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Abstract

Background: The latest comprehensive diagnosis-specific estimates of hospital professional fees 

relative to facility fees are from 2004 to 2012.

Objective: Update professional fee ratio (PFR) estimates to improve cost analysis opportunities 

with hospital discharge data sources and compare them with previous PFR estimates.

Subjects: 2016–2020 MarketScan inpatient admissions and emergency department (ED) treat 

and release claims.

Measures: PFR was calculated as total admission or ED visit payment divided by facility-only 

payment. This measure can be multiplied by hospital facility costs to yield a total cost estimate.

Research Design: Generalized linear regression models controlling for selected patient and 

service characteristics were used to calculate adjusted mean PFR per admission or ED visit by 

health payer type (commercial or Medicaid) and by selected diagnostic categories representing 

all clinical diagnoses (Major Diagnostic Category, Diagnostic Related Group, and Clinical 

Classification Software Revised).

Results: Mean 2016–2020 PFR was 1.224 for admissions with commercial payers (n = 6.7 

million admissions) and 1.178 for Medicaid (n = 4.2 million), indicating professional payments on 

average increased total payments by 22.4% and 17.8%, respectively, above facility-only payments. 

This is a 9% and 3% decline in PFR, respectively, compared with 2004 estimates. PFR for ED 

visits during 2016–2020 was 1.283 for commercial payers (n = 22.2 million visits) and 1.415 for 

Medicaid (n = 17.7 million). This is a 12% and 5% decline in PFR, respectively, compared with 

2004 estimates.

Conclusions: Professional fees comprise a declining proportion of hospital-based care costs. 

Adjustments for professional fees are recommended when hospital facility-only financial data are 

used to estimate hospital care costs.
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Hospital discharge data are collected in most U.S. states and commonly used for cost-of-

illness analyses despite two notable limitations. The first is that such data sources typically 

report hospitals’ billed charges rather than payments (or revenue) received. Hospital 

discharge data are thus different from medical claims data sources, which report payments 

to hospitals and providers. This limitation can be mitigated by applying cost-to-charge ratios 

(CCRs) from the Centers for Medicare and Medicaid Services, yielding a reasonable proxy 

for payments that hospitals receive.1,2 The second limitation is that hospital discharge data 

sources typically report only facility charges, excluding physician or professional fees.3 

Facility charges include, for example, room and board fees, and all other payments to 

hospitals.4 Professional charges reflect services by physicians and other skilled health care 

professionals licensed for independent practice, including many clinicians treating patients 

in hospitals.

Using a large medical claims data source, it was most recently estimated that professional 

payments in 2012 added an average of 26.4% for commercial payers and 17.7% for 

Medicaid above facility-only payments for U.S. hospital admissions, and an additional 

28.6% for commercial payers and 44.0% for Medicaid above facility-only payments for 

hospital emergency department (ED) treat and release visits (ED visits).5 Such professional 

fee ratio (PFR) estimates used in combination with CCR can provide better estimates of 

total hospital care cost when hospital discharge data are used (ie, hospital facility charge * 

CCR * PFR = total payment). This study aimed to update PFR estimates to improve cost 

analysis opportunities with hospital discharge data sources and compare them with previous 

PFR estimates.

METHODS

This study used publicly available data. We identified admissions and ED visits among 

a large all-ages convenience sample of individuals with employer-sponsored insurance 

or Medicaid reported in the 2016–2020 Merative MarketScan Commercial, Medicare 

Supplemental, and Medicaid databases. MarketScan reports clinical diagnoses and 

associated payments (charges submitted by providers are not reported) to health care 

facilities and providers from a selection of large employers and employer-sponsored health 

plans (Commercial/Medicare Supplemental) or state Medicaid agencies and Medicaid-

contracted health plans (Medicaid).

Study outcome measures were associations between PFR and selected patient and service 

characteristics, adjusted mean PFR for all admissions and ED visits by payer type 

(Commercial or Medicaid), and adjusted mean PFR by selected diagnostic categories 

representing all clinical diagnoses: Major Diagnostic Category (MDC; 25 categories), 

Clinical Classification Software Refined (CCSR; > 500 categories), and Diagnostic Related 

Group (DRG; > 900 inpatient categories). Dollar values were adjusted to 2020 medical 

prices.6 PFR was calculated as total admission or ED visit payment divided by facility-only 

Peterson et al. Page 2

Med Care. Author manuscript; available in PMC 2023 November 16.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



payment as reported in the data source. This measure can be multiplied by facility-only costs 

for hospital care to yield a total cost estimate. For example, if the admission facility cost 

in a hospital discharge data source is $1000 and the corresponding estimated PFR for the 

admission clinical diagnosis is 1.240, the total estimated direct medical cost of the admission 

can be calculated as $1240.

We combined patients’ inpatient (and preceding ED) and outpatient ED payment records 

and clinical information for services beginning on the same date. Where > 1 International 

Classification of Diseases, Tenth Revision, Clinical Modification diagnosis was reported 

as the admission primary diagnosis (< 0.2% of analyzed admissions), we classified the 

admission using the first-listed primary diagnosis. We identified the ED visit primary 

diagnosis based on the first-listed diagnosis to which the facility payment was attributed; 

ED visits with > 1 set of diagnoses with associated facility payments (< 0.6% of the 

potential sample) were excluded. We excluded admissions and ED visits with missing or 

illogical diagnostic information (ie, ICD-9-CM diagnosis codes) or illogical payment values 

(ie, negative or zero total payments or facility payments or total payments less than facility 

payments). We excluded outliers with the lowest 1% value of facility payments for the 

sample per hospitalized day (ie, <$396 per day for Commercial insurance and <$74 per 

day for Medicaid admissions) or ED visit (ie, <$31 total facility payment for Commercial 

and <$13 for Medicaid ED visits). Adult (≥ 18 y old) comorbidities among inpatient 

admissions were identified using HCUP Comorbidity Software7 and child (< 18 y old) 

comorbidities were identified using the Child Comorbidity Index.8 Surgery was identified 

by DRG (classified as surgical or medical) for inpatient admissions and Current Procedural 

Terminology codes (10021–69990) for ED visits.

SAS 9.4 was used for sample selection and Stata 17 was used for regression modeling. 

Generalized linear regression models with log links controlling for selected patient and 

service characteristics were used to calculate adjusted mean PFR per admission or ED visit. 

Models controlled for patient age, sex, race/ethnicity (Medicaid only), health insurance plan 

type (eg, health maintenance organization), ED services preceding an inpatient admission, 

number of patient comorbidities (admissions only), whether the admission or ED visit 

included surgical procedures, length of inpatient stay (admissions only), discharge status 

(admissions only), U.S. Census region (Commercial only), and DRG (admissions models) 

or CCSR (ED visit models). Adjusted mean PFR per year or diagnostic classification was 

calculated as the mean value of the model-predicted PFR for each admission or visit (Stata 

“margins” program). PFR for clinical classifications with <100 admissions or ED visits 

was not calculated. Machine-readable PFR estimates by payer type for all analyzed clinical 

classifications are reported in Supplemental Digital Content 1 (http://links.lww.com/MLR/

C695).

RESULTS

Analysis included 6.7 million Commercial admissions, 4.2 million Medicaid payer 

admissions, 22.2 million Commercial ED visits, and 17.7 million Medicaid payer ED 

visits (Fig. 1). Higher patient age, non-White race/ethnicity, and longer inpatient stay 

were associated with lower PFR, as was female sex—except among Medicaid payer 
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ED visits (Supplemental Digital Content 2, http://links.lww.com/MLR/C696). Commercial 

comprehensive health plans (ie, no incentive for patients to use particular providers) 

were generally associated with lower PFR. Medicaid health maintenance organization and 

preferred provider organization plans were associated with higher PFR, and Medicaid point 

of service with capitation plans had a mixed relationship with PFR (ie, associated with 

lower PFR for admissions and higher ED visits). Admissions with preceding ED care, 

a higher number of patient comorbidities, and non-home inpatient discharge destination 

were associated with higher PFR. ED visits with surgical procedures were associated with 

higher PFR for Commercial visits but lower PFR for Medicaid payer ED visits. Hospitals 

in the Northeast were associated with higher PFR for Commercial admissions and ED visits 

compared with hospitals in the West, lower PFR compared with hospitals in the South, and 

a mixed relationship (lower for admissions, higher for ED visits) compared with hospitals in 

the North Central region.

Adjusted mean PFR for 2016–2020 admissions was 1.224 for Commercial admissions and 

1.178 for Medicaid admissions, indicating professional payments on average increased total 

payments by 22.4% and 17.8%, respectively, above facility-only payments (Table 1). This 

is a 9% and 3% decline in average PFR, respectively, compared with 2004 estimates (1.342 

and 1.211).5 Adjusted mean PFR for ED visits during 2016–2020 was 1.283 for Commercial 

and 1.415 for Medicaid visits. This is a 12% and 5% decline in average PFR, respectively, 

compared with 2004 estimates (1.452 and 1.490).

PFR was highest by MDC for admissions with MDC 14 “pregnancy, childbirth, and 

the puerperium” (Commercial PFR: 1.485; Medicaid: 1.391) and lowest for Commercial 

admissions with MDC 20 “alcohol or drug use or induced organic mental disorders” (PFR: 

1.062) and Medicaid admissions with MDC 17 “myeloproliferative diseases and disorders, 

poorly differentiated neoplasms” (PFR: 1.090) (Table 2). PFR was highest by MDC for 

Commercial ED visits with MDC 9 “diseases and disorders of the skin, subcutaneous tissue, 

and breast” (PFR: 1.367) and Medicaid ED visits with MDC 3 “diseases and disorders of 

the ear, nose, mouth, and throat” (PFR: 1.496) and lowest for MDC 17 “myeloproliferative 

diseases and disorders, poorly differentiated neoplasms” (commercial PFR: 1.102; Medicaid 

PFR: 1.241). PFR was highest by CCSR for Commercial ED visits with CCSR NEO066 

“malignant neuroendocrine tumors” (PFR: 1.467) and Medicaid ED visits with CCSR 

END013 “pituitary disorders” (PFR: 1.789) (Table 3). PFR was highest by DRG for 

Commercial admissions with DRG 583 “mastectomy for malignancy without complication 

or comorbidity/major complication or comorbidity (PFR: 1.803) and Medicaid admissions 

with 785 “cesarean section with sterilization without complication or comorbidity/major 

complication or comorbidity” (PFR: 1.575) (Table 4).

DISCUSSION

In this study, we updated estimates of the amount by which facility-only financial data 

reported in hospital discharge data sources can underestimate the full cost of medical care 

patients receive during hospital admissions and ED visits by excluding professional fees. 

Financial information in this study’s analyzed data source facilitated diagnosis-specific PFR 

estimates, adjusted for multiple patient and service factors, and the PFR estimates reported 
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here are designed to be directly applied to hospital discharge data sources for cost of illness 

analysis.

This study’s results suggest that professional fees comprised a declining proportion of 

hospital-based care costs over approximately the last 2 decades. These results are consistent 

with our previous PFR investigation of 2004–2012 data years,5 a subsequent similar analysis 

of 2007–2014 data years by other researchers using a different data source,9 and analyses of 

specific hospital-based services and diagnoses.10,11 Another report on aggregate health care 

expenditures using sources such as the National Health Expenditure Accounts has pointed 

to overall spending increases during the same period for both inpatient and professional 

services, but these topics were not investigated in the manner presented here; that is, this 

study examined professional fees specific to hospital-based care.12,13

This study had several limitations. Investigation into why PFRs changed over the study 

period is beyond the scope of this study. Different hospital prices for similar services, 

financial incentives to improve physician quality, and efforts to improve hospital price 

transparency and comparability for consumers and health care payers are the subject of 

direct investigation in other studies.14–16 MarketScan Commercial data are not nationally 

representative of the population with employer-sponsored insurance nor Medicare coverage 

and the MarketScan Medicaid sample included a limited number of states. U.S. Census 

region is a crude indicator of geographic differences in health care costs; we lacked 

consistent data to further control for geographic variation, such as urban/rural location. 

Although our previous 2004–2012 PFR estimates did not include Commercial patients age 

older than 65 years (ie, those with Medicare supplemental plans), a separate analysis for 

the present study restricted to age 0–64 patients was not materially different compared 

with the all-age estimates. This study controlled for observable patient and insurance 

characteristics, including health plan type, which addressed patients enrolled in managed 

care plans. However, this study could not control for provider characteristics, such as 

physician specialty, and hospital facility characteristics, such as ownership, organization, and 

geographic location, which influence health care costs.2,17–20 Hospitals’ costs vary widely 

by service type; for example, maternity services—a frequent cause for inpatient admission—

are known outliers21; therefore, PFR estimates by clinical classification (comprehensively 

reported in Supplemental Digital Content 1, http://links.lww.com/MLR/C695) may be most 

relevant for some health services research questions.

This study estimated PFR per admission and ED visit based on payments that hospitals 

and physicians received for medical services, whereas hospital charges typically reported in 

hospital discharge data sources multiplied by CCR provide an estimate of hospitals’ costs 

to provide services. Both approaches yield recognized estimates of medical costs, but this 

means that PFR estimates are not precisely complementary to facility cost estimates from 

hospital discharge data. This issue might be mitigated given that CCR can be a reasonable 

proxy for price (or payments)-to-charge ratios, which are more directly analogous to the 

PFR estimates presented here. Despite what might be modest differences in the nature of 

financial data underlying our PFR estimates versus that underlying hospital discharge data, 

we propose that our approach offers a reasonable option for improving cost estimates from 

hospital discharge data by accounting for professional fees.
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By comparing hospital-based professional versus facility fees over time, it seems that 

professional fees comprised a declining proportion of hospital-based care costs during 

approximately the past 2 decades. Still, adjustments for professional fees remain an 

important analytic step when hospital facility-only financial data are used to estimate health 

care costs. The PFR estimates generated in this study offer an opportunity to address the 

systematic and substantial underestimation of health care service costs using facility-only 

costs reported in hospital discharge data.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.

REFERENCES

1. Healthcare Cost and Utilization Project. National (Nationwide) Inpatient Sample (NIS) 
Database Documentation. 2022. Accessed April 25, 2023. https://hcup-us.ahrq.gov/db/nation/nis/
nisdbdocumentation.jsp

2. Levit KR, Friedman B, Wong HS. Estimating inpatient hospital prices from state administrative data 
and hospital financial reports. Health Serv Res. 2013;48:1779–1797. [PubMed: 23662642] 

3. Mehrotra A, Hussey P. Including Physicians in bundled hospital care payments: time to revisit an 
old idea? JAMA. 2015;313:19.

4. Centers for Medicare and Medicaid Services. Medicare Claims Processing Manual, Pub. 100–
04 2023. Accessed April 25, 2023. https://www.cms.gov/Regulations-and-Guidance/Guidance/
Manuals/Internet-Only-Manuals-IOMs-Items/CMS018912

5. Peterson C, Xu L, Florence C, et al. Professional fee ratios for US hospital discharge data. Med 
Care. 2015;53:840–849. [PubMed: 26340662] 

6. US Bureau of Economic Analysis. Table 2.5.4: Price Indexes for Personal Consumption 
Expenditures by Function (Line 37: Health) 2020. Accessed November 10, 2021. http://bea.gov/
iTable/

7. Healthcare Cost and Utilization Project. Elixhauser Comorbidity Software Refined for ICD-10-
CM. 2022. Accessed September 30, 2022. https://hcup-us.ahrq.gov/toolssoftware/comorbidityicd10/
comorbidity_icd10.jsp

8. Feudtner C, Feinstein JA, Zhong W, et al. Pediatric complex chronic conditions classification system 
version 2: updated for ICD-10 and complex medical technology dependence and transplantation. 
BMC Pediatr. 2014;14:199. [PubMed: 25102958] 

9. Cooper Z, Craig S, Gaynor M, et al. Hospital prices grew substantially faster than physician prices 
for hospital-based care in 2007–14. Health Aff. 2019;38:184–189.

10. Blackburn CW, Du JY, Marcus RE. Medicare payments to hospitals and physicians for total hip 
and knee arthroplasty declined from 2009 to 2019. J Arthroplasty. 2023;38:419–423. [PubMed: 
36243278] 

11. Lopez CD, Boddapati V, Anderson MJJ, et al. Recent trends in Medicare utilization and surgeon 
reimbursement for shoulder arthroplasty. J Shoulder Elbow Surg. 2021;30:120–126. [PubMed: 
32778384] 

12. Hartman M, Martin AB, Washington B, et al. National health care spending in 2020: growth driven 
by federal spending in response to the COVID-19 pandemic. Health Aff. 2021;41:13–25.

13. Health Care Cost Institute. Health Care Cost and Utilization Report. 2020. Accessed April 28, 
2023. https://healthcostinstitute.org/health-care-cost-and-utilization-report/annual-reports

14. Whaley CM, Briscombe B, Kerber R, et al. Prices paid to hospitals by private health plans: findings 
from round 4 of an employer-led transparency initiative. Rand Health Q. 2022;10:5. [PubMed: 
36484073] 

15. Pany MJ, Chernew ME, Dafny LS. Regulating hospital prices based on market concentration is 
likely to leave high-price hospitals unaffected. Health Aff. 2021;40:1386–1394.

Peterson et al. Page 6

Med Care. Author manuscript; available in PMC 2023 November 16.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

https://hcup-us.ahrq.gov/db/nation/nis/nisdbdocumentation.jsp
https://hcup-us.ahrq.gov/db/nation/nis/nisdbdocumentation.jsp
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Internet-Only-Manuals-IOMs-Items/CMS018912
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Internet-Only-Manuals-IOMs-Items/CMS018912
http://bea.gov/iTable/
http://bea.gov/iTable/
https://hcup-us.ahrq.gov/toolssoftware/comorbidityicd10/comorbidity_icd10.jsp
https://hcup-us.ahrq.gov/toolssoftware/comorbidityicd10/comorbidity_icd10.jsp
https://healthcostinstitute.org/health-care-cost-and-utilization-report/annual-reports


16. Coleman DL, Joiner KA. Physician incentive compensation plans in academic medical centers: the 
imperative to prioritize value. Am J Med. 2021;134:1344–1349. [PubMed: 34343514] 

17. Baker LC, Bundorf MK, Kessler DP. Vertical integration: hospital ownership of physician 
practices is associated with higher prices and spending. Health Aff (Millwood). 2014;33:756–763. 
[PubMed: 24799571] 

18. Chirikov VV, Stuart B, Zuckerman IH, et al. Physician specialty cost differences of treating 
nonmelanoma skin cancer. Ann Plast Surg. 2013; 74:1.

19. Chukmaitov A, Harless DW, Bazzoli GJ, et al. Delivery system characteristics and their association 
with quality and costs of care: implications for accountable care organizations. Health Care Manag 
Rev. 2014;40:2.

20. Newton AN, Ewer SR. Inpatient cancer treatment: an analysis of financial and nonfinancial 
performance measures by hospital-ownership type. J Health Care Finance. 2010;37:56–80. 
[PubMed: 21294439] 

21. Salemi JL, Comins MM, Chandler K, et al. A practical approach for calculating reliable cost 
estimates from observational data: application to cost analyses in maternal and child health. Appl 
Health Econ Health Policy. 2013;11:343–357. [PubMed: 23807539] 

Peterson et al. Page 7

Med Care. Author manuscript; available in PMC 2023 November 16.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



FIGURE 1. 
Sample selection for inpatient admissions and ED T&R visits by insurance payer 

type, 2016–2020. Data source: 2016–2020 Merative MarketScan databases. “a” indicates 

admissions were excluded if missing patient age, sex, or length of stay; ED visits were 

excluded if missing patient age or sex. “b” indicates assessed clinical diagnosis values: DRG 

= 1–999; MDC = 0–25; primary 3-digit ICD-10-CM (used to classify CCSR): A00–Z99. 

Admissions with more than one DRGs and/or MDCs were excluded. Primary ED visit 

diagnosis was defined as the diagnosis associated with a facility payment and visits with > 

1 primary diagnosis, invalid diagnosis, MDC < 0 or MDC > 25, with an associated facility 

payment were excluded. “c” indicates admissions were excluded if hospital facility payment 

$ ≤ 0, total payment $ ≤ 0, or PFR <1 (ie, total payment was less than the component 

hospital facility payment). Admissions with the lowest 1% of hospital facility payments per 

inpatient day (ie, total facility payment for admission divided by the length of stay) were 

excluded. ED visits were excluded if hospital facility payment was $ ≤ 0 or professional 

payment was $ < 0. Visits with the lowest 1% of hospital facility payments were excluded. 

CCSR indicates Clinical Classification Software Refined; DRG, Diagnostic Related Group; 

ED, emergency department; ICD-10-CM, International Classification of Diseases, 10th 

Revision, Clinical Modification; MDC, major diagnostic category; PFR, professional fee 

ratio; T&R, treat and release.
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Table 1.

Professional Fee Ratios by Year and Payer Type, 2004–2020

PFR Inpatient admissions PFR Emergency department treat and release visits

Year Commercial Medicaid Commercial Medicaid

2004a 1.342 1.211 1.452 1.490

2005a 1.336 1.209 1.406 1.540

2006a 1.336 1.196 1.416 1.552

2007a 1.334 1.158 1.457 1.531

2008a 1.308 1.166 1.422 1.488

2009a 1.294 1.159 1.438 1.477

2010a 1.284 1.154 1.371 1.453

2011a 1.269 1.143 1.294 1.444

2012a 1.264 1.177 1.286 1.440

2016 1.227 1.165 1.300 1.397

2017 1.230 1.169 1.287 1.426

2018 1.227 1.181 1.280 1.442

2019 1.216 1.190 1.269 1.410

2020 1.212 1.189 1.268 1.406

2016–2020 1.224 1.178 1.283 1.415

Data source: 2016–2020 Merative™ MarketScan® databases.

a
2004–2012 data reproduced from Peterson et al. (2015). PFR indicates Professional Fee Ratio.
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Table 2.

Professional Fee Ratios by Major Diagnostic Category and Payer Type, 2016–2020

MDC 
Code MDC Description

PFR Inpatient admissionsa PFR Emergency department treat 
and release visitsa

Commercial Medicaid Commercial Medicaid

1 Diseases and disorders of the nervous system 1.171 1.151 1.261 1.430

2 Diseases and disorders of the eye 1.176 1.189 1.351 1.454

3 Diseases and disorders of the ear, nose, mouth and 
throat

1.189 1.161 1.326 1.496

4 Diseases and disorders of the respiratory system 1.131 1.124 1.268 1.378

5 Diseases and disorders of the circulatory system 1.138 1.121 1.240 1.332

6 Diseases and disorders of the digestive system 1.172 1.142 1.246 1.413

7 Diseases and disorders of the hepatobiliary system and 
pancreas

1.182 1.150 1.204 1.333

8 Diseases and disorders of the musculoskeletal system 
and connective tissue

1.208 1.153 1.313 1.366

9 Diseases and disorders of the skin, subcutaneous 
tissue and breast

1.234 1.137 1.367 1.447

10 Endocrine, nutritional and metabolic diseases and 
disorders

1.195 1.142 1.233 1.299

11 Diseases and disorders of the kidney and urinary tract 1.154 1.123 1.254 1.389

12 Diseases and disorders of the male reproductive 
system

1.280 1.168 1.279 1.424

13 Diseases and disorders of the female reproductive 
system

1.233 1.162 1.262 1.443

14 Pregnancy, childbirth and the puerperium 1.485 1.391 1.219 1.484

15 Newborns and other neonates with conditions 
originating in perinatal period

1.200 1.172 1.270 1.484

16 Diseases and disorders of blood, blood forming organs 
and immunologic disorders

1.131 1.117 1.223 1.307

17 Myeloproliferative diseases and disorders, poorly 
differentiated neoplasms

1.095 1.090 1.102 1.241

18 Infectious and parasitic diseases, systemic or 
unspecified sites

1.123 1.117 1.287 1.470

19 Mental diseases and disorders 1.128 1.132 1.285 1.393

20 Alcohol or drug use or induced organic mental 
disorders

1.062 1.112 1.218 1.350

21 Injuries, poisonings and toxic effects of drugs 1.143 1.165 1.299 1.413

22 Burns 1.118 1.147 1.322 1.393

23 Factors influencing health status and other contacts 
with health services

1.134 1.128 1.258 1.373

24 Multiple significant trauma 1.143 1.170 NA NA

25 Human immunodeficiency virus infections 1.134 1.101 1.113 1.245

Data source: 2016–2020 Merative™ MarketScan® databases.

a
Counts for admissions and visits analyzed to produce these estimates and 95% confidence intervals reported in SDC1. MDC indicates Major 

Diagnostic Category; NA Not assessed (observations n<100); PFR Professional Fee Ratio.
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