutual Insurance 
Company of Maine 

Ted Briggs, Executive Director, Medical Mutual 
lnsurance Company of Maine 

Frank 0. Stred, Executive Vice President, M.M.A. 
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PROl-'ESSIONAL LIABILITY l?ATE COMPAIHSON 

In accordance with discussion during tht:' !louse of J)c-legates Mt:'cting in S(•pternber WE' 

l1c-rt:'with publish a comparison of the currt:'nt prol'L'ssionul liability insurance premiums for 
c;1. Paul and Medical Mutual. 

? ;;, 

LIMITS: $S00,000/$1,~00,000 

St. Paul Medical Mutual 
(12 Month Rate) -(TI-Month l?ult') 

R .C. lA $ 4,711 
R .C. 1 5,828 l?.C. I $ 4,890 
R .C. 2 8,624 ]? .c. 2 8,0GO 
R.C. 3 11 ,419 l?.C. 3 lL.,951 
R .C. 4 14,213 l?.C. 4 19,626 
R .C. SA 21,786 
R.C. 5 24,860 l? .c. 5 24,301 
lLC. 6 34,084 H.C. 6 28,976 
R .C. 7 40,232 l?.C. 7 35,988 
R .C. 8 53,759 . ILC. 8 43,000 

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

St. Paul Medical Mutual 
(l2 Mon th l~a te) 712 Month l? a I e ) 

R.C. lA $ 5,653 
R .C. 1 6,994 ILC. 1 $ 5,863 
R .C. 2 10,349 R.C. 2 9,812 
R .C. 3 13,703 l?.C. 3 18,226 
R .C. 4 17,055 ILC. 4 23,993 
R.C. SA 27,206 
R.C. 5 31,044 l?.C. 5 29,759 
R .C. 6 42,562 ILC. 6 35,525 
R.C. 7 50,240 l?.C. 7 . 44, 175 
R .C. 8 67,132 ILC. 8 52,825 



~Ell HANPSHIRE ~OICAL NALPRACTICE JOINT UNDERWRITING ASSOCIATION 
SUl!l1ARY Of OCCURRENCE RATES 
EFFECTIVE JULY I. 1'188 

CLASSIFICATIONS ll11ITS IJN THOUSANDS!: 
===========::=== 25/75 100/300 
PHYSICIANS ----- -------
----------

CLASS I: ND SURGERY (OTHER PREl!IUII: l.399 1.m 
THAii INCISION OF SOILS. SRF CIIM6E: 210 288 
SUTURING OF SKIN). 401 DEPOSIT: 559.60 766.80 

CLASS II: l!INOll SlJlGERY. PREKIUK: 2.520 3,451 
ASS!SITING IN l!IN0R SURGERY SRF CHARGE: 378 518 
OIi OIIN PATIENTS OR DB 401 DEPDS IT: 1.008.00 1,380.40 
PROCEDURES - NOT NAJOR 
SUll6ERY. NEEDLE BIOPSY. 
RADIOPAQUE DYE INJECTIONS 
l!YELD6RAPHY. OPHTHALNOLD61STS. 

SURGEONS 
------
CLASS Ill: GENERAL PRACH - PRENIUII: 4.226 5,970 
ONERS ASSISITIN6 IN IIAJOR SRF CHAR6E: m 981 
SURGERY ON OTHER THAN OWN 401 DEPOSIT: l.690.40 2,348.00 
PATIENTS, INCL. CATHETERIZATIDN 
(NOT INCL CARDIAC SURGERY). 
ACUPIIICTURE. RADIATION AND SHOCK 
THERAPY, ARTERI06RAPHY. 

SPECIALISTS 
-----------

CLASS IY: UROLOGISTS. E/R PREIIIUII: 5.m 7,829 
PHYSICIANS - NO l!AJOR SURGERY. SRF CHARGE: 846 1.174 

401 DEPOSIT: 2.m.s0 3,131.60 

CLASS V: SURGERY: PRE"IUII: 7.045 '1,785 
LARYN60L06Y, CARO I AC, GENERAL, SRF CHARGE: 1.057 1.468 
OTDRHINOLDGY, E/R 111TH IIAJOR 401 DEPOSIT: 2,818.00 3.914.00 
SURGERY. OTOL06Y, DTORHINO-
LARYN60LD6Y. RHINOLD6Y. ABDOl11NAL. 
ANESTHESIOLOGY. SYN IIIITHOUT DSl. 

CLASS VI: SU6ERY: DBS l PREIIIUII: 8.453 11. 741 
OB/SYN. PLASTIC. HANO l NECK. SRF CHARGE: l.268 1,761 

401 DEPOSIT: 3.381.20 4.696.40 

CLASS V v- SURGERY: THORACIC, PRENIUII: 11.271 15,655 
VASCUU, iHOPAEDIC. NEURO. SRF CHARGE: 1.691 2.348 

40I DEPOSIT: 4,508.40 6,262.00 

200/600 · 
-------

2.531 
380 

l,0!2.40 

4,555 
683 

l.822.00 

8.041 
t.206 

3,216.40 

10.m 
l.609 

4,290.40 

13.405 
2.011 

5.362.00 

16,085 
2.m 

6.434.00 

21,449 
l.217 

8,579.60 

250/500 2501750 500/1 .000 500/ 1.500 IN/IN IN/2" IN/3" 
------- ------- --------- ---------

2.665 2.703 3.144 l.221 3.m 3.872 4.046 
400 405 472 483 558 581 607 

1.066.00 1.081.20 1.257.60 1.288.40 1.487.60 l ,548. BO 1.618.40 

4.796 4.866 5,658 5.797 6.694 6.971 7.281 

719 730 849 870 1.004 1.046 1,092 

1.918.40 1.946.40 2.263.20 2.318.80 2.b77.60 2,788.40 2.912.40 

8,160 8.570 9.627 '1,862 11,505 12.034 12.m 

t.224 1.286 l.444 1.m 1,726 1,905 l. '102 

l.264.00 3,428.00. 3,850.80 l,944.80 4,602.00 4.813.60 5.071.60 

10,892 11.m 12.838 13.152 15.m 16.049 16.m 

1.632 1.714 1,926 l.m 2.302 2,407 2.5311 

4,352.80 4,571.60 5,135.20 5,260.80 6.137.60 6.419.60 6.763.60 
. 

13,601 14.286 16.046 16.m 19,178 20,059 21.m 

2.040 2.143 2.\07 2.466 2,877 3.009 3.170 

S.440.40 5,714.40 6,41B.40 6.574.80 7.671.20 9,023.60 e.m.60 

16.321 17.142 19 .256 19.724 23.0U 24,069 25.J60 

2,448 2.57l 2,888 2.959 3,452 l.610 1.804 

6,528.40 6,856.80 7 .702. 40 7,889.60 '1,205.20 9.627.60 10.144.00 

21.761 22.857 25.m 26.302 30.695 32 •. 093 n.m 
3,264 3.429 3.851 3.945 4.603 4,<>··· 5.072 

8. 104,40 9.142.80 10.270.00 10,520.80 12,274.00 12.83 13.526.40 



MEW HAIIPSHIRE IIEDICAL NALPRACT!CE JOINT UNDERWRITIH6 ASSOCIATION 
SUMARY OF FIRST YEAR CLAIIIS NADE RATES 
EFFECTIVE JULY I. 198B 

CLASSIFICATIONS LIIIITS IIN THOUSANDS!: 

=============== 25175 100/300 
PHYSICIANS ----- -------
----------

CLASS I: NO SURGERY !OTHER PREIIIIJII: 700 959 
THAN INCISION OF BOILS. SRF CIIM6£1 105 l44 
SUTURING OF SKIN). 401 DEPOSIT: 280.00 383.60 

CLASS II: IIINOR SURGERY. PREIIIU!I: 1.260 1.726 
ASSISITING IN !IINOR SURGERY SRF CHARGE: 189 259 
OIi DIIN PATIENTS OR 08 401 DEPOSIT: 504.00 690.40 

PROCEDURES - NOT !IAJOR 
SURSERY, NEEDLE BIOPSY. 
RADIDPAQUE DYE INJECTIONS 
!IYELDGRAPHY, OPHTHAUIOLD6 !STS. 

SURGEONS 
·---

CLASS Ill: 6EMERAL PRACTI- PRE!IIU!I: 2.113 2,935 

DIIERS ASSISIHNG IN 11AJOR SRF CHARGE: 317 440 
SURGERY DN OTHER THAN DIIN 401 DEPOSIT: 1145.20 1.m.00 
PATIENTS. INCL. CATHETERIZATION 
INDT INCL. CARDIAC SURGERY). 
ACUPUNCTURE. RAD IATIDM AND SHOCK 
THERAPY. ARTERIOGRAPHY. 

SPECIALISTS 
-----------

CLASS IV: UROLOGISTS. E/R PREKIUK: 2.819 3,915 

PHYSICIANS - NO IIAJOR SURGERY. SRF CHARGE: m 587 
401 DEPOSIT: 1.127.60 1.566.00 

CLASS Y: SURGERY: PREIIIUII: 3.523 4,893 
LARYNGOL06Y, CARDIAC. GENERAL, SRF CHARGE: 528 734 
OTDRHIHDL06Y. E/R 111TH KAJOR 401 DEPOSIT: 1.m.20 1.957.20 
SURGERY, DTDLOGY, OTORHINO-
LARYN6DLOGY, RHINOL06Y, ABDOIIINAL, 
ANESTHESIOLOGY. 6YN {WITHOUT DBI. 

CLASS YI: SU6ERY: DBS~ PREKIUII: 4.227 5,871 

DB/SYN, PLASTIC; HAND ~ NECK. SRF CHARGE: 634 BBi 
401 DEPOSIT: 1.690.80 2.348.40 

CLASS VJk_ SURGERY: THORACIC. PREIIIU!I: 5,636 7,828 

VASCUL/ THOPAEDIC. NEURO. SRF CHARGE: 845 1.174 
401 DEPOSIT: 2.254. 40 3.131.20 

200/600 . 250/500 
------- -------

1.266 t.m 
190 200 

506.40 533.20 

2,278 2,398 
:m 360 

911. 20 959.2 

4,021 4.080 
603 612 

1.608.40 1.632.00 

5.363 5.441 
804 816 

2,145.20 2.176.40 

6,703 6,801 
1,005 1.020 

2,681.20 2.720.40 

B,043 B. 161 
1.206 1.224 

3.217.20 3,264.40 

10.725 10.881 
1.609 1.632 

4.290.00 4,352.40 

2501750 500/1.000 500/1.500 111/111 1"/211 111/311 
------ --------- ---------

1.352 1.572 1.611 1,860 1,936 2.02J 
203 236 242 279 290 303 

540,80 628. BO 644.40 744.00 774.40 809.20 

2.m 2,829 2.899 3,347 3.486 U41 
365 m m 502 523 546 

m.20 1.131.60 1,159.60 t.338.80 1.m.40 l.4Sb.40 

,, 

4.285 4,814 4.931 5,753 6.017 6.340 

643 722 740 863 m 951 
1.714.00 1.925.60 1.972.40 2.301.20 2,406.81) 2.531,.00 

5.715 6,419 6,576 7.672 8,025 B.455 
857 m 986 l. 151 1.204 1,268 

2.286.00 2,567.60 2,630.40 l.068.BO 3.210.00 3.382.00 . 
7,143 e.m 8.21'1 9.589 10.030 10.567 
1,1)71 t.203 1.m t.438 I.SOS 1,585 

2,857.20 3,209.20 3,287.60 3.835.60 4,012.00 4.226.B0 

B.571 u·2s 9,862 11.507 12.035 12.680 

1,286 1.444 1.479 1.726 1.805 1,902 

3,428.40 3.BSl.20 3.944.80 4.602.BO 4.814.00 5.072.00 

11. 429 12. 838 13. 151 1s.m 16.047 16,908 

1.714 1.926 1.m 2.301 2;JO} 1.536 

4.571.60 5.135.20 5,260.40 6.137.20 6.4 6. 76J. 20 



// 
/ 
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Summary of Studies Establ ishJng n Relallonshlp 
Between Tort Reform and Insurance Premium Relief 

,1 P.M. Oanzon, The Frequency and Severity of Medical Malpractice- Clalms. New 
Evidence, 49 Law and Contemporary Problems 2 ( 1986) (Oanzon states that the 
average Impact of the various statutes to llmlt 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 11-18%) 

U.S. Government Prl nt Ing Office, Report of the Tort Pol icy Working Group on the 
Causes, Extent and Pol Icy lmpl icatlons of the Current Crisis in Insurance 
Avallabllltl and Affordability_ (February 1986) 

U.S. Government Printing Office, An Update on the Llablllty Crisis 87 (March 
1987) 

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

Rand Corporation, P.M. Oanzon, 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 & Lt I lard, Settlement Out of Court: The Disposition of Medical Mal-
practice C_lalms, 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. I, April 1986; Vol. It, July 
1986) 

Medical Underwriters of California, 1986 California Large Loss Trend Study 
(copies of study available from Medical Underwriters of California, 6250 Clare
mont Avenue, Oakland, CA 94618 (Despite the increase In the number of large 
awards, a decrease In iOverall Indemnity occurred because of a California 
Supreme Court decision that al lowed strict enforcement of tort· reform legislation 
whl ch, among other thl ngs, places a $250,000 I I mil on noneconomic damages.] 

Peat, Marwick, Mitchell (, Co., Repor-ts on effect of reforms for Pennsylvania 
and New York State Medical Societies: 

New York: 

$100,000 I !mi t on economic damages 
Structured awards 
Cont I ngent fees 

Pennsylvania: 

Collateral Source 
St rue tured Awards 

Savings 25% 
5% 

10% 

2 to 10% 
7 to 14% 
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OFFICERS: 

William H. Muwell, M.D. 
Pre1ident 

Jeremy R. Mor1on, M.O. 
Vice President • Secretary 

Richard C. Leck, M.D. 
Vice President • Trea1urer 

= 
Eoecutive Dlreclor 

Theodo<e T. Bngga. CPCU 

Dear Representative: 

MEDICAL 
MUTUAL 

February 26, 1988 

RE: 'ltRl' REFCEM 

BOARD OF DIRECTORS: 

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

WIiiiam H. Maxwell, M.D. 
Jeremy A. Morton, M.D. 
Richard C. Leck, M.O. 
Edward C. Andrewa, Jr., M.D. 
Brinton T. Darllnglon, M.O, 
Daniel F. Hanley, M.O. 
Frederick C. Holler, M.D. 
Philip G. Hunter, M.O. 
Robert e. Keller, M.D. 
Francis I. Kittredge, Jr., M.D. 
William L. Medd, M.O. 

Tort refonn legislation to lower the costs of rredical rralpractice 
liability will soon eotre before both Houses of the Legislature for a vote. 
te urge you to vote in favor of a bill to (1) cap nai-ec::ooanic dalmges; ( 2) 
eJ imi Nlte the concept of joint ard several ] i am] i ty; ard ( 3) tie pre- am 
post-judguett interest rates to an interest-sensitive indicator. 

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

'!he undersigned are rrernbers of the Board of Directors of M:dical 
Mutual Insurance canpany of Maine. We are a mutual insurance cc:xrpany 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 rredical 
rralpractice insurance coverage to Maine physicians. We currently insure ar;proxi
rrately two-thirds of the physicians in the state. 

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



OFFICERS: 

William H. Maxwell, M.D. 
President 

BOARD OF DIRECTORS: •• 

Patrick A. Dowling, M.D. 
Jeremy R. Morton, M.O. Chairman ol the Board 

Vice President • Secretary 

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

Executive Director 
Theodore T. 8'iggs, CPCU 

MEDICAL 
MUTUAL 

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. 

M:lrch 17, 1988 

Robert B. Keller, M.D. 
Francis I. Kittredge, Jr., M.D. 
William L Medd, M.D. 
George F. Sager, M.D. 

D2ar IEgislator: 

we at M2dical Mutual Insurance Canpany of Maine have been follCMing the 
legislative debate on tort reform very closely and believe that misinforrration 
about our rates is being advanced by opponents of tort reform. 

~ 
I would like to correct -the idea that Medical Mutual's rates are based entire~ly 

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 fran countrywide 
data for purposes of credibility, and the increased limits factors are applied to 
the basic limits rates. This is not limited to the rredical rralpractice 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 
M:line. As we rx,inted out to you in our earlier letter, we are using our best 
efforts to control frequency and severity of claims. However, rreaningful tort 
reform is needed if we are to be successful in keeping nalical rralpractice insurance 
available and affordable, thereby allowing physicians 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. 

·~-
Maxwell, M. D. 

President 
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 

_lis souri 

Nebraska 

New Hampshire 

New Mexico 

South Dakota 

Texas 

Utah 

'fos t 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 loss~s~ 
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 

pregon 

Florida 

Al a ska 

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 
I 

$ 500,000 

$ 250,000 

$ 177,000 - $493,000 

Subject to cost of 
living adj~stment 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 
liv.ing increase 

. ~ 

Des~~ibed as cap on 
damages for physical 
pain and suffering 

All personal injury 
actions 

If arbitration. 
If trial. 
(Earliei $450,000 cap 
declared unconstitu
tional in 1987) 

f 

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. 
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.AI-R\ American Tort Reform Association 
1250 Connecticut Avenue, N.W. • 7th Floor• Washington, D.C. 20036 ~ a02) 637-6490 ':. 

TORT REFORM'S IMPACT 

Findings from Patricia M. Danzon's, Associate Professor of Health Care Systems and 
Insurance, University of Pennsylvania, The Frequency and Severity of Medical Malpractice 
Claims; New Evidence, Spring 1986 

l. 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 frequency by an estimated 14%. 

3. Because over fifty percent of dollars awarded are paid on five· p.e.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%. 

S. States that permit voluntary binding arbitration have an average claim severity 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 197S, 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 I, 
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 caUs 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. 



4. According to a large Indiana malpractice .insurance company, only tw.o 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. 

5. The average paid claim, in Indiana, in 1984 was smaller than the average paid in 1980. 

More Examples Of The Impact Of Tort Reform 

1. 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 
legislation. 

Medical Ma)oractjce Case Study On California. U.S. General 
Accounting Office 

2. Dr. Joseph D. Sabella, president of the Doctor's Company, cre.dits the $789.3 million 
savings for California doctors from mid-1984 to mid-1986 to . the state's tort reform 
legislation enacted in 197 5. 

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

3. Robert Hunter, president ·or 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 

4. In New Hampshire, insurers providing liquor, day care and municipal 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 

5. 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 

6. 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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7. 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 

8. 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 Report, Professional Insurance Agents 
of Colorado, 1986 

9. 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 

10. 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 

11. 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 Hability 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 

12. 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,.Iawyers would not be 
discouraged from taking cases with lower anticipated judgments. This reform could save 
an estimated 9% on liability premiums. 

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

13. 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 Catolina'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 lower 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 

'( 



NEWS 
FOR RELEASE: UPON RECEIPT 

TORT REFORM SAVES MILLIONS 

FOR MEDICAL CONSUMERS 

"M .. 
'I I 

,, 

THE DOCTORS' 
COMPANY 

401 Wilshire Boulevard 
Santa Monica Ca 90401 

CONTACT: Sheila M. Hazlett 
(213) 451-3011 
William H. Jacob 
(415) 654-8237 

California 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 from 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's largest, independent, doctor-owned professional liability 

insurer. 

"Between mid-1984 and mid-1986, physicians' fees increased 

13.1 percent nationwide. In that same period, California physicians 

saw an increase of only 9.2 percent. If physicians' fees had 

increased ih California at the same rate; an estimated additional 

$789.3 million would have 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 1976 to $19,597 in 1987. 

However, in constant 1976 dollars, adjusted for the Consumer Price 

Inc.ex (CP.I), it ai;tualiy fell slightly to $9,690, 11 he stated. 

".Anesthesiologists, for exan-.ple, we::e paying $15,389 in premiu.:1s 

in 1S76. In 198~, those specia~is~s are new p3ying $8,010 in 

dollars deflated by the CPI,'' Sabella explained. 

''Obstetrician/gynecologists in the state of New York, where 
I 

there has been nc successful tort refer~, are, i~ some cases, payf~g 

c:: •· 1- · $8::; !"1"11 ,i. . ..;·1 th.~ "''''+-Ar...., t- ' C 1•.: .,,.,..,~ •· a_ mu.c.1 as -, ~v~, 'vii. __ e ,.e.i.r c'--•··---~ar ::, in a J.J.0-., ... a are pa1 ir.g 

al!11os-i.: 50 perce;nt less. In 1976, premiurns were almost the same in 

both states' II Sabslla. pointl~d out. 

According to Sabella, there have been.numerous public criticisms 

by special-inter~st grcups of individuals and organizations who 

supported the joint ·and several liability initiative, Proposition 51, 

alleging that there has been no tangible reduction in premiwns. 

"It is premature to expect premiums to drop in the first 

months since that law was enacted. And it is specious to suggest 

otherwise. However, we've seen the positive effects of MICRA, and 

thsy are inc.isputable. Tort reform does reduce costs," Sabella stated. 

11 Califor::1ia has the finest, most effective tort reform law in 

the United States. MICRA has bee·n subjected to four constitutional 

challenges before the state supreme court. In each case, its 

provisions were ruled constitutional. 

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



I 
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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. 

# .11 .!1 
1T r. 
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Maine's Business Advocate 

126 Sewall Street ■ Augusta, Maine 04330 ■ (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 discussio~ 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. 

JSD:sjp 

Sincerely, 

~1 
J9hh s. Dexter, 
Pre'sident 

Jr. 

Maine Chamber of Commerce & Industry 
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SPECIAL SELECT COMMISSION ON ACCESS TO HEALTH CPRE 

Notes From November 29, 1988 Meeting 

I. State-Funded Health Care Coverage for Population to 150% of Poverty 

Population and Cost Estimates distributed. Methodology for projections 
will be provided to Canmlsslon members. Small group to meet before next 
meeting to discuss projections. 

Estimates and methodology are enclosed. 

Projected part! cl pat! on rates, and potent I al f I rst year "adverse 
selection" discussed. 

Suggestion: to contact Commonwealth Fund In New York and the state of 
Michigan, which recently Implemented an RWJ health care program for 
general assistance population, for more Information. 

I I. Discussion of Service-Contingent Health Professions Program 

Commission supports notion of loan repayment program for health 
professionals. Debbie will draft recommendation. 

Issue of whether or not health professionals are limited to primary care, 
or Inclusive of all practitioners was discussed. It was agreed that more 
Information and data on the need for various health professionals, by 
service and by geographic area Is necessary. Criteria for funding also 
needs to be developed. 

Information will be requested from: 

Office of Health Planning 
Maine 1-bspltal Association 
Katahdln Area Health Education Center 
Consortium for Health Professions Education 

I 11. Rural Networks for Phys I cl ans 

Explanation as to mechanics of this program wll I be requested from Lewin. 

IV. Malpractice Reforms 

Lengthy discussion as to role Commission can take In recommandlng and/or 
developing proposals. Again, more data Is needed. Ron Deprez wll I draft 
a general recommendation on tort reform for the Commission. 

V. Private Insurance Options 

Marcus Barres I presented a proposa I for a state adm In I stered Insurance 
pool for employers with less than 20 employees. State would set 
el lglbll lty and benef It package, and fund reinsurance through stop-loss 
coverage. 
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Any Insurer ccmplylng with benefits and el lglbll tty could negotiate with 
state to provide third party coverage. 

Employer ellglbll tty: could be I lmlted to those designated as high risk, 
and th us not covered by commerc I a I Insurers or open to al I emp I eyers, 
both profit and nonprofit, with less than 20 employees. 

Marcus and Beth Kllbreth wll I provide a written recommendation for this 
proposa I • 

iEQuestlon of coordination and relationship between employer-based 
Insurance and "Medicaid buy-In" coverage. 

Could employers offer alternative of Medicaid buy-In coverage to 
employees, without contradicting anti-discrimination provisions of 
Section 89? Legal opinion Is needed. 

Prel Im I nary 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-resident al !en 

Employer Is not required to offer coverage. 

It employer opts to cover, then employees Included In provisions of 
Section 89, and must be Included In discrimination test. Coverage to 
employees must be comparable. 

If employer does not cover employees In employer plan, he/she ill!_ not 
get credit for cash contribution tor employee buy-In to Medicaid-I Ike 
progra'll. Further, cash to Individuals for buy-In would be taxed. 

Information on Section 89 and Its appllcatlon to Insurance proposals has 
been requested from Lewin. 

Ron Deprez advocated a progran of tax Incentives to employers who provide 
health Insurance. He will prepare written material on this 
recommend at! on. 

Sane of the unanswered questions Include: 

1. Can health Insurance be a required benef It In a flexlble benefits 
plan? (Most employers with flex plans have over 100 employees) 

2. Financing of tax credits? 

3. What about nonprofit employers? 

4. Experience of state of Oregon - which has Implemented tax credit 
progra'll? 

5. How to Incorporate the self-employed? 



SPECIAL SELECT OOMM ISS ION ON ACCESS TO HEAL 11-1 CARE 

Notes of October 24, 1988 Meeting 

The meeting consisted of a page by page review, clarification, and discussion 
of the Lewin plan. Canments were accepted fran the audience only after 
Canmlsslon members completed their discussion of each section. 

1. Criteria fa- Designing Plan 

Criteria stll I acceptable; no additions. 

2. Population Groups Who Have Access Problems (clarification of I lsts) 

a. Insured With Access Barriers (Delete Low-Income) 

0 Medlcald recipients 
0 Medlcare beneficiaries 
0 Underlnsured_ for Primary Care 
0 1ndlvlduals in areas with lack of services 
0 Low-lncome individuals with high copay/deductibles 
0 Medlcal ly high-risk Individuals 

b. Easler-to-Reach Uninsured 

0 Employed and Dependents 
ful I time 
part time 
seasonal 
se If-employed 
11 sel f-procl aimed Immortals" 

°Ch!ldren 
0 High Risk Individuals 
0 Non-dependent students 

c. Difficult-to-Reach Uninsured 
0 Adult non-wa-kers 
0 1solated rural persons 
0 Haneless 
0 Migrant and seasonal workers 

l 

3. Discussion Of Strategies To Reach Insured With Access Barriers 

°Clarlflcatlon: In Canmlsslon discussion, the term "health care" ls 
Inclusive of medical, mental, and dental health, and substance abuse 
care. 
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INSURED WITH ACCESS BARRIERS 

0 Medlcald Improvements 

- Raise provider fees for some or al I providers 

- Adopt al I-Inclusive fee (cl lnlc-relmbursement option) 

- Reduce provider administrative burden 

- Malpractice reforms (e.g., I lmlts, subsidy) 

0 servlce Del Ivery Expansion 

- Community service del Ivery grants to provide primary care, outreach, 
referral, and/or transportation 

- Rural netwcr-ks for physicians 

- Service contingent health professions program 

(Add) - Clearinghouse to disseminate Information on available services, and/or 
Insurance options 

(Add) 0 1nsurance 

- Employer tax credits for providing preventive and primary care benef Its 

- Expansion of existing high-risk Insurance cr-ganlzatlon 

0 Med I ca Id Expans I on 

EASIER-TO-REACH UNINSURED POOR 

l 

- Cover age for ch 11 dren ages 5-8 In f am 11 I es w I th Incomes be I ow poverty 
I eve I 

- Medicaid buy-In 

- Enhance enrollment efforts 

0 Prlvate Insurance Expansion 

- Statewide pool of smal I anployers 

- Subsidized Insurance product currently available to smal I groups and 
Individuals 

(Add) - Create subsidized product for smal I groups and Individuals 
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0 servlce Del Ivery Expansion 

- Canmunlty service grants 

- Clearinghouse 

(Add) - Rural networks for physicians 

(Add) - Service contingent health professions program 

(Add) 0 High Risk Insurance Pool Expansion 

In this section there was considerable discussion about how Incentives can be 
offered to employers to cover al I employees. One does not want to set up a 
system which encourages employers to reduce anployee 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 Individual 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" st de of the 
equation. Can we Improve access by reducing or redirecting the utll lzation of 
some serv Ices? 

Should we build In mechanisms to Improve the utll lzatlon of appropriate 
services, such as support of heal th centers In I leu of hospital utll lzatlon? 
Marcus Barresi noted that case management Is being used Increasingly by private 
Insurance carriers. 

DIFFICULT-TO-REACH UNINSURED POOR 

0 Prlvate Insurance Expansion l 

- Subsidized Individual product 

(Add) - Medicaid Expansion, Including buy-In 

(Add) - High Risk Insurance Pool Expansion 

0 servlce Del Ivery Expansion 

- Community service grants 

- Service contingent program 

- Outreach 

- Transportation 

- Linkages to social and other services 
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(X)MMUNITY SERVICE DEL IVERY GRANTS 

0 Local community grants to provide: 

- Primary and preventive services 

- Referral to specialty and Inpatient care 

- Prescription drugs 

- Ancll lary services 

- Case-finding outreach 

- Health education 

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

0 To qual lfy 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 ancll lary services 

- Linkages to other social services 

- Acceptance of Medicaid 

- Publ tclzed sliding fee scale 

- Managed care capacity 

*Ful I hospital prlvleges was deleted as a criteria. It was not seen as 
practical In many Instances. 

0 Grants are for three years with annual performance reviews 

0 Grants are administered by Health Department 

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

- Smal I grants to coordinate I lnkages among health providers 

- Grants to expand existing capacity 

(Add) 0 Addltlonal targeted assistance to provide prevention/health education 
This type of funding might be separate from the grants described above; 
not contingent on the same criteria. 
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Discussion of oommunlty service del Ivery grants Included the fol lowing points: 

0 Are grants for the provision of oomprehenslve services, or for specific 
servl ces? 

0 can providers be service-specific or must they be capable of providing 
the ful I range of services? 

0 The fragmentation of services, particularly In rural areas supports the 
notion of promoting canprehenslve service del Ivery. 

Medical d Expansion 

Considerable Interest and support for a Medicaid "Buy-In progran: 

0 coverage of individuals up to 100% of poverty, at ful I subsidy 
0 coverage of individuals up to 150% of poverty, with sl I ding scale 

prem I um 
°Ful I Medicaid benefits 

0 Medlcald provider fees: support an Increase and review DHS proposal for 
physician fee change In 1989. 

REQUESTS FOR INFORMATION/DATA FOR NEXT MEETING: 

0 cost of Medicaid buy-In program for economically el lgible 
Individuals, to 150% of poverty 

0 Experlence of Washington, Wisconsin and any other states - which hwe 
Implemented a Medicaid buy-in program. 

°Costs and calculations for exp~nslon of High Risk Insurance 
Organ lzatlon 

0 cost of smal I group ( 1,000) insurance product 

0 Means of providing employer incentives to provide health Insurance; 
and maintain Incentives for those already offering coverage. 

NEXT t.£ETING: November 29, 1988, 9:30 a.m.- 4:00 p.m. 



DRAFT POPULATION AND COST ESTIMATES. FIRST YEAR Hv!PLEMENTATJON 
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 

STEPB 

STEPC 

STEPD 

STEPE 

July 1, 1987 total Maine population (5-14) 164,000 
115,200 
279,000 

From U.S. Census estimate (15-20) 

1979 Maine persons below poverty 13% 
(from U.S. Census data) 

Ages 5-17 below poverty - 15% 

Ages 18-66 below poverty - 10.7% 

(5-20) 

140.996 
1,087,369 

36.015 
237,740 

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 _ti_ 
1985 total poverty - 11.9% x X 

1979 child rate 
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 ___._lTI 

38,250 estimated children 5-20 under povcrly, 1987 

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

6-13 
14-17 

Kids< 75% 
14,803 

6,178 
20,981 

Total Kids 
141,171 

81.604 
222,775 = 9.4% estimate 
of kids under 75% poverty 



STEPP 

STEPG 

STEPH 

STEP I 

STEP J 

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

1979 total poverty rate 
1985 total poverty rate 

l.1 x2A 
11.9 x X 

1979 kids under 75% 
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 
-24,011 
14,239 

1987 Maine kids 5-20 < 100% poverty 
1987 Maine kids 5-20 < 75% poverty 
1987 Maine kids 5-20 between 75% and 100% poverty 

14,239 
x_,iQ 
7,120 

Participation rate (CDP) 

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

$586 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 annual cost 

$8,344,054 total costs, full participation 

2. 7120 
$466 

$3,317,920 

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



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

A. Total Maine 1987, ages 21 - 64 
from census tables 

Total Maine, ages 21 - 65 

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

Maine poverty rate 1979 
Maine poverty rate 1985 

1..3...%. 
11.9% 

(from U.S. Census estimates) 

76,800 
201,000 
169,000 
111,000 
109,000 
686,800 

X 

10.7% 
X 

X = 9.8% estimated poverty rate, 1985, ages 18-65 

18-65, 1979 

C. 9.8% x 686,800 = 67,306 ages 21 - 65, below poverty, 1987 

D. 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 
Disabled Children 

13,713 X = 108,100 

13.713 
1,081 

Children = 7.8% of total disabled 

17,818 Total SSI disabled, 1988 
x 078 Children SSI disabled 

1,390 II II II 

17,818 
- 1.390 
16,428 SSI Disabled adults, 1988 

F. 65,906 (from Step D) 
-16,428 Disabled adults 
49,478 

100 
X 



G. 49,478 

H. 

-23. 7 50 AFDC eligible adults. assuming 80% participation rate 
25.728 Population, 72% to 100% poverty, ages 21 to 64 

25,728 
X ,50 
12,864 

Estimated participation rate 
.Potential enrollees, first year 

I. 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 

J. Total Potential Costs 

1. 25,728 Total adult population, ages 21 to 64, 72-100% poverty 
X 1.298 

$33,394.944 Total costs, full participation 

2. Potential Costs, first year 

12,864 Potential enrollees 
x 1 • 0 3 3 Average cost per enrollee 

$13,288,512 Potential Costs 



P&RSo/lJS 13£1tutt. /tJ /QV - 1~0 ?o oj 'PovcKTLf 

III. A. US 1986 Rate 
All persons < poverty 
All persons < 150% poverty 

.1.1..fi 11. 9 

Maine 1985 Rate 
X All persons < poverty 

All persons < 150% poverty 

22.9 x x = 20% Maine, all persons < 150% poverty 

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

C 

D. 

E. 

237,400 
-141,253 

96,147 
- 2,000 
94,147 
-7,000 
87,147 

87,147 
-17,429 
69,718 

69,718 
X $846 

$58,981,428 
~ 

$29,490,714 
~ 

$14,745,357 

less population < 100% poverty 

less women and infants (covered by "SOBRA") 

less nursing home elderly (covered by Medicaid) 

Total eligibles 
Less 20% privately uninsured (estimate) 

Annual cost per enrollee (based on blended rate, AFDC costs) 
Total Potential Costs 
Reduced Participation Rate, first year 

(?) Less Enrollee Contribution, sliding fee 
Potential First Y car Costs 


