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The Voices of MaineCare Members in the Low-Income Adult Program 

[Before becoming eligible for MaineCare] I remember there were a couple 

prescriptions that I was supposed to have.  And I told them, ‘I can’t get that, I can’t.’  

It was going to be like 40, 50, 60 dollars, or something ridiculous.  I couldn’t even 

fathom trying to buy that. 

--Barbara 

I’m just very grateful for having 

MaineCare. 

-- Anne 

Well I’d probably end up in the hospital.  Either that, or I might even pass away, because I might not be able to get my 

medicines.  You know, it is scary when you think about it.  I’d probably have a stroke because I wouldn’t be able to get my 

cholesterol medicine.  A stroke or a heart attack.  And it stinks because heart trouble runs on both sides of the family, but I 

don’t know what type, but it runs on both sides of my family.  My mom passed away when I was ten so I really don’t know a 

lot about the history on her side. 

-- Debbie 

I think that without my medicine … I might 

relapse.  And without my antidepressant I might 

kill myself.  I need that.  My brain needs that 

medicine.  And then the other ones… I’d be in pain; 

I’d have seizures without one.  It would be really 

terrible. 

--Fiona 

 

[My son] put off going to the doctor’s.  And finally he got 

MaineCare, but he had non-Hodgkin’s lymphoma.  By the time he 

was diagnosed, he couldn’t stop coughing, he was eating like a 

bird, he kept losing weight and he had tumors all through him.  

No insurance, he wasn’t going to go.  So that is what happens.1 

-- Barbara  

[B]ut once I had the MaineCare I thought that maybe I could just go 

see a doctor.  Because when you don’t have health insurance, you 

have this mindset that you just can’t go.  And so suddenly it 

occurred to me—I am looking through the booklet—‘Can I just go 

see a doctor?  Can I see a doctor?’  It was just a strange thing… 

-- Edward 

If I don’t control my blood sugar, I’m going to end 

up in the hospital at some point, because it’s just 

going to keep going up, and up, and up… It is the 

medications and some of the more expensive 

preventative care that I am most worried about. 

--  Carol 
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MaineCare for Low-Income Adults 
 

Maine’s Legislature is faced with many difficult decisions as it looks to balance the budget while also adopting policies 

that help to rationalize health care delivery and protect the state’s economy. As lawmakers look to find the right 

balance, their work should be guided by the most comprehensive information available.  Sound budget decisions 

require understanding the implications of budget cuts as their impact ripples throughout the people of Maine and the 

health care system.  Superficially, eliminating the line item for the Low-Income Adult program appears to be a cost 

savings of $22 million in state dollars.  But in reality eliminating MaineCare coverage for Low-Income Adults will likely 

cost Maine more than the $22 million dollars we “save.”  Instead: 

 Uninsured low-income adults will defer accessing care until their condition worsens and the cost of treatment 

is that much greater.  Many will go to hospital emergency rooms for services that could easily be provided in 

a doctor’s office and for conditions that could have been prevented if they had access to care when they 

needed it. 

 The cost of providing care for these uninsured adults will be absorbed by hospitals and physicians and 

passed on to private payers, who will in turn charge higher premiums for health insurance for those of us 

that have private insurance; 

 Lack of coverage will mean that some people will experience long term disability and early mortality that 

might otherwise have been avoided, mitigated or delayed.  For this group, the onset of disability will mean 

reduced earning capacity and increased reliance on public benefit  programs.   

 We will be taking $37 million in federal dollars out of Maine’s health care system and economy, leaving 

Maine taxpayers to find a way to pay for these added costs.   

 We will be dismantling one of Maine’s investments in access to health care that has helped to make Maine’s 

health care system operate more rationally and make us one of the healthiest states in the nation.   

To some, cutting MaineCare coverage for low-income adults, while unfortunate, is a “tough decision” that can’t be 

avoided.  In reality, however, retreating on access to health care – a choice that will have long term, real and negative 

consequences for us all - is a choice that must be avoided.   
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Covering the Basics 

Far from an outlier, Maine is one of 20 states offering full-benefit Medicaid, full-benefit “Medicaid look-alike” coverage, 

or, like Maine, limited-benefit Medicaid coverage to low-income childless adults.1 Beginning in 2014, all states will be 

required to cover this group under the Affordable Care Act. 

 

In Medicaid parlance, low-income childless adults are sometimes called “non-categorical” adults –- or “non-cats” for 

short –- because this group does not fit into the categories of mandatory coverage:  families, people with disabilities, 

and older adults.  More an historical artifact of earlier welfare programs than rational policy based on what makes the 

most sense for a population or the health care system, the standard Medicaid categories of eligibility omit coverage 

for a large segment of the population, many of whom do not have access to health insurance coverage through their 

employment.  

 

In 2001, the Bush Administration launched the Health Insurance Flexibility and Accountability (HIFA) demonstration 

initiative.  Under the leadership of Tommy Thompson, Secretary of the U.S. Department of Health and Human 

Services, HIFA responded to the National Governors Association’s request that states have greater flexibility in 

designing benefits for their Medicaid program by streamlining a state’s ability to apply for a demonstration waiver 

under §1115.2  Like numerous other states, Maine took advantage of this opportunity and in 2002 received approval 

for its HIFA waiver expanding coverage to low-income childless adults.   

Maine has also taken advantage of the flexibility offered under the HIFA program by narrowly targeting eligibility to 

people with income at 100% of the federal annual poverty level (FPL) or below (currently $10,890 for a single 

individual).  To ensure affordability, Maine has defined a limited benefit package that covers only a subset of the 

services available to the majority of MaineCare members.    

Before approving a HIFA waiver request, the U.S. Centers for Medicare and Medicaid Services (CMS) requires that 

states demonstrate budget neutrality to the federal government.  That is, CMS did not approve Maine’s HIFA waiver 

without confirming that expenditures under the waiver would be no more than expenditures in the absence of the 

waiver.  To satisfy this requirement, Maine capped enrollment and financed the program through Disproportionate 

Share Hospital (DHS) payments, which is federal funding allotted to each state to provide financial support for 

hospitals that serve the very poor and the uninsured.  The Low-Income Adult Program allows Maine to leverage the 

DSH payments to draw down more federal funding and to use the payments to fund cost-effective primary care, in 

addition to the expensive acute care provided in a hospital.  According to the most recent information available to us, 

the program is currently capped at $80.3 million.3  

  

                                                           

1 statehealthfacts.org, Income Eligibility Limits for Working Adults at Application as a Percent of the Federal Poverty Limit (FPL) by 

Scope of Benefit Package, accessed December 11, 2011 at http://www.statehealthfacts.org/comparereport.jsp?rep=54&cat=4. 

2 Engquist, G. and Burns, P., Health Insurance Flexibility and Accountability Initiatives:  Opportunities and Issues for States.  State 

3 Maine Department of Health and Human Services, MaineCare Non-Categorical Adults Demonstration:  Medicaid Waiver 1115.  

Undated.   

http://www.statehealthfacts.org/comparereport.jsp?rep=54&cat=4
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COVERED BENEFITS*  

ÁPhysician Services 

ÁAmbulatory Care 

Clinic Rural Health 

Center  

Á Federally Qualified 

Health Clinic 

ÁHospital  

Á Inpatient Psychiatric    

ÁBehavioral Health 

(with limitations) 

ÁPharmacy 

ÁAmbulatory Surgical 

Center  

ÁAdvance Practice 

Registered Nursing 

ÁAmbulance  

ÁMedical Imaging  

 

Á Laboratory  

ÁPrivate Non-Medical 

Institution  

(substance abuse 

facilities only) 

Á Family Planning 

ÁVision 

ÁDental 

ÁChiropractic  

Á Transportation  

ÁMedical Supplies and 

Durable Medical 

Equipment (oxygen, 

insulin pumps & pump 

supplies only) 

ÁPodiatric 

 

*10-144 CMR MaineCare Benefits Manual, 

Chapter X 

 

MaineCare’s Low-Income Childless 

Adults program covers core services 

Figure 2:  Covered Benefits 

ELIGIBILITY* 

AGE: 21 to 64 

INCOME: At or below 100% of FPL  (In 

2011, $10,890 for one person) 

ASSETS: Under $2000 for one person  

*10-144 CMR Chapter 332, MaineCare 

Eligibility Manual, Part 9, Section 3 

 

Maine has set income eligibility low 

relative to other states.  Several states 

set eligibility at 200% of FPL or higher.   

 

MaineCare Low-Income Adult Program 

Figure 1:  Eligibility 
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Who Are the Low-Income Adults? 

It’s a lot easier to cut benefits if you think the people who will lose out are healthy and don’t really need help anyway.  

But the reality is that many of the low-income adults currently covered under the MaineCare program have serious 

health issues and the loss of health care coverage will mean a significant deterioration in their health.   

It was clear with the program’s launch that there is an overwhelming demand for health care coverage for people in 

this income group.  Enrollment grew to more than 24,000 before DHHS temporarily closed enrollment in 2005.4  As of 

October 2011, enrollment was 18,607.5 Recent data presented to the Medicaid Advisory Committee puts the current 

waiting list for the program at 16,189.6  

The rapid uptake and ongoing waitlist reflects the barriers to health insurance for low-wage earners.  Before the 

waiver was implemented almost 40% of childless adult Mainers in this income group, age 21-64, were uninsured.  

Because of this program, that number was reduced to 29% over 2007 to 2008.7   

 

There is no evidence that this program has “crowded out” insurance that might have otherwise been offered through 

an employer.8  The high rates of uninsured at this income level, with or without this waiver program, indicate a 

general lack of options for health insurance for this group.  While 10% of Maine’s population is uninsured, that 

number conceals wide variation in access to insurance across income groups.  The Kaiser Family Foundation reports 

that in 2009-2010, 27% of Maine adults below 139% of FPL were uninsured, with only 14% accessing coverage 

                                                           

4 Anderson, N. and Gressani, T., MaineCare for Childless Adults Waiver Year 7 Annual Report:  October 1, 2008 – September 30, 

2009.  Muskie School of Public Service, University of Southern Maine (Feb. 23, 2010).     

5 Maine Department of Health and Human Services, Material presented to the Joint Standing Committees on Appropriations and 

Financial Affairs and Health and Human Services, Attachment F, December 20, 2011. 

6 Maine Department of Health and Human Services, Data Presented to the Medicaid Advisory Committee, (Jan. 3, 2011).  

7 Anderson & Gressani (2010). 

8 Ibid. 

60% of people 

participating in 

MaineCare’s Low- 

Income Adult Program 

are age 35 or older.   

43% are age 45 or older.   

Source:  Maine Department of Health and Human Services, Demographic Information Concerning 

Individuals Age 21 and Over Who Are Enrolled in the Childless Adult Waiver Program, unpublished (May 

23, 2011).  

14% 

26% 

17% 

27% 

16% 

0%

5%

10%

15%

20%

25%

30%

21-24 25-34 35-44 44-54 55-64

Figure 3:  Low-Income Adult Members by Age  

(Percent) 
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through their employer.9 The numbers improve slightly for those at 139 to 250% of FPL:  22% are uninsured and 43% 

obtain coverage through their employer.10  For those between 251% and 399% of FPL, only 10% are uninsured and 

71% obtain coverage through an employer.11   

Those enrolled in the Low-Income Adult program tend to be older than what one would expect for adults without 

dependent children, almost 56 percent being 35 and older, according to 2007-2008 data. In that time period 59% of 

the program participants were male and 41% were female.12  

According to DHHS analysis using data for April 2010, 47 percent of members receiving services fell into a major 

diagnosis grouping of cancer or disease (e.g., a disease of the nervous system, the circulatory system, digestive 

system); 24 percent had a diagnosis categorized as a mental disorder, and 11 percent were treated for an injury or 

poisoning.   

 

For many, the MaineCare program for low-income adults is just a temporary stop.  According to a 2010 report, over 

half of all MaineCare members who were ever enrolled in this program were enrolled for less than one year; three-

quarters were enrolled for less than two years.13  For this group it’s possible that during their short time on 

MaineCare, they are getting the health care they need to get healthy and return to work.  

                                                           

9 statehealthfacts.org, Health Insurance Coverage of Adults under 139% of the Federal Poverty Limit (FPL), states 2009-2010, 

accessed January 4, 2012 at http://www.statehealthfacts.org/comparetable.jsp?ind=779&cat=3. 

10 statehealthfacts.org, Health Insurance Coverage of Adults with Incomes 139 -250% of the Federal Poverty Limit (FPL), states 

2009-2010, accessed January 4, 2012 at http://www.statehealthfacts.org/comparetable.jsp?ind=780&cat=3. 

11 statehealthfacts.org, Health Insurance Coverage of Adults with Incomes 251-399% of the Federal Poverty Limit (FPL), states 

2009-2010, accessed January 4, 2012 at http://www.statehealthfacts.org/comparetable.jsp?ind=781&cat=3. 

12 Maine Department of Health and Human Services, Demographic Information Concerning Individuals Age 21 and Over Who Are 

Enrolled in the Childless Adult Waiver Program, unpublished (May 23, 2011).   

13 Anderson and Gressani (2010). 

47% 

24% 

11% 

2% 

16% 

0%

5%

10%

15%

20%

25%

30%

35%

40%

45%

50%

Disease
Groupings

Mental
Disorder

Injury &
Poisoning

Infectious
Disease

Other

In April 2010 the majority 

of MaineCare’s low- 

income adults accessing 

services had a diagnosis 

in a major disease 

grouping.  

Source:  Maine Department of Health and Human Services, MaineCare Non-Categorical Adults Demonstration:  

Medicaid Waiver 1115.  Undated. 

Figure 4:  MaineCare Low-Income Adults by Major Diagnosis Grouping - April 2010 

(Percent of Distinct Members) 

http://www.statehealthfacts.org/comparetable.jsp?ind=779&cat=3
http://www.statehealthfacts.org/comparetable.jsp?ind=780&cat=3
http://www.statehealthfacts.org/comparetable.jsp?ind=781&cat=3
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For another group within this program, it’s clear that their health conditions are significant and require extended care.  

Ten percent of the persons using services under the waiver program account for 60% of the expenditures under the 

program.  According to the Department’s Year 7 Annual Report, almost 68% of this high cost group had been in the 

program for that entire 12 month period, compared to 42.4 percent for all waiver enrollees. 

Their longer stay with the program and the higher expenditures associated with their care reflect a higher need for 

services.  According to the Department’s Year 7 Annual Report, compared with all low-income adults in the program, 

this group tends to be older, with 50.4 percent age 34 or older compared to 42.4 percent for all members. 

Maine is not alone in finding that the health care needs of its low-income adults can be higher than for many of the 

groups that are categorically covered through the MaineCare program.14  Based on the experience of states that have 

provided coverage to these groups, those at the lower income levels tend to have needs similar to that of the people 

falling into the SSI/disabled eligibility category.15  For this group, while they might be unable to establish that their 

condition meets the Social Security Administration’s definition of “disability” (or their condition might impair their ability 

to navigate the SSI eligibility system), their illness or condition can still be as debilitating and costly as that of those 

officially designated as disabled.   

The Medical Impact of Having No Health Insurance  

For those with chronic illness or other high cost conditions, their needs are not going to go away because they don’t 

have health insurance.  And the loss of MaineCare coverage does not mean that a source of private insurance will 

suddenly materialize.  To the contrary, people with chronic illness without access to health care coverage go without 

health care.  The uninsured with chronic illness are: 

 Less likely to have a usual source of health care or visit a health professional. 

 More likely to obtain their care from an emergency department. 

 Less able to access beneficial treatments that could forestall or prevent early disability and death.16 

This group is less likely to be diagnosed in order to access treatment.17  But even with a diagnosis, those without 

insurance are more likely to forgo care. Alarmingly, “[u]ninsured adults with common chronic conditions (diabetes, 

hypertension, arthritis-related conditions, high cholesterol, asthma, and heart disease) suffer serious, identifiable 

                                                           

14 Somers, S., Hamblin, A., Verdier, J., and Byrd, V., Covering Low-Income Childless Adults in Medicaid:  Experiences in Selected 

States, Center for Health Care Strategies (August 2010); Kaiser Commission on Medicaid and the Uninsured, Expanding Medicaid 

to Low-Income Childless Adults under Health Reform:  Key Lessons from State Experiences, Henry J. Kaiser Family Foundation 

(July 2010).    

15 Verdier, J., Extending Medicaid Coverage to Low-Income Childless Adults:  Opportunities and Cautions for Managed Care Plans, 

Mathematica Policy Research (July 2010).    

16 Wilper et al., A National Study of Chronic Disease Prevalence and Access to Care in Uninsured U.S. Adults, Annals of Internal 

Medicine 149:170-176 (2008) 

17 Wilper et al. Hypertension, Diabetes, and Elevated Cholesterol Among Insured and Uninsured U.S. Adults, Health Affairs, vol. 28, 

no. 6, w1151-w1159 (2009). 
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gaps in needed medical care.”18  Almost half of uninsured adults with chronic conditions do not access needed 

medical care or prescription drugs due to cost.19  As a result, they are at higher risk of mortality.   

This is the future facing many Mainers covered under MaineCare’s Low-Income Adult Program if their coverage is 

eliminated.  Below Dr. Laurel Coleman predicts a harrowing future for several of the people we interviewed – 

deteriorating health; early, preventable disability; and significant increases in high cost emergency room services.  In 

some cases, deteriorating health brings on misery, in others an unnecessarily shortened life span.  

Carol 

Carol is diabetic, has high cholesterol, and struggles with 

depression. Carol suffered a heart attack in her early thirties.  Now 

in her mid-forties, she balances a job and being a full time caregiver 

for her elderly mother who had a stroke.  MaineCare allows Carol to 

make regular visits to a primary care physician and also provides 

her with financial support for medications. 

Dr. Coleman emphasizes that Carol needs ongoing care to prevent 

disability and serious health consequences.    

“Because Carol already suffered a heart attack due to her 

diabetes and high cholesterol, she is at very high risk of future 

heart attacks.  Her medical management is absolutely crucial 

to preventing further disability and prolonging her life.  

Without health insurance, Carol will limit her physician visits 

and have difficulty paying for her medications.  She will likely 

use the emergency room for problems with her blood sugar 

when she feels very sick or has chest pain.  If she cannot 

afford the test strips to check her blood sugar then she is left 

to guess about how much insulin to use.  Guessing often 

results in many instances of hypoglycemia and hyperglycemia 

– both situations requiring urgent care and further damaging 

her blood vessels and kidneys.  Frequent hospital in-patient 

stays will also be more likely as her heart disease progresses.  

Poorly managed diabetes often leads to kidney failure and the 

need for dialysis.  Ultimately, there is not a doubt in my mind 

that she will have more rapidly progressive cardiovascular 

disease than she would if she had financial support for 

medications and physician visits.  Her caregiving support for 

her mother will be progressively more difficult as her own 

health deteriorates.”  

Anne 

Anne is in her fifties and has a history of physically 

demanding work as a painter.  The demands of her 

job have led to musculoskeletal complaints and 

also probable arthritis.  She has serious mental 

health issues including depression and post-

traumatic stress disorder.  She manages her stress 

and depression with counseling which, has kept her 

from requiring medications.  Anne is also a 

caregiver for her widowed father.   

Dr. Coleman is not optimistic about Anne’s future 

without health care coverage: 

“Without MaineCare support for the 

counseling, primary care medical services 

and preventive health interventions, I 

suspect that Anne will experience more 

severe mental health issues and ultimately 

require medications.  She will certainly 

need to use an emergency room as primary 

care services will be difficult to obtain. 

Her arthritis will progress, and pain will 

likely impair her ability to find and keep a 

job.   If care for her arthritis is not available, 

then pain and immobility will progress more 

rapidly.  Immobility will promote 

deconditioning and weight gain, both will 

act together to worsen her cardiac risk 

profile and increase her risk of heart attack 

and stroke.” 

 

                                                           

18 Davidoff, A. & Kenney, G., Uninsured Americans with Chronic Health Conditions:  Key Findings from the National Health Interview 

Survey, Robert Wood Johnson Foundation:  Princeton, NJ (May 2005).  

19  Ibid. 
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Debbie 

Debbie is in her fifties and has been unemployed 

because of serious health problems.  She has lung 

disease that causes her to feel “out of breath most of the 

time.”  She also has high cholesterol, depression, and 

gastro-esophageal reflux disease.  Debbie is unable to 

afford any of her medications or health care costs without 

MaineCare.    

Debbie’s medications cost more than $250 per month, 

which Dr. Coleman believes will be a major barrier to 

Debbie’s ability to be compliant with her treatment:   

“If Debbie does not use her current medications 

she will be a frequent patient in the Emergency 

Room.  This care will temporarily improve her 

symptoms, but without daily use of preventive 

medications for her lung disease, it is certain that 

she will be back in the emergency room in a very 

short period of time.  Hospitals do not have 

programs to provide free medications so they will 

be unable to stop the pattern of frequent hospital 

emergency visits.  There is a very good chance 

that she will also need extended hospitalizations 

as well.  

Debbie already has daily symptoms of shortness 

of breath while MaineCare is providing 

medications and physician visits. Without them, 

Debbie’s function will deteriorate and shortness 

of breath will worsen. Shortness of breath is 

terrifying and emotionally draining so I suspect 

her depression will become more severe, 

possibly resulting in need for hospitalization. 

This woman will suffer if she does not have 

health insurance, but notably, the cost of her care 

will also escalate dramatically as she seeks help 

from the acute care settings.  I also think that her 

life expectancy will be more limited without health 

insurance.” 

Glenda 

Glenda is in her mid-thirties and has been almost continually 

employed as an adult, but never able to afford health insurance.  

She has struggled with drug and alcohol addiction, but with 

MaineCare she has received substance abuse counseling to help 

her get sober.  She also has asthma, chronic obstructive 

pulmonary disease (COPD), depression and Hepatitis C.  Prior to 

having MaineCare coverage, Glenda visited the emergency room 

frequently for health problems and medications. 

Dr. Coleman predicts that Glenda’s success at staying physically 

healthy and sober and thus maintaining employment will be 

jeopardized if she loses her MaineCare coverage.   

“If Glenda loses MaineCare, she will begin to use the 

emergency room again and likely relapse into drug and 

alcohol addiction.  Of course she could relapse into 

addiction while getting MaineCare, however I believe it 

more likely to happen if she does not have access to the 

supports and medications that have been helping her to 

stay sober.  Without insurance, Glenda would certainly 

not be able to afford the treatment for Hepatitis C, and 

that would mean that she would have a higher risk of 

developing cirrhosis and liver failure.  The current anti-

viral treatment for Hepatitis C inhibits the virus from 

replicating and slows the damage to the liver.  While 

expensive, it has been shown to be cost effective and 

prolong life in those who respond to the therapy.  

Worsening liver disease causes bleeding and 

encephalopathy (confusion) which inhibits one’s ability to 

care for oneself. This situation usually causes frequent 

hospitalizations unless managed closely by both primary 

care and specialist physicians. If Glenda did not have 

insurance, it would likely shorten her life. She would also 

use more expensive health resources in the hospital and 

emergency room, rather than getting the outpatient 

treatment that helps prevent cirrhosis.  MaineCare helps 

Glenda manage her illnesses and stay productive and 

employed.  Declining health would she would likely cost 

our society more in health care costs, but also more in 

terms of increased financial support for her living 

expenses if she is unable to work.”  

 

 



 

9 

 

Access to Health Care and a Productive Workforce 

Unhealthy people are unhealthy workers.  Investing in the health of Maine’s people is an investment in our workforce 

and economy.  This kind of investment isn’t a luxury, it’s a competitive edge. The American College of Occupational 

and Environmental Medicine draws the connection between health, health care and our economy:       

The United States needs a healthy, able and available workforce to compete in a global economy, and to do this 

must maintain a critical balance of net contributors and net dependents.  The current workforce of net 

contributors is aging and is increasingly burdened with chronic illnesses, functional impairments, and work 

disability, some of which could have been prevented, delayed, mitigated.20 

Many people with a serious health condition or disability are unable to continue to work – instead of contributing to the 

economy many are forced to rely on social insurance and other public assistance programs.  For others health 

conditions contribute to absenteeism or lower productivity in the workplace.  In a 2008 report, the Commonwealth 

Fund estimated that the United States forewent $185 billion in lost economic output each year because of workers’ 

health problems.21  The Council of Economic Advisors reports that health-related productivity losses impose indirect 

costs on employers; the costliest conditions – depression, migraines, and asthma - can be effectively managed with 

prescription medications made more affordable by health insurance.22 

The people we interviewed can testify to the value of preventing, delaying or mitigating the impact of their illnesses on 

their ability to work.  Edward, for example, is self-employed as a carpenter working an average of about 20 hours per 

week.  Edward suffers from a debilitating depression that, without treatment, causes him to be dysfunctional and 

unable to do his job or other daily activities.  Without health insurance Edward says “I’d be having a really hard time.”  

He’s not sure whether he’d be able to continue to work.  “I am only getting the help because MaineCare is there.  It is 

kind of sad to think that honestly if I didn’t have it I would just somehow struggle a whole bunch.  I feel very fortunate.” 

For Glenda, the connection between MaineCare and her ability to work is very clear:  “I’m a chronic relapser….  I 

have a kind of lengthy work history working at different restaurants.  Over the years, when I relapse, I usually end up 

quitting my job.  By having MaineCare, what it does, it is a way for me to be able to see my doctor and take care of 

my health, whether it is mental or physical health. This helps my sobriety.  It keeps me focused.”   

Carol operates a day care in her home while she provides care to her elderly mother.  Anne works as a painter and 

takes care of her elderly father.  Barbara no longer sells timeshares but she too takes care of her elderly father.  The 

economic contribution of these MaineCare members can be measured both in the money they earn and the 

economic value of their service to their parents – which can be counted in dollars saved in nursing facility or home-

based care.  If they lose their health, their contribution may no longer be possible. 

There are many other Mainers in the Low-Income Adult program who – like Edward, Glenda, Carol and Anne – are 

members of the workforce, be it child care provider, painter, carpenter, or waitress.  Others, like Debbie and Barbara, 

may have found they can no longer hold on to their jobs because their health prevents it.  And many others who, in 

                                                           

20 Special Committee on Health, Productivity, and Disability Management, American College of Occupational and Environmental 

Medicine, Journal of Occupational and Environmental Medicine, vol. 51, no. 1, 114-119 (Jan. 2009). 

21 Davis, K., et al. Health and Productivity Among U.S. Workers, Issue Brief, The Commonwealth Fund (August 2008). 

22 Council of Economic Advisors, The Economic Case for Health Reform, Executive Office of the President (June 2009). 
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spite of their poor health, are doing double duty as caretakers for elderly parents, who might otherwise be receiving 

much more expensive care in a nursing facility.  

Playing Games with Maine’s Health Care System 

Eliminating the Low-Income Adult program does not make this group of people go away.  Nor does it make their 

health care needs and the cost of meeting those needs go away.  Instead, it’s a shell game.  The true costs are 

hidden and moved around, but they don’t go away.  The costs will be shifted onto other people, including those with 

private insurance, while those who have received care will become sicker and more expensive to treat.  In the end, 

there are only two things that will go away if Maine cuts coverage for low-income adults – the state’s ability to manage 

the quality and cost of care for this group and $37 million in federal dollars that could have helped pay for it.   

For the uninsured working poor, not being able to afford health care doesn’t mean they don’t need it.  In fact, in the 

end, delaying care often means higher health costs down the road.  A comparison of uninsured childless adults below 

100% FPL and uninsured childless adults above 100% FPL showed that on average the uninsured that are poor tend 

to have lower health care expenditures.  But once the poorer group becomes very sick, their health care expenditures 

are 45% higher.   
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uninsured poor spend 

less on health care than 

other uninsured people.  

However, when they get 
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than that of other 

uninsured.  

Source:  Center on Budget and Policy Priorities, based on analysis of Medical Expenditure Panel Survey, 2007.  See 
Childless Adults Who Become Eligible for Medicaid in 2014 Should Receive Standard Benefits Package (July 2010).  
Accessed on December 3, 2011 from:  http://www.cbpp.org/files/7-6-10health.pdf.  

Figure 5:  Health Care Spending for Uninsured Childless Adults 

by Poverty Status (Dollars) 

http://www.cbpp.org/files/7-6-10health.pdf
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Because the need for health care does not go away, people who are chronically ill and uninsured eventually will 

access the health care system.  They will not be able to pay for their care.  The doctor or the hospital will be left to 

figure out how to make up for their lost payment.  Part of the cost of this uncompensated care becomes absorbed into 

the provider’s fees as a cost of doing business, and is passed on to others.23  The higher fees drive health insurance 

premiums up and fewer employers are able to afford to offer coverage.  More people become uninsured.  And on the 

cycle goes. 

  

In the meantime, like those who will be foregoing needed health care, Maine will be foregoing needed federal dollars, 

expecting the private sector to pick up the tab and allowing Maine’s economy to shrink that much more.   

As the Maine Hospital Association (MHA) said in a 2001 report “[F]ew organizations today have a better 

understanding [than hospitals] of the many problems that result from lack of health insurance.”24  Hospitals are 

acutely aware that reducing access to MaineCare will increase bad debt and charity care.  In recent testimony on the 

proposed cuts to the MaineCare program, MHA reports that bad debt is up 11% over the past year.25  Maine Health 

testimony also highlights the challenges hospitals face, given that bad debt and charity care has already increased 

dramatically in the last four years.26  Mercy Hospital, one of 39 Maine hospitals, reports $8.1 million in charity care in 

just 9 months (January through September 2011).27  Approximately $4.3 million of this total pays to treat the 

conditions that fall into the major diagnosis grouping of cancer and other diseases referenced on page 6; $1.8 million 

of this expenditure pays for treatments related to mental disorders.  If MaineCare coverage is reduced, these 

numbers will increase significantly and across all Maine hospitals.   

                                                           

23 Congressional Budget Office, Key Issues in Analyzing Major Health Insurance Proposals, Chapter 5, accessed January 4, 2010 at 

http://www.cbo.gov/ftpdocs/99xx/doc9924/Chapter5.9.1.shtml. 

24 Maine Hospital Association, Closing the Gap:  Ten Steps to Reduce the Number of Maine People Without Health Insurance 

(December 2001).  

25 Maine Hospital Association, Testimony of the Maine Hospital Association to the Joint Standing Committees on Appropriations and 

Health and Human Services:  Proposed FY 2012-2013 Emergency Supplemental Budget (December 16, 2011).  

26 Maine Health, Testimony of Katie Fullam Harris to the Joint Standing Committees on Appropriations and Health and Human 

Services Regarding Proposed Reductions to MaineCare (December 16, 2011). 

27 Mercy Hospital, Analysis of Mercy Hospital Charity Expense, unpublished (December 2, 2011). 

Figure 6:  Cycle of Care and Cost Shifting When Uninsured 

http://www.cbo.gov/ftpdocs/99xx/doc9924/Chapter5.9.1.shtml
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Explaining the impact of cuts to the MaineCare program, MHA recently testified:    

Hospitals are not like other providers: our doors are open 24 hours a day 365 days per year.  This is a 

central element of fulfilling our non-profit mission, as well as a matter of both federal and state law.  Cutting 

eligibility and reducing services will lead to increases in bad debt and charity care with all the resulting shifts 

and problems….28 

Reiterating what has been said here, Maine Health’s testimony explains that this is not the direction that Maine 

should be headed:    

Unfortunately, eliminating coverage for certain MaineCare populations will not change their health care 

needs, but it will force them to seek care in an inefficient setting – our hospital Emergency Departments. 

This is neither efficient nor cost effective for patients or the health care system…. Eliminating coverage for 

MaineCare enrollees will result in decreased access to appropriate services and increased growth in bad 

debt and charity care – neither of which is directionally correct for the best efficiency and quality of a health 

care system.   

  

                                                           

28 Maine Hospital Association (December 16, 2011).  
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Smart Policy and Common Sense 

It’s no accident that Maine is among the ten healthiest states in the nation.  Maine’s government has invested in the 

health of its people.  Over the last decade, Maine, like many other states, has viewed access to health care as an 

important part of its investment strategy.  (Maine, along with New Hampshire, has the sixth lowest rate of uninsured in 

the country. 29)  It’s more than an interesting coincidence that of the eight healthiest states, Maine included, seven 

think providing Medicaid coverage to low-income childless adults is a worthwhile investment.30    

The current Administration would have us lower our aspirations.  The Governor tells us that Maine can’t afford to be 

among the best; that we should provide no more than the bare minimum required by the federal government and 

shoot for average; that it’s time to make tough decisions that, regrettably, would sacrifice the individual welfare of 

Carol, Edward, Debbie, and Barbara for the good of Maine as a whole.  

Yes, most policymakers would agree that major program decisions need to be informed by more than Carol’s and 

Debbie’s individual stories of hardship, as compelling as they might be.  Policy needs to be based on responsible 

stewardship of public resources, guided by what’s best for the well-being of all Maine people. Fortunately this is not 

an either/or proposition.   

The data, the research, and common sense tell us that covering low-income adults is not about competing with other 

states.  It’s not about bestowing charity upon a discrete group of vulnerable people.  Moral arguments and emotional 

pleas aside, reducing the number of uninsured, especially for the high-cost low-income adult group, is a strategy for 

rationalizing the health care system, bringing federal dollars into the state, and improving the health of Maine’s people 

and our economy.  How does it make sense for Maine to remove $37 million from Maine’s health care system and 

                                                           

29 statehealthfacts.org, Health Insurance Coverage of the Total Population, states (2009-2010), accessed January 4, 2012 at 

http://statehealthfacts.org/comparetable.jsp?typ=2&ind=125&cat=3&sub=39&sortc=6&o=a.  

30  Based on a comparison of America’s Health Ranking by the United Health Foundation accessed December 11, 2011 at 

http://www.americashealthrankings.org/mediacenter/mediacenter2.aspx and a listing of states offering coverage to low-income 

adults at statehealthfacts.org accessed December 11, 2011 at http://www.statehealthfacts.org/comparereport.jsp?rep=54&cat=4. 

Seven of the eight healthiest 

states in the United States 

believe investing in health 

coverage for low-income adults 

is a worthwhile investment. 

Eight  

Healthiest States 

Coverage for 

Low-Income Adults 

 

1. Vermont   

2. New Hampshire    

3. Connecticut   

4. Hawaii   

5. Massachusetts   

6. Minnesota   

7. Utah   

8. Maine   

 

Figure 7:  Coverage of Low-Income Adults in States Ranked Healthiest 

http://statehealthfacts.org/comparetable.jsp?typ=2&ind=125&cat=3&sub=39&sortc=6&o=a
http://www.americashealthrankings.org/mediacenter/mediacenter2.aspx
http://www.statehealthfacts.org/comparereport.jsp?rep=54&cat=4
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return it to the federal government?  How does it make sense to ask Maine’s private sector to pick up the tab for the 

$59 million dollar reduction in state and federal funds that would have paid for this care?  How does it make sense for 

Maine to retreat on access to health care when the lack of coverage means higher health care costs and more 

uninsured?   

The truth is it doesn’t make sense. What’s in the interest of the MaineCare member is in the interest of the State.  

Avoiding illness, disability, high cost facility-based care, and unemployment is a benefit to all of us.  Increasing the 

number of uninsured and shifting costs benefits no one and will harm us all.       


