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KEY POINTS
Question: How much were patients billed for COVID-19 hospitalizations in 20207

Findings: Of 1,377 and 2,698 COVID-19 hospitalizations for privately insured and Medicare
Advantage patients, 71.2% and 49.1% had cost-sharing for facility services billed by hospitals,
services billed by clinicians or ancillary providers, or both. Among these hospitalizations, mean
out-of-pocket spending was $788 and $277. 4.6% and 1.3% had cost-sharing for facility services;
among these hospitalizations, mean out-of-pocket spending was $3,840 and $1,536.

Meaning: Insurer cost-sharing waivers for COVID-19 hospitalizations may not cover all
hospitalization-related care. Patient out-of-pocket burden could be substantial if insurers allow
walversto expire.
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ABSTRACT

IMPORTANCE: Many insurers waived cost-sharing for COVID-19 hospitalizations during
2020. Nonetheless, patients may have been billed if their plans did not implement waivers or if
waivers did not capture all hospitalization-related care, including clinician services. Assessing
out-of-pocket spending for COVID-19 hospitalizations in 2020 could demonstrate the financial
burden patients may face if insurers allow waiversto expire, as many chose to do during early
2021.

OBJECTIVE: To estimate out-of-pocket spending for COVID-19 hospitalizations in 2020
DESIGN: Cross-sectional analysis
SETTING: IQVIA PharMetrics® Plus for Academics Database, a national claims database

PARTICIPANTS: COVID-19 hospitalizations for privately insured and Medicare Advantage
patients during March-September 2020

MAIN OUTCOMESMEASURES: Mean total out-of-pocket spending, defined as the sum of
out-of-pocket spending for facility services billed by hospitals (e.g., accommodation charges)
and for professional/ancillary services billed by clinicians and ancillary providers (e.g., clinician
inpatient evaluation and management, ambulance transport)

RESULTS: Analysesincluded 4,075 hospitalizations. Of the 1,377 hospitalizations for privately
insured patients and the 2,698 hospitalizations for M edicare Advantage patients, 981 (71.2%)
and 1,324 (49.1%) had out-of-pocket spending for facility services, professional/ancillary
services, or both. Among these hospitalizations, mean (SD) total out-of-pocket spending was
$788 (1,411) and $277 (363). In contrast, 63 (4.6%) and 36 (1.3%) hospitalizations had out-of-
pocket spending for facility services. Among these hospitalizations, mean total out-of-pocket
spending was $3,840 (3,186) and $1,536 (1,402). Total out-of-pocket spending exceeded $4,000
for 2.5% of privately insured hospitalizations, compared with 0.2% of Medicare Advantage
hospitalizations.

CONCLUSIONS: Few COVID-19 hospitalizations in this study had out-of-pocket spending for
facility services, suggesting most were covered by insurers with cost-sharing waivers. However,
many hospitalizations had out-of-pocket spending for professional/ancillary services. Overall, 7
in 10 privately insured hospitalizations and half of Medicare Advantage hospitalizations had any
out-of-pocket spending. Findings suggest insurer cost-sharing waivers may not cover all
hospitalization-related care. Moreover, high cost-sharing for some hospitalizations suggests out-
of-pocket burden could be substantial if waivers expire, particularly for privately insured
patients. Rather than rely on voluntary insurer actions to mitigate this burden, federal
policymakers should consider mandating insurers to waive cost-sharing for all COVID-19
hospitalization-related care throughout the pandemic.
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INTRODUCTION

Between August 2020 and April 2021, there were more than 2.1 million U.S.
hospitalizations for coronavirus disease 2019 (COVID-19).* To mitigate patient financial burden,
many private insurers and Medicaid Advantage insurers voluntarily waived cost-sharing for
COVID-19 hospitalizations during part or all of 2020.>* Literature examining cost-sharing for
other respiratory infection hospitalizations suggests these waivers potentially resulted in
substantial savings for patients.*® For example, among privately insured patients hospitalized for
respiratory infections between 2016-2019, average out-of-pocket spending was $1,653 for
patients in traditional plansand $1,961 for patientsin consumer-driven health plans.* Among
M edicare Advantage patients hospitalized for influenzain 2018, average out-of-pocket spending
was almost $1,000.°

While waivers may have mitigated financial burden for many patients hospitalized for
COVID-19 during 2020, some patients may still have been billed if their plans did not implement
waivers or if waivers did not capture all hospitalization-related care. Hospitalizations can result
in two categories of bills.”® The first includes facility services provided by hospitals, such as
accommodation and inpatient pharmacy services. The second includes services from clinicians
and ancillary providers (hereafter referred to as “ professional/ancillary services’). This category
includes clinician services for emergency department and inpatient care, aswell as ambulance
services for transport to the hospital. While waivers would ideally cover both categories, some
may only have covered facility services billed by hospitals, not professional/ancillary services
billed separately by providers.

Protecting patients from the costs of COVID-19 hospitalizationsis an important policy

goal, as hospitalization surges may still occur despite vaccination efforts. Despite this, no study
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101 to our knowledge has assessed the amount patients were billed for COVID-19 hospitalizations
102 during 2020, either overall or by service category. Addressing this knowledge gap may inform
103  policy in several ways. First, it could motivate efforts to improve the comprehensiveness and
104  implementation of existing insurer cost-sharing waivers for COV1D-19 hospitalizations. Second,
105 it could demonstrate the potential financial burden patients may face if insurers allow cost-

106  sharing waivers to expire, as many chose to do during early 2021.°*° Finally, it could illustrate
107  thepotential need for federal legislation mandating U.S. insurers to waive cost-sharing for these
108  hospitalizations — legislation that was proposed, but not passed, in the U.S. House of

109  Representativesin 2020.™ In this study, we used national claims data to estimate out-of -pocket
110  spending for COVID-19 hospitalizations during March-September 2020 among patients covered
111 by private and Medicare Advantage plans.

112

113 METHODS

114 Data source. In May 2021, we conducted a cross-sectional analysis of the IQVIA

115  PharMetrics® Plus for Academics database. This database contains fully-adjudicated medical and
116  pharmacy claims from de-identified patientsin all 50 states and the District of Columbia. Claims
117  were complete through September 30, 2020 when data were delivered at the end of March 2021,
118  corresponding to a sSix-month claims run-off period. The database included 1.0 million patients
119  covered by Medicare Advantage plans and 7.7 million patients covered by fully-insured private
120  plansin 2020. The database did not include any patients covered by self-insured private plans.
121 Datainclude patient year of birth, state and region of residence, payer type, and plan

122  type. Dataalso include International Classification of Diseases, Tenth Revision, Clinical

123 Madification (ICD-10-CM) diagnosis codes, a hospitalization identifier assgned to all claims
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124  that occurred on or between the admission and discharge dates of hospitalizations, amounts

125  billed to patients (deductibles, co-insurance, and co-payments), and a flag for whether the billing
126  provider was a hospital, clinician, or other entity. The database does not include information on
127  race, ethnicity, household income, out-of-network status, or in-hospital death (to protect patient
128  confidentiality). Moreover, the database does not include plan identifiers or information on plan
129  benefit design, including whether insurers had cost-sharing waivers for COVID-19

130  hospitalizations. As discussed below, we conducted analyses to evaluate whether such waivers
131  may have been in place. Because data were de-identified, the Institutional Review Board of the
132 University of Michigan Medical School exempted analyses from human subjects review.

133 Sudy sample. We included hospitalizations that had a primary diagnosis of confirmed
134  COVID-19infection (ICD-10-CM diagnosis code U071) and that began and ended between

135  March 1-September 29, 2020. We required discharge before September 30, 2020 to ensure the
136  end of hospitalizations was observed (see Appendix 1 for details). We excluded hospitalizations
137  if they were covered by a secondary insurer (e.g., adifferent private insurance plan) or if any
138  associated claim had missing data for out-of-pocket spending or billing provider type.

139 Categorization of claims. For each hospitalization, we assigned claims with the

140  corresponding hospitalization identifier to 1 of 3 mutually exclusive categories (see Appendix 2
141 for details):

142 1) Clamsfor facility services (ingtitutional claims with ahospital or emergency department

143 place of service and ahospital billing provider type). These services included but were not

144  limited to hospital accommodation, facility charges for emergency department visits, and

145  inpatient laboratory, pharmacy, and radiology services.

146  2) Claimsfor professional/ancillary services, defined as one of three types of services:
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Ambulance (claims with an ambulance place of service or procedure code)

Clinician (claims with an emergency department or hospital place of service and clinician
billing provider type)

Miscellaneous (claims with billing provider type for miscellaneous providers, such as

durable medical equipment providers and dialysis centers).

For additional context, clinician services were divided into 4 subtypes:

Emergency department (claims with an emergency department place of service)

Inpatient evaluation and management (claims with a hospital place of service and
procedure code for evaluation and management, e.g., initial or subsequent hospital care)
Inpatient diagnostic testing (claims with hospital place of service and procedure codes for
laboratory tests, radiology tests, €l ectrocardiograms, echocardiography,

el ectroencephalograms, and vascular diagnostic studies)

Other inpatient services (claims with hospital place of service and procedure codes for
services other than evaluation and management and diagnostic testing, such as

procedures).

3) Unclassified claims. This category included the approximately 4.3% of claims that were

assigned the confinement identifier for the COVID-19 hospitalization but did not meet criteria

for afacility or professional/ancillary service. Three-quarters of these claims had a place of

service code for office, home, or hospital outpatient department. While some of these claims

could represent care at visitsresulting in direct admission to the hospital, they could also include

care provided at unrelated visits. In the main analysis, we excluded these claims to maximize the

probability of only capturing out-of-pocket spending for services truly associated with

hospitalizations. We included these claims in a sensitivity analysis.
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170 Outcomes. Out-of-pocket spending was defined as the sum of deductibles, co-insurance,
171 and co-payments. For each payer type (private insurance and Medicare Advantage), we

172 determined the proportion of hospitalizations in two categories: those with out-of-pocket

173 spending for facility services (with or without out-of-pocket spending for professional/ancillary
174  services), and those with out-of-pocket spending for facility services, professional/ancillary

175  services, or both. For hospitalizationsin both categories, we calculated total out-of-pocket

176  spending, defined as the sum of out-of-pocket spending across facility and professional/ancillary
177  services. Additionally, we calculated the proportion of all hospitalizations with out-of-pocket
178  spending for the 3 main types of professional/ancillary services and for the 4 subtypes of

179  clinician services.

180 Presence of cost-sharing waivers. The database did not report whether COVID-19

181  hospitalizations were covered by plans with cost-sharing waivers. However, as noted below, the
182  vast majority of hospitalizations in our sample did not have cost-sharing for facility services.

183  Whilethismight suggest that most hospitalizations were covered by insurers that waived cost-
184  sharing for facility services —that is, that the absence of cost-sharing for facility servicesimplied
185  the presence of awaiver — apotential alternative explanation is that most patients had already
186  met their plan’s annual out-of-pocket maximum at the time of hospitalizations. To evaluate this
187  possibility, we conducted a sensitivity analysis in which we restricted analyses to

188  hospitalizations by patients continuously enrolled since January 2020, calculated out-of -pocket
189  spending across medical and pharmacy claimsin 2020 prior to the hospitalization, and calculated
190 theincidence of out-of-pocket spending for facility services among hospitalizations for patients
191 inthelowest quartile of this prior out-of-pocket spending. These patients likely had not met out-

192  of-pocket maximums at the time of hospitalizations. If few of these patients had cost-sharing for
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193  facility services, that would support the notion that cost-sharing waivers, rather than meeting out-
194  of-pocket maximums, drove the low observed incidence of cost-sharing for facility services.

195 We also explored whether it was reasonable to assume that hospitalizations with out-of-
196  pocket spending for facility services were not covered by insurers with cost-sharing waivers for
197 these services(i.e., that the presence of cost-sharing for facility services implied the absence of a
198  waiver —the inverse of the assumption above). To evaluate this assumption, we compared the
199 incidence of out-of-pocket spending for facility services between COVID-19 hospitalizations and
200 influenza hospitalizations. The latter require similar care as COVID-19 hospitalizations, but no
201  insurersto our knowledge waived cost-sharing for influenza hospitalizations during the study

202 period. If the presence of out-of-pocket spending for facility services implies the absence of a
203  waiver for these services, a much higher proportion of influenza hospitalizations would have out-
204  of-pocket spending for facility services compared with COVID-19 hospitalizations. In this

205  analysis, influenza hospitalizations were those that met similar inclusion and exclusion criterion
206  but had a primary diagnosis of influenza (ICD-10-CM diagnosis code J09-J11). No influenza

207  hospitalizations included also had a COVID-19 diagnosis code (U017).

208 Satistical analysis. We used descriptive statistics to assess patient characteristics, length
209  of stay, and intensive care unit utilization (based on revenue codes corresponding to

210  accommodation charges for intensive care or coronary care units, Appendix 2). To contextualize
211  cost-sharing amounts, we calculated mean and median allowed amounts (reimbursement to

212 providers plus patient liability) across facility and professional/ancillary services among

213 privately insured and Medicare Advantage hospitalizations separately. Analyses used SAS 9.4
214  (SAS|Institute).

215
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216 RESULTS

217 Sample characteristics. Of 4,371 COVID-19 hospitalizations meeting inclusion criteria,
218 230 were excluded because the insurer was secondary, 63 because data on billing provider type
219  were missing, and 3 because out-of-pocket spending data were missing. Overall, 296 (6.8%)
220  hospitalizations were excluded, leaving 4,075 hospitalizations. These hospitalizations occurred
221 among 3,875 unique patients; 282 patients had 2 hospitalizations, while 9 patients had 3

222 hospitalizations.

223 Table 1 displays characteristics of the 4,075 hospitalizations. Overall, 1,377 (33.8%) and
224 2,698 (66.2%) hospitalizations were for privately insured and Medicare Advantage patients. Of
225  theformer, 552 (40.1%) were for female patients. Mean length of stay was 7.3 (SD 7.6) days,
226 640 (46.5%) hospitalizations involved intensive care unit utilization. Of 2,698 hospitalizations
227  for Medicare Advantage patients, 1,432 (53.1%) were for females. Mean length of stay was 9.2
228 days(SD 8.9); 1,212 (44.9%) hospitalizations involved intensive care unit utilization.

229 Privately insured hospitalizations were most commonly covered by preferred provider
230  organization plans (47.0%). Mean and median allowed amounts for privately insured

231 hospitalizations was $42,200 (SD 65,328) and $25,339 (25"-75" percentile: $16,064-$39,484).
232 Medicare Advantage hospitalizations were most commonly covered by health maintenance

233 organization plans (80.1%). Mean and median allowed amounts for M edicare Advantage

234 hospitalizations were $21,501 (SD 21,387) and $17,480 (25™-75" percentile: $14,383-$21,133).
235 Out-of-pocket spending. Of the 1,377 and 2,698 hospitalizations for privately insured and
236  Medicare Advantage patients, 63 (4.6%) and 36 (1.3%) had out-of-pocket spending for facility
237  services. Among these 63 and 36 hospitalizations, mean (SD) total out-of-pocket spending was

238 $3,840 (3,186) and $1,536 (1,402). In contrast, of the 1,377 and 2,698 hospitalizations for

10
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239  privately insured and Medicare Advantage patients, 981 (71.2%) and 1,324 (49.1%) had out-of-
240  pocket spending for facility services, professional/ancillary services, or both. Among these 981
241  and 1,324 hospitalizations, mean total out-of-pocket spending was $788 (1,411) and $277 (363)
242  (Table?2). Of all 1,377 privately insured hospitalizations, 99 (7.2%) and 34 (2.5%) had total out-
243 of-pocket exceeding $2,000 and $4,000. Of all 2,698 hospitalizations for Medicare Advantage
244  patients, the corresponding numbers were 7 (0.3%) and 5 (0.2%).

245 Table 3 shows the incidence and magnitude of out-of-pocket spending for each of the 3
246 main types of professional/ancillary services and for the 4 subtypes of clinician services. Of the
247 1,377 hospitalizations for privately insured patients, 137 (9.9%) and 918 (66.7%) had out-of-
248  pocket spending for ambulance services and clinician services. When analyzing clinician

249  services by subtype, 516 (37.5%) and 641 (46.6%) hospitalizations had out-of-pocket spending
250 for inpatient evaluation and management services and diagnostic testing services. Among the
251 516 hospitalizations with out-of-pocket spending for inpatient evaluation and management

252  services, mean (SD) out-of-pocket spending for these services was $622 (765). Compared with
253  hospitalizations for privately insured patients, hospitalizations for M edicare Advantage patients
254  had ahigher incidence of out-of-pocket spending for ambulance services (36.5%) but a lower
255 incidencefor clinician services (22.1%).

256 Analyses assessing presence of cost-sharing waivers. Among hospitalizations for

257  privatey insured and Medicare Advantage patients in the lowest quartile of out-of-pocket

258  spending prior to hospitalization, the proportion with out-of-pocket spending for facility services
259  was still modest, at 8.3% and 1.8% (Appendix 3). A total of 61 and 178 influenza

260  hospitalizations for privately insured and M edicare Advantage patients met inclusion and

261  exclusion criterion. Of these hospitalizations, 51 (83.6%) and 159 (89.3%) had out-of-pocket

11
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262  gpending for facility services, compared with 4.6% and 1.3% among COV ID-19 hospitalizations
263  covered by private insurance and Medicare Advantage plans (Table 2).

264 Sengitivity analysisincluding unclassified claims. When including the 4.3% of claims that
265  did not meet criteriafor afacility or professional/ancillary service, the proportion of

266  hospitalizations for privately insured and Medicare Advantage patients with out-of-pocket

267  spending for any associated claim was 73.6% and 53.8%. These proportions were similar to the
268  proportion of hospitalizations with out-of-pocket spending for facility services,

269  professional/ancillary services, or both (71.2% and 49.1%).

270

271 DISCUSSION

272 In this national study of COVID-19 hospitalizations between March-September 2020, the
273 incidence of out-of-pocket spending differed substantially for facility and professional/ancillary
274  sarvices. When considering facility services only, few COVID-19 hospitalizations had out-of-
275  pocket spending. However, when also considering professional/ancillary services, 7in 10

276 privately insured hospitalizations and half of Medicare Advantage hospitalizations had any out-
277  of-pocket spending. If the absence of out-of-pocket spending for facility servicesis an indicator
278  of the presence of an insurer cost-sharing waiver for these services — an assumption supported by
279  our analyses — then most study hospitalizations were covered by insurers that at |east waived

280  cost-sharing for facility services. If true, then the high incidence of out-of-pocket spending for
281  professional/ancillary services suggests that many insurer cost-sharing waivers may fail to

282  capture all hospitalization-related care.

283 Whether thisfailureisintentional isunclear. Unlike COVID-19 testing and vaccination,

284  thereisno federal mandate for insurers to waive cost-sharing for COVID-19 hospitalizations.™

12
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285  Consequently, insurer waivers could be heterogeneous, with some applying only to facility

286  services and others applying to hospitalization care more broadly. Even if insurers intend for

287  waiversto capture all hospitalization-related care, implementation problems may occur. For

288  example, if insurers do not link clinician inpatient evaluation and management bills to the

289  COVID-19 hospitalization, patients may be billed erroneoudly.

290 Insurers and clinicians might consider three steps to mitigate patient financial liability for
291  professional/ancillary services related to COVID-19 hospitalizations. First, insurers with no cost-
292  sharing waiver or with waivers of limited scope could consider implementing a comprehensive
293  waiver, for example onethat covers all services on or between the admission and discharge dates
294  of hospitalizations. Second, insurers that already have comprehensive waivers could work to

295  ensure appropriate implementation. Finally, clinicians could encourage patients to contest any
296  hillsfor professional/ancillary services that should be covered under an insurer’ s cost-sharing
297  waiver.

298 In this study, 4.6% and 1.5% of hospitalizations for privately insured and Medicare

299  Advantage patients had out-of-pocket spending for facility services. Among these

300 hospitalizations, mean total out-of-pocket spending was $3,840 and $1,536, respectively. If the
301  presence of out-of-pocket spending for facility services implies the absence of an insurer cost-
302  sharing waiver for these services — as suggested by the fact that the vast mgority of influenza
303  hospitalizations had cost-sharing for facility services — our findings suggest that out-of-pocket
304  burden for COVID-19 hospitalizations could be large without insurer cost-sharing waivers. This
305  would have important policy implications. In early 2021, several large insurers, including

306  Anthem and United Healthcare, allowed their cost-sharing waivers for COVID-19

13
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307  hospitalizations to expire.>° Analyses suggest patients covered by these insurers could now face
308  substantial financial burden for COVID-19 hospitalizations, particularly the privately insured.
309 A strength of this study its use of national, fully-adjudicated claims data. Such data are
310 typically considered complete after a six-month time lag, meaning claims through the latter part
311 of 2020 only became available shortly before the time of writing in May 2021. An additional

312 strengthistheinclusion of both privately insured and Medicare Advantage plans. These plans

313  areimportant sources of coverage for older adults and the elderly,****

two age groups accounting
314  for high shares of COVID-19 hospitalizations.”

315 This study also has limitations. First, despite strong indirect evidence, we cannot prove
316  that COVID-19 hospitalizationsin this study were mostly covered by planswith cost-sharing

317  waivers. Second, if patients did not pay the amounts they were billed, the incidence of actual out-
318  of-pocket spending would differ from the incidence estimated by this study. However, the

319  amount billed to patients till illustrates the financial burden patients may face without cost-

320 sharing waivers. Third, COVID-19 hospitalizations without the diagnosis code for confirmed

321 COVID-19 (U017) were not included. However, hospitals rapidly started using this code during
322 thefirst half of 2020." Finally, our databaseis not necessarily representative of all private and
323  Medicare Advantage plans. However, most privately insured hospitalizations in our study were
324  covered by preferred private organization plans, while most M edicare Advantage

325 hospitalizations were covered by health maintenance organizations, consistent with the national
326 distribution of plan type among privately insured and Medicare Advantage enrollees,*>*’
327

328

329
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330 CONCLUSION

331 Findings suggest that insurer cost-sharing waivers for COV ID-19 hospitalizations may
332 not always capture all hospitalization-related care. Moreover, patient financial burden for

333  COVID-19 hospitalizations could be substantial without insurer waivers. The growing trend
334  towards abandonment of these waivers suggests that relying on voluntary insurer actionsis not
335  anideal policy strategy to protect patients from the costs of COVID-19 hospitalizations.>*° To
336  achievethis goal, federal policymakers might consider legislation mandating insurers to waive
337  cost-sharing for COVID-19 hospitalizations throughout the public health emergency.™ Such a
338  mandate would ideally include all hospitalization-related care, similar to existing federal

339  mandates which require insurersto fully cover al direct and related costs of COVID-19 tests and
340  vaccines.'? Future research should continue to examine patient financial burden of COVID-19
341  hospitalizations as coverage policies change.

342
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Table 1. Characteristics of COVID-19 hospitalizations between March-September 2020, IQVIA PharmMetrics Plus for Academics

Number of COVID-19 hospitalizations

Month of admission
March

April

May

June

July

August

September

Mean length of stay (SD)
Any intensive car e unit use’

Ageinyears
0-17

18-25

26-34

35-44

45-54

55-64

65-74

75-85

> 85

Sex
Male
Female

Region
Northeast
Midwest
South
West

Plan type

Health maintenance organization
Preferred provider organization

Consumer-directed health plan
Unknown

*Defined as the occurrence of >1 claim with a revenue code for intensive care unit or coronary care unit (0200-0209, 0210-0219)

Privateinsurance

1,377

106 (7.7%)
307 (22.3%)

120 (8.7%)
147 (10.7%)
352 (25.6%)
204 (14.8%)
141 (10.2%)

7.3(7.6)

640 (46.5%)

12 (0.9%)
19 (1.4%)
75 (5.4%)
201 (14.6%)
389 (28.2%)
550 (39.9%)
107 (7.8%)
21 (1.5%)

3 (0.2%)

825 (59.9%)
552 (40.1%)

200 (14.5%)
315 (22.9%)
623 (45.2%)
232 (16.8%)

504 (36.6%)
647 (47.0%)
226 (16.4%)

0 (0.0%)

M edicare Advantage

2,698

236 (8.7%)
917 (34.0%)
331 (12.3%)

200 (7.4%)
413 (15.3%)
392 (14.5%)

200 (7.7%)

9.2(8.9)

1,212 (44.9%)

0 (0.0%)

1 (0.0%)

7 (0.3%)

14 (0.5%)
101 (3.7%)
285 (10.6%)
877 (32.5%)
925 (34.3%)
488 (18.1%)

1,266 (46.9%)
1,432 (53.1%)

917 (34.0%)

1,062 (39.4%)

433 (16.0%)
274 (10.2%)

2,161 (80.1%)

512 (19.0%)
0 (0.0%)
25 (0.9%)
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Table 2. Incidence and magnitude of out-of-pocket spending among COVID-19 and influenza hospitalizations, IQVIA PharMetrics for Academics

Database

Hospitalization type

Privateinsurance, COVID-19 (n = 1,377)
Had OOP spending for facility services

Had OOP spending for facility services, professional/ancillary services, or both

M edicare Advantage, COVID-19 (n = 2,698)
Had OOP spending for facility services

Had OOP spending for facility services, professional/ancillary services, or both

Private insurance, influenza (n = 61)
Had OOP spending for facility services
Had OOP spending for facility services, professional/ancillary services, or both

M edicar e Advantage, influenza (n = 178)
Had OOP spending for facility services

Had OOP spending for facility services, professional/ancillary services, or both

OOP — out-of -pocket

®See Appendix 2 for codes used to identify facility and professional/ancillary services. Facility services were those billed by hospitals for services such as accommodation.

No. of

hospitalizations (%

of total)

63 (4.6%)
981 (71.2%)

36 (1.3%)
1,324 (49.1%)

51 (83.6%)
55 (90.2%)

159 (89.3%)
173 (97.2%)

Mean (SD) total

OOP spending

$3,840 (3,186)
$788 (1,411)

$1,536 (1,402)
$277 (363)

$3,510 (2,524)
$3,327 (2,528)

$1,226 (708)
$1,150 (728)

Professional/ancillary services were those billed by clinicians and ancillary providers, such as ambulance providers.

Mean (SD) OOP
spending: facility

services®

$3,348 (2,950)
$215 (1,107)

$1,440 (1,405)
$39 (327)

$2,998 (2,293)
$2,780 (2,342)

$1,117 (665)
$1,027 (707)

Mean (SD) OOP

professional/ancillary

spending:

services®

$492 (849)
$573 (869)

$97 (147)5.
$238 (191

$512 (582);
$546 (620%

“ONFAg-DD € Japun 3jqeieAe apew s |

Oneusau| 0y 4

$109 (144
$123 (1565

* 9suUDI|| [eT0

*Aumadiad ui uudaid ayy Aejdsip 01 8sUaJ|| B Alxypaw pajuelb sey oym ‘1spuny/ioyine ayl si (mainal Jaad Ag paljilied 10U sem u:)!u/\/\)
wudald siyi Joy sapjoy ybuAdos ay) Tzoz ‘0€ Aeln paisod uoisian sIul 16/8/52T12°92°'S0° T20Z/TOTT 0T/B40°10p//:sdny :10p undaid Aixypaw


https://doi.org/10.1101/2021.05.26.21257879
http://creativecommons.org/licenses/by-nc-nd/4.0/

Table 3. Incidence and magnitude of out-of-pocket spending for professional/ancillary services among COVID-19 hospitalizations, IQVIA
PharMetrics for Academics Database

Servicetype

Main types of
professional/ancillary

services®

Ambulance
Clinician

Miscellaneous®

Subtypes of clinician services

Emergency department

Inpatient evaluation and
management

Inpatient diagnostic
Other inpatient*

OOP — out-of -pocket

Privately insured (n = 1,377 hospitalizations)

M edicar e Advantage (n = 2,698 hospitalizations)

No. patients Mean (SD) No. patients Mean (SD)
with >1 claim OOP with OOP OOoOP
(% patientsin  spending per spending spending

sample) patient in (% patients among
sample insample)  patientswith
OOP
spending

305 (22.1%) $59 (248) 137 (9.9%) $596 (550)
1,334 (96.9%) $317 (682) 918 (66.7%) $476 (789)

272 (19.8%) $32 (177) 167 (12.1%) $263 (445)

746 (54.2%) $31 (103) 399 (29.0%) $106 (169)
1,234 (89.6%) $233 (557) 516 (37.5%) $622 (765)

668 (48.5%) $36 (85) 641 (46.6%) $78 (111)

109 (7.9%) $17 (179) 63 (4.6%) $375 (757)

No. patients Mean (SD) No. patients Mean (SD)
with >1 claim OOP with OOP OOP
(% patientsin  spending per spending spending
sample) patient in (% patients among
sample in sample) patients with
OOP
spending
1,425 (52.8%) $87 (139) 985 (36.5%) $239 (130)
2,608 (96.7%) $29 (117) 595 (22.1%) $130 (221)
401 (14.9%) $1(10) 99 (3.7%) $26 (44)
1,493 (55.3%) $0 (1) 255 (9.5%) $2 (2
2,495 (92.5%) $24 (103) 394 (14.6%) $162 (225)
1,438 (53.3%) $3 (14) 427 (15.8%) $18 (32)
314 (11.6%) $2(19) 83 (3.1%) $67 (87)

®Professional/ancillary services include those submitted by clinicians and those from ancillary service providers, such as ambulance providers. See Appendix 2 for details

PServices from miscellaneous providers, such as a durable medical equipment provider or dialysis center

“Includes services submitted by clinicians with a hospital place of service but no procedure code for evaluation and management or diagnostic services (e.g., procedures,

anesthesia)
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