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ABSTRACT

Objectives: Mental health disorders affect 46.6 million individuals, 19% of all U.S. adults.
With 2020 costs estimated at $238.4 billion, mental health disorders have become the
costliest health related conditions in the nation. Medicaid plays a substantial role in
covering and paying for mental health services especially among low-income populations.
In the U.S., Medicaid is the single largest payer for mental health services accounting for
approximately 26% of all behavioral health spending. Moreover, while only one in five
individuals enrolled in Medicaid has a behavioral health diagnosis, they account for
almost half of all Medicaid expenditures and, in most states, are a rapidly growing
problem. However, there is limited research on important aspects of mental health
expenditures. No studies have comprehensively detailed state mental health charges
and costs for institutional, office, and pharmacy services or expenditures related to the
costliest Medicaid mental health patients; those that are diagnosed as seriously mentally
ill (SMI) or with serious emotional disturbances (SED). Our study seeks to fill this gap
and detail the mental health expenditures for the Florida Medicaid managed medical
assistance (MMA) programs with a focus on SMI and SED patients.

Study Design: A comparative two-year descriptive analysis of Florida Medicaid MMA
charges and estimated costs for both SMI and SED patients detailing institutional, office,
pharmacy, and total Medicaid population expenditures. Charges and estimated costs are
separated for the top 1%, 5%, and 10%, as well as overall totals in each of these mental
health diagnoses.

Data Sources: All Medicaid claims data for calendar years 2017 and 2018 aggregated
from the Agency for Health Care Administration (AHCA) - Florida’s Medicaid
administrator.

Principal Findings: The top percentages of SMI and SED patients in each area —
institutions, offices, and pharmacy — represent a substantial share of Florida MMA overall
charges and costs in both 2017 and 2018 but the pattern is mixed in interesting ways. Of
the 1,340,316 MMA Medicaid patients that had an institutional visit in 2018, 64,816 of the
patients had a diagnosis of SMI. The top 1% of this population, just 648 SMI patients,
accounted for 2.3% of total MMA institutional costs and averaged $184,029 per patient
while representing only 0.05% of total Medicaid population. In contrast, while the SED
MMA Medicaid institutional population in 2018 was 123,000 patients, nearly double the
SMI population size, the top 1% of SED patients accounted for 2.4% of total MMA
institutional costs, nearly the same share as the 1% for the SMI population. For the 2.5
million MMA Medicaid patients that had an office visits, costs averaged $1,253 which was
an 8.4% increase over 2017 costs. For the 286,000 patients that received SMI or SED
MMA Medicaid pharmacy services, this cohort represented 35% of total Medicaid MMA
pharmacy costs in 2018. Overall, for the 2,584,375 MMA Medicaid patients that received
any type of MMA Medicaid service, 1% of this population represented 29% of the total
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MMA costs, 5% of the population accounted for 49.8%, and 10% of the Medicaid patients
represented 62.5% of total costs. In 2018, of the MMA Medicaid patients receiving mental
health services, 12.5% had a diagnosis of SMI or SED but they accounted for over one-
quarter (26.6%) of the Medicaid MMA program’s estimated costs.

Conclusions: Florida Medicaid MMA patients represent an important share of program
payments and small groups' mental health patients with a diagnosis of SMI or SED have
substantial impacts on Medicaid program costs.



INTRODUCTION

In 2018, the Lancet Commission report on mental health found that mental
disorders were on the rise in every country in the world. Worldwide, they concluded, one
in four people are affected by mental or neurological disorders at some point in their lives
and approximately 450 million people worldwide currently suffer from such conditions. As
a result, mental disorders were among the leading causes of ill-health and disability. They
estimated mental health illnesses will cost the global economy $16 trillion by 2030 with
the economic costs primarily due to the early onset of mental illness and lost productivity
with an estimated 12 billion working days lost due to mental illness every year.*

In the U.S., in 2017, 46.6 million people, or 18.9% of all U.S. adults, were
estimated to have a mental health condition.? Yet, less than half of all people with mental
illnesses received treatment due to factors such as stigma and lack of access to care.?
Nevertheless, despite this overwhelming lack of treatment, mental health disorders top
the list of the costliest conditions in the U.S.,* with costs estimated in 2020 to be $238.4
billion.>

This rise to the costliest health condition has been dramatic. In 1996, the costliest
medical conditions, by far, were heart conditions, with $105 billion in costs while the costs
of mental health disorders were a distant second at $79 billion. By 2004, heart conditions
and mental health disorders were about equal in spending at $131 billion each. However,
by 2013, spending on mental health disorders had moved far ahead of heart conditions
reaching $201 billion versus $147 billion.®

Very prominent among the conditions in the mental health population are those
with a serious mental illness (SMI) and, the analogous definition for youth and children
(less than 18 years of age), those with a serious emotional disturbance (SED). These
mental disorders are mental, behavioral, and/or emotional disorders resulting in serious
functional impairment which substantially interferes with or limits one or more major life
activities.”® The lifespan of SMI patients, or those that progress to SMI, is much shorter
than the general population with this decreased mortality due to physical ilinesses related
to individual lifestyle choices, the side effects of psychotropic treatment, and disparities
in health care access, utilization and provisions.®

Consequently, patients with severe mental health conditions are some of the most
difficult and costly to treat and their numbers are considerable. In 2017, there were an
estimated 11.2 million adults aged 18 or older in the U.S. with SMI.1°® Among youth, less
than 18 years old, 16.5% experienced a mental health disorder in 2016 (7.7 million youth).
A recent meta-analysis found that 10% of youths met federal criteria for SED in at least
one area of functioning and concluded that one in 10 pediatric patients is likely to require
treatment or referral for appropriate mental health services.!

What are the costs of such groups of high users and where does the burden for these
costs fall? Numerous studies have shown that very small groups of the top users of health care
services are extremely costly. In 1996, for example, research found that the top 1% of the
U.S. population accounted for 28% of the total health care expenditures and the top 5%
for more than half of health care expenditures. More recent estimates, for 2017, showed
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the top 1% had dropped to 22% of total health care expenditures, while the top 5% still
accounted for about half of all health care expenditures and the bottom 50% still
accounted for about 3%.'2

And, in the U.S., much of the burden for treating mental health disorders,
especially for low-income populations, falls on state Medicaid programs. Covering nearly
73 million beneficiaries in 2018 or about 20% of Americans, Medicaid has emerged as
the largest health insurance programin the United States.*® With the Medicaid population
including infants, children, young mothers, homeless adults, individuals with disabilities,
and individuals who are dually eligible for Medicare and Medicaid, total Medicaid
spending in the US was $616 billion in FY 2019 with approximately 62% paid by the
federal government and 38% financed by states.!* Thus, while only one in five individuals
enrolled in Medicaid has a behavioral health diagnosis, they account for almost half of all
Medicaid expenditures and, in many states, mental health conditions account for much
greater percentage of state expenditures and are a rapidly growing problem.*>6

In addition, complicating the costs of these programs, with the passage of Patient
Protection and Afford Care Act (Obamacare) in 2010, among the new patients who
receive health insurance coverage through the Medicaid expansion, approximately 29%
had either a mental health condition, a substance use disorder, or both.1” Accordingly,
the Congressional Budget Office (CBO) projected outlays for the Medicaid program from
2022 through 2029 will grow by 6%.18

Florida Medicaid

In the state of Florida these problems with mental health coverage and payment
are especially acute.'® Nearly 4 million people have health care coverage through their
state’s Medicaid program; similar to the national level of coverage with about one in five
Floridians covered. Close to 3.8% of the population’s 19.9 million adults, approximately
750,000 adults, live with an SMI condition such as schizophrenia, bipolar disorder, and
major depression.?® Nevertheless, only 36.3% of adults in Florida are estimated to
receive any form of treatment from either the public system or private providers.?!

Complicating the challenges of treating patients with mental health conditions, the
State of Florida changed its Medicaid payment approach and began in 2013 contracting
with 11 managed care programs to provide medical services to their Medicaid
populations. These managed care programs now cover most Florida Medicaid services
and, in 2018, cost $17.5 billion; 65.3% of Florida’s Medicaid expenditures.??2

Perhaps, not surprisingly, spending on Florida's Medicaid program increased by
22% between fiscal years 2012 and 2016 with the most likely cause being the influence
of the Patient Protection and Affordable Care Act — popularly known as Obamacare
(PPACA).?* By fiscal years 2017-2018, Florida Medicaid expenditures were $26.8 billion
with the federal-state matching program paying 61.6% and the state paying 38.4%.
Average spending per eligible enrollee was $6,619 in 2018.



To our knowledge, no studies have comprehensively examined Medicaid mental
health costs separating institutional, office, and pharmacy services costs for SMI and SED
patients and focusing on the top user groups. While nhumerous studies have shown that
medical care expenses are highly concentrated among relatively small groups of users,
there is a dearth of evidence detailing these costs for mental health patients at the state
level. Our investigation seeks to fill this shortcoming by analyzing the charges and
estimated costs of the Florida Medicaid population in calendar years 2017 and 2018 and
focusing on SMI and SED mental health patients with the highest costs.

DATA AND METHODS

Data for our study are from AHCA claims data and represent counts and
charges/payments for all Florida Medicaid MMA patients for the years 2017 and 2018.
These payments embody the major areas of Florida Medicaid payments.?® As noted
above, in 2017, managed care Medicaid spending for services represented 65% of
managed care services cover approximately 78% of Florida’s Medicaid population.?® We
use the AHCA data to identify the top 1%, 5% and 10% of Florida Medicaid managed
care patients based on the total charges for their medical services.

We further separated the AHCA data based on the charge source of the data — 1)
institutional/hospital, 2) office/physician, and 3) pharmacy. Our totals in Table 4 shows
the sums for these three sources of data. For each source of payment, two measures
are reported in our tables: 1) billed charges and 2) estimated costs using a cost/charge
ratio. Each of these financial measures is defined as follows. Billed charges are the
charge amounts submitted to AHCA by the provider. The cost-to-charge (CCR) ratio is
the ratio between a hospital’s expenses and what they charge. For office and pharmacy
claims, costs are estimated based on the paid claims as defined below.

For institutional costs, we use the overall hospital CCR ratio to measure the
markup of chargemaster rates over Medicare-allowable costs. The CCR is calculated as
a hospital’s total gross charges divided by its total Medicare-allowable cost.?” Medicare-
allowable cost includes both direct patient cost (for example, emergency department,
operating room, and intensive care) and indirect general service cost (for example,
administration, laundry, and pharmacy) but excludes items not related to the patient care
provided by the hospital, such as services of the gift shop and private physicians’ offices.
Costs reflect the actual expenses incurred in the production of services, such as wages,
supplies, and utility costs while charges represent the amount billed for the service.
Ample evidence shows that charges are typically not closely related to costs and ample
markups typically occur.?829:30

In our study, for our institutional cost estimates, we use a CCR of 22.7% for 2017
and 20.5% for 2018. These CCR estimates are based on the calculations from the U.S.
Department of Labor for Florida in 2018.3 The 2018 CCR value is also consistent with
the median all-payer inpatient CCR of 20.4% for Florida hospitals from the Hospital Cost
and Utilization Project (HCUP).??



For both office visits and pharmacy claims, there are no similar methodologies to
CCRs that we are aware of. Moreover, since many office and pharmacy payments are
based on larger contractual arrangements between the MMA healthcare companies and
AHCA, only the charge is reported on the Medicaid patients claim and the specific costs
of a visit or pharmacy service may not report or only reported for the balance of the
payment. Therefore, we estimated these costs as follows. For office visits, for each visit
and procedure, we first calculated all positive payments within the visit and procedure
that fell in the 20 to 80 percentile range. We assumed the 20 to 80 percentile payment
range would represent majority of payments and be reasonable and conservative
estimates of the costs of each visit or service provided. Consequently, for each payment,
if a payment was less than the mean payment minus the standard deviation, it was
replaced with the mean payment for the visit and/or service based on the payment value
in the 20 to 80 percentile.

For pharmacy claims, most claims had descriptive pharmacy data related to the
prescription but missing the payment amounts. Of the 35 million pharmacy claims in
2018, for example, 93% had a missing payment of all claims. Rather than lose this data,
we used the National Drug Code (NDC) to impute payment amounts for claims with
missing payments. We began, like the office calculations, by first calculating the
percentile of payments by each NDC that fell in the 20 to 80 percentile range. For those
payments that were less than the mean payment minus the standard deviation of the 20
to 80 percentile, we used the mean NDC value to replace just those pharmacy costs with
missing payment values. Other payments remained unchanged and the actual cost
(payment) is used. Finally, for each Medicaid patient, we summed their pharmacy costs
and used this cost as the basis for Table 3.

In addition, to reporting the total Florida Medicaid payments for each of these
payment categories in 2017 and 2018, we separated the totals into three groups: 1) SMI,
2) SED, and 3) SMI and SED totals combined. Specifically, SMI is based on the age of
the individual, functional impairment, duration of the disorder and the diagnosis. Adults
must meet all of the following four criteria: 1) Age: must be an adult 18 years of age or
older; 2) Diagnoses: must have one of the diagnoses as defined under the current
American Psychiatric Association Diagnostic and Statistical Manual of Mental Disorders
such as schizophrenia, bipolar disorder, or recurrent major depression and the diagnosis
would have been determined within the prior 12 month period by an appropriately licensed
professional; 3) Functional Impairment: the disturbance is excessive and causes clinically
significant distress or impairment in social, occupational, or other important areas of
functioning; and 4) Duration: the disability must be expected to persist for six months or
longer.3+3%

SED is defined like SMI and SED determination is based on the age of the
individual, diagnoses, functional impairment or symptoms, and duration of the disorder
but the age of the patient is typically under 18 years of age. The child/adolescent must
meet all of the following criteria: 1) Age: must be a person under the age of 18 or received
services prior to 18™ birthday; 2) Diagnoses: The child/adolescent has an emotional
and/or behavioral disability that has been diagnosed by a licensed psychiatrist, licensed
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psychologist, or other licensed expert recognized by Florida under the classification
system in the American Psychiatric Association Diagnostic and Statistical Manual of
Mental Disorders (DSM-IV-TR); 3) Functional Impairment: represented by impairment in
one or more of the following areas: Functioning in self-care: functioning in community,
functioning in social relationships: functioning in the family: or functioning at school/work;
and 4) Symptoms: In one of the following groups: Psychotic symptoms: symptoms are
characterized by defective or lost contact with reality, often with hallucinations or
delusions; Danger to self, others and property as a result of the emotional disturbance;
The individual is self-destructive, e.g., at risk for suicide, and/or at risk for causing injury
to self, other persons, or significant damage to property, and trauma symptoms; and
children experiencing or witnessing serious unexpected events that threaten them or
others.36

As defined, SMI and SED represent two unique Florida Medicaid patient
populations and, consequently, their corresponding charges and estimated costs are
mutually exclusive.

RESULTS

Our results are shown in 4 tables. Table 1 reports the institutional totals for billed
charges and estimated CCRs separated into for 4 groupings — total, SMI, SED, and
combined SMI and SED in 2017 and 2018 by the top 1%, 5%, and 10% of the Medicaid
MMA population. We also show the one-year 2017-2018 percentage change. Tables 2
through 4 report charges and costs for office, pharmacy, and then the combined totals for
institutional, office, and pharmacy, respectively, in a similar format to Table 1.

Institutional Charges and Estimated Costs
All Institutional Patients

Table 1 shows that a total of 1,340,316 Medicaid patients had an institutional visit
in 2018 while in 2017 there were 1,374,897 visits, 34,581 fewer patients or a 2.5% decline.
However, while charges increased 0.9%, estimated costs declined overall for institutional
visits -8.2%. Table 1 shows that 1% of Florida Medicaid patients, or just 13,403 in 2018
Medicaid patients charged $6.3 billion and cost $1.4 billion. The top 1% of MMA Medicaid
patients represented 27.2% of total institutional costs while the top 10% represented
60.6% of total institutional costs. The average cost per patient for the institutional MMA
Medicaid patients was $3,830 but for the top 1% of the MMA Medicaid population it
averaged $104,233 but dropping to $23,191 for the top 10% in this group. For all groups
of MMA Medicaid patients, there was a decline in their mean cost ranging from -13.6% to
8.2% and these averages for each group was about 8 percentage points lower than the
mean charge. In part, this decline likely reflects the 2.5% decline in the number of MMA
Medicaid patients from 2017 to 2018.



SMI Institutional Patients

For SMI patients, Table 1 reveals that of the 1,340,316 MMA Medicaid patients
that had an institutional visit in 2018, 64,816 of the patients had an SMI. Just 1% of this
population, 648 SMI patients, accounted for 2.3% of total MMA institutional costs and
averaged $184,029 per patient. In comparison, 10% of the 2018 SMI patients that
received MMA Medicaid services in 2018, accounted for 14.8% of total Medicaid MMA
program costs. In contrast to the overall institutional population, all four groups of patients
showed increases in their mean charges over the 2017-18 period ranging from 1.1% to
6.8% but declines in their mean costs ranging from -9.7% to -3.8%.

SED Medicaid Institutional Patients

The SED MMA Medicaid institutional population in 2018, as shown in Table 1,
was nearly double the size of the SMI population with 123,000 SED patients versus
64,816 SMI patients. 1% of this population, 1,230 SED patients, accounted for 2.4% of
total MMA institutional costs and averaged $98,884 per child or young adult. However,
10% of this population was not as costly as the SMI population in 2018 accounting for
only 8.9% of total Medicaid MMA program costs versus 14.8% for the SMI population.
Nevertheless, comparing 2017 with 2018 costs shows that, except for the mean costs for
the 1% group of SED MMA Medicaid patients, all other mean charges and costs increased
for this group.

SMI and SED Institutional Patients

The bottom group of tables in Table 1 shows that there was a total of 187,816
SMI and SED MMA Medicaid patients in 2018 and they represented 14% of the 1,340316
Medicaid MMA patients receiving institutional services. These SMI and SED patients in
2018 represented nearly one-quarter (23.7%) of Medicaid MMA program costs but, SMI
and SED combined, shows and overall decline in costs between 2017 and 2018 ranging
from 5.3% to 2.0%, respectively, for each group although the average increase in patients
was 1.7% between the two years.

Office Charges and Estimated Costs
All Office Patients

Table 2 reports MMA Medicaid office related charges and costs for 2017 and
2018. The 2,501,904 MMA Medicaid patients that had an office visit in 2018 was almost
double the 1,340,316 patients that experienced an institutional visit in that year although
the number of patients having an office visit declined by 3.1% from 2017. Nevertheless,
mean charges and mean costs for each group of patients increased between 2017 and
2018 with all the increases in mean charges and costs for each of the groups (SMI, SED,
and SMI and SED patients in the top 1%, 5%, and 10% groups) being double digit
increases while their respective populations grew at 1.1% of less. For both mean charges
and mean costs, Table 2 shows that, regardless of the grouping, the 1-year percentage
change was always greatest for the top 1% group and progressively declined for each
successive group and the total. Overall, the MMA Medicaid office cost averaged $1,253
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for the 2.5 million patients: an 8.4% increase over 2017 costs. For the top 1%, the cost
increase over 2017 for the office group of MMA Medicaid patients was 14.9%

SMI Office Patients

Table 2 shows that there were 87,021 MMA Medicaid patients that were
diagnosed with SMI that had an office visit in 2018 and this group accounted for 8.4% of
total office visit costs in that year. For the top 1% of SMI patients with an office visit, their
mean cost was $46,257 for 2018, an increase of 18.3% over 2017.

SED Office Patients

For the SED MMA Medicaid office patient population in 2018, as shown in Table
2, they were nearly triple the size of the SMI population; 233,901 vs 87,201 (2.7 times).
These MMA Medicaid office patients accounted for 18.3% of total MMA office costs and
averaged $2,450 per SED patient. In this case, in contrast to the SMI population, SED
total costs were more than double the SMI costs, $573 million vs $265 million, and these
total costs had increased 9.1% over the previous year. Comparing mean costs in 2017
with 2018 reveals a 21.5% increase in mean costs for the top 1%: the largest increase
among office costs in Table 2.

SMI and SED Office Patients

Finally, combining SMI and SED MMA Medicaid patients, Table 2 shows in 2018
that there was a total of 320,928 SMI and SED MMA Medicaid office service patients in
2018 and they represented 26.7% of the total office costs. For the 32,092 patients in
2018, that represented 10% of these MMA Medicaid patients, their share of total costs
was 13.5% just about half of the total costs for this group.

Pharmacy Charges and Estimated Costs
All Pharmacy Patients

Table 3 reveals 2017 and 2018 MMA Medicaid pharmacy charges and costs.
There were 1,890,167 Medicaid MMA pharmacy patients in Florida in 2018 with a total of
$2.7 billion in charges and $1.6 billion in costs. Among all the CCRs, the costs of
pharmacy represented 61.2% of total charges and the highest ratio among the three
areas (institution, office, and pharmacy) that we analyzed. Overall, the number of
Medicaid MMA patients provided pharmacy services decline 2.8% between 2017 and
2018 but both mean charges and mean costs increased by 5.5% or more for all the
groupings. Overall, the MMA Medicaid cost averaged $873 for the 1.9 million patients of
pharmacy services and represented a 5.5% increase over 2017 costs.

SMI Pharmacy Patients

There were 82,462 SMI pharmacy patients in 2018, as shown in Table 3, and this
group accounted for 16.0% of total MMA Medicaid pharmacy costs in that year. For this
group, their mean costs increased 8.2% over 2017 mean costs and grew at a rate of
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8.2%. For the top 1% of SMI patients with a pharmacy service, their mean cost was
$24,625 for 2018 and represented the largest increase over 2017 of 24.9%. Similarly,
the 5% and 10% groups had increases in costs between 2017 and 2018 that were nearly
20% with 19.9% and 18.6% increases, respectively.

SED Pharmacy Patients

For the SED MMA Medicaid pharmacy population in 2018, as shown in Table 3,
mean costs for the top 1% were the highest of any of the groupings at $33,541 for the
2,041 patients. These costs had increased at a rate of 8.1% over the previous year which
was about 4 times greater than the 1.9% increase of mean costs for the total group of
204,138 patients. However, even though the mean cost was relatively low, the $313.8
million in total costs for the SED group represented 19.0% of the total MMA Medicaid
pharmacy costs in 2018.

SMI and SED Pharmacy Patients

The combined totals of the SMI and SED MMA Medicaid pharmacy patients,
Table 3, indicates that the 286,600 patients represented 35% of the total pharmacy costs
in 2018. Mean costs averaged $2,015 per patient and had increased 4.4% over 2017
while the Medicaid population treated by MMA companies grew 1%.

All Categories Charges and Estimated Costs
All Patients

Table 4 summarizes the combined of data the previous three tables. As noted
early, these three areas of Medicaid services represent the major financial outlays for
Florida Medicaid’s program costs.

Overall, a total of 2,584,375 Medicaid patients received MMA services in 2018
although this number of patients was 3% lower than the number of MMA services in the
previous year. Of these MMA Medicaid patients, 1% represented 29% of the total costs,
5% accounted for 49.8%, and 10% represented 62.5% of the costs. Overall, for the
combined groups, the mean cost in 2018 declined between -1% and -2.9% for each
patient group with the largest decline overall of -2.9% for the top 1% and a -1% decline
for the total 2.6 million MMA Medicaid population.

All SMI Patients

Table 4 reveals that of the 2,584,375 Medicaid patients that received Medicaid
MMA services in 2018, 87,586 (3.4%) had a diagnosis of SMI. These patients accounted
for 13.0% of total Medicaid MMA program costs. One percent or just 875 of these SMI
Medicaid patients in 2018 accounted for 1.9% of the estimated SMI costs for Medicaid
MMA or $189 million. For this 1% of SMI Medicaid MMA patients, these costs averaged
$215,515 per patient and overall, these estimated SMI cost expenditures represented
13.0% of total Medicaid MMA program costs. Compared to 2017, SMI mean costs in
2018 decreased -3.0% for the top 1% for each Medicaid MMA program population while
increasing slightly for the other groups from 0.2% to 1.2% while this population grew 0.1%.
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All SED Patients

Of the 2,584,375 Medicaid patients that received Medicaid MMA services in 2018,
Table 4 indicated that 234,509 had a diagnosis of SED at an annual cost of $5,728 per
patients and represented 13.5% of MMA Medicaid costs. While the population had grown
1.1% over the 2017-2018 period, mean costs increases for the groupings of patients were
all at least 5.2% or higher. One percent or just 2,345 of these SED Medicaid patients, in
2018, accounted 2.9% of MMA costs ($289 million). The SED costs averaged $123,196
in 2018 per patient and show a 9.3% increase over 2017.

All SMI and SED Patients

Finally, Table 4 shows that combined in 2018 there were 322,095 SMI and SED
MMA Medicaid patients. Of the 2,584,375 total MMA Medicaid patients in 2018, this
shows that 12.5% of the SMI and SED patients were receiving services and these patients
accounted for over one-quarter (26.6%) of the Medicaid MMA program’s estimated costs.
For the top 1% of this population, their 4.8% share of Medicaid MMA program costs
averaged $148,283 per Medicaid patient. Comparing the 2018 to 2017 results in Table
4 to the 2017 results, it appears there was an overall increase of 0.8% in MMA Medicaid
patients with an overall increase in mean costs per patient of 3.0%.

Discussion

For Medicaid MMA institutional inpatients, overall there was a -2.5% decline in
the number of inpatients between 2017 and 2018 with an accompanying decline for costs
and most charges for all Medicaid MMA inpatients. However, there was an 1.1% increase
in SMI inpatients but the mean cost for all four groups of SMI inpatients — top 1%, 5%,
10% and total all declined by -3.8% or more. In contrast, for SED inpatients, the
population grew by 2.1% over the one-year period and all but top 1% of SED inpatients
saw a 2.0% or greater increase in estimated costs. Thus, while both SMI and SED
Medicaid MMA institutional populations grew during the 2017 to 2018 period, the cost
pattern between the SMI and SED inpatients appears to be the opposite. SMI incurring
lower costs while the SED inpatient population generally increased costs.

One possible explanation for the decreased costs of the Medicaid institutional
MMA populations could be the increased number of office visits and use of pharmacy for
these patients. That is, the use or substitute of less expensive services or resources for
the SMI population. Our results indicate that the estimated costs of the SMI population
grew by more than 10.1% and 18.6% for the office and pharmacy resources, respectively,
over the 2017-2018 for the top 10% of these populations and the increase in costs over
the one-year period was even greater for the top 1% and 5% of SMI for office and
pharmacy resources. While the SMI Medicaid MMA populations may not be totally
consistent in their use of institutional, office, and pharmacy services, over the annual
period or even within a specific year, the results suggest a plausible rationale for the
decline in institutional costs for the SMI population.
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This potential pattern of office and pharmacy services substituting for institutional
services does not appear as plausible in the SED population. While the SED Medicaid
MMA patients grew 1.1% and 1.4%, respectively, for office and pharmacy costs between
2017 and 2018, for the top 10% in these populations, growth in estimated costs were
12.7% for office services and 5.9% for pharmacy services. For the top 1% of the SED
population over the one-year period, the cost increases were even higher, 21.5% for office
and 8.1% for pharmacy utilization. Remembering that SMI patients are adults while SED
are primarily young adults or children, this difference in the pattern of usage between SMi
and SED Medicaid MMA patients doesn’t rule out that shifts between institutional services
and office and pharmacy services may be successful and/or growing. However, it
appears to be more plausible for SMI Medicaid MMA patients than for the SED Medicaid
patients. These patterns and differences require further study.

It is critical to temper our conclusions given the results are based on charges and
any healthcare costs estimated from healthcare charges need to be carefully assessed
and thoughtfully generalized. While one of the advantages of our study is that we have
comprehensive up-to-date Florida Medicaid charge data on the MMA populations, clearly,
as we noted earlier in our manuscript, there are important issues and concerns about
converting charges to costs and then interpreting and validating the results. While it is
crucial for state and national policymakers to begin to move forward in this area of
identifying the direct costs associated with the expenditure of incredible amounts of public
monies, we need to be cautious. While we have used publicly available CCRs for
institutional charges that are consistent with BLS and HCUP CCRs, we are very sensitive
to the influence even small changes in these can have on our cost estimates.
Consequently, we included in our tables both the original Medicaid charge data
summaries, the estimated cost data, and the 2017 to 2018 percentage change so the
reader can gauge the influence of the CCRs.

Similarly, we utilized realistic methods for updating the missing office and
pharmacy charges and costs based on similar office services or pharmacy prices. While
we feel these office and pharmacy methodologies are reasonable, with 93% of the 35
million pharmacy claims missing, the results represent, at best, a rough approximation.
To our knowledge, there are no similar studies focused on Florida MMA data in these
areas and it is an area of inquiry that would benefit greatly from further study.
Subsequently, we seek to explicitly recognize these methodological issues and concerns,
note they are potentially significant caveat in our study, and encourage further research
and validation in these areas.

Another pattern of considerable interest is how the management of these mental
health patients influences their outcomes and costs. There are 11 major MMA programs
in the state of Florida that have the responsibility of providing care for most the state’s
Medicaid patients. It would be informative and critical to policymakers to be able to
separate the costs of each SMI and SED patient in these MMAs and compare their
treatment variations and outcomes. An important consideration in carrying out such an
evaluation of Medicaid mental health costs relates to the budgeting process in the State
of Florida where AHCA, the state’s Medicaid agency, negotiates bundled contracts with
major managed care providers. This process of bundling payments into ‘health packages’
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creates unique difficulties in the evaluation process related to the quality, access, and
cost of the Medicaid services provided.®’

In a typical bundled payment agreement, the concept is quite simple; a health
care provider receives a fixed, lump-sum payment to be divided at its discretion among
the facilities and providers involved with a distinct episode of care for a given patient. The
intent of the bundled payment agreement is typically to decrease health care spending
because studies have shown there are large variations in health care costs associated
with the hospitalization, physician services, readmissions, and post-acute care®3%40 and,
thus, the potential for cost savings by splitting some portion of the savings.

While bundling payments is appealing for many payers and state Medicaid
programs because of these saving incentives, the potential problems with bundled
payments are noteworthy. These include: trouble defining discrete episodes of care for
chronic conditions, potential to avoid critical specialty care, inability to easily account for
value, and implementation challenges.*!42

Moreover, in these packages, costs are especially difficult to discern and applying
these costs to specific services or treatments is enigmatic. The essential information
needed to determine the value of the bundled services especially among chronic mental
health services like SMI and SED becomes confusing and unreliable.**# These patients,
as we have shown, are very costly but, in addition, with the questionably high degrees of
uncertainty related to their needs, care, and outcomes, also very high variability in their
costs among the top high users making them potentially big financial liabilities.*>46

Finally, as noted earlier and in many other studies, the significant impact of high
users on the costs of health care services is not new. High volume healthcare users are
very costly, and the top percentages of these patients consume most of the healthcare
services for most payers. Our study underscores their importance and the impact high
cost users have on the Florida Medicaid MMA program. This impact is especially
pronounced for SMI and SED Medicaid patients that are high cost users. The top
percentages of SMI and SED patients in each of these areas — institutions, offices, and
pharmacy — represent a substantial share of Florida MMA Medicaid’s overall charges and
costs in both 2017 and 2018 with little evidence their impact will abate.

Limitations

The CCR ratio is influenced by individual hospitals’ cost control practices and,
therefore, is not a perfect measure of the variation that may exist in different institutions.
Since, the CCRs for institutional payments we used in Table 1 varied, using 0.227 in 2017
and 0.205 in 2018 to adjust our charge data, we would expect some of the resulting
variation in the one-year percentage differences to be due to CCR differences. That s, if
we had used the same CCR in both years, we would have expected to see a cost pattern
in Table 1 about 0.022% higher in 2018, narrowing the difference between these two
years.
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Another potential limitation is that Medicaid cost reports are based on
administrative records submitted by hospitals, offices, and other providers and there may
be human error and inaccuracies within the data. Third, not all hospitals have the same

cost structure and there can be significant cost variation across hospitals that may
systematically bias our results.474849
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Table 1: Total Charges and Costs of FL Medicaid Managed Medical Assistance Institutional Claims for CY 2017 and 2018

2017 ALL MMA Patients with Institution Claims 2018 ALL MMA Patients with Institution Claims
" - One Year % Change
Total Charges Total Estimated Costs Total Charges Total Estimated Costs _
0 0, 0, 0
% of # of % of Mean % of Mean # of % of Mean % of Mean # of Mean Mean
MMA . Total Charges Total Total Costs Total . Total Charges Total Total Costs Total .
. Patients Charge Cost Patients Charge Cost Patients | Charge Cost
Patients Charges Costs Charges Costs
Top 1% 13,748 $6,784,907,976 30.1% $493,520 $1,659,419,627 28.9% $120,703 13,403 $6,325,864,371 28.5% $471,974 $1,397,037,976 27.2% $104,233 -4.4% -13.6%
Top 5% 68,744 $11,898,212,453 52.8% $173,080 $2,828,736,909 49.3% $41,149 67,015 $11,429,875,107 51.5% $170,557 $2,481,133,790 48.3% $37,024 2 5% -1.5% -10.0%
Top 10% 137,489 $14,781,721,073 65.6% $107,512 $3,499,283,436 61.0% $25,451 134,031 $14,318,586,532 64.6% $106,830 $3,108,364,958 60.6% $23,191 =% -0.6% -8.9%
Total 1,374,897 | $22,540,254,728 | 100.0% $16,394 $5,735,372,664 | 100.0% $4,171 1,340,316 $22,172,414,514 100.0% $16,543 $5,132,828,584 100.0% $3,830 0.9% -8.2%
2017 SMI MMA Patients with Institution Claims 2018 SMI MMA Patients with Institution Claims % Change
0 0 0, 0, 0
% of # of % of Mean % of Mean # of % of Mean % of Mean # of Mean Mean
MMA . Total Charges Total Total Costs Total . Total Charges Total Total Costs Total .
. Patients Charge Cost Patients Charge Cost Patients | Charge Cost
Patients Charges Costs Charges Costs
Top 1% 641 $672,802,228 3.0% $1,049,613 $130,589,857 2.3% $203,728 648 $687,915,850 3.1% $1,061,599 $119,250,882 2.3% $184,029 1.1% -9.7%
Top 5% 3,205 $1,465,002,978 6.5% $457,099 $308,074,197 5.4% $96,123 3,240 $1,557,761,060 7.0% $480,790 $295,156,438 5.8% $91,098 11% 5.2% -5.2%
Top 10% 6,410 $1,928,455,435 8.6% $300,851 $412,095,747 7.2% $64,290 6,481 $2,064,579,238 9.3% $318,559 $398,814,288 7.8% $61,536 - 5.9% -4.3%
Total 64,109 $3,311,755,476 14.7% $51,658 $783,358,226 13.7% $12,219 64,816 $3,575,499,881 16.1% $55,164 $762,192,269 14.8% $11,759 6.8% -3.8%
2017 SED MMA Patients with Institution Claims 2018 SED MMA Patients with Institution Claims % Change
% of % of % of % of % of
MMA #_Of Total Charges Total Mean Total Costs Total Mean #,Of Total Charges Total Mean Total Costs Total Mean #_Of Mean Mean
. Patients Charge Cost Patients Charge Cost Patients | Charge Cost
Patients Charges Costs Charges Costs
Top 1% 1,205 $393,926,622 1.7% $326,910 $119,529,007 2.1% $99,194 1,230 $421,432,711 1.9% $342,628 $121,626,747 2.4% $98,884 4.8% -0.3%
Top 5% 6,026 $734,476,128 3.3% $121,885 $213,864,776 3.7% $35,490 6,150 $794,809,145 3.6% $129,237 $227,885,398 4.4% $37,055 21% 6.0% 4.4%
Top 10% 12,052 $934,509,293 4.1% $77,540 $262,968,085 4.6% $21,819 12,300 $1,012,868,485 4.6% $82,347 $280,415,313 5.5% $22,798 7 6.2% 4.5%
Total 120,525 $1,546,842,134 6.9% $12,834 $438,494,279 7.6% $3,638 123,000 $1,684,590,177 7.6% $13,696 $456,327,800 8.9% $3,710 6.7% 2.0%
2017 SMI and SED MMA Patients with Institution Claims 2018 SMI and SED MMA Patients with Institution Claims % Change
% of % of % of % of % of
MMA #_Of Total Charges Total Mean Total Costs Total Mean #,Of Total Charges Total Mean Total Costs Total Mean #_Of Mean Mean
. Patients Charge Cost Patients Charge Cost Patients | Charge Cost
Patients Charges Costs Charges Costs
Top 1% 1,846 $1,066,728,850 4.7% $577,860 $250,118,864 4.4% $135,492 1,878 $1,109,348,561 5.0% $590,707 $240,877,629 4.7% $128,263 2.2% -5.3%
Top 5% 9,231 $2,199,479,106 9.8% $238,271 $521,938,974 9.1% $56,542 9,390 $2,352,570,205 10.6% $250,540 $523,041,835 10.2% $55,702 1 7% 5.1% -1.5%
Top 10% 18,462 $2,862,964,728 12.7% $155,073 $675,063,832 11.8% $36,565 18,781 $3,077,447,723 13.9% $163,860 $679,229,600 13.2% $36,166 o 5.7% -1.1%
Total 184,634 $4,858,597,610 21.6% $26,315 $1,221,852,505 | 21.3% $6,618 187,816 $5,260,090,058 23.7% $28,007 $1,218,520,068 | 23.7% $6,488 6.4% -2.0%
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Table 2: Total Charges and Costs of FL Medicaid Managed Medical Assistance Office Claims for CY 2017 and 2018

2017 ALL MMA Patients with Office Claims

2018 ALL MMA Patients with Office Claims

One Year % Change
Total Charges Total Estimated Costs Total Charges Total Estimated Costs
% of % of % of % of % of
#of M M #of M M #of M M
MMA .o Total Charges Total ean Total Costs Total ean 'o Total Charges Total ean Total Costs Total ean ,° ean ean
. Patients Charge Cost Patients Charge Cost Patients | Charge Cost
Patients Charges Costs Charges Costs
Top 1% 25,807 $2,360,727,619 21.3% $91,476 $780,886,073 26.2% $30,259 25,019 $2,408,942,248 21.9% $96,285 $869,719,164 27.7% $34,762 5.3% 14.9%
Top 5% 129,038 $4,641,595,103 41.9% $35,971 | $1,338,912,810 44.9% $10,376 125,095 $4,668,161,219 42.4% $37,317 $1,436,152,495 45.8% $11,480 3.19% 3.7% 10.6%
=3. 0
Top 10% 258,077 $6,157,419,056 55.6% | $23,859 | $1,712,487,123 | 57.4% $6,636 250,190 $6,167,122,938 56.0% $24,650 $1,814,110,978 | 57.9% $7,251 3.3% 9.3%
Total 2,580,778 $11,077,655,310 100.0% $4,292 $2,983,335,903 | 100.0% $1,156 2,501,904 $11,020,828,802 100.0% $4,405 $3,135,681,237 100.0% $1,253 2.6% 8.4%
2017 SMI MMA Patients with Office Claims 2018 SMI MMA Patients with Office Claims % Change
% of % of % of % of % of
MMA #.Of Total Charges Total Mean Total Costs Total Mean #.Of Total Charges Total Mean Total Costs Total Mean #.Of Mean Mean
X Patients Charge Cost Patients Charge Cost Patients | Charge Cost
Patients Charges Costs Charges Costs
Top 1% 869 $122,936,694 1.1% $141,469 $33,983,291 1.1% $39,106 870 $135,627,340 1.2% $155,893 $40,244,025 1.3% $46,257 10.2% 18.3%
Top 5% 4,348 $312,125,018 2.8% $71,786 $79,473,776 2.7% $18,278 4,351 $330,375,435 3.0% $75,931 $88,977,859 2.8% $20,450 0.1% 5.8% 11.9%
Top 10% 8,697 $448,570,178 4.0% $51,578 $110,699,253 3.7% $12,728 8,702 $469,918,731 4.3% $54,001 $121,979,971 3.9% $14,017 - 4.7% 10.1%
Total 86,976 $1,021,759,260 9.2% $11,748 $246,528,288 8.3% $2,834 87,021 $ 1,061,585,854 9.6% $12,199 $264,787,049 8.4% $3,043 3.8% 7.4%
2017 SED MMA Patients with Office Claims 2018 SED MMA Patients with Office Claims % Change
% of % of % of % of % of
MMA #_Of Total Charges Total Mean Total Costs Total Mean #,Of Total Charges Total Mean Total Costs Total Mean #.Of Mean Mean
. Patients Charge Cost Patients Charge Cost Patients | Charge Cost
Patients Charges Costs Charges Costs
Top 1% 2,314 $196,627,616 1.8% $84,973 $98,953,001 3.3% $42,763 2,339 $228,299,744 2.1% $97,606 $121,504,264 3.9% $51,947 14.9% 21.5%
Top 5% 11,570 $436,834,677 3.9% $37,756 $198,235,672 6.6% $17,134 11,695 $491,670,642 4.5% $42,041 $230,405,657 7.3% $19,701 1.1% 11.4% 15.0%
. (]
Top 10% 23,141 $601,211,842 5.4% $25,980 $264,609,635 8.9% $11,435 23,390 $667,361,347 6.1% $28,532 $301,459,274 9.6% $12,888 9.8% 12.7%
Total 231,418 $1,267,821,660 11.4% $5,478 $519,840,156 17.4% $2,246 233,907 $1,363,794,880 12.4% $5,831 $573,175,363 18.3% $2,450 6.4% 9.1%
2017 SMI and SED MMA Patients with Office Claims 2018 SMI and SED MMA Patients with Office Claims % Change
% of % of % of % of % of
MMA #.Of Total Charges Total Mean Total Costs Total Mean #.Of Total Charges Total Mean Total Costs Total Mean #.Of Mean Mean
. Patients Charge Cost Patients Charge Cost Patients | Charge Cost
Patients Charges Costs Charges Costs
Top 1% 3,183 $319,564,310 2.9% $100,397 $132,936,292 4.5% $41,764 3,209 $363,927,083 3.3% $113,408 $161,748,288 5.2% $50,405 13.0% 20.7%
Top 5% 15,918 $748,959,695 6.8% $47,051 $277,709,448 9.3% $17,446 16,046 $822,046,078 7.5% $51,231 $319,383,516 10.2% $19,904 0.8% 8.9% 14.1%
Top 10% 31,838 $1,049,782,021 9.5% $32,973 $375,308,889 12.6% $11,788 32,092 $1,137,280,077 10.3% $35,438 $423,439,245 13.5% $13,195 = 7.5% 11.9%
Total 318,394 $2,289,580,920 20.7% $7,191 $766,368,444 25.7% $2,407 320,928 $2,425,380,734 22.0% $7,557 $837,962,412 26.7% $2,611 5.1% 8.5%
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Table 3: Total Charges and Costs of FL Medicaid Managed Medical Assistance Pharmacy Claims for CY 2017 and 2018

2017 ALL MMA Patients with Pharmacy Claims 2018 ALL MMA Patients with Pharmacy Claims One Year % ch
ne Year % Change
Total Charges Total Estimated Costs Total Charges Total Estimated Costs _
% of % of % of
# of % of Mean Mean # of % of Mean Mean # of Mean Mean
MMA Total Ch Total Total Total Ch Total Total
patients Patients otal Charge Total Charge otal Cost c::::s Cost Patients otal Charge Total Charge otal Cost C;)::s Cost Patients | Charge Cost
Top 1% 19,443 $1,344,265,531 52.7% $69,139 $361,887,956 22.5% $18,613 18,901 $1,444,204,081 53.6% $76,409 $390,428,876 23.7% $20,657 10.5% 11.0%
Top 5% 97,216 $1,911,923,651 74.9% $19,667 $424,463,198 26.4% $4,366 94,508 $2,044,983,025 75.8% $21,638 $438,147,125 26.6% $4,636 2.8% 10.0% 6.2%
=L 0
Top 10% 194,433 $2,148,638,030 84.2% $11,051 $566,405,964 35.2% $2,913 189,016 $2,288,049,040 84.9% $12,105 $590,819,491 35.8% $3,126 9.5% 7.3%
Total 1,944,339 $2,551,082,882 100.0% $1,312 $1,609,484,526 | 100.0% $828 1,890,167 $2,696,268,547 100.0% $1,426 $1,649,931,394 100.0% $873 8.7% 5.5%
2017 SMI MMA Patients with Pharmacy Claims 2018 SMI MMA Patients with Pharmacy Claims % Change
% of % of % of
# of % of M M # of % of M # of ™M ]
MMA .o Total Charge 00 ean Total Cost Total ean .0 Total Charge 00 Amount Total Cost Total ean 'o can can
Patients Patients Total Charge Costs Cost Patients Total Costs Cost Patients | Charge Cost
Top 1% 825 $103,990,998 4.1% $126,050 $16,269,758 1.0% $19,721 824 $110,720,348 4.1% $134,369 $20,290,763 1.2% $24,625 6.6% 24.9%
Top 5% 4,125 $214,781,879 8.4% $52,068 $22,168,321 1.4% $5,374 4,123 $231,528,553 8.6% $56,155 $26,559,475 1.6% $6,442 0.1% 7.8% 19.9%
=U. 0
Top 10% 8,251 $284,018,724 11.1% $34,422 $36,164,455 2.2% $4,383 8,246 $308,300,947 11.4% $37,388 $42,851,615 2.6% $5,197 8.6% 18.6%
Total 82,516 $438,327,039 17.2% $5,312 $243,976,474 15.2% $2,957 82,462 $473,985,512 17.6% $5,748 $263,753,951 16.0% $3,198 8.2% 8.2%
2017 SED MMA Patients with Pharmacy Claims 2018 SED MMA Patients with Pharmacy Claims % Change
% of % of % of
# of % of Mean Mean # of % of Mean # of Mean Mean
PaMtilzlrll-\ts Patients Total Charge Total Charge Total Cost Z:::l Cost Patients Total Charge Total Amount Total Cost Z:::sl Cost Patients | Charge Cost
Top 1% 2,013 $153,060,325 6.0% $76,036 $62,438,560 3.9% $31,018 2,041 $169,046,969 6.3% $82,826 $68,457,348 4.1% $33,541 8.9% 8.1%
Top 5% 10,067 $231,140,952 9.1% $22,960 $83,410,334 5.2% $8,286 10,206 $256,416,810 9.5% $25,124 $89,139,330 5.4% $8,734 9.4% 5.4%
1.4%
B (]
Top 10% 20,134 $280,525,608 11.0% $13,933 $89,726,524 5.6% $4,456 20,413 $308,546,324 11.4% $15,115 $96,355,877 5.8% $4,720 8.5% 5.9%
Total 201,349 $462,497,412 18.1% $2,297 $303,907,372 18.9% $1,509 204,138 $490,603,703 18.2% $2,403 $313,838,880 19.0% $1,537 4.6% 1.9%
2017 SMI and SED MMA Patients with Pharmacy Claims 2018 SMI and SED MMA Patients with Pharmacy Claims % Change
% of o % of o % of
MMA #_Of Total Charge % of Mean Total Cost Total Mean #_Of Total Charge % of Mean Total Cost Total Mean #.Of Mean Mean
patients Patients Total Charge Costs Cost Patients Total Charge Costs Cost Patients | Charge Cost
Top 1% 2,838 $257,051,323 10.1% $90,575 $78,708,318 4.9% $27,734 2,865 $279,767,317 10.4% $97,650 $88,748,111 5.4% $30,977 7.8% 11.7%
Top 5% 14,192 $445,922,831 17.5% $31,421 $105,578,655 6.6% $7,439 14,329 $487,945,363 18.1% $34,053 $115,698,804 7.0% $8,074 1.0% 8.4% 8.5%
B 0
Top 10% 28,385 $564,544,332 22.1% $19,889 $125,890,978 7.8% $4,435 28,659 $616,847,271 22.9% $21,524 $139,207,492 8.4% $4,857 8.2% 9.5%
Total 283,865 $900,824,451 35.3% $3,173 $547,883,846 34.0% $1,930 286,600 $964,589,215 35.8% $3,366 $577,592,831 35.0% $2,015 6.1% 4.4%
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Table 4: Total Charges and Costs of FL Medicaid Managed Medical Assistance Claims (Institution, Office, Pharmacy) for CY 2017 and 2018

2017 ALL MMA Patients with Institution/Office/Pharmacy Claims

2018 ALL MMA Patients with Institution/Office/Pharmacy Claims

N N One Year % Change
Total Charges Total Estimated Costs Total Charges Total Estimated Costs
% of % of % of % of
#of M % of Total M # of M M # of M M
MMA 'o Total Charges Total can Total Costs % of Tota ean ‘o Total Charges Total ean Total Costs Total ean .° ean ean
X Patients Charge Costs Cost Patients Charge Cost Patients | Charge Cost
Patients Charges Charges Costs
Top 1% 26,640 $11,264,256,284 31.1% $422,832 $3,058,593,389 29.6% $114,812 25,843 $10,855,962,045 30.2% $420,074 $2,880,228,277 29.0% $111,451 -0.7% -2.9%
Top 5% 133,201 $19,875,344,225 55.0% $149,213 $5,200,509,379 50.4% $39,043 129,218 $19,480,135,470 54.3% $150,754 $4,936,392,847 49.8% $38,202 3.0% 1.0% -2.2%
=3. 0
Top 10% 266,402 $24,804,855,944 68.6% $93,111 $6,518,298,771 63.1% $24,468 258,437 $24,421,388,558 68.0% $94,496 $6,200,361,621 62.5% $23,992 1.5% -1.9%
Total 2,664,022 | $36,168,992,919 | 100.0% $13,577 $10,328,193,093 100.0% $3,877 2,584,375 $35,889,511,862 100.0% $13,887 $9,918,441,214 100.0% $3,838 2.3% -1.0%
2017 SMI MMA Patients with Institution/Office/Pharmacy Claims 2018 SMI MMA Patients with Institution/Office/Pharmacy Claims % Change
% of % of o % of % of
MMA #.Of Total Charges Total Mean Total Costs % of Total Mean #.Of Total Charges Total Mean Total Costs Total Mean #.Of Mean Mean
X Patients Charge Costs Cost Patients Charge Cost Patients | Charge Cost
Patients Charges Charges Costs
Top 1% 874 $916,553,507 2.5% $1,048,688 $194,235,312 1.9% $222,237 875 $943,848,030 2.6% $1,078,683 $188,575,831 1.9% $215,515 2.9% -3.0%
Top 5% 4,372 $2,009,600,411 5.6% $459,652 $452,430,560 4.4% $103,484 4,379 $2,136,595,829 6.0% $487,919 $454,173,143 4.6% $103,716 0.1% 6.1% 0.2%
Top 10% 8,745 $2,669,793,071 7.4% $305,294 $614,689,330 6.0% $70,290 8,758 $2,850,263,901 7.9% $325,447 $621,849,288 6.3% $71,004 P 6.6% 1.0%
Total 87,452 $4,771,841,775 13.2% $54,565 $1,273,862,989 12.3% $14,566 87,586 $5,111,071,246 14.2% $58,355 $1,290,733,269 13.0% $14,737 6.9% 1.2%
2017 SED MMA Patients with Institution/Office/Pharmacy Claims 2018 SED MMA Patients with Institution/Office/Pharmacy Claims % Change
% of % of o % of % of
MMA #.Of Total Charges Total Mean Total Costs % of Total Mean #.Of Total Charges Total Mean Total Costs Total Mean #.Of Mean Mean
X Patients Charge Costs Cost Patients Charge Cost Patients | Charge Cost
Patients Charges Charges Costs
Top 1% 2,319 $737,469,028 2.0% $318,012 $261,398,144 2.5% $112,720 2,345 $805,583,301 2.2% $343,532 $288,894,509 2.9% $123,196 8.0% 9.3%
Top 5% 11,595 $1,399,944,950 3.9% $120,737 $481,732,392 4.7% $41,547 11,725 $1,530,696,944 4.3% $130,550 $534,026,460 5.4% $45,546 1.1% 8.1% 9.6%
Top 10% 23,191 $1,820,380,391 5.0% $78,495 $619,841,209 6.0% $26,728 23,450 $1,988,394,314 5.5% $84,793 $681,390,737 6.9% $29,057 r 8.0% 8.7%
Total 231,914 $3,277,161,206 9.1% $14,131 $1,262,241,807 12.2% $5,443 234,509 $3,538,988,760 9.9% $15,091 $1,343,342,043 13.5% $5,728 6.8% 5.2%
2017 SMI and SED MMA Patients with Institution/Office/Pharmacy Claims 2018 SMI and SED MMA Patients with Institution/Office/Pharmacy Claims % Change
% of % of % of % of
0,
MMA #.Of Total Charges Total Mean Total Costs % of Total Mean #.Of Total Charges Total Mean Total Costs Total Mean #.Of Mean Mean
. Patients Charge Costs Cost Patients Charge Cost Patients | Charge Cost
Patients Charges Charges Costs
Top 1% 3,193 $1,654,022,535 4.6% $518,015 $455,633,457 4.4% $142,698 3,220 $1,749,431,331 4.9% $543,302 $477,470,340 4.8% $148,283 4.9% 3.9%
Top 5% 15,967 $3,409,545,361 9.4% $213,537 $934,162,952 9.0% $58,506 16,104 $3,667,292,773 10.2% $227,726 $988,199,603 10.0% $61,364 0.8% 6.6% 4.9%
Top 10% 31,936 $4,490,173,462 12.4% $140,599 $1,234,530,538 12.0% $38,656 32,208 $4,838,658,215 13.5% $150,232 $1,303,240,025 | 13.1% $40,463 = 6.9% 4.7%
Total 319,366 $8,049,002,981 22.3% $25,203 $2,536,104,796 24.6% $7,941 322,095 $8,650,060,006 24.1% $26,856 $2,634,075,312 | 26.6% $8,178 6.6% 3.0%
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