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10:00 am   Welcome and Committee members and staff introductions  

Committee Chairs,  

Sen. Donna Bailey and Rep. Kristi Mathieson 

10:00 am     Review and Discussion of Potential Recommendations Related 

to Regulatory Oversight Related to Maternal Health Services  

Committee members and staff  

 

11:00 am  Review and Discussion of Potential Recommendations Related 

to Payment and Delivery of Maternal Health Services, 

Including Telehealth  

Committee members and staff  

 

12:00 pm-12:10 pm  Update from Maine Health in Response to Committee Letter  

Representatives of Maine Health 

 

12:10 pm  Lunch Break  

1:00 pm  Review and Discussion of Potential Recommendations Related 

to Workforce and Training, Including Financial Assistance and 

Loan Repayment   

Committee members and staff  

 

2:00 pm  Review and Discussion of Potential Recommendations Related 

to Licensing and Credentialing of Providers   

Committee members and staff  

 

2:50 pm Updates on other committee-related issues, including reports 

submitted to Committee Since Adjournment of Second Regular 

Session  

Committee staff  

 

3:00 pm Adjourn 

 

 

Times are approximate and may be adjusted as necessary by the committee chairs 
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1. Proposals Concerning Regulatory Oversight Related to Maternal Health Services  
 

Potential Policy Recommendation   Legislation 

Needed?   

Funding Needed?  

Has GF Budget 

Impact?   

Committee Comments  

Institute moratorium on closures of labor and delivery units  Yes    

Amend certificate of need laws to require review and approval by DHHS 

before closure of labor and delivery units 

Yes    

Condition existing State funding to hospitals on requirement that hospitals 

maintain labor and delivery units 

Yes    

Establish an early-warning, stabilization and recovery process—require notice 

to DHHS by hospitals when significant indicators related to staffing shortages 

or budget shortfalls suggest that a birthing unit may become unsustainable 

within 12-24 months 

Yes   

Increase the prior notice requirement from 120 days to 300 days before 

closure of labor and delivery units 

Yes   

Extend prior notice requirement from 120-days to 180 days or longer Yes   

Require a public hearing within 30 days after notice of closure of a labor and 

delivery unit  

Yes   

Require a mandatory closure impact study to be completed and published 

before closure of a labor and delivery unity (focus on community-impact and 

cost analysis 

Yes   

Require hospitals that are closing a maternity unit to submit a formal 

transition plan to DHHS 

Yes   
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Potential Policy Recommendation   Legislation 

Needed?   

Funding Needed?  

Has GF Budget 

Impact?   

Committee Comments  

Require hospitals who have closed labor and delivery units to fund additional 

clinical staff at other hospitals that absorb increased caseload from closures 

Yes   

Exempt birth centers from certificate of need program requirements Yes   

Require hospitals to offer sale to local government before selling/merging with 

other entities  

Yes   

Require enhanced review by Attorney General of mergers and acquisitions 

involving hospitals  

   

Limit compensation of hospital executive pay  Yes   

Enable municipalities to collect property taxes from hospitals  Yes   
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2. Proposals Concerning Payment Models for Maternal Health Services  
 

Potential Policy Recommendation   Legislation 

Needed?   

Funding Needed?  

Has GF Budget 

Impact?   

Committee Comments  

Establish “standby perinatal services” model for rural hospitals unable to 

sustain 24/7 labor and delivery units 

Yes  Yes   

Establish a rural care maternity stabilization program to provide targeted 

support to geographically essential maternity services 

Yes  Yes   

Establish multipayer payment model for obstetrical services at geographically 

necessary birthing hospitals, e.g. prospective monthly payment or annual 

capacity payment plus payment for care delivered 

Yes  Yes   

Develop alternative payment models for maternity care  Yes  Yes   

Provide enhanced MaineCare reimbursement for rural birthing units  Yes   

Increase MaineCare reimbursement to reflect actual cost of obstetric care   Yes   

Increase MaineCare reimbursement rates for maternity services (prenatal, 

delivery and postpartum) 

 Yes   

Require MaineCare and commercial health insurance reimbursement for birth 

centers 

Yes  Yes   

Provide sustainable funding for community-based maternal services (home 

visits, doulas and community health workers, perinatal behavioral health 

services) 

 Yes   

Preserve prenatal and postpartum care access close to home by supporting 

alternative payment models for these services  

 Yes   
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3. Proposals Concerning Delivery of Maternal Health Services  
 

Potential Policy Recommendation   Legislation 

Needed?   

Funding Needed?  

Has GF Budget 

Impact?   

Committee Comments  

Support rural hospitals to partner with federally qualified health centers 

(FQHCs) to staff obstetric units and provide prenatal care 

 Yes   

Provide funding to support model of care through FQHC’s primary care 

providers, e.g. Greater Portland Health (prenatal care until 32 works, transition 

to OB through delivery, resume postpartum care)   

 Yes   

Establish State-funded birth centers in rural areas without hospital-based 

obstetrical care 

Yes  Yes   

Provide labor and delivery services in rural areas through public health care 

centers/hospitals 

Yes  Yes   

Establish a state-funded public health insurance option  Yes  Yes   

Consider development of mobile maternal health units   Yes   

Create State-based traveling provider pool or regional “float pool” to cover 

staffing gaps at rural hospitals on a short-term basis 

 Yes   
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4. Proposals Related to Telehealth  
 

Potential Policy Recommendation   Legislation 

Needed?   

Funding Needed?  

Has GF Budget 

Impact?   

Committee Comments  

Expand digital technology and mobile health centers   Yes  

Allocate funding to expand telehealth access for rural providers to high-risk 

pregnancy and newborn specialists 

 Yes  

Develop a statewide real-time emergency telehealth OB consultation program   Yes  

Establish a state-wide network for perinatal telehealth programming to serve 

patients regardless of health system, insurance coverage or delivery site  

 Yes  
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5. Proposals Concerning Training of Providers, Including Financial Assistance and Loan Repayment  
 

Potential Policy Recommendation   Legislation 

Needed?   

Funding Needed?  

Has GF Budget 

Impact?   

Committee Comments  

Support fellowships to expand workforce of trained family and medicine 

doctors who can perform C-sections  

Yes  Yes   

Explore training programs for family physicians to perform C-sections Yes  Yes   

Explore models to expand training opportunities for certified nurse midwives, 

e.g. fellowship model, transition to practice model 

Yes  Yes   

Establish programs for OB nurses at low-volume hospitals to participate in 

clinical immersions at State’s busiest obstetric units  

   

Ensure that emergency department staff at hospitals without obstetric units 

and emergency medical services personnel in those areas receive regular 

training for handling birth emergencies  

   

Provide ongoing funding for training for obstetrical emergencies in rural 

hospitals, emergency departments and low-volume birthing units  

 Yes  

Expand perinatal care training for health care professionals (EMTs, doulas, 

community health workers, public health nurses)  

   

Expand loan repayment for family physicians with advanced obstetrical 

training and certified nurse midwives  

Yes Yes   

Expand funding for loan repayment and housing assistance for OB providers 

in rural areas  

Yes Yes  
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Potential Policy Recommendation   Legislation 

Needed?   

Funding Needed?  

Has GF Budget 

Impact?   

Committee Comments  

Establish loan repayment and tax credit programs targeted at OB-credentialed 

nurses, OBGYNs, family physicians with obstetrical training and certified 

nurse anesthetists in rural areas  

Yes  Yes   

Provide continued support for the Doctors for Maine’s Future program  Yes  Yes   
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6. Proposals Related to Licensing and Credentialing of Providers  
 

Potential Policy Recommendation   Legislation 

Needed?   

Funding Needed?  

Has GF Budget 

Impact?   

Committee Comments  

Standardize credentialing process across all hospitals to facilitate 

credentialing for family physicians with obstetrical training and remove 

barriers to credentialing  

   

Eliminate barriers to hospital privileges for family physicians delivering 

babies in private practice 

   

Expand workforce of certified nurse midwives and ensure they are able to 

practice to full extent of license to practice  

   

Remove requirements for physician supervision or contractual agreements for 

certified nurse midwives and other licensed providers  

   

Enable certified nurse midwives to admit and discharge patients to hospitals    

Streamline interstate/multistate licensure to make locum and per diem 

coverage more feasible in rural areas 

Yes   

Align reimbursement rates so that midwives are paid at 100% of physician 

services within their scope of practice  

   

Expand licensure for certified midwives (non-nurse midwives)  Yes   

Expand opportunities for doulas—reimbursement for doula services in 

MaineCare and commercial health insurance 

Yes Yes  

Consider ways to negotiate lower malpractice rates for family doctors 

performing C-sections and other providers of obstetrical services  
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7. Other proposals  
 

Potential Policy Recommendation   Legislation 

Needed?   

Funding Needed?  

Has GF Budget 

Impact?   

Committee Comments  

Support and strengthen work of regional planning for maternal health services 

being developed through the State’s Transforming Maternal Health (TMaH) 

initiative   

   

Convene a statewide Maternity Care Summit among Governor, Legislature 

and stakeholders to develop solutions 

   

Engage consultant or establish specific State position to develop plan to 

preserve labor and delivery units in hospitals, particularly in rural areas  

Yes Yes   

Advocate for change in federal rules to lift 15% cap on direct provider 

payments under federal Rural Health Transformation program grant  

   

Establish a program to provide funding to rural perinatal patients to subsidize 

costs associated with traveling, e.g. transportation, accommodations 

Yes Yes  

Establish coordinated maternal and neonatal transfer framework to address 

deliveries in rural areas without hospitals providing labor and delivery services  

   

 

 

*Proposals noted in italics were suggested by 3 or more commenters  
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Levels of Maternal Care Definitions 

Like the previous guidance, each level of maternal care reflects required minimal capabilities, 

physical facilities, and medical and support personnel. Each higher level of care includes and 

builds on the capabilities of the lower levels. 

Level Definition 

Accredited Birth 

Center 

Care for low-risk women with uncomplicated singleton term 

vertex pregnancies who are expected to have an uncomplicated 

birth 

Level I (Basic 

Care) 

Care of low- to moderate-risk pregnancies with ability to detect, 

stabilize, and initiate management of unanticipated maternal-

fetal or neonatal problems that occur during the antepartum, 

intrapartum, or postpartum period until the patient can be 

transferred to a facility at which the specialty maternal care is 

available 

Level II (Specialty 

Care) 

Level I facility plus care of appropriate moderate- to high-risk 

antepartum, intrapartum, or postpartum conditions 

Level III 

(Subspecialty 

Care) 

Level II facility plus care of more complex maternal medical 

conditions, obstetric complications, and fetal conditions 

Level IV (Regional 

Perinatal Health 

Care Centers) 

Level III facility plus on-site medical and surgical care of the 

most complex maternal conditions and critically ill pregnant 

women and fetuses throughout antepartum, intrapartum, and 

postpartum care 

https://www.acog.org/programs/lomc
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Last Updated: 03/04/25: Please send updates on phone numbers to the Maine CDC Maternal and Child Health Director 
(maryann.harakall@maine.gov) and the DHHS Child Health Officer (amy.belisle@maine.gov) 

Birthing Hospital Name Map 
Icon 

Newborn 
Level of 

Care 

Maternal 
Level of 

Care 

OB Phone 
Number 

Hospital Phone 
Number 

Cary Medical Center  1 1 207-498-1179 207-498-3111 
Central Maine Medical Center  2 2 207-795-2530 207-795-0111 
Down East Community Hospital  1 1 207-255-0242 207-255-3356 
Franklin Memorial Hospital  1 1 207-779-2295 207-778-6031 
Houlton Regional Hospital  1 1 207-521-2130 207-532-2900 
Lincoln Health - Miles Campus  1 1 207-563-4536 207-563-1234 
Maine General Medical Center - Alfond  2 2 207-248-5230 207-626-1000 
Maine Medical Center  4 4 207-662-2589 207-662-0111 
Mid Coast Hospital  1 2 207-373-6500 207-373-6000 

Mount Desert Island Hospital  1 1 207-288-5082 
Ext. 1352 207-288-5081 

Northern Light AR Gould Hospital  1 2 207-768-4330 207-768-4000 

Northern Light Eastern Maine Medical Center   3 3 207-973-8730 207-973-7000 

Northern Light Maine Coast Hospital  1 1 207-664-5464 207-664-5311 
Northern Light Mayo Hospital  1 1 207-564-4293 207-564-8401 
Northern Light Mercy Hospital  2 2 207-553-6300 207-879-3000 
Penobscot Bay Medical Center  1 1 207-301-8343 207-301-8000 
Redington-Fairview General Hospital  1 1 207-858-2405 207-474-5121 
Southern Maine Health Care Medical Center - 
Biddeford    1 2 207-283-7350 207-283-7000 

Stephens Memorial Hospital  1 1 207-744-6151 207-743-5933 
Waldo County General Hospital  1 1 207-505-4140 207-338-2500 

 
Phone numbers for consultations/transfers for Level 3 and Level 4 hospitals in Maine  

• MMC MFM and Neonatology (One Call): 207-662-6632 
• NL-EMMC OB via Northern Light Health Integrated Transfer Center: 973-9000 and NLH EMMC 

Neonatology: 207-275-1082 (EMMC NICU) 
 

Non-Birthing Hospitals 

• Bridgton Hospital • Northern Maine Medical Center 
• Calais Community Hospital • Penobscot Valley Hospital 
• Millinocket Regional Hospital • Rumford Community Hospital 
• Northern Light Blue Hill Hospital • St. Joseph Healthcare 
• Northern Light CA Dean Hospital • St. Mary's Regional Medical Center 
• Northern Light Inland Health • York Hospital 
• Northern Light Sebasticook Valley Hospital  

24/7 Free Standing ED only (not a birthing facility) 

• Maine General - Thayer 
• Southern Maine Health Care Medical Care - Sanford 
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September 29, 2026 

 

To: Joint Standing Committee on Health Coverage, Insurance and Financial Services 

Fr: Katie Fullam Harris 

Re: Response to Questions Raised at Public Hearing  

 

 

On behalf of MaineHealth, thank you again for the opportunity in August to share the 

circumstances that led to the decision to transition Labor and Delivery services at MaineHealth 

Lincoln Hospital. We appreciate the Committee’s thoughtful discussion and questions. 

 

Response to Committee’s Letter 

 

While we stand by the data, evidence, and clinical analysis conducted by our team – and the 

difficult decision made by the Lincoln Hospital Board, Coastal Region Board, and MaineHealth 

Board of Trustees – we recognize that trust is essential to our relationship with the Lincoln 

County community. In response to the Committee’s letter of September 1, as well as the previous 

communications we have received from elected officials, we are in the process of identifying a 

neutral third party to review the recommendation to regionalize maternity care, including moving 

labor and delivery services from Lincoln Hospital to Mid Coast Hospital or another hospital of a 

patient’s choosing. Any report and recommendations that result from this assessment will be 

provided to the Boards listed above, and it is our intention that it be made available to the HCIFS 

Committee, as well. 

 

We also want to address the Committee’s recommendation that MaineHealth pause the transition 

while an independent assessment is conducted. Any decision to pause the transition would 

require approval by the Lincoln Hospital Board, Coastal Region Board, and MaineHealth Board 

of Trustees. More importantly, a pause would have negative consequences for the clinical 

workforce at Lincoln Hospital. 

After nearly six years of recruitment, MaineHealth has successfully recruited two new OB/GYN 

physicians to an integrated Lincoln Hospital–Mid Coast Hospital practice. Both are Maine Track 

graduates with prior experience in rural Maine. 

Their recruitment was made possible by a regional practice model that combines the benefits of 

practicing in a smaller community with the clinical volume, call structure, and support of a larger 

OB/GYN team. Neither physician was willing to accept a position limited to Lincoln Hospital 

coverage alone. The integrated model allows them to provide gynecologic and 

prenatal/postpartum care at Lincoln while participating in Labor and Delivery call at Mid Coast. 

This structure provides appropriate delivery volume, sustainable call expectations, and 

meaningful collaboration with a larger team of OB/GYN physicians and midwives, while 
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allowing them to maintain a significant clinical presence at Lincoln. Most importantly, this 

model will bring two highly qualified OB/GYNs to our community.  

Maintaining the integrated model is important to the success of their recruitment and to 

expanding access to OB/GYN care in Lincoln County. Requiring these physicians to provide 

Labor and Delivery coverage at Lincoln would materially alter the practice model and call 

responsibilities under which they were recruited. Prolonged uncertainty also risks destabilizing 

the existing clinical team at a time when we are working to strengthen and grow OB/GYN 

services across the region. 

 

Response to Questions Raised at Public Hearing 

 

“This is First Step Towards Closing our Hospital”  

 

MaineHealth has made significant investments in Lincoln Hospital, and we are committed to 

ensuring that Lincoln Hospital has the services and resources needed to meet the unique health 

care needs of the oldest county in Maine, in the oldest state in the country for the foreseeable 

future. The decision to transition Labor and Delivery services should not be interpreted as a 

broader reduction in our commitment to Lincoln Hospital or its future.  

 

In fact, we continue to invest in growing and strengthening the hospital. The most recent 

example of this commitment is the new Infusion Center and Oncology & Blood Disorder 

Practice, which opened on August 31. In addition, we are expanding our operating room capacity 

to meet current needs. These expansions respond to a clear and growing need in the community 

and allow patients to receive more oncology and infusion care sooner and closer to home.  

 

Labor and Delivery presented a fundamentally different challenge. The issue was not whether we 

were willing to invest in the service or whether the team providing care was delivering high-

quality care, but rather whether we could reliably provide the clinical team necessary to operate 

Labor and Delivery safely every hour of every day. Despite significant recruitment efforts, we 

could no longer confidently answer yes. 

 

We understand why the decision might be difficult to reconcile with the investments 

MaineHealth is making elsewhere at Lincoln, but the two are not inconsistent. We will continue 

to invest in Lincoln Hospital and in services that meet the needs of the community, but we also 

have a duty to ensure that the care we are providing is safe, sustainable and reliable. 

 

Use of Family Medicine Physicians  

 

We also want to address questions raised during the hearing about whether family medicine 

physicians with obstetric training could provide a sustainable model for Labor and Delivery at 

Lincoln Hospital. We currently have two FM-OB physicians on staff at Lincoln Hospital, one of 

whom is surgically trained to do C-Sections. Although there are hospitals in the United States 

that rely entirely on surgical FM-OBs, there is no other hospital in Maine that operates without 

OB/GYN support available. Even if it were the standard in MaineHealth facilities, not all 

surgical FM-OBs would feel comfortable practicing in an unsupported model. Very 
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importantly, we worked to recruit an additional FM-OB at Lincoln, but she ultimately 

declined, citing low birth volumes.  

To be clear, we recognize the important role FM-OB physicians play in providing maternity care 

and believe that they are a critically important component in our efforts to sustain labor and 

delivery in rural areas. To that end, we have successfully developed a new family medicine 

residency program at Franklin Hospital in Farmington. Importantly, however, surgical FM-OB 

fellowship programs currently exist in only 16 states, and none are located in New England. 

 It is also important to recognize that the number of family medicine physicians practicing 

obstetrics has been steadily declining. In 1988, approximately 29% of family medicine 

physicians delivered babies. By 2021, that figure had fallen to 7%, and it continued to decline to 

just 2.1% in 2023. This is an important consideration when assessing the availability of this 

specialized workforce in Maine and the feasibility of relying on surgical FM-OB physicians as 

the primary staffing model for a rural Labor and Delivery program. 

MaineHealth, like hospitals across Maine and the country, also has specific credentialing and 

privileging requirements for physicians, including those providing obstetric and surgical 

obstetric care. Each MaineHealth hospital’s Medical Staff is independently governed and 

establishes clinical privileging criteria through its Medical Staff governance processes. As a 

result, though privileging requirements vary somewhat among MaineHealth hospitals, we are 

exploring opportunities to further standardize these requirements. These requirements are 

intended to demonstrate that physicians have the education, training, experience, and 

demonstrated competency necessary to provide the care for which they are seeking privileges.   

For Family Medicine Obstetric physicians, we have explicit pathways to provide obstetric care, 

including requirements related to obstetric training and recent delivery experience or, at some 

hospitals, more specifically, 20 deliveries in the prior 24 months. Alternative criteria are also 

available for recent residency graduates and, depending on the hospital and privileges requested, 

experience reflective of the scope of privileges requested.  Surgical obstetric privileges have 

additional training and experience requirements, including requirements related to cesarean 

delivery.   

MaineHealth's current privilege criteria expressly provide pathways for appropriately trained 

Family Medicine physicians to obtain obstetric privileges, including surgical obstetric privileges 

at several MaineHealth hospitals. These criteria are used to evaluate whether an individual 

physician has the education, training, experience, and demonstrated competency necessary for 

the privileges requested. Additionally, all MaineHealth hospitals review credentialing and 

privileging criteria to ensure requirements align with current practice standards.  

Data Clarification 

 

We also want to clarify the birth-volume information brought to the Committee by former Rep. 

Les Fossel.  Importantly, Rep. Fossel’s data is the same data that was used in the MaineHealth 

analysis.  As Cindy Wade explained in her remarks to the Committee, in Fiscal Year (FY) 2025, 

Lincoln Hospital delivered 131 births. Of those, 70 were to mothers residing in Lincoln County. 
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Overall, there were 218 births to Lincoln County mothers during FY2025. This means that 

approximately 32% of Lincoln County mothers chose to deliver at Lincoln Hospital, while 

approximately 68% delivered at other hospitals (Maine Health Data Organization Hospital 

Encounter Data, 2020-2025).  Rep. Fossel’s analysis failed to take into account that 61 women 

residing outside Lincoln County gave birth at Lincoln Hospital in 2025, thus making up the 

difference. 

 

Travel Time Analysis 

 

Additionally, we conducted an analysis of the impact of the transition on travel time for patients. 

Our analysis found that, on average, the transition would add approximately 18 minutes of travel 

time for patients who would otherwise have delivered at Lincoln Hospital. Approximately 86 

percent of patients would have a drivetime of roughly 39 minutes. This was a standard analysis 

and does not account for factors such as weather or traffic. 

 

Loss of Trust in Community 

 

We recognize that the process and resulting decision on labor and delivery services at Lincoln 

Hospital have resulted in a fracture between members of the Lincoln County community and 

Lincoln Hospital and MaineHealth. As a result, we are developing a plan to engage key 

community members in ways to move forward to work together to meet the needs of our 

community. We recognize that trust takes time to build, and we are committed to doing all that 

we can to rebuild the collaborative relationship between our hospital and the communities it is 

part of – and that it serves.  

 

We appreciate the Committee’s willingness to continue the discussion about how Maine can 

strengthen maternal health care, address the workforce challenges facing rural communities, and 

ensure that patients have access to safe, high-quality care. 

 

MaineHealth remains committed to being part of that work and to continuing our investment in 

Lincoln Hospital and the communities it serves. 

 

Please let us know how we can be of assistance as the Committee’s work continues.  
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Dr. Andrew T. Mueller  

Chief Executive Officer  

Maine Health  

110 Free Street 

Portland, Maine 04101 

 

VIA EMAIL 

 

Dear Dr. Mueller: 

 

We are writing to follow up after the August 27th presentation you and your colleagues made to 

the Joint Standing Committee on Health Coverage, Insurance and Financial Services about the 

factors that have led to the planned closure of the Labor and Delivery Unit at Lincoln Hospital in 

Damariscotta, which you have announced will occur on December 18, 2026.  We understand that  

Maine Health conducted its own analysis and considered several factors, including potential alternatives, 

before notifying the Lincoln County community of the pending closure. On August 27th, the committee 

also heard from many members of the Lincoln County community and other stakeholders strongly 

opposed to the closure who raised concerns about the veracity of the data and analysis used by Maine 

Health as rationale for the closure and about Maine Health’s failure to meaningfully consider alternatives 

to the closure. The committee believes that Maine Health should do more to  address the lack of trust in 

the Lincoln County community surrounding the decision to remove access to labor and delivery services 

at Lincoln Hospital.   

 

We are writing to strongly recommend that Maine Health delay the closure at Lincoln Hospital 

until such time as it can engage independent consultants to conduct an assessment that fully 

considers the relevant factors contributing to the closure decision and all potential alternatives, 

including those suggested by community members.  The committee believes a short-term pause 

of the closure to allow for an independent assessment will benefit all parties and, if the closure is 

supported by that independent assessment, may help to restore Maine Health’s relationship with 

the Lincoln County community.  
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The committee is also firmly committed to developing long-term policy solutions to prevent further 

closures of labor and delivery units in Maine hospitals and to preserve access to maternal health care 

services. The committee will continue to discuss these issues in future meetings and welcomes your 

commitment to participate in those discussions.  

 

Thank you for your consideration of the committee’s request.    

 

 

Sincerely,  

 

 

 

 

Sen. Donna Bailey Rep. Kristi Michele Mathieson 

Senate Chair House Chair 

 

 

cc:  Katie Fullam Harris, Chief Government Affairs Officer, Maine Health 

Members, Joint Standing Committee on Health Coverage, Insurance and Financial 

Services 

 

 









 
 
 

Information Provided by the Maine Hospital Association Maternal Health & Access 
Committee 

Health Coverage, Insurance & Financial Services Committee Meeting 
September 22, 2026  

 
 
Senator Bailey, Representative Mathieson and members of the Health Coverage, Insurance 
and Financial Services Committee, my name is Sally Weiss and I am providing information 
for your consideration from the MHA Maternal Health & Access Committee as you continue 
your important conversation regarding hospital labor and delivery care challenges and 
consider recommendations.  
 
As I noted in my September testimony, MHA convened hospital leaders through the MHA 
Maternal Health & Access Committee in 2024, and the group continues to meet focused on 
strategic solutions and regional partnerships to support rural perinatal care in Maine.  After 
the September public hearing, hospital colleagues and I reviewed the public comment 
recommendations provided to this committee and identified that many of the 
recommendations provided by interested stakeholders have support from our members.  
We thought it would be helpful for the committee to have this information as you continue 
your work today. 
 
We believe the solutions needed to support rural perinatal care—including prenatal, labor 
and delivery, and postpartum care—should be guided by three distinct goals: 

1. Sustaining rural hospitals with labor and delivery units; 
2. Supporting all hospitals that provide perinatal and obstetric emergency care, 

including those without labor and delivery services; and 
3. Ensuring access to safe, high-quality perinatal care for all Maine communities. 

We have organized our comments on the proposed recommendations around these three 
goals. 
 
Lastly, we want to acknowledge the work already underway through the Transforming 
Maternal Health (TMaH) grant, which provides $17 million over 10 years, and the recently 
awarded Rural Health Transformation Program (RHTP) grant, which provides approximately 
$190 million annually over five years. Both programs are funded by CMS. We understand 
that these funding opportunities have already helped launch numerous initiatives. For 
policy and planning purposes, however, it may be helpful to understand the extent to which 



Maine DHHS can incorporate these recommendations and topics into its broader rural 
health planning efforts and report back to the committee and interested stakeholders. 
 

Recommendations specific to Hospitals with Labor & Delivery 
Units 
 
Funding 

• Adequately fund obstetrical reimbursement through MaineCare. Between 2021 and 
2023, 55% of all rural births in Maine were covered by MaineCare, with some rural 
hospitals as high as 66% of all births. 

• Implement a multi-payer rural obstetric readiness model, with participation from 
MaineCare and commercial insurers, that reflects that cost of being ready 24/7 to 
provide care.  

o Geographically necessary birthing hospitals should receive a prospective 
monthly or annual capacity payment in addition to reimbursement for the 
care they deliver.  

o The formula should recognize minimum staffing and call coverage, 
anesthesia and operating-room capability, newborn stabilization, training, 
and transfer readiness.  

o It should be transparent, region-specific, and tied to access, quality, and 
coordination. 

• Provide targeted support to geographically essential maternity services.  
o Eligibility could take into account distance and travel time to the next birthing 

hospital, financial vulnerability, regional need and the consequences of 
closure for patients, EMS, surrounding hospitals and communities.  

o Funding could be tied to participation in regional planning and a willingness 
to explore collaborative staffing, alternative workforce models and other 
approaches to maintaining safe care. 

 
 

Medical Malpractice Insurance 
• Negotiate with Medical Mutual, Maine's largest medical malpractice insurer, to 

adapt malpractice insurance coverage to meet the realities of rural hospitals, 
reducing both expense and extensive staffing requirements that complicate care 
delivery. 

 
 
Hospital Stress/Closure Support: 

• Create a confidential early-warning system and provide support before closure 
becomes inevitable. Hospitals and health systems could be required or strongly 
encouraged to notify DHHS or an appropriate statewide collaborative body when 
significant indicators suggest that a birthing unit may become unsustainable within 



the following 12-24 months. Provide stabilization resources and preserve the 
possibility of restoring services when closure cannot be avoided.  

 

 
Recommendations for all Hospitals, including those without 
Labor & Delivery Units: 
 
Workforce 

• Develop state programs focused on rural perinatal workforce incentives: including 
loan repayment/forgiveness, tuition reimbursement, recruitment incentives, rural 
workforce grants, clinical immersion programs, residency / fellowship programs 
focused on rural practice.  

• Expand the training opportunities to increase the workforce of: 
o Certified Nurse-Midwives 
o Family medicine physicians with additional obstetrical training, including 

those who can perform c-sections. 
o Home visiting nurses, doulas and community health workers 

• Direct state agencies, licensing boards, hospitals, health systems and professional 
organizations to develop a consistent, transparent and competency-based 
framework for obstetric credentialing and privileging. 

• Streamline multistate licensure and reciprocity for obstetrical nurses and 
physicians to make locum and cross-border coverage more feasible for rural 
hospitals. 

• Expand use of experienced L&D nurse pool from closed units to support obstetric 
training, simulations, & emergency preparedness, to provide care coordination for 
pregnant patients in the community and that present to Emergency Departments, or 
to staff remote fetal monitoring hubs. 

 
Funding: 

• Direct payers to reimburse telehealth and virtual support care models, such as 
virtual tele-obstetrical consultations, remote patient monitoring (such as fetal heart 
monitoring), remote prenatal care, and remote ultrasound image review and 
consultation to keep care close to home and reduce barriers to access. 

• Establish a state fund that allows rural perinatal patients to apply for funds to 
subsidize the costs associated with traveling to the nearest appropriate birthing unit 
(transportation, accommodations, etc.)  

• Sustainable funding for 
o Emergency department and EMS readiness for low occurrence, high-risk 

obstetric conditions. Funding could include simulation equipment, train the 
trainer education for running drills, and interdisciplinary mock codes. 



o Broad perinatal care training opportunities for EMS, Public Health Nurses, 
Community Health Workers, and Doulas 

• Support regional planning efforts that ensure all providers, including community-
based providers, EMS, and hospitals, have clear communication pathways and 
understand the role each plays in the provision, coordination, and transfer of care. 

 

Recommendations that Support Every Maine Community  
 
Develop and Implement New Models of Care Delivery 

• Strengthen the regional work already underway through the Maine's Transforming 
Maternal Health (TMaH) initiative and create a structure in which hospitals, 
clinicians, EMS, community providers and the state identify problems and develop 
solutions together. 

o Maintain prenatal, postpartum, behavioral health and community-based 
services locally even when delivery must occur elsewhere.  

o Support collaborative, rural maternity care models that allow low-risk 
patients to receive care close to home while ensuring higher-risk pregnancies 
have timely access to specialized regional care when needed. 

o Improve access to perinatal behavioral health services; and better 
connections between community providers and clinical maternity care. 

o Expand phone/video access for rural providers (EMS, Emergency 
Departments, community-based providers) to high-risk pregnancy and 
newborn specialists 

o Provide real-time emergency maternal teleconsultation, EMS and maternal 
transport systems appropriate to increasing distances from birthing 
hospitals. 

• Establish state-wide perinatal telehealth programming that serves patients 
regardless of health system affiliation, delivery site, or insurance coverage 

• Support partnerships with Federally Qualified Health Centers (FQHCs) and expand 
FQHC prenatal, postpartum, and pediatric services  

• Provide ongoing, sustainable funding for successful obstetric and maternal health 
grant programs after current funding ends, such as those started under the HRSA 
funded Rural Maternity & Obstetric Management Strategies (RMOMs) Grant. 

• Create a Maine-based, traveling-provider program and/ or regional 'float pool' to 
cover staffing gaps at rural hospitals on a short-term basis. 

• Create a maternal transport framework with clear regional transfer relationships, 
rapid access to accepting facilities, appropriate EMS training and reimbursement, 
and mechanisms for consultation during difficult transfer decisions. 

 
 
I will be attending the committee meeting on September 29th and can address any 
questions the committee has regarding our support for recommendations. 
 



Thank you,  
 
Sally Weiss, M.Sc. 
V.P., Workforce Policy & Strategic Initiatives 
Maine Hospital Association 
sweiss@themha.org  
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Analysis of MaineCare Rates 

Labor & Delivery 

September 29, 2026 

Proposal. 

Maine should provide add-on payments of 25% for every Medicaid birth at a PPS Maine hospital at an 
approximate General Fund cost of $1.5-$2.5 M per year. 

Background. 

Doing an analysis of what MaineCare pays for L & D services is complicated.  MaineCare uses the Medicare 
DRG system (Diagnosis Related Group) to identify what the hospital rate is for a particular service.  There 
are DRG codes for Cesarean delivery and for vaginal delivery.    There are codes for various complications 
for the mother, or the baby or both.  Then there are provisions based on the type of hospital smaller (CAH) 
v. larger (PPS); and if the hospital is a PPS there are provisions if it is a teaching hospital.  There is no simple 
answer to the question:  What does MaineCare pay for a delivery? 

Smaller hospitals (Critical Access Hospitals or CAH) are essentially reimbursed their costs.  On average, the 
cost to deliver at a CAH is roughly $14,000.  This includes all types of deliveries.  We also believe there are 
higher costs at CAHs than at PPS hospitals due to lower volumes of births (e.g., lack of scale). 

Analysis. 

This analysis looks at the most common codes at larger (PPS) hospitals which are not teaching hospitals. 

Medicaid Reimbursement 
Maine v New Hampshire v Vermont 

 
Maine NH Vermont 

Less 
than 

Less 
than 

  Base Add-on Total  NH VT 
MS DRG 788 
(Cesarean w/o 
complications) 

$6,295 $6,713 $1,611 $8,324 $6,445 -$2,029 -$150 

MS DRG 807 
(Vaginal w/o 
complications) 

$4,426 $4,720 $1,133 $5,853 $5,759 -$1,427 -$1,333 

Note:  The above-chart does not include the physician reimbursement. 
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Proposal. 

If the state were to provide a 25% add-on payment for each Medicaid birth at a PPS hospital, similar to 
what NH does, the cost to the General Fund budget would be:  $1.5 - $2.5 million.  For the most common 
codes listed above, the add-on payment would be in $1,000-$2,000 range. 

The MaineCare rate would still be well-below the cost of care, but it would be more comparable to VT 
and NH. 

Conclusion. 

MaineCare reimbursement is both below the cost of care and below comparable rates in the 
Northern New England states of New Hampshire and Vermont. 

NH has an add-on payment for L&D services.  Maine should consider one as well. 
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Members of the Maine State Legislature  

2 and 3 State House Station 

Augusta, ME 04333 

 

Dear Maine State Senators and Representatives, 

 

I write in response to outreach from the Senate Republican Caucus related to Penobscot 

Community Health Care (PCHC) and a request that the Department, alongside the Governor and 

Attorney General, anticipates receiving from the Health Coverage, Insurance, and Financial 

Services Committee for “up to $5 million in emergency funding to support” to PCHC1. Given the 

overlap in these inquiries, we are providing a coordinated response to address the concerns you 

have raised related to actions the Department of Health and Human Services has taken, or not 

taken, in support of Federally Qualified Health Centers (FQHCs) and PCHC specifically.  

 

Rural Health Transformation Program Development  

 

According to the Centers for Medicare & Medicaid Services (CMS),  the Rural Health 

Transformation Program (RHTP) “is designed to empower states to transform the existing rural 

health care infrastructure and build sustainable health care systems that expand access, enhance 

quality of care, and improve outcomes for patients.”2 Maine’s Year One budget and plan for the 

Rural Health Transformation Program was developed through transparent stakeholder 

engagement, public forums, and in consultation with providers across the State. The budget has 

been thoroughly reviewed by the CMS, refined based on feedback, finalized and approved as 

well as publicly available on the RHTP website for partners to review and understand Maine’s 

approach. The lens with which the RHTP was developed was a statewide, data-driven, and 

holistic approach to improving the access to and delivery of health care in Maine in line with 

federal requirements. Providers across the spectrum of care in Maine are relying on this funding 

to support this goal.  

 

CMS has indicated that states are not allowed to use RHTP funds to backfill operating budgets. 

On page 19 of the Notice of Funding Opportunity (NOFO), CMS explicitly states, “[we] will not 

accept payments to clinical services if they duplicate billable services and/or attempt to change 

payment amounts of existing fee schedules. If you plan to fund direct health care services, you 

must justify why they are not already reimbursable, how the payment will fill a gap in care 

 
1 https://www.mainesenate.org/sen-bailey-and-legislative-committee-vote-to-take-action-to-protect-maternal-health-

care-in-rural-areas/ 
2 https://www.cms.gov/newsroom/press-releases/cms-launches-landmark-50-billion-rural-health-transformation-

program  

https://www.mainesenate.org/sen-bailey-and-legislative-committee-vote-to-take-action-to-protect-maternal-health-care-in-rural-areas/
https://www.mainesenate.org/sen-bailey-and-legislative-committee-vote-to-take-action-to-protect-maternal-health-care-in-rural-areas/
https://www.cms.gov/newsroom/press-releases/cms-launches-landmark-50-billion-rural-health-transformation-program
https://www.cms.gov/newsroom/press-releases/cms-launches-landmark-50-billion-rural-health-transformation-program


coverage (such as uncompensated care or services not covered by insurance), and/or how they 

transform the current care delivery model.”3  

 

As States developed proposals last fall and began implementation early in 2026, they pulled from 

guidance provided by CMS as part of the NOFO as well as supportive documents, such as 

published questions and answers subsequent to the Notice of Award. Notably, CMS has stated 

that they expect the following: 

• Funding may not be used to supplant existing local or State funding, replace or duplicate 

payments for clinical services that are already reimbursable by insurance, or fund 

ongoing costs with no path to sustainability. 

• States must design initiatives that invest in long-term, sustainable improvements 

rather than temporary fixes or funding perpetual operating expenses. 

• CMS will recover funding that is used in a manner inconsistent with the activities 

described in the approved plan. 

• Awardees may not unilaterally modify, suspend or cancel an initiative, or redirect funding 

approved for another initiative, without prior CMS approval. 
 

Rural Health Transformation Program Opportunities Specific to PCHC 

 

Throughout the summer of 2026, the State developed criteria that identified which providers 

would be eligible to receive funding as part of the activities outlined and budgeted for Year 1 

approved funding. In Maine’s approved RHTP plan, FQHCs are eligible to receive funding in 

Year 1 for two of the three provider funding opportunities: Electronic Medical Record (EMR) 

Enhancements and Alternative Payment Model (APM) Transitions.  

 

The first opportunity is within the $30 million investment to support health care providers to 

modernize EMR systems4. Of the $30 million, FQHCs were eligible to receive nearly $6 million. 

When the Department met with PCHC in August, they expressed their concern that their 

proposed allocation fell short of their full spending on their EMR. We understand this concern 

but would note that they have been treated the same as all other providers, including other 

FQHCs. Throughout spring and early summer as the State developed guidance regarding 

provider eligibility, at no point did it indicate that it would cover certain expenses, or generally 

that providers should anticipate a certain, pre-fixed amount. PCHC was notified it would be 

eligible for just under $500,000 on July 21, 2026. Any expenses associated with PCHC’s $3 

million upgrade were made at the discretion of PCHC alone.  

 

In the State’s efforts to balance the needs of communities across the state while following the 

directive from CMS that RHTP funds should be used to support rural communities, DHHS 

developed its EMR funding allocation formula to provide funds equitably to all FQHCs across 

the state; provider sites in rural areas were weighted at a 1.5 ratio of potential funding compared 

to provider sites in non-rural areas. We understand that PCHC is frustrated by their allocation, 

but we are adhering to guidance from CMS to prioritize rural provider locations. Without the 

 
3 https://grants.gov/search-results-detail/360442  
4 https://www.maine.gov/dhhs/news/maine-dhhs-announces-30-million-investment-help-health-care-providers-

modernize-electronic-medical-2026-07-10  

https://grants.gov/search-results-detail/360442
https://www.maine.gov/dhhs/news/maine-dhhs-announces-30-million-investment-help-health-care-providers-modernize-electronic-medical-2026-07-10
https://www.maine.gov/dhhs/news/maine-dhhs-announces-30-million-investment-help-health-care-providers-modernize-electronic-medical-2026-07-10


resources to fully cover all projects, the allocation formula was developed to allocate available 

funds in as equitable a way as possible in alignment with identified need and CMS criteria.  

 

There is no way to increase EMR funding for PCHC without negatively impacting allocations to 

other providers, but as we have shared with PCHC and other providers who have made similar 

requests, we are committed to assessing fund usage to identify opportunities to more robustly 

support PCHC and other providers’ work should there be unspent or otherwise available funds 

through this initiative.  

 

PCHC was made aware at the end of July that they would also be eligible under the Alternative 

Payment Model (APM) Transition funding, for which a public announcement will be coming 

shortly. The funding formula is nearly finalized, and the specific amount awarded to each 

provider will be available subsequently. Again, any dollars in this initiative redirected to provide 

additional support to PCHC would be to the detriment of other eligible providers who also need 

support and would compromise the current funding methodology.   

 

PCHC has also requested that the Department expedite their funds in these two initiatives to 

provide relief for their capital needs. While this may sound reasonable, based on the process 

through which funds will be available it will be difficult to move funding for one provider faster 

than others. The EMR funding is provided through a “willing and qualified” process with 

consistent template agreements that outline the recipient’s responsibilities to ensure adherence to 

federal grant requirements and accounting principles. Although the APM funding opportunity is 

through direct payments, these will also follow a consistent, template process. Once agreement 

templates are ready, all providers will have access at roughly the same time. In both the EMR 

and APM opportunities, budgets will need to be vetted to ensure expenses are allowable under 

the grant and are in support of the initiative, and the Department will need to ensure 

requirements of the contract or direct payment have been met prior to payments being made. 

 

Recognizing the urgency for PCHC and the use of the whole RHTP allocation, the Department 

will work to move these processes forward as efficiently as possible within our control, while 

also ensuring that funds are made available to all eligible providers in a consistent and approved 

manner. 

 

Throughout the fall and winter, there will be additional opportunities for which PCHC may be 

eligible to submit bids, including projects for new or expanded School Based Health Centers and 

Community Health Workers. Like EMR and APM funding, these are opportunities named within 

Maine’s RHTP Year 1 plan as approved by CMS and intended to expand or enhance services.  

 

At this point, the recommendation to create a fund to support FQHCs in a similar manner as 

hospitals in the Rural Hospital Efficiency Fund is not feasible because it is not part of Maine’s 

CMS-approved plan, is not aligned with feedback received during the application development 

and would take away resources already planned and announced for investment in other areas. 

 

  



MaineCare Investment in FQHCs, Including Cost of Living Adjustments (COLAs) 

 

As the Department has repeatedly expressed to the Legislature in recent years, DHHS cannot 

implement COLAs for which there is no funding. Unlike in 2025 when the Legislature made 

appropriations through the biennial budget for a one percent COLA increase to rates across all 

relevant MaineCare services, the 2026 supplemental budget, Public Law 2025 Ch. 650, part FF-

45 included funding and directives for COLAs for services under specifically listed sections of 

policy (Chapter 101: MaineCare Benefits Manual, Chapter II, Sections 13, 65 and 92 and rule 

Chapter 101: MaineCare Benefits Manual, Chapter III, Sections 2, 12, 17, 18, 19, 20, 21, 26, 29, 

40, 67, 96 and 97 Appendix C), which did not include Section 31, Federally Qualified Health 

Center rates.  

 

While there was not a COLA implemented in July 2026, over the last several years there has 

been significant investment in FQHC rates, including PCHC:  

- Effective March 1, 2023, MaineCare rebased FQHC rates. Each provider saw a different, 

provider-specific rate increase identified during the analysis process. For PCHC 

specifically, that rebasing resulted in a 34% increase, going from $196.34 per encounter 

up to $263.22 per encounter.  

- Effective July 1, 2024, MaineCare implemented a 4.7% increase to FQHC rates in 

alignment with the CMS FQHC market basket index.  

- Effective July 1, 2025, as directed and funded by the Legislature, MaineCare 

implemented a 1% increase to FQHC rates.  

- Following a request from PCHC to increase their rate to account for additional services, 

MaineCare reviewed the data and increased the rate by $5.54 per encounter rate, 

reflecting roughly $1.4 million in costs reimbursed by MaineCare. This new rate will be 

effective September 1, 2026.  

 

All combined, PCHC’s encounter rate as of September 1, 2026, will be $283.89, which is 45 

percent higher than it was just three years ago, before rebasing.  

 

Broadly, MaineCare’s total spending on Section 31, FQHC services has increased by nearly 50 

percent since 2023, increasing to over $100 million in calendar year 2025. While there is no 

debate about whether providing health care is financially challenging, there should be no 

misunderstanding that the State has made significant investment in these services and that 

additional investment is outside of the Department’s unilateral control.  

 

It should also be noted that due to the budget process in the last two years, MaineCare has been 

forced to cap certain payments to providers in the months leading up to the turn of the fiscal year 

and the availability of necessary funds. Were the Department to implement COLAs for FQHCs 

or any providers above what is appropriated or without an appropriation, that capping would 

have been deeper and broader in its impact. The Department has worked hard to protect more 

vulnerable providers like FQHCs from MaineCare payment disruption due to the Legislature’s 

inability to timely appropriate needed funds and has thus far been successful due to its diligent 

cost management.  

 

 
5 https://legislature.maine.gov/backend/App/services/getDocument.aspx?documentId=123960  

https://legislature.maine.gov/backend/App/services/getDocument.aspx?documentId=123960


Department Responsiveness to CMS 

 

The letter from the Senate Republican Caucus alleged that “the administration’s inability to meet 

federal deadlines nearly put the entire $190 million in first-year RHTP funding U.S. Sen. Susan 

Collins secured for Maine at risk.” To be clear, the State has not missed any deadlines related to 

its RHTP application or for providing supplemental information requested by the Federal 

government following its approval of Maine’s award. Throughout the RHTP process, the State 

has worked diligently under tight timeframes to provide thorough information to CMS, and at no 

point did CMS indicate - in writing, verbally or otherwise - that Maine’s responses were 

untimely or inadequate, or that our funds were potentially at risk.  

 

We acknowledge the important services that PCHC provides the community and stand as a 

partner with the Legislature and providers in working toward a robust health care system that 

Maine people can rely on. In that work, it is important to acknowledge the roles and limitations 

each of us must navigate.  

 

Sincerely,  

 

 

Sara Gagné-Holmes, Commissioner 

Department of Health and Human Services 

 

cc:  Senate Republican Caucus 

Members of the Health Coverage, Insurance, and Financial Services Committee 

Office of Governor Janet T. Mills 

 Attorney General Aaron Frey 
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Governor Janet T. Mills  

1 State House Station  
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Sara Gagné-Holmes  

Commissioner of the Department of Health and Human Services  

11 State House Station 

Augusta, Maine 04333 

 

Aaron Frey 

Attorney General  

6 State House Station 

Augusta, Maine 04333  

 

VIA EMAIL 

 

Dear Governor Mills, Commissioner Gagné-Holmes and Attorney General Frey: 

 

As members of the Joint Standing Committee on Health Coverage, Insurance and Financial 

Services, we are writing to urge your collective action to provide emergency funding of up to $5 

million dollars to support Penobscot Community Health Care (PCHC). Recently, PCHC shared 

that it needs immediate capital investment to stabilize its ability to provide health care to 

approximately 50,000 Maine people without curtailing services or closing locations. PCHC is the 

State’s largest federally qualified health care and serves everyone who needs health care, 

regardless of their ability to pay. The committee believes it is critically important that the State 

do everything possible to maintain the services PCHC provides. We ask that you collectively 

review potential sources of funding available, including Rural Health Transformation Program 

grant funds, Opioid Settlement funds or loans from State agencies or quasi-independent agencies, 

and determine whether the State can provide the needed funds to PCHC to address the immediate 

financial crisis PCHC is experiencing.  

 

While PCHC is only one of the State’s federally qualified health centers, this situation highlights the need 

for us to work together to preserve and strengthen access to health care services; to make health insurance 

coverage more affordable; and to reduce overall health care costs. In the 133rd Legislature, the committee 

will be focused on developing long-term policy solutions to achieve these goals. In the short term until the 

Legislature can act, we ask that you provide the necessary financial assistance to PCHC so that it can 
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continue to maintain operations without a detrimental impact on many, many people it delivers health 

care to in our communities 

 

Thank you for your consideration of the committee’s request.    

 

 

Sincerely,  

 

 

 

 

Sen. Donna Bailey Rep. Kristi Michele Mathieson 

Senate Chair House Chair 

 

 

cc:  Members, Joint Standing Committee on Health Coverage, Insurance and Financial 

Services 

 Lori Dwyer, President and CEO, Penobscot Community Health Care  
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Executive Summary 

This report covers data from calendar year 2024 with comparisons to calendar year 2023. 

There were only two IDR requests in 2024: one was settled in favor of the provider/applicant for 
$8,393.48, while the other was settled privately by the parties involved. From 2023 to 2024, the Total 
Annual Amount of Spending on Out-of-Network Emergency Costs across all carriers increased from 
$6,619,625 to $8,954,375 (35%). The Total Number of Provider-submitted Claims increased from 
4,213,508 to 6,800,211 (61%), while the Total Number of Denied Provider Claims increased from 
256,928 to 428,901 (67%). The Total Percentage of Denials remained mostly stable, only increasing from 
6.1% to 6.3%. 

Introduction 

The Superintendent of Insurance is required to produce this annual report to the Legislature regarding 
the IDR process and other statistics (see the full text of the statute in Appendix A). Under 24-A M.R.S. § 
4303-E, out-of-network emergency healthcare providers can request IDR for bills for covered emergency 
services rendered by out-of-network providers. Uninsured patients with an emergency services bill of 
$750 or more can also request IDR under 22 M.R.S. § 1718-D(3).  All health carriers with more than one 
thousand covered lives—as reported to the Bureau in Rule 940 and 945 reports—must file IDR 
information with the Bureau.  All records relating to an IDR request or proceeding are confidential,1 
therefore the presentation of IDR information in this report does not reveal identifying information 
about individuals involved in IDR cases. 

The following information is reported by carriers who meet the one thousand covered lives threshold:  

• Total Annual Amount Spent on Emergency Out-of-Network Claims;  
• Number of Claims Submitted; and 
• Number of Claims Denied. 

 
Responses were received from seven carriers:  

• Cigna Life and Health Insurance Company; 
• Aetna Life Insurance Company; 
• Anthem Health Plans of Maine; 
• Community Health Options; 
• Harvard Pilgrim Health Care (HPHC); 
• HPHC Insurance Company; and 
• UnitedHealth Care Insurance Company.  

 

Carriers were required to provide responses in the aggregate for their Maine business, not at the plan-
level.  

 
1 24-A 4303-E(5) 
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Independent Dispute Resolution 

The Bureau contracts with an IDR entity to preside over emergency services billing disputes between 
insurance carriers, out-of-network providers, and certain uninsured persons. Since October 1, 2023, the 
Bureau’s IDR administrative vendor is Improve Health. 

As seen in Exhibit 1, in 2024, two requests were made for IDR. One case involved neonatology (care of 
newborn infants), and the other case involved emergency heart surgery. One decision was made in favor 
of the provider/applicant. The other matter was privately settled by the parties and its case was 
dismissed.  

Exhibit 1: 
2024 IDR Decisions 

Provider Fee Carrier Offer Case Decision Amount 
$8,393.48 $1,242.72 $8,393.48 

 N/A  N/A N/A 

Claims Data 

As indicated by Exhibit 2, from 2023 to 2024, the Total Annual Amount of Spending on Out-of-Network 
Non-Emergency Costs across all carriers increased by 10%. 

Exhibit 2: 
The Total Annual Amount of Spending on Out-of-Network  

Non-Emergency Costs, 2023-2024 
2023 2024 

Carrier A $10,239,825 $10,505,046 
Carrier B $442,709 $4,188,756 
Carrier C $19,110 $9,136 
Carrier D $2,935,370   $1,425,042 
Carrier E $889,625 $240,104 
Carrier F $21,250    $14,739 
Carrier G $ 9,924,892 $10,466,669 

Total $24,472,781 $26,849,492 
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Exhibit 3 provides a visual representation of out-of-network non-emergency spending totals by year 
using data from Exhibit 2. 

As indicated in Exhibit 4, from 2023 to 2024, the Total Annual Amount of Spending on Out-of-Network 
Emergency Costs across all carriers increased by 35%. 

Exhibit 4: 
The Total Annual Amount of Spending on Out-of-Network 

Emergency Costs, 2023-2024 

2023 2024 
Carrier A $2,761,893 $2,437,094 
Carrier B $12,202 $738,152 
Carrier C $27,392 $35,917 
Carrier D $362,028 $1,420,393 
Carrier E $127, 207 $40,209 
Carrier F $27,415 $25,940 
Carrier G $3,301,488 $4,256,670 

Total $6,619,625 $8,954,375 
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Exhibit 5 provides a visual representation of out-of-network emergency spending totals by year using 
data from Exhibit 4. 
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As indicated by Exhibit 6, the Total Number of Provider-submitted Claims increased by 61% between 
2023 and 2024 while the Total Number of Denied Provider Claims increased by 67%. The Total 
Percentage of Denials remained mostly stable, only increasing from 6.1% to 6.3%. Two carriers, Carrier A 
and Carrier F, reduced their Percentage of Denials slightly by 0.5%. Carrier B had the largest increase of 
6.8% to 17.5%. Percentages of Denials greater than 25% are highlighted in red in Exhibit 6. 

Exhibit 6:  
Total Number of Provider-submitted Claims and Total Number 

 of Denied Provider Claims, 2023-2024 
Carrier Year Total Submitted Claims Total Denied Claims Percentage of Denials 

Carrier A 
2024 1,745,505 152,869 8.8% 
2023 1,587,968 148,286 9.3% 

Carrier B 
2024 965,857 169,378 17.5% 
2023 413,123 28,231 6.8% 

Carrier C 
2024 568 69 12.1% 
2023 668 75 11.2% 

Carrier D 
2024 34,402 10,478 30.5% 
2023 36,907 9,533 25.8% 

Carrier E 
2024 8,842 2,739 31.0% 
2023 10,252 2,715 26.5% 

Carrier F 
2024 309,532 60,206 19.5% 
2023 302,795 60,461 20.0% 

Carrier G 
2024 3,735,505 33,162 0.9% 
2023 1,861,795 7,627 0.4% 

Total 
2024 6,800,211 428,901 6.3% 
2023 4,213,508 256,928 6.1% 
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Exhibit 7 provides a visual representation of the total numbers of Provider Claims and Denied Provider 
Claims from 2023 and 2024 using data from Exhibit 6. 
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Exhibits 8A and 8B provide additional context for the claim denials from 2024 and 2023 in Exhibit 6. The 
total number of denials is separated by carrier and by category of applicable reasons for denial. 

In 2024 and 2023, claims in the Other category were denied primarily for the following reasons: the 
enrollee was not covered by the plan; the plan had no out-of-network benefits; the provider was not 
found under the National Provider Identifier (NPI)/ Taxpayer Identification Number (TIN); benefits 
exceeded plan limits; the claim was replaced; and an adjustment needed to be made to the original 
submission. 

Exhibit 8A: 
The Number of Provider-submitted Claims That Were Denied and the Applicable Reason, 2024 

Carrier 
Code 

Coding 
Error 

Duplicate 
Claim 

Medical 
Necessity 

/Experimental 

More 
Info. 

Needed 

No Prior 
Authorization 

Out-of-
Network 
Provider 

Covered by 
Medicare/Other 

Plan 

Before/After 
Effective 

Date 

Services 
Not 

Covered 

Claim 
Time 

Expired 
Other 

Total by 
Carrier 

A 7,501 24,378 1,050 10,768 15,179 1,627 1,298 18,581 6,144 10,091 56,252 152,869 

B 28,030 7,431 215 407 11,804 0 3,978 23,883 66,381 10,529 16,720 169,378 

C 0 7 3 3 0 11 0 11 5 0 29 69 

D 1,220 1,871 6 527 196 36 694 14 95 406 5,413 10,478 

E 308 581 0 136 20 13 170 1 36 146 1,328 2,739 

F 8,951 12,534 699 19,623 3,484 1,240 1,974 3,856 3,353 1,289 3,203 60,206 

G 878 3,441 1,126 3,389 451 1,714 1,063 1,553 4,308 13,892 1,347 33,162 

Total 46,888 50,243 3,099 34,853 31,134 4,641 9,177 47,899 80,322 36,353 84,292 

 Exhibit 8B: 
The Number of Provider-submitted Claims That Were Denied and the Applicable Reason, 2023 

Carrier  
Code 

Coding 
Error 

Duplicate 
Claim 

Medical 
Necessity/   

Experimental 

More 
Info. 

Needed 

No Prior 
Authorization 

Out-of-
Network 
Provider 

Covered by 
Medicare/Other 

Plan 

Before/After 
Effective 

Date 

Services 
not 

covered 

Claim Time 
Expired Other Total by

Carrier 

A 5,404 26,292 672 10,286 10,280 1,343 1,969 18,056 7,202 11,161 55621 148,286 

B 328 2,523 1 1,265 4,238 170 1,119 6,357 1,179 5,369 5682 28,231 

C 0 19 3 11 0 4 0 13 1 1 23 75 

D 537 2,459 44 5,519 168 85 0 18 257 0 446 9,553 

E 154 747 14 1,504 20 11 0 13 61 0 191 2,715 

F 7,736 11,649 1,016 19,485 3,252 1,946 2,183 4,459 4,229 359 4147 60,461 

G 51 710 454 961 67 315 610 900 731 1,788 1040 7,627 

Total 14,210 44,399 2,204 39,031 18,025 3,874 5,881 29,816 13,660 18,670 67,150 
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Exhibit 9 provides a visual representation of Provider-submitted Claims That Were Denied in 2023 and 
2024, separated by Applicable Reason, using data from Exhibits 8A and 8B. 
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Exhibit 10 details the Number of Provider-submitted Claims That Were Downcoded2 between 2023 and 
2024. Notably, Carrier F’s downcoded claims in the Other category increased substantially from 227 in 
2023 to 3,239 in 2024 due to an increase in contract errors, duplicate claims, eligibility issues, claims 
processing errors, and provider billing errors. 

In 2023 and 2024, common reasons for downcoded claims in the Other category for Carriers F and G 
were contract errors, duplicate claims, eligibility issues, hospital billing errors, and hospital bill audits. 

Exhibit 10: 
The Number of Provider-submitted Claims That Were Downcoded 

and the Applicable Reason, 2023-2024 

Carrier 
Code 

Year 
Diagnostic 

Information Does Not 
Meet Claim Billed 

Inadequate 
Documentation 

Incorrect 
Codes 
Used 

Services 
Bundled 

Other Total 

A 2024 0 0 0 0 0 0 
2023 78 0 0 0 0 78 

B 2024 0 215 0 0 0 215 
2023 0 162 592 3,265 0 4,019 

C 2024 0 1 0 0 0 1 
2023 0 0 0 0 0 0 

D 2024 0 0 0 0 0 0 
2023 0 0 0 0 0 0 

E 2024 0 0 0 0 0 0 
2023 0 0 0 0 0 0 

F 2024 0 264 28 103 3,239 3,634 
2023 6 481 9 13 227 736 

G 2024 0 0 231 94 122 447 
2023 0 0 164 127 429 720 

Total 2024 0 480 259 197 3,361 4,297 
2023 84 643 765 3,405 656 5,553 

2 In instructions to carriers, the Bureau defined “downcoding” as “the alteration by plan or issuer of a service code to another 
service code, or the alteration, addition, or removal by a plan or issuer of a modifier, if the changed code or modifier is 
associated with a lower Qualifying Payment Amount (QPA) than the service code or modifier billed by the provider or facility.” 
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Exhibit 11 shows each carrier’s reported Aggregate Number of In-Network High-Volume Specialists 
Practicing in Maine in 2023 and 2024. In both years, the most common specialists in the Other category 
were anesthesiologists, emergency medicine, internal medicine, pathologists, and radiologists. 

Exhibit 11: 
The Aggregate Number of In-Network High-Volume Specialists Practicing in Maine, Per Carrier, 2023-2024 

Carrier 
Code 

Year 
Number of 
In-Network 
Facilities3 

Behavioral 
Health 

Cardiology Dermatology Gastroenterology 
Gynecology/

Obstetrics 
Ophthalmology 

Orthopedic 
Surgery 

Other 

A 2024 4,505 3,682 175 99 99 223 108 193 1,896
2023 4,255 3,417 177 75 91 203 99 178 743 

B 2024 7,684 2,575 160 57 77 182 85 166 4,656
2023 7,157 2,458 159 52 73 168 88 161 4,286

C 2024 4,277 4,955 72 69 90 201 91 190 1,540
2023 3,992 4,261 61 67 83 185 93 156 1,516 

D 2024 322 4,630 204 60 100 201 93 174 2,124
2023 310 3,569 201 57 98 190 89 155 1,944 

E 2024 322 4,630 204 60 100 201 93 174 2,124
2023 310 3,569 201 57 98 190 89 155 1,944

F 2024 931 2,719 155 64 86 165 80 189 1,109
2023 932 2,293 150 58 80 174 89 169 1,136

G 2024 2,073 3,114 244 95 114 327 80 241 9,146
2023 2,008 2,893 210 58 98 303 98 214 8,464

3 In instructions to carriers, the Bureau defined "facility" as any public or private hospital, clinic, center, medical school, medical 
training institution, health care facility, physician's office, infirmary, dispensary, ambulatory surgical center, or other institution 
or location where medical or mental health care is provided to any person. 

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
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Medical Loss Ratio 

Carriers must provide rebates in the large group, small group, and individual markets if they do not meet 
the minimum medical loss ratio4 in one of these markets. Exhibit 12, Exhibit 13, and Exhibit 14 show the 
degree to which carriers in the individual and small group markets met a statutory requirement of a 
medical loss ratio of 80% and the extent to which the large group market met a higher standard of 85%. 
Federal law requires that these ratios represent a rolling three-year average.  

Carriers reported a total of $2,129,594,783 in medical claims for 2024 in their Rule 945 reports5. The 
$23,398,888 in out-of-network non-emergency claims reported by carriers represent 1% of that claim 
total. 

Two additional carriers (Carrier H and Carrier I) are included in this section because though they have 
fewer than one thousand insureds, they are still required to meet MLR minimums. 

For 2024, Carrier H was required to pay rebates of $174,838 to large group policyholders in Maine. No 
other rebates were required to be paid in 2023 as a result of all the carriers meeting the minimum MLR.  

For more information regarding carriers’ premiums collected and expenses paid across individual, small 
group, and large group markets in 2024, please visit 
https://www.maine.gov/pfr/insurance/sites/maine.gov.pfr.insurance/files/inline-files/2024-945-Charts-
Graphs.pdf.  

Exhibit 12: 
Medical Loss Ratio Data, 2023-2024 

 2023 2024 

Carrier Individual Small 
Group Large Group Individual Small 

Group 
Large 
Group 

Carrier A 81.0% 81.0% 92.0% 83.6% 83.6% 91.8% 
Carrier B 91.0% 91.0% 106.7% 91.9% 91.9% 101.4% 
Carrier C 99.4% 99.4% 94.1% N/A N/A 90.3% 
Carrier D 87.5% 87.5% 94.8% 87.5% 87.5% 94.8% 
Carrier E 80.9% 80.9% 92.0% 80.9% 80.9% 92.0% 
Carrier F 84.4% 84.4% 88.6% 83.2% 83.2% 91.8% 
Carrier G N/A N/A 91.4% N/A N/A 91.2% 
Carrier H N/A 84.5% 91.5% N/A N/A 79.8% 
Carrier I 114.3% 114.3% N/A 148.2% 147.8% N/A 

  

 
4 “Medical loss ratio” is defined in 24-A M.R.S. §4319 (2) as the ratio of the amount expended on reimbursement for clinical 
services provided to enrollees and activities that improve health care quality (the numerator), and the total amount of premium 
revenue excluding federal and state taxes and licensing and regulatory fees paid and after accounting for payments or receipts 
for risk adjustment, risk corridors and reinsurance pursuant to federal law (the denominator).  These amounts are subject to 
any credibility adjustment. 
5 Rule 945, Annual Report Supplement for Health Insurers, was promulgated pursuant to 24-A M.R.S. §423-D 

https://www.maine.gov/pfr/insurance/sites/maine.gov.pfr.insurance/files/inline-files/2024-945-Charts-Graphs.pdf
https://www.maine.gov/pfr/insurance/sites/maine.gov.pfr.insurance/files/inline-files/2024-945-Charts-Graphs.pdf
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Conclusion 

Few providers are using the IDR process to resolve out-of-network emergency bills. During 2024, two IDR 
decisions were issued. It is not clear whether the low number of IDR requests indicates that providers are 
satisfied with the amount carriers are paying for out-of-network emergency services or whether they are 
instead choosing to resolve disputes on their own; additionally, it is unclear if uninsured persons are 
choosing to resolve disputes on their own. 
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Appendix A 

 

24-A M.R.S. § 4303-E. Dispute resolution process for surprise bills and bills for out-of-network 
emergency services 
1.  Independent dispute resolution process.  The superintendent shall establish an independent dispute 
resolution process by which a dispute for a surprise bill for emergency services or a bill for covered 
emergency services rendered by an out-of-network provider in accordance with section 4303‑C, 
subsection 2 may be resolved as provided in this subsection beginning no later than October 1, 2020.   

A. The superintendent may select an independent dispute resolution entity to conduct the dispute 
resolution process. The superintendent shall adopt rules to implement a dispute resolution process that 
uses a standard arbitration form and includes the selection of an arbitrator from a list of qualified 
arbitrators developed pursuant to the rules. A qualified arbitrator must be independent; may not be 
affiliated with a carrier, health care facility or provider or any professional association of carriers, health 
care facilities or providers; may not have a personal, professional or financial conflict with any parties to 
the arbitration; and must have experience in health care billing and reimbursement rates. Rules adopted 
pursuant to this paragraph are routine technical rules as defined in Title 5, chapter 375, subchapter 2‑A.    

B. An independent dispute resolution entity shall make a decision within 30 days of receipt of the 
dispute for review.    

C. In determining a reasonable fee for the health care services rendered, an independent dispute 
resolution entity shall select either the carrier's payment or the out-of-network provider's fee. The 
independent dispute resolution entity shall determine which amount to select based upon the 
conditions and factors set forth in this paragraph. In determining the reasonable fee for a health care 
service, an independent dispute resolution entity shall consider all relevant factors, including:   

(1) The out-of-network provider's level of training, education, specialization, quality and experience and, 
in the case of a hospital, the teaching staff, scope of services and case mix;   

(2) The out-of-network provider's previously contracted rate with the carrier, if the provider had a 
contract with the carrier that was terminated or expired within one year prior to the dispute; and   

(3) The median network rate for the particular health care service performed by a provider in the same 
or similar specialty, as determined by the all-payer claims database maintained by the Maine Health 
Data Organization or, if Maine Health Data Organization claims data is insufficient or otherwise 
inapplicable, another independent medical claims database. If authorized by rule, the superintendent 
may enter into an agreement to obtain data from an independent medical claims database to carry out 
the functions of this subparagraph. 

D. If an independent dispute resolution entity determines, based on the carrier's payment and the out-
of-network provider's fee, that a settlement between the carrier and out-of-network provider is 
reasonably likely, or that both the carrier's payment and the out-of-network provider's fee represent 
unreasonable extremes, the independent dispute resolution entity may direct both parties to attempt a 
good faith negotiation for settlement. The carrier and out-of-network provider may be granted up to 10 
business days for this negotiation, which runs concurrently with the 30-day period for dispute 
resolution.    
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E. The determination of an independent dispute resolution entity is binding on the carrier, out-of-
network provider and enrollee and is admissible in any court proceeding between the carrier, out-of-
network provider and enrollee or in any administrative proceeding between this State and the provider.    

F. When an independent dispute resolution entity determines the carrier's payment is reasonable, 
payment for the dispute resolution process is the responsibility of the out-of-network provider. When 
the independent dispute resolution entity determines the out-of-network provider's fee is reasonable, 
payment for the dispute resolution process is the responsibility of the carrier. When a good faith 
negotiation directed by the independent dispute resolution entity results in a settlement between the 
carrier and the out-of-network provider, the carrier and the out-of-network provider shall evenly divide 
and share the prorated cost for dispute resolution.    

G. The superintendent shall enforce the determination of an independent dispute resolution entity 
pursuant to this subsection or any agreement made by a carrier and an out-of-network provider after 
the conclusion of the independent dispute resolution process pursuant to this subsection. The 
superintendent may use any powers provided to the superintendent under this Title.   

H. Following a determination by an independent dispute resolution entity of a reasonable fee for a 
particular health care service, an out-of-network provider may not initiate the dispute resolution 
process under this subsection for that same health care service for a period of 90 days.    

2.  Self-insured health benefit plans.  An entity providing or administering a self-insured health benefit 
plan exempted from the applicability of this section under the federal Employee Retirement Income 
Security Act of 1974, 29 United States Code, Sections 1001 to 1461 (1988) may elect to be subject to the 
provisions of this section to resolve disputes with respect to a surprise bill for emergency services or a 
bill for covered emergency services from an out-of-network provider. In the event an entity providing or 
administering a self-insured health benefit plan elects to be subject to the provisions of this section, the 
provisions of this section apply to a self-insured health benefit plan and its members in the same 
manner as the provisions of this section apply to a carrier and its enrollees. To elect to be subject to the 
provisions of this section, the entity shall provide notice, on an annual basis, to the superintendent, on a 
form and in a manner prescribed by the superintendent, attesting to the entity's participation and 
agreeing to be bound by the provisions of this section. The entity shall amend the health benefit plan, 
coverage policies, contracts and any other plan documents to reflect that the provisions of this section 
apply to the plan's members.   

3.  Information required from carriers.  As part of the carrier's annual public regulatory filings made to 
the superintendent, a carrier shall submit in a form and manner determined by the superintendent 
information related to:   

A. The use of out-of-network providers by enrollees and the impact on premium affordability and 
benefit design; and    

B. The number of claims submitted by a provider to the carrier that are denied or down coded by the 
carrier and the reason for the denial or down coding determination.    

4.  Report from superintendent.  On or before January 31st annually, beginning January 1, 2022, the 
superintendent shall report the following information received from all carriers in the aggregate:   

A. The number of requests for independent dispute resolution filed pursuant to this section between 
January 1st and December 31st of the previous calendar year, including the percentage of all claims that 
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were subject to dispute. For each independent dispute resolution determination, the carrier shall 
provide aggregate information that does not identify any provider, carrier, enrollee or uninsured patient 
involved in each determination about:   

(1) Whether the determination was in favor of the carrier, out-of-network provider or uninsured patient;   

(2) The payment amount offered by each side of the independent dispute resolution process and the 
award amount from the independent dispute resolution determination;   

(3) The category and practice specialty of each out-of-network provider involved, as applicable; and   

(4) A description of the health care service that was subject to dispute;    

B. The percentage of facilities and hospital-based professionals, by specialty, that are in network for 
each carrier in this State as reported in access plans submitted to the superintendent;    

C. The number of complaints the superintendent receives relating to out-of-network health care 
charges;    

D. Annual trends on health benefit plan premium rates, the total annual amount of spending on 
inadvertent and emergency out-of-network costs by carriers and medical loss ratios in the State to the 
extent that the information is available;   

E. The number of physician specialists practicing in the State in a particular specialty and whether they 
are in network or out of network with respect to the carriers that administer the state employee group 
health plan under Title 5, section 285, the Maine Education Association benefits trust health plan, the 
qualified health plans offered pursuant to the federal Affordable Care Act and other health benefit plans 
offered in the State;    

F. A summary of the information submitted to the superintendent pursuant to subsection 3 concerning 
the number of claims submitted by health care providers to carriers that are denied or down coded by 
the carrier and the reasons for the denials or down coding determinations;    

G. An analysis of the impact of this section, with respect to both emergency services and other health 
care services, on premium affordability and the breadth of provider networks; and  

H. Any other benchmarks or information that the superintendent considers appropriate to make publicly 
available to further the goals of this section.  

The superintendent shall submit the report to the joint standing committee of the Legislature having 
jurisdiction over health insurance matters and shall post the report on the bureau's publicly accessible 
website.   

5.  Confidentiality.  Except as provided in this subsection, all records of the bureau or an independent 
dispute resolution entity relating to an independent dispute resolution request or proceeding are 
confidential and not a public record under Title 1, chapter 13.    
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Introduction 
 

This annual report provides aggregate information on suspected fraudulent insurance activity1 as reported by 
insurers in Maine for calendar years 2024 and 2025. The data contained in this report is based on responses to 
the Bureau of Insurance’s annual survey of insurers, as required pursuant to 24-A M.R.S. § 2186(4)(A)(B) and 
Maine Insurance Rule Chapter 920. The report contains information on: 

• the number of suspected fraudulent cases and claims, by line of insurance; 
• the amounts paid and the amounts denied for those cases and claims; and 
• the number of suspected fraudulent acts reported or referred to law enforcement and other 

agencies. 
 

Number of Suspected Fraudulent Cases and Claims Reported by Line of Business 

 
Table 1 shows the number of suspected fraudulent cases and claims for 2025,2 reported by line of business, along 
with the amounts paid and denied for those cases and claims.3 Table 2 shows the same data for 2024. 
 
In 2025, a total of 2,145 suspected fraudulent cases were reported by insurers, a decrease of 12% 
compared to the 2,431 reported in 2024. Life insurance saw the highest increase of suspected fraudulent 
cases, rising 160% between 2024 and 2025; health insurance saw the second largest increase at 30%; and 
homeowners insurance saw the third largest increase at 6%. All remaining lines of business saw 
decreases. 

 
The highest number of suspected fraudulent cases in 2025 was reported for Auto, followed by Health and 
Workers’ Compensation. Four categories had more than 25% of suspected fraudulent claim amounts 
denied in 2025: Health (70%), All Other Lines (60%), General Liability (30%), and Auto (27%). 

 
In addition to the decrease in the number of fraudulent cases reported by insurers, the total number of 
suspected fraudulent claims decreased by 46% (from 19,617 to 10,628) between 2024 and 2025. 
Because a case involving a suspected fraudulent act does not always result in a claim or can involve 
multiple claims, the number of cases will often be different than the number of claims. 

  

 
1 Under 24-A M.R.S. § 2186(1)(A) a “fraudulent insurance act” can include a variety of actions, including providing materially false 
information in an application for insurance or in a claim for benefits under an insurance policy, providing false proof of insurance, providing 
false information regarding the financial condition of an insurer, and transacting insurance business without proper licensure. 24-A M.R.S. 
§2186(4) requires insurers to report the number of fraudulent insurance acts which they “knew or reasonably believed” had occurred during 
the previous calendar year. This report refers to the numbers reported as “suspected fraudulent cases and claims” because the reporting 
includes suspected actions which might not ultimately be proven to be fraudulent. 
2 Some companies reported cases but did not report claims, and some reported claims but did not report cases. 
3 The paid and denied amounts displayed for each line of business may include payments and denials beyond those associated with the cases 
and claims listed for the line of business; this occurs when cases and claims that were reported in prior years were not paid or denied until this 
reporting period. 
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Number of Suspected Fraudulent Insurance Acts Referred to Law Enforcement and Other 
Agencies 

 
Table 3 shows that in 2025, 595 of the total 2,145 suspected fraudulent acts were referred to law enforcement 
and other agencies, a 58% increase from 376 of the total 2,431 reported in 2024. 

In 2025, 353 referrals were made to the National Insurance Crime Bureau (NICB), a non-profit organization that 
investigates insurance fraud and assists with fraud investigations by providing information to state and federal 
regulators and insurance companies. 

 
There were 240 referrals made to the Other Agencies category; of these referrals, 153 were made to the Maine 
Bureau of Insurance, and 87 were made to other state and federal agencies. 
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         TO: Joint Standing Committee on Health Coverage, Insurance and Financial Services 
  
         FROM: Linda Conti, Superintendent, Bureau of Consumer Credit Protection 
  
         RE: Foreclosure Report 
  
         DATE: September 28, 2026 

  

Background 
   

Title 14 M.R.S. § 6111 requires mortgage lenders and servicers to provide a 
“notice of right to cure” (also referred to as a “default notice”) to any homeowner 
in default, prior to commencing a foreclosure action in court. This default notice 
must be provided to a borrower before a foreclosure proceeding can be brought 
against the borrower in court. This report reflects the number of default notices 
sent to consumers and compares that number to the number of actual foreclosures 
that are filed. While the sending of the default notice is a prerequisite to the filing 
of a foreclosure action, it does not always result in a foreclosure filing. 
 
The law further requires the lender or servicer to notify the Bureau of Consumer 
Credit Protection of each defaulting homeowner’s name and address, so the Bureau 
can mail an informational letter to the homeowner, advising the homeowner of the 
availability of state resources to assist the homeowner with the pre-foreclosure and 
foreclosure process.  
 
Title 14 M.R.S. § 6111(3-B) requires the Bureau to draft a quarterly report to the 
Joint Standing Committee on Health Coverage, Insurance and Financial Services 
listing the number of default notices sent to Maine residents by their lenders. 
BCCP is required to include information on foreclosures filed by several entities, 
including state-chartered banks, the information for which is provided by the 
Bureau of Financial Institutions. 
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This report covers the period April 1, 2025, through June 30, 2026. 
 

Default Notices Mailed to Homeowners 
 

From April 1, 2025 to June 30, 2026, the Bureau mailed 21,698 informational 
letters to homeowners who received notices of default and right to cure from their 
lenders. Tables 1 through 5 (below) show the breakdown of mailings by quarter 
(Q) and lender type. Tables 6 through 10 show the breakdown of mailings by 
quarter and county. Figure 1 shows notices filed by company type for the period of 
this report (Q2 2025 through Q2 2026).  
 
Table 1. Default Notices by Company Type: Q2 2025 

Type 25-Apr 25-May 25-Jun Total 
Non-bank Mortgage Company 648 500 717 1865 
Securitized Pool 364 285 379 1028 
Federally Chartered Banks 301 258 348 907 
Private Mortgage Lender 122 111 132 365 
State Chartered Banks 122 64 68 254 
Federally Chartered Credit Unions 63 80 84 227 
State Chartered Credit Unions 17 41 50 108 
TOTAL 1637 1339 1778 4754 
 
Table 2. Default Notices by Company Type: Q3 2025 

Type 25-Jul 25-Aug 25-Sep Total 
Non-bank Mortgage Company 617 562 636 1815 
Securitized Pool 336 319 346 1001 
Federally Chartered Banks 321 237 285 843 
Private Mortgage Lender 106 148 155 409 
State Chartered Banks 82 69 70 221 
Federally Chartered Credit Unions 27 69 81 177 
State Chartered Credit Unions 57 8 38 103 
TOTAL 1546 1412 1611 4569 
 
 
Table 3. Default Notices by Company Type: Q4 2025 

Type 25-Oct 25-Nov 25-Dec Total 
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Non-bank Mortgage Company 593 555 610 1758 
Securitized Pool 364 338 278 980 
Federally Chartered Banks 349 252 377 978 
Private Mortgage Lender 179 141 69 389 
State Chartered Banks 96 39 71 206 
Federally Chartered Credit Unions 50 32 52 134 
State Chartered Credit Unions 24 9 36 69 
TOTAL 1655 1366 1493 4514 
 
Table 4. Default Notices by Company Type: Q1 2026 
Type 26-Jan 26-Feb 26-Mar Total 
Non-bank Mortgage Company 328 587 599 1514 
Securitized Pool 285 380 247 912 
Federally Chartered Banks 308 281 201 790 
Private Mortgage Lender 41 164 144 349 
State Chartered Banks 62 46 95 203 
Federally Chartered Credit Unions 31 85 87 203 
State Chartered Credit Unions 20 24 19 63 
TOTAL 1075 1567 1392 4034 
 
Table 5. Default Notices by Company Type: Q2 2026 
Type 26-Apr 26-May 26-Jun Total 
Non-bank Mortgage Company 252 614 668 1534 
Securitized Pool 271 310 294 875 
Federally Chartered Banks 194 170 252 616 
Private Mortgage Lender 108 142 158 408 
State Chartered Banks 43 73 83 199 
Federally Chartered Credit Unions 37 52 53 142 
State Chartered Credit Unions 12 22 19 53 
TOTAL 917 1383 1527 3827 
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Table 6. Default Notices by Maine County: Q2 2025 
County Apr-25 May-25 Jun-25 Total 

Androscoggin 153 140 170 463 
Aroostook 72 52 74 198 
Cumberland 276 176 258 710 
Franklin 46 29 43 118 
Hancock 53 41 61 155 
Kennebec 149 117 188 454 
Knox 39 44 49 132 
Lincoln 49 50 37 136 
Oxford 90 68 113 271 
Penobscot 168 149 193 510 
Piscataquis 21 20 33 74 
Sagadahoc 38 31 46 115 
Somerset 77 54 82 213 
Waldo 77 42 76 195 
Washington 44 27 41 112 
York 285 299 314 898 
TOTAL 1637 1339 1778 4754 
 
Table 7. Default Notices by Maine County: Q3 2025 

County Jul-25 Aug-25 Sep-25 Total 
Androscoggin 156 122 150 428 
Aroostook 73 55 88 216 
Cumberland 221 236 254 711 
Franklin 49 29 31 109 
Hancock 46 44 66 156 
Kennebec 140 135 154 429 
Knox 29 42 48 119 
Lincoln 39 37 58 134 
Oxford 75 82 87 244 
Penobscot 175 143 181 499 
Piscataquis 28 29 24 81 
Sagadahoc 41 32 40 113 
Somerset 80 80 82 242 
Waldo 57 45 53 155 
Washington 38 27 34 99 
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York 299 274 261 834 
TOTAL 1546 1412 1611 4569 
 
Table 8. Default Notices by Maine County: Q4 2025 

County Oct-25 Nov-25 Dec-25 Total 
Androscoggin 186 130 125 441 
Aroostook 68 81 74 223 
Cumberland 224 189 244 657 
Franklin 51 36 30 117 
Hancock 70 44 54 168 
Kennebec 167 140 129 436 
Knox 37 45 38 120 
Lincoln 43 21 54 118 
Oxford 102 74 92 268 
Penobscot 163 148 142 453 
Piscataquis 32 16 34 82 
Sagadahoc 28 30 49 107 
Somerset 92 51 67 210 
Waldo 53 42 44 139 
Washington 32 32 34 98 
York 307 287 283 877 
TOTAL 1655 1366 1493 4514 
 
Table 9. Default Notices by Maine County: Q1 2026 

County Jan-26 Feb-26 Mar-26 Total 
Androscoggin 112 154 131 397 
Aroostook 76 61 47 184 
Cumberland 166 265 195 626 
Franklin 26 28 44 98 
Hancock 39 57 63 159 
Kennebec 92 144 128 364 
Knox 35 41 53 129 
Lincoln 43 52 27 122 
Oxford 54 99 87 240 
Penobscot 98 171 166 435 
Piscataquis 13 19 15 47 
Sagadahoc 6 41 36 83 



 
 

6 
 

Somerset 46 50 83 179 
Waldo 45 53 58 156 
Washington 43 28 41 112 
York 181 304 218 703 
TOTAL 1075 1567 1392 4034 
 
Table 10. Default Notices by Maine County: Q2 2026 

County Apr-26 May-26 Jun-26 Total 
Androscoggin 90 132 147 369 
Aroostook 38 70 58 166 
Cumberland 131 181 221 533 
Franklin 24 41 40 105 
Hancock 45 50 44 139 
Kennebec 80 102 155 337 
Knox 30 50 47 127 
Lincoln 31 47 53 131 
Oxford 61 85 94 240 
Penobscot 105 160 173 438 
Piscataquis 18 24 17 59 
Sagadahoc 29 19 32 80 
Somerset 40 81 85 206 
Waldo 35 36 49 120 
Washington 13 32 44 89 
York 147 273 268 688 
TOTAL 917 1383 1527 3827 
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Figure 1 (below) shows total default notices filed by each type of lender. 

 
Figure 1. Notices Filed by Company Type: Q2 2025 through Q2 2026. 
 
 
 
 
 

Foreclosure Filings in Court 
 
Table 11 (below) shows the number of foreclosure actions filed in each court in the 
State of Maine from April 1, 2025 through June 30, 2026.  
 
Table 11. Foreclosure Actions Filed by Region and Court: Q2 2025 through Q2 2026 

Region/Court 

Apr - 
Jun 

 2025  
Jul - Sep 

 2025 
Oct - Dec 

 2025 

Jan - 
Mar 
 2026 

Apr - 
Jun 

 2026 TOTAL 

STATEWIDE TOTAL 274 268 264 261 307 1374 

Alfred Superior Court 15 7 9 9 7 47 
Biddeford Superior Court 28 31 21 27 33 140 
Springvale Superior Court 0 0 0 0 0 0 
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Region/Court 

Apr - 
Jun 

 2025  
Jul - Sep 

 2025 
Oct - Dec 

 2025 

Jan - 
Mar 
 2026 

Apr - 
Jun 

 2026 TOTAL 

York District Court 0 0 0 0 0 0 
Region 1 Subtotal 43 38 30 36 40 187 
Portland Superior Court 36 34 26 31 29 156 
Bridgton Superior Court 9 6 7 10 10 42 
Portland District Court 0 0 0 0 0 0 
Region 2 Subtotal 45 40 33 41 39 198 
Auburn Superior Court 6 3 2 8 8 27 
Farmington Superior Court 0 2 3 3 7 15 
South Paris Superior Court 6 3 8 3 5 25 
Farmington District Court 8 3 4 3 1 19 
Lewiston District Court 20 20 26 12 25 103 
Rumford District Court 3 3 5 8 3 22 
South Paris District Court 6 11 8 2 10 37 
Region 3 Subtotal 49 45 56 39 59 248 
Augusta Superior Court 6 5 9 6 8 34 
Skowhegan Superior Court 3 4 5 3 2 17 
Augusta District Court 18 11 11 7 9 56 
Skowhegan District Court 12 10 16 6 10 54 
Waterville District Court 5 6 4 10 10 35 
Region 4 Subtotal 44 36 45 32 39 196 
Bangor Superior Court 11 10 12 19 10 62 
Dover Foxcroft Superior Court 2 4 0 6 2 14 
Bangor District Court 10 16 16 8 13 63 
Dover Foxcroft District Court 1 2 2 3 4 12 
Lincoln/Millinocket District Court 1 4 3 4 5 17 
Newport District Court 0 4 3 7 1 15 
Region 5 Subtotal 25 40 36 47 35 183 
Bath Superior Court 0 2 2 1 2 7 
Belfast Superior Court 1 2 4 3 6 16 
Rockland Superior Court 4 5 3 2 6 20 
Wiscasset Superior Court 0 4 1 0 5 10 
Belfast District Court 10 13 5 9 10 47 
Rockland District Court 4 4 4 6 5 23 
West Bath District Court 5 5 4 3 5 22 
Wiscasset District Court 3 4 8 2 2 19 
Region 6 Subtotal 27 39 31 26 41 164 
Ellsworth Superior Court 0 4 5 5 2 16 
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Region/Court 

Apr - 
Jun 

 2025  
Jul - Sep 

 2025 
Oct - Dec 

 2025 

Jan - 
Mar 
 2026 

Apr - 
Jun 

 2026 TOTAL 

Machias Superior Court 3 5 3 2 3 16 
Calais District Court 3 2 4 0 2 11 
Ellsworth District Court 3 6 5 4 9 27 
Machias District Court 3 1 3 5 2 14 
Region 7 Subtotal 12 18 20 16 18 84 
Caribou Superior Court 17 7 10 11 15 60 
Houlton Superior Court 10 3 0 7 3 23 
Caribou District Court 1 2 1 4 8 16 
Fort Kent District Court 0 0 1 1 4 6 
Houlton District Court 1 0 0 0 3 4 
Presque Isle District Court 0 0 1 1 3 5 
Region 8 Subtotal 29 12 13 24 36 114 

  

Statewide Trends 

Statewide notices peaked at approximately 43,000 in 2013, declined through the 
late 2010s, and reached a historic low in 2020 during the federal foreclosure 
moratorium due to COVID 19. Notices have risen from approximately 5,000 in 
2020 to 19,000 in 2025. The share escalating to court filings increased from 5.5% 
in Q2 2025 to 7.5% in Q2 2026, with the sharpest acceleration occurring between 
Q4 2025 and Q2 2026.   

Geographic Concentration 

When adjusted for population, Oxford, Somerset, and Piscataquis each exceed the 
statewide average of 11.2 notices per 10,000 residents. Cumberland County, 
despite having the highest raw notice count, records the lowest conversion rate (the 
rate of default notices that result in a foreclosure court filing (“foreclosure action”) 
.Approximately 5.5% of those Cumberland County residents who received a 
default notice had a foreclosure action filed against them in court.  Region 8 
(Aroostook County) converts default notices to court filings at 11.6%, roughly one 
and a half times the statewide average, compared to 4.6% in Region 3 
(Androscoggin, Franklin, and Oxford counties) and 4.7% in Region 1 (York 
County). 

Lender Type Composition 
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Non-bank mortgage companies and securitized pools1 account for the majority of 
notices across all five quarters of the study period. The lender composition has 
remained largely stable, indicating no significant structural shift in who is initiating 
foreclosure proceedings.  

Data Limitations 

Default notices are an incomplete measure of actual foreclosure activity. A notice 
represents the initiation of a potential foreclosure process, not a completed 
foreclosure. Many homeowners who receive notices resolve their default without 
proceeding to court. The Bureau tracks default notices because it is statutorily 
required to, not because notices provide a complete picture of foreclosure 
outcomes. 

Lender reporting is voluntary with no verification mechanism. The Bureau cannot 
confirm that all notices issued in Maine are captured in its records, and systematic 
underreporting cannot be ruled out. 

Notices are logged manually by a BCCP staff member without an automated data 
management system, introducing meaningful risk of data entry error and 
inconsistency. The Bureau does not have the human capital or technical 
infrastructure to ensure comprehensive and accurate accounting of foreclosure 
activity statewide. 

Methodology 

Default notice data was obtained from Bureau internal records covering July 2009 
through June 2026. Court filing data was provided by the Maine Judicial Branch 
covering Q2 2025 through Q2 2026. County unemployment data was obtained 
from the Maine Department of Labor Center for Workforce Research and 
Information. Notice rates were calculated per 10,000 residents using 2024 
American Community Survey population estimates. Court filing conversion rates 
were calculated by dividing quarterly filings by quarterly notices within each 
judicial region.   

 
Information From Other Sources  

 
As of Q 4, 2024, the Federal Housing Finance Agency’s (FHFA’s) Residential 

 
1 A securitized mortgage pool is a collection of individual home loans bundled together to back tradeable financial 
investments. 
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Mortgage Performance Statistics showed 1.7% of mortgages nationwide were 30 
or 60 days past due, with 0.7% nationwide 90 or more days past due. For the same 
period, the FHFA’s statistics showed Maine’s delinquencies at around the national 
average, with 1.7% of residential mortgages 30 or 60 days past due and 0.8% 90 or 
more days past due. These figures are derived from the FHA’s National Mortgage 
Database, which uses a nationally representative sample of residential mortgages. 
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