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Dear Colleagues:

Pursuant to Section 103.414 of the Ohio Revised Code, | respectfully submit the Joint Medicaid Oversight
Committee’s Report on the projected medical inflation rate for Ohio’s Medicaid Program for the upcoming FY
2026-2027 biennium. After considerable analysis, the Committee selected 3.8% for State Fiscal Year 2026 and
3.7% for State Fiscal Year 2027 as the JMOC Rate for Ohio’s Department of Medicaid’s SFY 2026-2027 Operating
Budget.

This year, 2024, marks the ten (10) year anniversary of the Ohio Department of Medicaid becoming a standalone
agency. As first envisioned by former Governor John R. Kasich and Ohio’s 130*" General Assembly, an agency to
carry on the innovation of the then Office of Health Transformation. Continuing to improve Ohio’s population
health and drive down Medicaid’s costs. To also improve the health of Ohio’s workforce and thereby attract more
business to the state and drive down the program’s growth.

The Joint Medicaid Oversight Committee’s (JMOC) Growth Rate has now been part of Ohio’s Biennium process for
the past five (5) operating budgets. The goal of the JMOC Growth Rate process is to moderate the growth of
Medicaid, which is Ohio’s largest program, to a sustainable level of our per capita spending while maintaining long-
term support of successful policies. For this purpose, JMOC and CBIZ Optumas, JMOC’s actuary, developed and
used a per member per month (PMPM) cost formula to better measure the program’s trend factors of utilization
and unit cost across all of Medicaid’s population groups and services. This includes trends across both Fee-for-
Service and the Managed Care delivery system. The formula affords greater transparency as to where dollars are
being spent, legislative effects, and health outcomes.

At JMOC’s October Hearing, one subject discussed was levers within Ohio’s control that will change Ohio’s
trajectory of Medicaid spending through the partnership of its General Assembly and Executive. Where both
branches take an active role in public health improvements by refining Medicaid’s functions and efficiencies.
During this upcoming budget process, we look forward to working together to produce a strategic health policy
framework for all Ohioans. :

Sincerely,

%enator Mark Romanchu’: A

Chair, Joint Medicaid Oversight Committee

MR/jmb



Report on JMOC’s Growth Limit for Ohio’s FY 2026-2027 Medicaid Program

November 2024

The Joint Medicaid Oversight Committee (JMOC) is charged with working with an outside
actuarial firm to calculate the projected rate of growth for Ohio’s Medicaid program on a
per capita or per member per month (PMPM) basis for the upcoming biennium, known
as the JMOC Rate. The actuary’s report projects the cost of continuing current Medicaid
policy into the next biennium, which includes the impact of trend factors on utilization
and unit cost. JMOC uses the actuary’s report to establish the JMOC Rate, which becomes
the limit for the Executive Budget. The purpose of this report is to notify the Governor,
the General Assembly, and the Director of Medicaid that the Joint Medicaid Oversight
Committee has selected 3.8% for FY 2026 and 3.7% for FY 2027.

Under Section 5162.70 of the Revised Code, the Medicaid director must limit PMPM
growth in the Medicaid program across all Medicaid recipients to the lower of the JIMOC
Rate or the three-year average Consumer Price Index (CPI) for medical care for the
Midwest region.

History of the JMOC Rate

Historically, the review of Medicaid spending has focused upon spending at the line-item
level. While this is an important measure, a review of per capita (or PMPM) costs, which
factor out population growth in spending, provides additional insight for state
policymakers. The per capita measure, particularly as it is disaggregated by population
category and category of service, provides greater insight into underlying cost drivers
including utilization and unit cost. While caseload growth is largely driven by external
factors such as demographics and the economy, state policymakers have some ability to
control growth in per capita costs through the policies that they set for reimbursement,
benefit design, and system management.



This year, 2024, is the ten (10) year anniversary of the Ohio Department of Medicaid
(ODM) becoming a standalone agency. The JMOC Growth Rate has now been part of
Ohio's Biennium process for the past five (5) operating budgets. Similar to the Medicaid
budget forecasts prepared by the Executive Branch and the Legislative Service
Commission (LSC), the JMOC Rate process assesses the impact of continuing current
policy into the biennium. However, unlike the Executive and LSC forecasts, the JMOC Rate
process does not include an estimated caseload growth. Instead, the actuary assumes a
constant population based on the most recent data. The JMOC Rate process is not meant
to supplant these forecast processes, but to provide an additional guardrail to help state
policymakers maintain focus on the shared goal of slowing the rate of growth in the
Medicaid program to a sustainable level.

Additional Step in the JMOC Rate Process Per the Ohio Revised Code

Language in Amended House Bill 33, Ohio’s Operating Budget for SFY 2024 and 2025,
amended Ohio Revised Code Section 5162.70, Reforms to medicaid program, by adding
an additional step to the JMOC Rate Process. The law now requires that by October 1 of
every upcoming biennium, that ODM submit to JMOC its historical and projected
Medicaid program expenditure and utilization trend rates by Medicaid program and
service category for each year of the upcoming fiscal biennium and an explanation of how
the trend rates were calculated.

This report was finalized after ODM'’s submission on Thursday, October 1, 2024. 1t is
important to note that ODM's submission did exclude the Ohio Department of
Developmental Disabilities (ODDD) costs. It also did not carry current policy into the next
biennium nor calculate figures on a constant population mix. Historically, and as with this
report, these elements contrast with the JMOC Rate formula.

Optumas’ Estimate for FY 2026-2027

CBIZ Optumas currently serves as JMOC's consulting actuary and has completed the
analysis to support development of the JMOC Rate for Ohio’s past five (5) operating
budgets. Optumas has produced the growth rate range for the upcoming budget cycle
shown in the following table.



CY 2024

Estimates

FY 2026
Projection

Growth

Rate

FY 2027
Projection

Growth

Rate

Biennial
Average

Lower Bound $909 $961 3.8% $996 3.7% 3.7%
PMPM

Upper Bound $914 $979 4.7% $1,025 4.6% 4.7%
PMPM

Expenses Excluded from the JMOC Rate

The JMOC limit pertains to the uses of funds, not fund sources. To avoid short term
distortions in the JMOC Rate and to provide an apples-to-apples comparison over time,
JMOC has historically excluded one-time expenses as well as expenses that are not directly
tied to a Medicaid enrollee.

This includes the exclusion of American Rescue Act (ARPA) funding from the federal
government, which was provided to states due to the COVID - 19 Pandemic. As noted in
the report, ARPA related one-time provider relief payments were made outside of the
claims adjudication system. Consistent with prior analysis, excluded expenses from the
JMOC formula include:

e All-Agency State Administration;

e Hospital Care Assurance Program (HCAP);

e Hospital Upper Payment Limit (UPL);

e Hospital Pass Through Payments,

e Health Insuring Corporation (HIC) Franchise and Premium Tax;

e Care Innovation and Community Improvement Program (CICIP);

e MCP/Hospital Incentive; and

e Other settlements and rebates paid outside of the claims system and outside of
the Managed Care capitation rates.

e American Rescue Act (ARPA) Payments

Review of Consumer Price Index for Medical Services

As a benchmark for growth in the Medicaid program, JMOC uses the three (3) year
average of the United States Bureau of Labor Statistics’ Consumer Price Index (CPI) rate
for medical services for the Midwest region. The CPI is a measure of the average change
in prices of goods and services purchased by households over time. Medical care is a
component of the CPI and includes consumer spending on medical services such as



private health insurance premiums and out-of-pocket spending including copayments for
services like physician visits, prescription drugs, and other health care services.

However, expressing the volatility of the COVID-19 Pandemic, during the period of August
2022 - July 2023, the CPI dipped to negative values (-1.0%). The dip was also due to a
component of the Bureau of Labor Statistics methodology that takes the cost of
commercial (employer) coverage into account, which does not directly impact Medicaid
growth. Considering this, Optumas re-weighted the CPI by removing the cost of
commercial insurance and weighing “according to the distribution of dollars in the Ohio
Medicaid program.” Their methodology brought the CPI to 3.2%, which is still under their
suggested lower bound biennial average of 3.8% for FY2026 and 3.7% for 2027. The
chart below shows the CPI rates for the past three (3) years averaging at 1.5% and
Optumas’ re-weighting of the CPI to the 3.2%.

CPIl,No

Period Midwest CPI US CPI NHE
Insurance
8/2021 - 7/2022 4.1% 4.8% 0.5%
8/2022 - 7/2023 -1.0% -1.0% 3.7%
8/2023 -7/2024 1.4% 3.1% 7.3%
3 Year Avg. (Unweighted) 1.5% 2.3% 3.2% 3.9%

To provide JMOC options prior to their vote, Optumas includes in their chart the United
States’ Department of Health and Human Services Centers for Medicare and Medicaid
Services’ Office of the Actuary National Health Expenditures (NHE) Projection for 2023-32
for Medicaid, which was released this summer on June 12, 2024. Concerning both the
CPI and NHE, Optumas points out that “These measurements have a common tie — they
are all backward-looking metrics. The volatility of the pandemic period can be seen in the
volatility of these figures. The forward-looking NHE projection for per capita Medicaid
growth in the SFY26-27 Biennium is 5.4%."

The NHE projections for Medicaid also exclude private payers and are based upon current
policy like the JIMOC Rate. However, there are differences in Optumas’ methodology and
the NHE, including Optumas using a constant membership mix unlike the NHE. This
causes difference in acuity and membership mix pre and post the COVID 19 Public Health
Emergency (PHE) times to be expressed differently. Optumas also includes the Children’s
Health Insurance Program (CHIP), the sister program to Medicaid that covers children
whose parents make more money than the Medicaid limit. Medicaid and CHIP are funded
through separate parts of the federal budget, so CMS tends to keep them separate in



their analysis. However, considering that Ohio and all states use both programs, Optumas
combines them for the JMOC Rate. Currently the costs for children are growing more
slowly than adults since they have low use of fast-growing services such as expensive
medications and nursing facilities. Blending CHIP in lowered Ohio’s Growth Rate.

In addition, Optumas converted the measure from calendar year to state fiscal year to
better compare with Ohio’s fiscal years. This tended to spread the very large calendar year
2023-2024 growth through two different fiscal years. Specifically, the CY2023 to CY2024
NHE per-capita growth for Medicaid (non-CHIP) is 10.2%. However, when adding CHIP in
and modifying it to a SFY 2023 to SFY 2024 estimate, Optumas arrives at the 7.3% in the
table on previous page. On a look-forward basis however, 5.4% is an average annual
estimate on the NHE projection from the two-year measurement period of SFY25 to
SFY27.

Non-Payment of Claims Issues Continue

The implementation of ODM'’s Next Generation new system in 2023 continues to create a
great deal of payment issues for Ohio’s Medicaid providers. Through the JMOC Rate
Process, large retroactive payments totaling nearly $1 Billion dollars were identified.
Payments were made by ODM at the end of 2023 and the beginning of 2024 to settle
aged claims. Page ten (10) of the report notes these large retroactive payments and its
effects on the JMOC Rate.

Changing Ohio’s Spending by Levers Within Our Control and Requested Follow-ups

JMOC heard their actuary’s report at its hearing on Thursday, September 17, 2024.
Optumas again presented to JMOC on October 17, 2024, as a follow up to ODM's required
submission of its numbers as well as information requested by Members at September’s
hearing.

1. Spending Levers

Optumas presented numerous levers within Ohio’s control that will change Ohio’s
trajectory of spending should its General Assembly and Executive partner together. While
Medicaid is a federal program and there are things outside of Ohio’s control (such as
federal requirements and market driven factors), there is however a greater range of levers
within Ohio’s control that can control costs. Identifying low value care, innovation and
coverage of optional populations and benefits are a few examples. Following is the
complete list from Optumas’ presentation.



Outside Ohio’s Control Within Ohio’s Control

* Federal Requirements * Coverage of Optional Populations
* Federal Reimbursements and Benefits

. * Mandated Coverage of . .
Changing Certain Populations and Value Based Purchasing
S di What Benefits . * Policies

pending - a * Market-Driven Prices « |nnovation

Levers Can Be * Identifying Low Value Care

* Improving Outcomes (Infant
Pu"ed? Mortality, Diabetes, Tobacco)

* Helping to Move People Off
Medicaid

* Delivery Systems Efficiency
* Operations Decisions

e Structure of Payments to
Providers

* Eligibility Standards

 Efficiency and Quality of Care

* Alternative Payment
Methodologies

* SPBM

* Non Market-Driven Prices

2. Increases in All Agency Administration Costs

There was an increase in Ohio’s administrative costs incurred monthly to administer
Medicaid. ODM'’s Budget Variance Reports from July 2021 through July 2024, shows All
Agency Administrative Costs were approximately $80M per month. However, in
September 2022, monthly expenditures rose to approximately $90M a month. This timing
coincides with the transition to SPBM in October 2022. There was also significantly
elevated expenditures in August-September of 2023 before returning to the $90M spend
per month with some additional higher-than-average spend months at various points
throughout 2024.

All the retail pharmacy risk, which includes administration, was removed from Ohio's
Medicaid Managed Care Plans in the transition to SPBM. Upon review of the historical
certification letters, the historical statewide administrative spend on the pharmacy portion
of the managed care capitated rates was around $120M annually (~10M per month) and
the risk margin (profit) was over $60M annually (~$5M per month), both of which appear
to have been removed from the MMC rates effective 10/1/22 when the SPBM went into
effect.

Optumas also noted that since this is based upon ODM's Budget Variance Reports, they
did not have insight into: the number of employees this spending supports, how many
new employees were hired, or their function. However, as part of its oversight duties, it
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would be appropriate for JIMOC to investigate these matters. Below is the chart showing
the increases.

3. All Agency Administration
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4. Managed Care Efficiency Adjustment

Per the CY24 Ohio’s Medicaid Managed Care Plans’ certification letter, ODM’s actuary,
Milliman, develops an efficiency adjustment for the MMC rates, which consisted of:

1. Inpatient Hospital

a. A managed care efficiency adjustment was applied to reflect higher levels of

care management relative to the SFY22 base experience.

b. Milliman identified potentially avoidable admissions using Agency for
Healthcare Research and Quality (AHRQ) prevention quality indicators.

¢. Milliman analyzed the frequency of re-admissions for the same DRG. IP MC
adjustments were developed by applying assumed reductions to potentially
avoidable IP admissions and same-DRG readmissions.

d. Ten percent (10%) reduction to same-DRG readmissions, five percent (5%)
reduction to potentially avoidable IP admissions.

2. Maternity Delivery Kick Payment
a. Milliman reviewed the mix of vaginal and c-section deliveries by MCO and

region.



b. Vaginal delivery percentages were adjusted to levels achieved by MCOs with
at least 1,000 deliveries in a region and a minimum assumed percentage of
70%. Resulted in shifting approx. 1.5% of SFY22 deliveries from c-sections to
vaginal.

c. MC savings adjustment was developed by evaluating the cost/delivery
difference between c-section and vaginal deliveries.

The net effect is a reduction of $0.72 PMPM in the managed care rates, or about $23M
annual savings to the program.

5. Year-over-Year Cost Drivers

Between CY 2022 and CY 2024, Optumas projects that per-member spending will increase
approximately 9-10% on an annualized basis. This analysis is a combination of observed
and projected growth, as it relies upon the same data sources used within the SFY26-27
JMOC Growth Rate development. This excludes the same list of payments that apply to
the JMOC Growth Rate (block payments not connected to individual member, pass-
through payments, some incentives and directed payments, rebates and settlements, one-
time spending related to ARPA). Medicare Buy-in and Part D Clawback costs were
excluded as these are outside of the state’s control, and OhioRISE was excluded as it did
not exist in the beginning of CY 2022.

Unlike the JMOC Growth Rate, these changes are inclusive of policy changes. Such as
changes to inpatient and outpatient reimbursement as well as other legislative decisions,
like increases to nursing facility per diems and waiver workers’ wages, effective through
January 1, 2024. Since this review was intended to focus on historical growth unrelated to
the PHE-related acuity changes, an adjustment was applied to net out the increased
average acuity related to Medicaid redetermination (“unwinding”) where lower utilizers
were more often taken off the rolls. The population mix was held constant to the CY 2023
actual membership.

Overall, the following graph breaks out the drivers of the increase in spending due to
changes in prices and utilization of covered services, while attempting to normalize for
population changes. The sum of all individual drivers shown in the following graph equal
100%.



Change in Expenditures By COS Between CY22 and CY24
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The largest single driver was pharmacy costs, accounting for over 1/3rd of the total
increase. This is due to increased unit price and utilization across a wide variety of drugs
as well as the introduction of new specialty drugs and biologics throughout 2023 and
2024. Other significant drivers were price changes, set by the executive and legislative
branches, to nursing facilities per diems, wages for waiver workers (including in-home
care), and increases to the fee schedule for behavioral health services.

6. Every percent of Growth is Approximately $300 Million

At September’s hearing it was asked if the Committee was meeting its goal in keeping
Medicaid’'s growth down and what additional amount of money it would cost for the
upcoming budget. Optumas determined that every percent of Ohio’s Medicaid growth
costs approximately $300,000,000.

On October 1, 2024, ODM provided that their estimate of growth is 5.3% for FY 2026 and
5.0% for FY 2027. However, this estimate is higher than Optumas’ Upper Bound
projections in its Growth Rate Report. The question was asked in October’'s JMOC Hearing
the total funds dollar value of the difference between the JIMOC Growth Rate and the rate
of growth provided by ODM. Optumas stated that there is a greater gap and higher costs
between their Lower Bound projection and ODM’s. On an all-funds bases, the gap
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between JMOC's Lower Bound and ODM'’s estimate is $450-500 Million for FY 2026 and
$900 Million -1 Billion for FY 2027. This equals $1.35B-1.5 Billion on an all-funds basis for
the two-year biennium.

The following are the estimated values of the gap between ODM's estimate for the
biennium compared to the percentage growth at the Lower and Upper bounds of the
JMOC Growth Rate range.

JMOC

Lower Bound Upper Bound

SFY 2026
SFY 2027

Lower Bound estimated value of the gap:

Biennium Year 1: $450-500 Million

Biennium Year 2: $900M-1 Billion

Cumulative 2-Year Biennium Estimate: $1.35B-1.5 Billion

Upper Bound estimated value of the gap:

Biennium Year 1: $175-225 Million

Biennium Year 2: $325-375 Million

Cumulative 2-Year Biennium Estimate: $500-600 Million

As shown below, the distance from ODM'’s estimate to the JMOC Lower Bound is greater
than to the JMOC Upper Bound.
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SFY26 Growth Rates

6.00%

5.00%

4.00%

3.00%

2.00%

1.00%

0.00%
Current ODM JMOC Upper bound JMOC Lower Bound

Committee Action and Rationale for FY 2026-2027 JMOC Rate

The Committee voted eight to one (8-1) to set the JMOC Rate at 3.8% growth in FY 2026
and 3.7% growth in FY 2027. The Member who voted no expressed concern of Ohio’s
suffering middle class and the need to control spending. There was also concern of
coming off historic higher rate increases in the last budget and the need to not continue
to throw money at a system that is increasing in costs, inefficiencies, and positions.

It was noted that while the voted JMOC Rate of 3.8% and 3.7% was not what ODM desired,
there is the necessity for JMOC during the budget process to ensure getting the
efficiencies through the levers within the control of the General Assembly and Governor
as illustrated by Optumas. Ensuring that we are doing the necessary work to get good
results for Ohioans and not just spending dollars. Agreeing and elaborating on this
necessity, another Member noted that this upcoming budget will be competitive and their
appreciation of Optumas’ presentation of the control levers to effect spending. It was
expressed that there is the belief that there is currently enough funding within Ohio’s
Medicaid program to support all Ohioans that have need of its services, but it is only an
issue of the program’s efficiency. That $1.5 Billion is a large amount of money and it will
matter in this upcoming budget.

Members also noted the following issues that will need to be addressed during this
biennium process:
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The fixing of ODM'’s payment system post haste. The retroactive payments totaling
nearly $1 Billion dollars that were made by ODM at the end of 2023 and the
beginning of 2024 to providers for past claims. Since the Next Generations
implementation in 2023, the General Assembly and JMOC continually receive a
high number of calls and emails from providers not receiving payments and
seeking relief. Due to this IT reconfiguration, one issue are claims being improperly
rejected. Despite JMOC having hearings and meetings with ODM and providers,
the problem remains unfixed. It was noted that this is causing a barrier to access
for care for Medicaid recipients since providers can no longer serve recipients,
appropriately operate due to a lack of payroll, and in some cases are closing or
merging their businesses out of necessity. In addition to these remarks from
Members, it was also noted by Optumas the importance of JMOC staying on this
issue with its partners to identify a plan to resolve the issues that continues to exist.

ORC 5162.70 requiring the Medicaid Director to limit growth at an aggregate
PMPM level across the entire program to the JMOC rate or 3-year average CP],
whichever is lower. How the ORC does not permit variations on this requirement,
For this budget the CPI average is 1.5% and the JMOC Rate is 3.8% for FY2026 and
3.7% or FY 2027.

That every percent of growth in Ohio’s Medicaid program equals to $300 Million;

Prime drivers that brought the baseline up in 2024, which will most likely increase
in the future (spending for drugs and behavioral health). There was a fairly
significant increase in the fee schedule related to OhioRise services, which thereby
increased the unit costs of services. There was also an increase of utilization for
many other groups of services;

The increase spending for drugs and the concern that sometimes the latest drug is
not the most effective. For cost savings purpose, the need to conduct an analysis
concerning the efficiency of certain medications and if it is beneficial for our
recipients;

The reason behind the Single PBM was to have better control of Ohio’s Medicaid
drug policy and spending. For Ohio to adjust the formulary, adjust prior

authorization requirement, medical management criteria to enact mor cost control.

On Friday, July 12, 2024, ODM announced suspension of their prior authorization
requirement for Fee For Service claims due to “several issues with the fee-for-
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service (FFS) prior authorization submission in the Provider Network Management
module in conjunction with the Fiscal Intermediary.” The suspension of prior
authorization took effect on claims with a service date beginning with June 30,
2024. A date or estimate of when the suspicion would end was not given at the
time.

As of now ODM remains unsure as to when matters will be resolved and states
“Until we have confidence that the system will appropriately handle these
submissions, we will keep the pause in place. Four major technical thresholds will
be implemented in October, and if testing is successful, it will inform whether we
can successfully lift the edit.”

Ohio’s Medicaid funding being used to serve the illegal alien population through
the Alien Emergency Medical Assistance (AEMA). As noted in Committee, the
charts on Page fourteen (14) of the JIMOC Rate Report shows the populations for
Ohio’s Medicaid Program (adult, children, disabled, other et cetera). The “Other”
Category is comprised of: Medicare Premium Assistance, recipients not assigned
to a Medicaid Managed Care Plan, ROMPIR, those who received services through
Presumptive, Refugees, and AEMA. It was noted that this group is a high-cost
population with elevated risks. Considering that refugees enter the country legally,
states receive the Refugee and Entrance Assistance Grant from the United States’
Department of State. The funding from this grant is 100% and does not require
matching funds from states;

Page twelve (12) of the report’s cost drivers as compared to other states;
Fiscal levers within Ohio’s control such as eligibility requirements;

If Ohio is hopefully going back to pre-COVID and MOE levels. While the pandemic
is over there are wide new unknows around the economy and drug spending. The
high costs of drugs are also driven the utilization of existing drugs and the pipeline
of new and expensive drugs (such as gene therapy);

A reminder that while the CPI is an important benchmark and guardrail around
medical spending, there is also the consideration of medical trend, which is more
than inflation and looks at medical services becoming more intense and complex
(new drugs and techniques). As well as changes in the population over time and
the increase of chronic diseases within the population.
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e Optumas current work on a JMOC Retroactive Rate to see if the JMOC Rate has
been being met these past ten (10) years.
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October 4, 2024

Ms. Jada Brady

Executive Director

Joint Medicaid Oversight Committee
Vern Riffe Center

77 S. High Street, 19*" Floor
Columbus, OH 43215

Subject: Ohio JMOC SFY 2026-2027 Biennium Medicaid Growth Rate Projections
Dear Ms. Brady:

Thank you for the opportunity to assist the Joint Medicaid Oversight Committee with the development of
the JMOC Medicaid growth rate projections for the SFY 2026-2027 biennium. It was a pleasure to work
with you and your team throughout this project. The following FINAL report summarizes the methodology
for the development of the SFY 2026-2027 biennial growth rate projections.

New to this biennium, the passage of Amended Substitute House Bill 33, Ohio’s Operating Budget for SFY
2024-2025, requires the Ohio Department of Medicaid (ODM) to submit its Historical and Projected
Expenditures and Utilization Trend Report to JMOC on October 1, 2024, per Ohio Revised Code (ORC)
5162.70, Reforms to Medicaid program. Optumas and JMOC have reviewed this submission and updated
the final Medicaid growth rate report accordingly.

Sincerely,

[2-Se

Dan Skinner, FSA, CERA, MAAA

CC: Barry Jordan, FSA, MAAA, CBIZ Optumas
Lea Petit, CBIZ Optumas
Marshall Dupree, CBIZ Optumas
Scott Campbell, CBIZ Optumas

CBIZ Optumas, LLC

7400 East McDonald Dr., Suite 101
Scottsdale, AZ 85250
480-588-2499
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Executive Summary | CBIZ Optumas

1. Executive Summary

Per Ohio Revised Code (ORC) Section 103.414, the Ohio Joint Medicaid Oversight Committee (JMOC) must
contract with an actuary to determine the projected medical inflation rate for the Ohio Medicaid program
for the State Fiscal Year (SFY) 2026-2027 Biennium (July 1, 2025 — June 30, 2027). Through a competitive
procurement process, JIMOC originally contracted with CBIZ Optumas (Optumas) in 2014 as its consulting
actuary for this analysis for the SFY 2016-2017 Biennium. The estimated SFY 2026-2027 inflation rate has
been developed as a range of projected rates of growth, calculated on a per-member per-month (PMPM)
basis, for the entire Ohio Medicaid program. To ensure that the projections are independent of proposed
policy changes that have yet to be implemented, these projections are developed with the assumption
that current policy continues into the biennial period. This approach is consistent with the approach used
to develop the SFY 2016-2017, SFY 2018-2019, SFY 2020-2021, SFY 2022-2023, and SFY 2024-2025 biennial
projections.

The PMPM projections are based on a combination of data sources, including detailed claims-level Fee-
for-Service (FFS) data and Managed Care encounter data, cost reports acquired from the Ohio Department
of Medicaid (ODM), as well as summarized base data and projected capitation rates provided in ODM’s
Managed Care certification letters. The projections have been developed as a range of PMPM growth,
developed at the category of aid (Medicaid eligibility category) and category of service (Medicaid covered
services) summarized level. By combining the various projections using a constant category of aid mix,
Optumas calculated a program-wide PMPM on a standardized basis to project the rate of increase of the
Medicaid program over the biennium.

The federal Department of Health and Human Services declared a public health emergency (PHE) in March
2020. One effect was to freeze all Medicaid disenrollment nationwide, with a few narrow exceptions. This
had a significant impact on the Medicaid population mix of every state as the balance shifted toward
healthier working adults who had experienced economic disruption. While aggregate Medicaid spending
increased with the enrollment, per capita costs were reduced. Medicaid eligibility redeterminations and
disenrollment (sometimes called “unwinding”) commenced in May 2023 and planned for completion in
April 2024, though many states have seen their unwinding process continue for a few more months
beyond their target date. In Ohio, the ODM-published caseload reports have shown a continued decline
in enrollment from May 2023 through June 2024, based on caseload reports published through July 2024;
July 2024 enrollment shows a much smaller decline overall, and a slight increase in managed care
enrollment. This observation indicates that the unwinding process is nearly, if not fully, complete. While
the pandemic permanently altered aspects of the health care sector and the economy in general, in some
ways the unwinding process reversed some of the pandemic-era changes to Medicaid. We will discuss
some of these lingering effects and their impact on future projections throughout this report. While the
SFY 2024-2025 biennium report required multiple scenarios to explore potential outcomes, this report
returns to past form with only one projection.

Optumas developed a range of projected PMPM growth:
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Figure 1. Projected Rates of Growth

Annualized Growth

SFY Lower Bound | Upper Bound

2026 3.8% 4.7%
2027 3.7% 4.6%
Avg. Annual 3.7% 4.7%

Projected annualized growth from Optumas’ CY 2024 (January 1, 2024 — December 31, 2024) projection
to SFY 2026 (July 1, 2025 — June 30, 2026) is estimated to be between 3.8% and 4.7% and the rate of
growth from SFY 2026 to SFY 2027 is projected to be between 3.7% and 4.6%. Weighted together equally,
the projected growth is projected to be between 3.7% and 4.7% annually, over the course of the
biennium?. For additional context, CMS released its National Health Expenditure (NHE) projections in June
2024. The average annual growth for Medicaid and CHIP inherent in these projections for the SFY 2025 to
SFY 2027 period is 5.4%, which is higher than the upper bound of this biennium projection. This could be
caused by a different mix of members and services in the underlying data, as well as differences in
methodology.

New to this biennium, the passage of Amended Substitute House Bill 33, Ohio’s Operating Budget for SFY
2024-2025, requires the Ohio Department of Medicaid (ODM) to submit its Historical and Projected
Expenditures and Utilization Trend Report to JMOC on October 1, 2024, per Ohio Revised Code (ORC)
5162.70, Reforms to Medicaid program. In their letter dated October 1, 2024, ODM projected a growth
rate of 5.3% in SFY 2026 and 5.0% in SFY 2027. Please note that there are fundamental differences in
ODM’s growth rate and the JMOC rate, including that ODM'’s figures are not calculated on a constant
population mix basis and exclude costs related to DODD services.

Per ORC Section 103.414, as the consulting actuary for this analysis, Optumas has developed the range of
projected rates of growth; however, IMOC has the choice of selecting a rate within the range presented
in Figure 1 or selecting an independent growth rate.

ORC Section 5162.70 requires that, once the JMOC rate is selected, Medicaid must limit the aggregate
PMPM growth over the SFY 2026-2027 biennium to be the lower of (1) IMOC’s final selected growth rate
or (2) the three-year average Medical CPI for the Midwest. Figure 2 below shows the Midwest and US
Medical CPI for the past three years.

Figure 2. Midwest and US Medical CPI

Negative inflation in the second
comparison year is an artifact of the
CPl’'s market basket which includes the

Time Period Midwest CPI | US CPI

8/2021 -7/2022 4.1% 4.8% ) .

8/2022 - 7/2023 1.0% 1.0% cost of commercial health insurance;
8/2023 - 7/2024 1.4% 3.1% this does not directly correlate to a
3 Year Avg. (Unweighted) | 1.5% 2.3% decline in Medicaid-related growth.

! Please note that rate increases to nursing facility and waiver services rates were effective July 1, 2024 and were
not included in this analysis as the actuarial certification letter was not available at the time of this report.
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A three-year unweighted average has been used by JMOC in the past, however this was in the
environment where medical CPl was reasonably stable. In this case negative inflation in the second year
is an artifact of the CPI's market basket which includes the cost of commercial health insurance (the
coverage most people obtain through their employment). The cost of health insurance fell in this period
largely due to lingering effects from the pandemic and does not represent a long-term adjustment we
expect to see carried into the future.

Medical CPl is a valuable benchmark and an important guardrail around medical spending; however, we
believe that in this case a metric that includes negative inflation would be an inappropriate choice for the
growth rate this cycle. The cost of commercial health insurance does not directly impact Medicaid growth
and therefore Optumas suggests looking to other metrics. As one alternative, we have re-weighted the
components of the market basket according to the distribution of dollars in the Ohio Medicaid program
while removing commercial insurance. In this case, the weighted CPI is 3.2%, which is below the lower
bound of the projected biennial growth rate. Reasons for this can include that CPI, a backwards-looking
measure, does not take into account several important drivers of the SFY 2026-2027 biennium growth
rate: higher utilization of certain services, availability of new expensive drugs, and the high rate of wage
growth among lower wage healthcare workers that staff nursing facilities and perform waiver services.

The remainder of this report presents the process used to develop the projections for the SFY 2026-2027
biennium. Each of the report sections are described in Figure 3 below.

Figure 3. Report Structure

Section ‘ Contents

Background Provides a description of Optumas’ role in developing PMPM projections for the
SFY 2026-2027 Ohio biennium.

Data Provides an overview of the data used when developing the projections,
including data sources, limitations, and adjustments.

Trend Provides a description of the process used to develop trend and the final trend
estimates for the SFY 2026-2027 biennium.

Projection Provides summarized results of the projected PMPM growth developed for the

Summary SFY 2026-2027 biennial projections.

. Detailed tables showing results of data summaries, analyses, and assumptions

Appendices . .

used in the projection summary methodology.
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2. Background

Per ORC Section 103.414, JMOC must contract with an actuary to determine the projected inflation rate
for the Ohio Medicaid program for the SFY 2026-2027 Biennium. As JMOC's contracted consulting actuary,
Optumas has developed the SFY 2026-2027 estimated inflation rate as a range of projected rates of
growth on a PMPM basis for the Ohio Medicaid program.

The Ohio Medicaid PMPM, in its most simplified form, is calculated as total dollar expenditures divided by
total eligible member months. This puts costs on a normalized basis and is a way to measure costs relative
to each member rather than on a total expenditure basis. Growth in total expenditures can be influenced
purely by an increase in membership, even with all else being equal and costs per person remaining
constant. Since enrollment growth is an external factor that the Medicaid program has limited control
over, Optumas has worked with JMOC to focus on projecting a rate of growth on a per-member basis; in
other words, a rate of change in PMPM expenditures over time.

JMOC has the choice to either select a rate of growth within the range developed by Optumas, or to select
an independent rate. Per ORC Section 5162.70, once the JMOC rate is selected, ODM must limit the
aggregate PMPM growth over the SFY 2026-2027 biennium to be below the lower of (1) JMOC's final
selected growth rate or (2) the three-year weighted average Medical CPI for the Midwest. Upon Optumas’
review, we have concerns that the recent medical CPl does not accurately reflect growing costs in a rapidly
changing medical landscape. Of particular note, the market basket used to calculate the medical CPI
includes the cost of health insurance, which fell due to pandemic after-effects, and moreover does not
directly impact the Medicaid growth rate. For these reasons, Optumas believes it would be an
inappropriate choice for the prospective growth rate. Optumas recommends re-weighting the market
basket to remove the cost of health insurance, as well as referencing another benchmark produced by the
federal government, such as the National Health Expenditure tables.

To ensure a comprehensive review of the various factors that contribute to spend within a Medicaid
program, Optumas has identified the following four key cost drivers, or determinants of risk, for projecting
future healthcare expenditures:

e  Program Design — How the program is operationalized

e Population — Who receives the services

e Benefits — What services are offered through the program

e Network — Where services are provided in the service delivery network

Each of these determinants of risk can significantly impact both the total dollar and PMPM spend of the
Ohio Medicaid program. The following describes some of the ways in which these changes could
materialize:

Program Design -

Changes in program design can impact spend for all populations, or for a specific population(s). A
program-wide shift could mean a change in how all populations’ eligibility is determined, which
could impact total costs. A change for a particular population’s eligibility process could exclude
one sub-population, resulting in a material change to the entire population’s risk profile.
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Population -

Changes in the populations that are enrolled in Medicaid Managed Care programs can impact the
program-wide spend. To the extent that a new population enrolls that is healthier and utilizes less
services than the average member of the current program, the overall PMPM cost of the program
would be driven down. Conversely, if the new population utilizes more services than the
previously enrolled populations, the overall PMPM would increase. The distribution of members
who are adults versus children is an example of how the population mix can influence the
aggregate PMPM. Children often cost between 40-60% of adults (when comparing similar
eligibility categories, e.g., CFC children and adults), so if more children enroll, then it would tend
to drive the aggregate PMPM down.

Benefits —

Changes in benefits offered through the program can have an impact on the total PMPM of the
program. If a new service is introduced into the Medicaid program, this could increase the overall
spend of the program since additional costs would be incurred. However, if a new service is
intended to be preventive in nature, over time, the addition of this new service could materialize
in overall savings to the program.

Network —

Changes in the service delivery network can impact the overall spend in various ways. One way
this could materialize is through improved networks that include better provider coordination. To
the extent that a provider network is able to work together to provide services to enrollees, this
could improve the overall care of Medicaid enrollees and in turn, result in reduced costs to the
program.

Optumas considers each of these determinants when evaluating the source data provided by ODM and
adjusts the data as necessary to ensure it can be used to develop accurate projections of cost on a PMPM
basis. The PMPM projections are based on a combination of data sources, including: detailed claims-level
FFS data and program-wide member-level eligibility acquired from Ohio’s data vendor, EDW; summarized
base data and projected capitation rates provided in the Managed Care certification letters; actual and
projected Medicare Buy-In/Medicare Premiums, and actual and projected Medicare Part D claw-back
amounts. The data sources are projected at the detailed category of aid and category of service levels
before aggregating into a category of aid level projection. Once each category of aid projection has been
developed, the projected PMPMs for each category of aid are weighted together based on the number of
member months in each category to calculate a program-wide PMPM projection. Please see Appendix |.A.
for a list of categories of aid (COA) and categories of service (COS) included in this analysis.

As part of the biennial projection, Optumas developed a base data set from historical FFS expenditure
data and projected that base data using trends specifically developed for each category of aid and
category of service. The projections for services delivered via Managed Care were developed based on
capitation rates and trend factors developed by ODM'’s actuary, with some modifications to reflect the
growth rate covering periods beyond the particular year for which the capitation rates were developed.

Projected PMPMs include total Medicaid spending, excluding any one-time expenses and expenses not

tied directly to a member. Consistent with the SFY 2024-2025 analysis, the following expenses are
excluded from the JMOC rate:
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e All-Agency State Administration,

e Hospital Care Assurance Program (HCAP),

e Hospital Upper Payment Limit (UPL),

State Directed Payments,

Health Insuring Corporation (HIC) Franchise and Premium Tax,

Care Innovation and Community Improvement Program (CICIP),

MCP/Hospital Incentive,

e Other settlements, quality incentives, and rebates paid outside of the claims system and outside
of the Managed Care capitation rates.

One exclusion of particular note is the American Rescue Plan Act (ARPA) related one-time provider relief
payments, which were made outside of the claims adjudication system.

The next section of this report outlines the process and steps taken to develop a base data set from which
to develop the projections for the SFY 2026-2027 biennium.
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3. Data

3.01 Sources

Optumas utilized detailed claims-level FFS cost and utilization data in conjunction with member-level
eligibility information to develop a comprehensive base data set that includes both COA and COS level of
detail. This data reflects FFS services incurred from January 2023 through March 2024 for all Ohio
Medicaid eligible members, including pharmacy claims covered under the Single Pharmacy Benefit
Manager (SPBM). This cost and utilization information was used to develop PMPMs for the COS within
each COA, allowing detailed analysis of Medicaid spend for the SFY 2026-2027 biennial projection. In
addition to the FFS data, Optumas also received detailed claims-level cost and utilization encounter data
reflective of experience for the Managed Care Plans (MCPs) operating under the Ohio Managed Care
Program (MCP). This information was used to validate and inform the projection of the MCP costs based
on the capitation rates developed by Milliman, the actuarial firm who contracted with ODM to develop
the Calendar Year (CY) 2024 Ohio Managed Care capitation rates, on a PMPM basis.

The following data sources were used to compile the base data for the SFY 2026-2027 biennial projections:

Ohio January 2023-April 2024 FFS Claims and Managed Care Encounter Data —

The Ohio FFS claims and Managed Care encounter data was provided by Ohio’s data vendor, EDW,
and is a comprehensive claims-level data set comprised of all claims incurred and reported
through the Ohio Medicaid delivery system. This level of detailed data allowed Optumas to
quantify key actuarial metrics for the Ohio Medicaid program, including average annual utilization
per 1,000 members (Util/1,000), unit cost (UC), and per-member-per-month (PMPM) costs for all
categories of aid and categories of service. Having this level of claims detail and metrics available
allows for a robust projection of the utilization and cost components of the SFY 2026-2027
biennial growth rate. After a review of each year of base data, as well as policy and program
changes that were implemented during this time period, Optumas determined that calendar year
(CY) 2023 would serve as the base data for the FFS component of the SFY 2026-2027 biennial
projection. Nevertheless, historic data prior to CY 2023 and the emerging CY 2024 data was
utilized when developing the projected trend factors and for benchmarking purposes, after
adjusting the data for applicable policy changes to allow for consistent trend review.

Ohio January 2023-March 2024 Eligibility Data —

The Ohio eligibility data was provided by Ohio’s data vendor EDW and is a comprehensive list of
member-level eligibility for all Medicaid enrollees. This includes demographic information, as well
as indicators for population types that help identify each member’s category of aid. The monthly
eligibility data is used to calculate COA-specific and program-wide member months and to link
eligible members to the claims incurred for each month to ensure that costs are directly
associated with an eligible Medicaid recipient.
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Monthly Medicaid Variance Reports —

The monthly Medicaid Variance Reports were used to validate the CY 2023 base FFS expenditures.
These reports capture monthly expenditures at the aggregate COS level, reported on a month-of-
payment basis. For example, all costs associated with FFS Inpatient Hospital claims are reported
as one number each month. These reports serve as a high-level benchmark to ensure the CY 2023
base data has been categorized appropriately.

Ohio Department of Medicaid Caseload Reports —

The Ohio Department of Medicaid Caseload Reports, reported with enrollment through March
2024, were used as a benchmark for the membership calculated from the member-level eligibility
file. These reports help Optumas ensure that members within the monthly eligibility data have
been attributed to the appropriate COA for projection purposes.

Managed Care Certification Letters and Capitation Rates —

Optumas received the following Managed Care certification letters provided by Milliman to ODM
as part of the Milliman actuarial contract with ODM: Medicaid Managed Care (MMC) CY 2024,
MyCare Opt-In and Opt-Out CY 2024, and OhioRISE CY 2024. The corresponding capitation rates
and summarized base data and trend projections (by COA, COS, and region) included within these
certification letters were used as the basis for projecting the growth rate for Managed Care
expenditures. The certification letters described in this section represent changes to the managed
care plan contracts for new capitation payments and are the primary contractual change relevant
to cost growth projection. Other contract and rate amendments may occur during the course of
CY 2024, but the most recent certification letters provide a reasonable basis for reviewing the
managed care cost growth. Optumas relied on the CY 2024 MMC certification letter, the CY 2024
MyCare Opt-In certification letter, the CY 2024 MyCare Opt-Out certification letter, and the CY
2024 OhioRISE certification letter as the basis of the Managed Care portion of the biennium
projections.

Actual and Projected Medicare Premium Assistance/Part D Claw-Back Payment —

As part of the projection process, Optumas received the latest CY 2023-2024 Part D claw-back
amounts for dual eligible Medicaid and Medicare members. Additionally, Optumas reviewed
projected Medicare Part A and B premiums through CY 2024 as part of the Buy-In population
projections. These additional Medicare costs are paid outside of the Medicaid claims delivery
system but are tied to a Medicaid recipient. These costs contribute approximately 5% to the
overall Ohio Medicaid program spending that is covered by the growth rate analysis. These costs
were projected forward into the SFY 2026-2027 biennial period on a PMPM basis and are added
to the final PMPMs developed from the FFS data and Managed Care projected rates.

The Ohio Medicaid FFS data allows Optumas to analyze member-specific costs at a very detailed level.
Optumas performs the following data validation analyses prior to developing projections to ensure that
the base data used for projections is appropriate and complete:
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Referential Integrity Checks —

This ensures that all claims included in the base data were incurred by a member with a valid
eligibility determination at the time of the incurred date associated with the specific claim.

Volume Checks —

Optumas checked both volume of claims and total expenditures by category of service by looking
at totals longitudinally over time. This ensured that potential gaps or spikes in the data were

identified and addressed before creating the base data.

Benchmark Comparison —

Optumas compared summarized costs and enrollment data, derived from the detailed data to
several sources, including monthly variance reports and caseload reports provided by ODM as

described above.

These analyses enabled Optumas to identify and address
any significant data limitations associated with the January
2023-April 2024 FFS data prior to developing the rate of
growth projections. One issue of particular importance,
which was raised by multiple stakeholders, was the non-
payment/re-adjudication of claims. This issue potentially
impacted all FFS data in the base period because the total
cost of the Medicaid program could be under-stated. In late
2023 and early 2024 large retroactive adjustments
amounting to hundreds of millions of dollars were paid to
settle aged claims. After several rounds of discussions with
ODM on this topic, ODM stated that it did not expect any

One issue of particular importance was
the non-payment/re-adjudication of
claims. As described on this page, an
adjustment was deemed unnecessary
based on the information provided by
ODM. To the extent this issue
continues to be present in CY 2024 or if
additional settlements are needed for
CY 2023, IMOC should stay informed of
the issue and the growth rate may
need to be amended in such a case.

further large retroactive adjustments to claim payments in this period. As such, the base data was
considered complete and no explicit adjustment for unpaid claims was made.

As mentioned earlier in this report, Optumas utilized CY 2024 MMC, CY 2024 MyCare Opt-In, CY 2024
MyCare Opt-Out, and CY 2024 OhioRISE capitation rates along with supporting data as the baseline for
projecting Managed Care costs into the biennium period?. The base data referenced in the certification
letters is benchmarked to the encounter data provided by ODM prior to Optumas completing its
projections. In addition, the various adjustment and projection factors used by Milliman are reviewed for
reasonableness. Ultimately, Optumas relied upon the adjustment and projection factors developed by
Milliman for the various managed care programs noted above, within the development of the Managed
Care portion of the projection as a basis. Note that in some circumstances, specific adjustments were

2 An amendment of the CY 2024 managed care rates, effective 7/1/24, was not available at the time of this report

and therefore was not included in the analysis.

/ C B | Z OPTUMAS

CONSULTANTS = ACTUARIES ' ECONOMISTS

10| Page



Data | CBIZ Optumas

made to these trends to reflect dynamics expected to impact future periods, further discussed in Section
4 below.

Consistent with the “current policy” approach to the projections, programmatic changes occurring within
the biennium and other significant changes in the rate setting process outside the scope of this report are
not considered in the biennial projections.

The following section describes the base data adjustments Optumas made to the FFS claims base data to
ensure that all data is on the same “current policy” basis before projecting into the biennium.

3.02 Base Data Adjustments

In addition to adjustments used to reflect changes in population over time, changes in policy that impact
specific services require additional adjustments to the base data. For example, if a one-time 5% increase
to Inpatient Hospital reimbursement occurs during the base data period, all data prior to this increase
needs to be adjusted by 5%. This brings all base data expenditures up to the most current reimbursement
level and avoids projecting base data that does not reflect current policy. Many policy changes have
occurred since the beginning of the FFS base data period, starting January 1, 2023. The following section
discusses major policy changes that have been considered in the development of the base data used in
the SFY 2026-2027 biennial projections. In addition to the items noted below, additional reimbursement
changes have been captured as part of the trend development, which is described in Section 4.

Next Generation of Managed Care -
In February 2023, a significant number of non-dual FFS members were shifted to managed care
as part of the Next Generation of Managed Care go-live.

Single PBM —

In 2019, the Ohio Legislature directed ODM to select and contract with a single PBM (SPBM) for
most Medicaid pharmacy services. This project was completed in late 2022 and is fully reflected
in the CY 2023 data used in this analysis.

As the managed care plans are no longer responsible for pharmacy costs for their members, this
risk was removed from the CY 2024 managed care capitation rates that are set by ODM’s actuary.
Accordingly, Optumas developed pharmacy trend rates based on Ohio’s Medicaid FFS pharmacy
data, various industry reports and benchmarks as well as perspective gained as actuary of record
for several states within the country.

Effective September 1, 2023, ODM implemented a 5.7% increase to pharmacy dispensing fees for
Managed Care prescriptions. Additionally, effective January 1, 2024, ODM implemented a 5.7%
increase to pharmacy dispensing fees for FFS prescriptions. The CY 2023 Managed Care and FFS
base data was adjusted to reflect the increase in dispensing fees.

OhioRISE —

OhioRISE aims to shift the system of care and keep more kids and families together by creating
new access to in-home and community-based services for children with the most complex
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behavioral health challenges. The OhioRISE program’s child and family-centric delivery system
recognizes the need to specialize services and support for this unique group of children and
families.

For the CY 2024 rating period, ODM’s actuary has projected the population and per capita costs
for this program, and these costs are fully integrated in the managed care portion of this
projection.

SNF, ICF, and Waiver Services —
Significant investments in Nursing Facilities and Skilled Nursing Facilities, Intensive Care Facilities,
and waiver services effective January 1, 2024 were authorized in various legislative bills:
e Minimum wages for workers performing waiver services overseen by the Department of
Developmental Disabilities were increased by about 30%
e Other waiver services, primarily serving the MyCare population and the FFS population
enrolled in the Assisted Living, Ohio Home Care, and PASSPORT programs were increased
by amounts around 45% to 55%
e Nursing Facility per diems increased approximately 18%
e Minimum wages for ICF workers were increased about 14%

While we do not expect this same rate of growth to extend further into the future, it is expected
that a diminished rate of growth of these costs will continue into the biennium through SFY2026-
2027. Therefore, we have built in an additional unit cost trend of 3.25-3.75%, with a midpoint
estimate of 3.5% to reflect this expectation. This is based on national trend information, including
CMS’ Medicare NF unit cost trends, and consideration for recent national wage growth.

The aggregate PMPM impact of the adjustments to the FFS and Managed Care populations base data and
FFS expenditures listed above can be found in Appendix I.B by major category of aid.
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4. Trend

Trend factors are applied to estimate the change in utilization rate (frequency of services) and unit cost
(pure price change, technology, acuity/intensity, and mix of services) of services over time. These trend
factors are used to project the PMPM costs from the base period to the SFY 2026-2027 biennial projection
period.

The trend figures developed for the biennial projection based on claims-level detail were reviewed at
various levels, including:

1. Population

2. Category of Service

3. Utilization per 1,000

4. Unit Cost

Since detailed claims were available for the FFS projection categories, FFS trend was developed at both
the unit cost and utilization per 1,000 levels for each category of service within each category of aid.
Known policy and program changes were considered, as well as any outlier costs, so that the projected
trends were not influenced by one-time reimbursement changes. These one-time changes due to program
and policy changes are captured separately as noted above in Section 3.02. The unit cost and utilization
trends are used to project these components into the SFY 2026-2027 biennial period and are used to
calculate the implied PMPM growth rate that will be used as a part of the JMOC benchmark.

The biennial projections have been completed assuming current policy will continue. This includes the
methodology used for developing the future capitation rates for the Managed Care program. As a result,
Optumas used trends that were developed by Milliman, ODM'’s actuary, for CY 2024 Managed Care
capitation rates as a basis. Using these trends assumes that a similar methodology and similar trend
projections would be used for future capitation rate contract periods. The trends developed for the CY
2024 capitation rates were displayed at a category of aid and category of service level and were included
in the CY 2024 certification letters. Optumas used these trend estimates, along with a range of variation
(assuming that trends for some categories may be higher or lower) to project the CY 2024 capitation rates
into the SFY 2026-2027 biennial projection period. A similar process was followed for the CY 2024 MyCare
Opt-In and MyCare Opt-Out capitation rates, as well as CY 2024 OhioRISE capitation rates.

An exception to the trend approach noted above pertains to the Nursing Facility (NF) and HCBS Waiver
(waiver) services within the MyCare portion of the growth rate development. As is common practice, the
periodic changes in NF per diems and waiver service rates are accounted for within the capitation rates
as program changes rather than trend by ODM'’s actuary. Because of this, the developed trend for these
services is generally low, as our understanding is that it is not intended to capture reimbursement
changes. However, recent policy in Ohio has included regular updates to the Nursing Facility per diems
and to waiver service reimbursement. Upon reviewing the changes to these services in recent years, the
changes have been significantly higher than normal; for example, the NF per diems increased by nearly
20% from SFY23 to SFY24, and the estimated impact of reimbursement increases across all waiver-related
services included within MyCare was approximately 50% effective January 2024. While we do not expect
this level of increase to continue (outside of large legislative outlays), we believe that it is reasonable to
expect future increases to these services through the biennium as we interpret that current policy has
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included increases to these services. Therefore, we have built in an additional unit cost trend of 3.25-
3.75%, with a midpoint estimate of 3.5% to reflect this dynamic. This is based on national trend
information, including CMS’ Medicare NF unit cost trends, and consideration for recent national wage
growth.

The above approach has been taken within the MyCare portion of the projection; however, this has also
been accounted for within the FFS portion of the projection for NF, ICF/ID, and all waivers (ODM, Aging,
and DODD). While the magnitude varies, the same dynamics of large recent rate changes for ICF/ID and
DODD waivers were observed and therefore we believe a similar prospective expectation of future rate
changes is appropriate.

Once trend has been developed, it is varied as part of the development of the projection range. The
annualized lower and upper bound trend is then used to project each COA and COS from the CY 2023 FFS
base (first trended to CY 2024) and the CY 2024 Managed Care base, and CY 2024 MyCare and OhioRISE
bases into the SFY 2026-2027 biennium.

The annualized trends used to project each category of aid into the lower bound and upper bound of SFY
2026 and SFY 2027 are shown below in Figures 4 through 6. Each projection category reflects the growth
rate across all services incurred by that population category. For example, the Adults category in the
Managed Care section reflects the projected growth rate across both their capitated expenses and FFS
expenses

Figure 4: Annualized FFS Trend Projections — FFS Populations:

SFY 2026 SFY 2027 Average Annual

FFS Populations

Adults 1.9% 2.9% 2.0% 3.0% 1.9% 2.9%
Children 1.9% 2.9% 1.9% 2.9% 1.9% 2.9%
Disabled 3.5% 4.4% 3.5% 4.5% 3.5% 4.5%
Dual 3.4% 4.4% 3.4% 4.4% 3.4% 4.4%
Other 1.8% 2.8% 1.8% 2.8% 1.8% 2.8%
Total 3.4% 4.4% 3.4% 4.4% 3.4% 4.4%

Figure 5: Annualized Total Spend Trend Projections — MC Populations:

SFY 2026 SFY 2027 Average Annual
Managed Care
Populations
Adults 4.0% 5.1% 3.6% 4.6% 3.8% 4.9%
Children 3.7% 4.7% 3.6% 4.6% 3.7% 4.7%
Disabled 3.9% 4.9% 3.9% 5.0% 3.9% 4.9%
Dual 3.5% 4.0% 3.5% 4.0% 3.5% 4.0%
Other n/a n/a n/a n/a n/a n/a
Total 3.9% 4.8% 3.6% 4.6% 3.8% 4.7%
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Figure 6: Annualized Statewide Trend Projections — All Populations and Services:

SFY 2026 SFY 2027 Average Annual

All Populations

FFS - FFS Costs 3.4% 4.4% 3.4% 4.4% 3.4% 4.4%
MC - FFS Costs 6.1% 7.2% 5.8% 6.9% 6.0% 7.0%
MC - MC Costs 3.1% 4.0% 2.9% 3.8% 3.0% 3.9%
Additional Payments® | 4.6% 5.3% 5.6% 6.4% 5.0% 5.7%
Program Wide 3.8% 4.7% 3.7% 4.6% 3.7% 4.7%

¥ Includes Buy-In/Part D Clawback

The aggregate ‘Program Wide’ trend shown in the table above reflects the following:
e SFY 2026 - This reflects the projected rate of growth from the CY 2024 projected lower and upper
bounds to the SFY 2026 projected lower and upper bounds.
e SFY 2027 —This reflects the projected rate of growth from the SFY 2026 projected lower and upper
bounds to the SFY 2027 projected lower and upper bounds.
As exhibited in the table above, the projected growth rate, assuming current policy and constant post-
unwinding population mix, is:
e Between 3.8% and 4.7% (annualized) from CY 2024 to SFY 2026
e Between 3.7% and 4.6% from SFY 2026 to SFY 2027

As noted in the Executive Summary, CMS released its National Health Expenditure (NHE) projections in
June 20243.The average annual growth for Medicaid and CHIP inherent in these projections is 5.4% from
2025-2027, which is higher than the upper bound range in this biennial growth report.

The following section summarizes the overall projection results from the combination of each step of the
biennial projection process previously described.

3 https://www.healthaffairs.org/doi/10.1377/hlthaff.2024.00469
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5. Projection Summary

To develop a range of projected growth for Ohio’s Medicaid program, Optumas has developed projections
on a PMPM basis for each of the projection categories noted in the preceding sections of this report. Since
ODM is limited in the amount of control it has over the change in enroliment over time, a growth target
based on PMPM expenditures, rather than total program dollars, provides a means of reducing the effect
of population growth on this target. In addition to developing projections on a PMPM basis, the aggregate
PMPM (across all populations) is calculated by weighting the individual COA projections based on a
constant post-unwinding enrollment mix. While previous growth rate reports utilized a constant historical
population mix, in this case it was appropriate to model the expected “stable” population after that
substantially reflected the post-unwinding population. Furthermore, as outlined within Section 3.02 of
this report, these projections assume that current policy continues.

Optumas began with the base data time period of CY 2023 for FFS expenditures, CY 2024 Managed Care
capitation rates, CY 2024 MyCare Opt-Out and MyCare Opt-Out capitation rates, and CY 2024 OhioRISE
capitation rates for Managed Care expenditures. The FFS base period was then adjusted for program
changes, based on the current policy within the Medicaid program discussed in Section 3.02. To bring the
time periods onto the same relative basis as the biennium, the base periods were trended forwarded to
CY 2024 before trending into each year of the biennium using the lower and upper bound trend estimates.
These trended values are shown in Appendix |.B. The summary in Figure 7 below shows the blended CY
2024 aggregate PMPM estimates for the base year of the biennium; the CY 2024 PMPM estimates include
adjustments for known material program changes effective through 1/1/24. Note that this is an estimate
based on a fixed caseload mix (mix of populations) and therefore if the actual enrollment or other
programmatic changes occur within CY 2024 the actual CY 2024 experience may fall outside of the range
provided below.

Figure 7: CY 2024 PMPM Estimates:
Rating Period | Lower Bound Estimate ‘ Upper Bound Estimate
CY24 $909 $914

Using the CY 2024 base described above, Optumas applied the trend factors described within Section 4 of
this report to project both the lower bound and upper bound to each fiscal year in the biennium. For each
year of the biennium the lower bound trend is applied to the lower bound estimate from CY 2024 to SFY
2026, and a similar approach is applied for the upper bound estimates. Figure 8 below shows the final SFY
2026 and SFY 2027 aggregate PMPM projections and corresponding trends.

Figure 8: SFY 2026-2027 Projections:
Overall Projection

Lower Bound | Upper Bound | Lower Bound | Upper Bound

2026 $961 $979 3.8% 4.7%
2027 $996 $1025 3.7% 4.6%
2026 — 2027 3.7% 4.7%

The figures above exclude all cost categories as described in Section 2.
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The projections shown in Figure 8 and in Appendix I.E, should be viewed as estimates of aggregate spend
across each projection category. These estimates are only intended to reflect Medicaid’s share of spend
for each service, and do not include member or recipient liability. For example, costs for Nursing Facility
services are included within the projections; these expenditures reflect an estimate of Medicaid’s share
of the cost for members who reside in a Nursing Facility. However, this does not reflect additional service
costs for which a recipient is liable to pay (patient share of cost).

The projections noted above are indicative of estimated PMPM expenditures based on current policy and
a constant population mix developed from the post-unwind population observed in May-June 2024. The
PMPM projection provides a method of normalizing for population growth over time, however the change
in both mix of membership and services delivered within each category above, particularly as it pertains
to changes that could occur when the PHE ends, could have a significant impact on the overall program-
wide PMPM as we move forward into the biennium. For example, if new populations that cost less than
the program average begin to enroll into Medicaid, the overall spend of the program would increase.
However, since the average cost of these members would be less than the current average, this would
drive down the overall PMPM of the program, resulting in a lower aggregate PMPM; at the same time the
total aggregate dollars would have increased.

As described in the executive summary, Optumas developed projected growth rates reflective of current
policy, for the SFY 2026-2027 biennium per ORC Section 103.414. Upon review of this report and the
associated projected growth rates, JIMOC is tasked with selecting an overall growth rate within the
projected range or selecting an independent growth rate for each year of the SFY 2026-2027 biennium.
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Appendices

Please see the accompanying file titled “OH JMOC - SFY26 - SFY27 Biennial Projection —
Appendices.pdf” for the appendices described within this report.
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Appendix I.A - Projection Categories

Categories of Aid Rollup - Categories of Aid Categories of Service

CFC Adults Adults Clinics Medicaid Schools Program
Expansion Adults Clinics - Mental Health Mental Health and Addiction Services
AFK Children Dental Services Other

CFC Children Children DME Professional - Other

CHIP Children EPSDT Outpatient - ER

ABD <21 Disabled Family Planning Outpatient - Non-ER

ABD 21+ Disabled FQHC/RHC PCP

Breast & Cervical Cancer (BCCP) Disabled Home Health/PDN Prescribed Drugs

LTSS Institutional Non Dual Populationsl Disabled Hospice Services Psychology Services

LTSS Waiver Non Dual Populations® Disabled ICF & ID Public SNF

Community Dual <65 (Non MyCare) Dual ICF & ID Private Specialty

Community Dual 65+ (Non MyCare) Dual ID Services Transportation

LTSS Institutional Dual Populations® Dual Inpatient Hospital Vision

LTSS Waiver Dual Populati0n52 Dual Inpatient Hospital - BH Waiver Services

MycCare Dual Laboratory/Radiology

Medicare Premium Assistance Other

Refugee/Not Assigned Other

RoMPIR/Presumptive/Alien Other

' DD: ICF Non-DD: SNF
2 DD: Individual Options, Level One, SELF Non DD: Assisted Living, PASSPORT, OH Home Care
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Appendix I.B - SFY 2026 - 2027 Biennium Projection Build-Up

FFS Populations - CY 2023 FFS Data Buildup Eligibility Adjustments

MMs Adj. Percent

COA Raw CY 2023 MMs  Raw CY 2023 PMPM T PMPM Adj. Percent  Adj. CY 2023 MMs Adj. CY23 PMPM
Adults 1,189,246 | $ 222 -10.1% -17.2% 1,069,466 | $ 184
Children 377,539 | $ 311 -16.7% 3.1% 314,618 | $ 321
Disabled 582,137 | $ 4,856 -2.6% 0.4% 567,197 | $ 4,874
Dual 1,356,197 | $ 2,920 -5.6% -4.0% 1,280,839 | $ 2,803
Other 1,629,752 | $ 49 -0.4% 0.0% 1,622,826 | $ 49
Total 5,134,871 | $ 1,412 -5.5% -1.8% 4,854,946 | $ 1,387

FFS Populations - CY 2023 FFS Data Buildup Eligibility Adjustments

Final Adj. CY 2023

Retro Program

PC Adj. CY 2023

COA Adj. CY 2023 MMs Adj. CY23 PMPM IBNR Factor
PMPM Changes PMPM
Adults 1,069,466 | $ 184 0.9301 | $ 197 0.0%| $ 198
Children 314,618 | $ 321 0.9143 | $ 351 0.0%| $ 351
Disabled 567,197 | $ 4,874 09773 | $ 4,988 0.0%| $ 4,990
Dual 1,280,839 | $ 2,803 0.9823 | $ 2,853 0.0%| $ 2,854
Other 1,622,826 [ $ 49 0.9351 | $ 53 0.0%| $ 53
Total 4,854,946 | $ 1,387 0.9770 | $ 1,419 0.0%| $ 1,420

FFS Populations - CY 2023 FFS Data Buildup Eligibility Adjustments

Projected CY 2025

Adj. CY23 PMPM on

MMs Adj. Percent

COA — CY25 MMs I PMPM Adj. Percent
Adults 610,644 | $ 221 -42.9% 12.0%
Children 154,626 | $ 502 -50.9% 43.0%
Disabled 555,213 | $ 5,197 -2.1% 4.1%
Dual 1,314,445 | $ 3,118 2.6% 9.3%
Other 1,687,650 | $ 54 4.0% 3.2%
Total 4,322,577 | $ 1,686 -11.0% 18.8%

FFS Populations - CY 2024 FFS Data Buildup Eligibility Adjustments
CY 2024

Lower Bound Upper Bound
COA Projected Growth Projected PMPM Projected Growth Projected PMPM
Adults 2.1%| S 226 3.1%| S 228
Children 1.9%| S 511 2.9%| S 516
Disabled 15.3%| $ 5,994 16.1%| $ 6,034
Dual 17.7%| $ 3,670 18.4%| S 3,691
Other 1.8%| S 55 2.8%| S 56
Total 16.1%| $ 1,958 16.8%| $ 1,970

FFS Populations - Projected SFY 2026 - SFY 2027 FFS Expenditures

SFY 2026

Lower Bound

Projected Growth

PMPM

Upper Bound

Projected Growth

PMPM

SFY 2027

Lower Bound

Projected Growth

Upper Bound

Projected Growth

Adults 1.9%| $ 232 2.9%( $ 238 2.0%( $ 237 3.0%| $ 245
Children 1.9%| $ 526 2.9%| $ 539 1.9%| $ 536 2.9%| $ 555
Disabled 3.5%| $ 6,307 4.4%| S 6,440 3.5%| $ 6,526 4.5%( $ 6,728
Dual 3.4%| $ 3,859 4.4%)| $ 3,938 3.4%| $ 3,990 4.4%)| $ 4,112
Other 1.8%| $ 57 2.8%| $ 58 1.8%| $ 58 2.8%| $ 60
Total 3.4%| $ 2,057 4.4%| $ 2,100 3.4%| $ 2,127 4.4%| $ 2,193

! The projected CY 2025 MM:s reflect the expected membership mix after PHE disenrollments have ceased, based on reviewing emerging Ohio Medicaid enroliment.
2 The CY 2024 PMPM estimates include adjustments for known material program changes effective through January 1, 2024.
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Appendix I.B - SFY 2026 - 2027 Biennium Projection Build-Up

Managed Care Populations - CY 2023 FFS Data Buildup Eligibility Adjustments

MMs Adj. Percent

COA Raw CY 2023 MMs  Raw CY 2023 PMPM Impact PMPM Adj. Percent  Adj. CY 2023 MMs Adj. CY23 PMPM
Adults 17,059,302 | $ 206 0.7% -0.7% 17,180,018 | $ 205
Children 14,973,783 | $ 48 0.4% -0.4% 15,036,503 | $ 48
Disabled 2,406,315 | $ 672 0.3% -0.3% 2,414,127 | $ 671
Dual 1,807,683 N/A N/A N/A 1,811,303 N/A
Other
Total 36,247,083 | $ 162 0.5% -0.5% 36,441,951 | $ 161

Managed Care Populations - CY 2023 FFS Data Buildup Eligibility Adjustments

COA Adj. CY 2023 MMs Adj. CY23 PMPM IBNR Factor Final Adj. CY 2023 Retro Program PC Adj. CY 2023
PMPM Changes PMPM

Adults 17,180,018 | $ 205 0.9978 | S 205 0.3%| $ 206
Children 15,036,503 | $ 49 0.9884 | $ 49 0.3%| $ 49
Disabled 2,414,127 | S 673 0.9960 | S 673 0.2%| $ 675
Dual 1,811,303 N/A N/A N/A N/A N/A
Other

Total 36,441,951 | $ 161 0.9961 | S 161 0.2%| $ 162

Managed Care Populations - CY 2023 FFS Data Buildup Eligibility Adjustments

Projected CY 2025  Adj. CY23 PMPM on MMs Adj. Percent

COA PMPM Adj. Percent

MMs® CY25 MMs Impact
Adults 14,270,592 | $ 208 -16.9% 0.9%
Children 13,865,226 | $ 49 -7.8% 0.7%
Disabled 2,371,392 | $ 674 -1.8% -0.1%
Dual 1,740,533 N/A N/A N/A
Other
Total 32,247,743 | $ 163 -11.5% 0.4%

Managed Care Populations - CY 2024 FFS Data Buildup Eligibility Adjustments

CY 2024
Lower Bound Upper Bound
COA Projected Growth Projected PMPM Projected Growth Projected PMPM

Adults 16.5%| S 242 17.6%| S 244
Children 6.9%| $ 53 7.9%| $ 53
Disabled 5.7%| $ 712 6.7%| $ 719
Dual N/A N/A N/A N/A
Other

Total 11.9%| $ 182 13.0%| $ 184

Managed Care Populations - Projected SFY 2026 - SFY 2027 FFS Expenditures

SFY 2026 SFY 2027
Lower Bound Upper Bound Lower Bound Upper Bound
Projected Growth PMPM Projected Growth PMPM Projected Growth Projected Growth PMPM

Adults 6.9%| $ 267 7.9%| $ 274 6.4%| $ 284 7.4%| S 294
Children 3.8%| $ 56 4.8%| S 57 3.6%| $ 58 4.7%| $ 60
Disabled 5.6%| S 773 6.7%| S 792 5.7%| S 817 6.7%| S 845
Dual N/A N/A N/A N/A N/A N/A N/A N/A
Other

Total 6.1%| $ 199 7.2%| $ 204 5.8%| $ 211 6.9%| $ 218

! The projected CY 2025 MM:s reflect the expected membership mix after PHE disenrollments have ceased, based on reviewing emerging Ohio Medicaid enroliment.
2 The CY 2024 PMPM estimates include adjustments for known material program changes effective through January 1, 2024.
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Appendix I.B - SFY 2026 - 2027 Biennium Projection Build-Up

Managed Care Populations - Capitated Expenditures

CY 2024° SFY 2026 SFY 2027
Lower Bound Upper Bound Lower Bound Upper Bound Lower Bound Upper Bound
Projected CY
20;5 nd PMPM PMPM Projected Growth PMPM Projected Growth PMPM Projected Growth PMPM Projected Growth
s

Adults 14,270,592 | $ S S $ $ $
Children 13,865,226 | $ 287 | $ 287 3.7%| $ 303 4.7%| $ 307 3.6%| $ 314 4.6%| S 321
Disabled 2,371,392 | $ 1,105 | $ 1,105 2.7%| S 1,150 3.7%| $ 1,167 2.8%| S 1,182 3.8%| S 1,212
Dual 1,740,533 | $ 1,918 | S 1,918 3.5%| $ 2,019 4.0%| $ 2,034 3.5%| S 2,090 4.0%| $ 2,115
Other
Total 32,247,743 | $ 539 | $ 539 3.1%| $ 564 4.0%| $ 572 2.9%| $ 580 3.8%| $ 593

Managed Care Populations - FFS Expenditures

CY 20247 SFY 2026 SFY 2027
Lower Bound Upper Bound Lower Bound Upper Bound Lower Bound Upper Bound
Projected CY
20;5 nd PMPM PMPM Projected Growth PMPM Projected Growth PMPM Projected Growth PMPM Projected Growth PMPM
s

Adults 14,270,592 | $
Children 13,865,226 | $ 53 (S 53 3.8%| $ 56 4.8%| S 57 3.6%| $ 58 4.7%| $ 60
Disabled 2,371,392 | $ 712 | $ 719 5.6%| $ 773 6.7%| S 792 5.7%| $ 817 6.7%| S 845
Dual 1,740,533 N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A
Other
Total 32,247,743 | $ 182 | $ 184 6.1%| $ 199 7.2%| $ 204 5.8%| $ 211 6.9%| $ 218

Managed Care Populations - Combined Expenditures

CY 2024° SFY 2026 SFY 2027
Lower Bound Upper Bound Lower Bound Upper Bound Lower Bound Upper Bound

Projected CY . . . .

R PMPM PMPM Projected Growth PMPM Projected Growth Projected Growth PMPM Projected Growth
Adults 14,270,592 | $ S 766 4.0%| $ 5.1%( $ S S
Children 13,865,226 | $ 339 (S 340 3.7%| $ 358 4.7%| $ 364 3.6%| $ 371 4.6%| S 381
Disabled 2,371,392 | $ 1,817 | $ 1,824 3.9%| $ 1,924 4.9%| $ 1,960 3.9%| $ 1,999 5.0%| $ 2,057
Dual 1,740,533 | $ 1,918 | S 1,918 3.5%| $ 2,019 4.0%| $ 2,034 3.5%| S 2,090 4.0%| $ 2,115
Other
Total 32,247,743 | $ 721 | $ 723 3.9%| $ 763 4.8%| $ 775 3.6%| $ 791 4.6%| $ 811

* The projected CY 2025 MM reflect the expected membership mix after PHE disenrollments have ceased, based on reviewing emerging Ohio Medicaid enrollment.
2 The CY 2024 PMPM estimates include adjustments for known material program changes effective through January 1, 2024.




Appendix I.C - Biennium Projection

PMPM Trend

Period
CY 2024 S 909 | $ 914
SFY 2026 S 961 | $ 979 3.8% 4.7%
SFY 2027 S 996 | $ 1,025 3.7% 4.6%
SFY 2026 - 2027 3.7% 4.7%
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Appendix I.D - PMPM - CY 2024

Managed Care Populations - Capitated Expenditures

FFS Populations - FFS Expenditures

COA Projected CY 2025 MMs COA Projected CY 2025 MMs
Adults 14,270,592 | $ 522 | $ 522 Adults 610,644 | S 226 | $ 228
Children 13,865,226 | $ 287 | $ 287 Children 154,626 | $ 511 | $ 516
Disabled 2,371,392 [ $ 1,105 | $ 1,105 Disabled 555,213 | $ 5,994 [ S 6,034
Dual 1,740,533 | $ 1,918 | $ 1,918 Dual 1,314,445 | 3,670 | S 3,691
Other Other 1,687,650 | S 55| 56
Total 32,247,743 | $ 539 | $ 539 Total 4,322,577 | $ 1,958 | $ 1,970
Managed Care Populations - FFS Expenditures
COA Projected CY 2025 MMs
Adults 14,270,592 | $ 242 | S 244
Children 13,865,226 | $ 53|S 53
Disabled 2,371,392 | $ 712 | $ 719
Dual 1,740,533 N/A N/A
Other
Total 32,247,743 | $ 182 | $ 184
Managed Care Populations - Combined Expenditures
COA Projected CY 2025 MMs
Adults 14,270,592 | $ 764 | S 766
Children 13,865,226 | $ 339 | $ 340
Disabled 2,371,392 | $ 1,817 | $ 1,824
Dual 1,740,533 | $ 1,918 | $ 1,918
Other
Total 32,247,743 | $ 721 | $ 723
Note: The CY 2024 PMPM estimates include adjustments for known material program changes effective through January 1, 2024.
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Appendix I.E — Total Cost Estimates - CY 2024

Managed Care Populations - Capitated Estimates

Total Cost Estimates

FFS Populations - FFS Estimates

Total Cost Estimates

COA Projected CY 2025 MMs COA Projected CY 2025 MMs
Adults 14,270,592 | S 7,446,900,000 | $ 7,446,900,000 Adults 610,644 | $ 137,900,000 | $ 139,200,000
Children 13,865,226 | $ 3,974,200,000 | $ 3,974,200,000 Children 154,626 | $ 79,100,000 | $ 79,900,000
Disabled 2,371,392 | $ 2,620,900,000 | $ 2,620,900,000 Disabled 555,213 [ $ 3,327,900,000 | $ 3,349,900,000
Dual 1,740,533 | $ 3,338,400,000 | $ 3,338,400,000 Dual 1,314,445 | $ 4,823,900,000 | $ 4,851,600,000
Other Other 1,687,650 | S 93,600,000 | $ 94,500,000
Total 32,247,743 | $ 17,380,000,000 | $ 17,380,000,000 Total 4,322,577 | $ 8,462,400,000 | $ 8,515,100,000

Managed Care Populations - FFS Estimates

Total Cost Estimates

COA Projected CY 2025 MMs
Adults 14,270,592 | $ 3,449,600,000 | $ 3,483,100,000
Children 13,865,226 | S 730,200,000 | $ 737,200,000
Disabled 2,371,392 | S 1,688,900,000 | $ 1,705,300,000
Dual 1,740,533 | $ - S -
Other
Total 32,247,743 | $ 5,869,000,000 | $ 5,926,000,000

Managed Care Populations - Combined Estimates

Total Cost Estimates

COA Projected CY 2025 MMs
Adults 14,270,592 | S 10,896,500,000 | $ 10,930,000,000
Children 13,865,226 | $ 4,704,400,000 | $ 4,711,400,000
Disabled 2,371,392 | S 4,309,800,000 | $ 4,326,100,000
Dual 1,740,533 | S 3,338,400,000 | $ 3,338,400,000
Other
Total 32,247,743 | $ 23,249,000,000 | $ 23,306,000,000

All Populations - All Estimates

Total Cost Estimates

COA
FFS S 8,462,400,000 | $ 8,515,100,000
MC - FFS S 5,869,000,000 | $ 5,926,000,000
MC - MC S 17,380,000,000 | $ 17,380,000,000
Total - Medical Expenditures | $ 31,711,400,000 | $ 31,821,100,000
Additional Payments1 S 1,513,100,000 S 1,582,200,000
$

Total Expenditures

$ 33,224,500,000

33,403,300,000

! Includes Buy-in and Part D Clawback

Note: The sum of each category may not equal the totals above, as dollars have been rounded to the nearest $1,000,000.

Note: Total dollars above are NOT intended to reflect estimated expenditures in CY 2024 (January 2024 - December 2024) but are intended

to provide a view of the magnitude of total spend by each population, relative to each-other using a constant membership mix. These dollars are calculated
by multiplying projected PMPM by the projected 2025 MMs used to develop the aggregate PMPM. Total estimated expenditures will vary depending on

the number of member months experienced in CY 2024, as well as to the extent that additional programmatic changes outside of current
policy go into effect through the duration of CY 2024.

Note: The CY 2024 PMPM estimates include adjustments for known material program changes effective through January 1, 2024.
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Appendix I.F — Distribution of Cost

FFS Population

FFS Populations - FFS Expenditure Distribution

Expenditure Distribution

COA
Adults 1.6%
Children 0.9%
Disabled 39.3%
Dual 57.0%
Other 1.1%
Total 26.7%

Managed Care Populations

Combined Expenditure Distribution

FFS Expenditure Distribution

Expenditure Distribution

Capitated Expenditure Distribution

Expenditure Distribution

Expenditure Distribution

COA COA COA
Adults 58.8% Adults 42.8% Adults 46.9%
Children 12.4% Children 22.9% Children 20.2%
Disabled 28.8% Disabled 15.1% Disabled 18.5%
Dual 0.0% Dual 19.2% Dual 14.4%
Other 0.0% Other 0.0% Other 0.0%
Total 18.5% Total 54.8% Total 73.3%

FFS and Managed Care Populations

All Populations - Combined Expenditure Distribution

Expenditure Distribution

COA
FFS 26.7%
MC - FFS 18.5%
MC - MC 54.8%
Total - Medical Expenditures 100.0%

Note: The CY 2024 PMPM estimates are calculated using the projected CY 2025 membership mix.

Note: The CY 2024 PMPM estimates include adjustments for known material program changes effective through January 1, 2024.
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