
External Finance Review Committee
(EFRC) Meeting

April 28, 2026



Agenda

Budget & Enrollment Review

Managed Care Program Update

Complex Care Services Update 

MCO Claims Expense and Utilization Review



EFRC Meeting Requirements
2025 Appropriation Act

Item 292.B.4. The Department of Medical Assistance Services (DMAS) shall convene a meeting three times each fiscal year with the
Secretary of Finance, Secretary of Health and Human Resources, or their designees, and appropriate staff from the Department of
Planning and Budget, House Appropriations and Senate Finance and Appropriations Committees, and Joint Legislative Audit and
Review Commission, to monitor Medicaid expenditures and enrollment growth to determine the program's financial status. At each
meeting, DMAS shall report on expenditures (at the service level of detail) and enrollment in the Medicaid and children's health
insurance programs to explain any material differences in expenditures compared to the official Medicaid forecast or children's
health insurance programs forecasts, adjusted to reflect budget actions from each General Assembly Session. In addition, DMAS
shall report on enrollment trends by eligibility category and indicate differences in actual enrollment as compared to the most
recent forecast of enrollment. If expenditures are exceeding the budget for Medicaid or the children's health insurance programs,
the department shall provide options to bring expenditures in line with available resources. At each meeting, DMAS shall provide an
update on any changes to the managed care programs, or contracts with managed care organizations, that includes detailed
information and analysis on any such changes that may have an impact on the capitation rates or overall fiscal impact of the
programs, including changes that may result in savings. In addition, DMAS shall provide an analysis at each meeting on spending and
utilization trends within the managed care programs with a focus on trends that indicate higher growth than was anticipated in the
capitation rates. During each fiscal year, the meetings shall be held in April, July, and October of each year to review the time period
since the last meeting.
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Budget & Enrollment Review
Truman Horwitz, Budget Division Director



Overview

• Forecast to Actual

• Trends in FY26

• Summary
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FY26 Forecast to Actual
Title XIX as of March 31, 2026
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• Title XIX (Medicaid) 
spending is right on 
track with the Forecast

• We’ll cover some trends 
ahead



FY26 Forecast to Actual
Title XXI as of March 31, 2026
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• Title XXI (CHIP) Slightly 
higher than forecast

• We’ll cover some trends 
ahead



Enrollment is on track with the Forecast
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• Total enrollment is on 
track with the November 
2025 Forecast 

• Overall enrollment has 
decreased by about 7% 
since this time last year

• Much of the decreases are 
in the Expansion 
Populations (-8%), 
Caretaker adults (-13%), 
children (-7%)

• Continued increases in the 
long-term care 
populations (6%), though 
less than forecasted



Year-Over-Year Trends: FY25 to FY26
FYTD Actuals through March 31st
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Summary and Looking Ahead

• Spending is on track with the forecast

• Enrollment is trending to forecast
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Managed Care Program Update
Cheryl Gallon, Deputy for Programs and Operations



Program Integrity- Key Activity and Financial Impact

12

Oversight & Audit Activity
• DMAS Program Integrity initiated 1,000+ audits initiated (SFY26) across managed care programs
• 500+ provider actions issued (letters, reviews, enforcement activity)

Financial Impact
• $29M+ in overpayment findings identified
• Ongoing referrals for investigation and enforcement (MFCU)

Program Focus
• Strengthening oversight of fraud, waste, and abuse
• Continuous engagement with MCOs to ensure compliance and accountability



MCO statistics for SFY26: 
  SFY26  TOTAL 

Audits Initiated  1,062 

Final Letters Mailed 564 

Overpayment Findings Identified $29, 432,961.50 

MFCU Referrals  157 
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• The PI MCO Analysts are finalizing their review and reconciliation of all 14 tabs of the Q2 SFY 2026 
quarterly reports. In conjunction with the review, the analysts continue to reconcile the deliverables against 
the quarterly report and update cases in FADS. The analysts continue to meet with their MCOs on a bi-
weekly basis to discuss the review findings, areas of improvement, areas needing improvement, as well as 
any issues/concerns/questions the MCOs may have.

• Note: Most figures are updated to PID quarterly – all figures will not change weekly

Program Integrity- Key Activity and Financial Impact
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2025 Maternal Health Legislation “Momnibus”

1. HB1614/SB1418 – Directs DMAS to amend the state plan for medical assistance services to 
include a provision for payment for up to 10 doula visits, with up to four doula visits during 
pregnancy and up to six doula visits during the 12 months after the individual gives birth. 

• Status- HB838 (2026) addressed conflict between Code and Appropriations Act that allows implementation to 
continue through amending state plan.

• Next Steps- Now that HB838 has passed and been signed by the Governor, DMAS can submit the appropriate state 
plan amendment.

2. HB1929/SB 1393 – Directs DMAS to partner with a mobile pregnancy application to promote 
awareness of state government maternal and infant health programs and information available 
to prenatal, pregnant, and postpartum individuals who are eligible for Medicaid. 

• Status- DMAS issued a Request for Proposal (RFP) in December 2025 based on the requirements listed in the 
legislation. This RFP closed in early 2026. During the RFP process, it was determined additional fund would be 
needed to contract with a vendor. 

• Next Steps- DMAS is reissuing the RFP to fit the appropriated funding.
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3. HB1976 – Directs DMAS to amend its regulations, guidance, and provider manuals to 
clarify that remote patient monitoring services for high-risk pregnant patients include 
pregnant patients with maternal diabetes and maternal hypertension. Also requires a 
report to be submitted on those individuals receiving these services.

3. Status- Implemented. DMAS has implemented this legislation as of January 5, 2026, and submitted the 
required report. HB425 (2026) expanded the definition of “High Risk” and requires a report, due 11/1/26, 
looking into expanding to include pregnant persons 35 years and older.

4. HB2539 – Directs DMAS to amend the state plan for medical assistance services to 
include a provision for payment for comprehensive dental care services for pregnant 
women.

• Status- DMAS covers the comprehensive dental benefit that includes the items listed in the legislation.

• Next Steps- Introduced budget included language that adds a $2,000 spending limit on the adult dental benefit.

2025 Maternal Health Legislation “Momnibus”
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1. Item 292.UU.1 – DMAS to work VDH to create a mobile health clinic pilot program in Maternal Health Deserts.

• Status- Request for Information (RFI) posted to learn more about the possible vendors and funding needs . DMAS is 
working closely with the Office of Secretary of Health and Human Resources (HHR) and Department of Planning and 
Budget (DPB). 

2. Item 292. RR. Enrollment for pregnant members. 

• Status – Implemented. Pregnancy applications are prioritized.

• Promoted the Cover Virginia Call Center Pregnancy Unit on the Cover Virginia Medicaid for Pregnancy Women, 
FAMIS MOMS, and FAMIS Prenatal webpages. Prioritized the menu option for the Cover Virginia Pregnancy 
Unit. Applications submitted through the Cover Virginia Call Center or online application (commonhelp.virginia.gov) 
are first reviewed by Cover Virginia Central Processing Unit. 

3. Item 288. PPPPP – DMAS will ensure the reimbursement for a service provided by a licensed certified midwife or 
licensed midwife shall be in the same amount as the Medicaid reimbursement paid to a licensed physician or certified 
nurse midwife, whichever is higher, for performing such service in the area served.

• Status: Implemented. 

2025 Maternal Health Legislation “Momnibus”



Complex Care Services Update
Tammy Whitlock, Deputy for Complex Care



CCMC Contract Amendments for FY 2027

• Federal regulatory changes/updates
 HR 1 requirements for community engagement and redetermination outreach
 2024 Interoperability and Patient Access Final Rule requirements for LTSS programs
 2025 Managed Care Final Rule requirements for recoveries and overpayments and Physician 

Incentive Plans
 CMS requirements for Dual Eligible Special Needs Plans to implement integrated 

Medicare/Medicaid appeals and grievance processes

• General Assembly changes
 Updates to Pharmacy Services relating to PBM legislation
 Value Based Purchasing, Clinical Efficiencies and Performance Withhold Program changes

• Clarification of program requirements and contract language
 Requirement for MCOs to notify DMAS if planned recoveries of provider payments exceed 

$100,000
 A variety of changes to clarify program requirements and clean up contract language (typos, 

outdated information, etc.)



Behavioral Health Redesign Update/Timeline
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• Behavioral Health Redesign is a project authorized in 2024 to replace legacy mental health rehabilitative 
service with a new array of trauma informed, evidence based rehabilitative services with an initial “Go 
Live” of July 2026

Pending Budget Language:
Delays implementation and allows flexibility for 

phasing between January 1, 2027 and July 1, 2027

Requires reporting prior to implementation

Flexibility will allow for phasing of provider 
licensing (DBHDS), enrollment/credentialing, and 

member transitions

Proposed Timeline:
Impacts approximately 7,000 youth and 12,000 

adults

Youth New Service Go-Live: March 1, 2027, 
1 month transition period

Adult New Service Go-Live: June 1, 2027, 
1 month transition period



2025 Consumer-Direction EVV Compliance Review

A Year of Transformation
In Calendar Year (CY) 2025, The Office of Community 
Living (OCL) set a goal to increase Electronic Visit 
Verification (EVV) Compliance through digitally verified 
standards and contractual functional enhancements. 

This ended the year with a 56% compliance peak, nearly 
doubling our starting point of 31%. 

Strategic Outlook
The 24.6% growth between Q1 and Q4 serves as the 
blueprint for 2026. By replicating the high-touch 
communication and technical support models used in 
Q3, the goal is to stabilize the network average 
above 65% by CY 2026 end.

2025 Strategic EVV Growth Timeline
Phase Timeframe Complianc

e Avg.
Strategic Milestone Outcome

Foundation 
Building

Q1 (Jan – Mar) 34% Baseline Stabilization: 
Focused on identifying gaps 
in manual shift reporting 
across established MCOs.

Established the 31% starting 
benchmark.

Operational 
Refinement

Q2 (Apr – Jun) 33% Provider Training: 
Targeted outreach to 
underperforming partners 
to streamline mobile 
application usage.

Prepared the network for 
the mid-year system 
transition.

Strategic 
Expansion

Q3 (Jul – Sep) 46% The July Transition: 
Intensive communication 
and technical assistance 
triggered an immediate 8% 
surge in verified shifts.

First time the network 
surpassed the 50% 
threshold.

Network 
Optimizatio
n

Q4 (Oct – Dec) 56% Scale & Success: 
Top-tier performers 
(CDCN/Sentara) hit 70%+, 
proving the scalability of the 
EVV model.

Ended the year at a record 
high with a 77% total growth 
rate.



CCC Plus Waiver Termination Review

Waiver Terminations

From May 2025 - March 2026, DMAS has successfully 
identified and ended services for 1,671 CCC Plus Waiver 

managed care members who were no longer utilizing 
waiver services.

As a reminder, the capitated rate for waiver members are 
enhanced so this action presents significant savings. 

Waiver Member Terminations By Age

Age Group Member 
Count

% of Total

Youth (<21) 441 26.4%

Adults (21–
64)

695 41.6%

Seniors (65+) 535 32.0%

Total 1,671 100%



Developmental Disability (DD) Waiver Slot Assignments

In the FY24 Budget, 3440 slots were approved for assignment in the DD 
Waivers.  Those slots are released on a quarterly basis with the last being 
allocated to CSB in March 2026 for assignment. DBHDS has assigned a total 
of 2,999 slots as of April 3, 2026.
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March 2, 2026
2,778

April 3, 2026
2,999

241 Slot Assignments 
Remain



CMS Access Final Rule Part 1
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Access Rule Requirement Due Date Status 

Fee-for-Service Grievance System 7/9/2026 (No enforcement 
until 12/31/27)

On Track, staff hired, funding in place, APD 
sent to CMS, vendor selected. 

Strengthen Person Centered Planning 7/9/2027 On Track-anticipate completion July 2026.  

Electronic Critical Incident System 7/9/2029 On Track, funding in place, working on 
system requirements. 

Critical Incident Reporting 7/9/2027 Progress made, data sharing agreements 
need to be developed between state and 
local agencies (DARS, APS, CSP, VDH, etc). 

HCBS Quality Measure Set (QMS) 7/9/2027 On Hold Pending CMS QMS selection

HCBS Access to Services Reporting (including DD 
waiver Waitlist) 

7/9/2027 On Track

Website Transparency 7/9/2027 On Track

Medicaid Advisory Committee 7/9/2025 In progress; MAC report due 7/9/26

Beneficiary Advisory Committee 7/9/2025 Completed; recruiting new members



CMS Access Final Rule Part 2
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Access Rule Requirement Due Date Status 

Post and maintain publicly accessible Medicaid fee schedule 7/9/2026 Updated within 30 
days of a payment rate change

On track, minor changes 
needed for full 
compliance. 

Comparative rate analysis for primary care, OB/GYN, and 
outpatient behavioral health services

7/9/2026 Updated every 2 years Systems changes in 
progress

Publish the average hourly rate paid for personal care, 
home health aide, homemaker, and habilitation services, 
and publish the disclosure every two years

7/9/2026 Updated every 2 years Systems changes in 
progress

Payment rate adequacy reporting requirements for 
compensation for personal care, home health care, 
homemaker services, and habilitation services

7/9/2028 Requires a Vendor

Interested Parties Advisory Group for Direct Care Workers 1/1/2029 Requires a Vendor 

At least 80% of Medicaid rate paid goes to direct care 
worker compensation (excluding habilitation services) 

7/9/2030 Requires a Vendor 



Virginia Medicaid 
Analytic Insights

April 2026
Rich Rosendahl, Deputy of Healthcare 

Analytics and Transformation

Updated with Claims data through November 30, 2025



Previous EFRC Follow-ups
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1. What category are Behavioral Health (BH) Crisis Services under? 
Physician Services

2. How much ER is behavioral health?
In FY25 (July 1, 2024 – June 30, 2025), BH ER was 0.7% of all BH MCO medical spend; for 
context, BH was 20% of all MCO medical spend for the same time period

3. Slide 40 - Summary: What Services and Prescriptions do Members use? - Replaced arrows with 
percentages

4. Slide 41-44: Top Services and Prescriptions - Moving dots have been replaced with detailed 
tables



MCO Enrollment (March 2026)
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Compared to other MCOs, United has a higher 
percentage of Aged Adults (12%), representing 
29% of all Aged Adults in Managed Care

Sentara, the MCO with the second largest 
number of Virginia Medicaid enrollees, has a 
higher percentage of children (48%) compared to 
the other MCOs (33-44%). Sentara covers 36% of 
all managed care children

Anthem continues to have the highest number of 
Cardinal Care members and adminsters Virginia's 
Foster Care program

Aetna has the third highest number of Cardinal 
Care members, which has remained relatively 
stable over time

• Humana is a new entrant into VA Medicaid as a 
result of the most recent 2024 CCMC RFP that went 
into effect July 2025

• Humana's membership has a higher percentage of 
Expansion Adults (45%) compared to the other 
MCOs (30-39%)

• As of March 1, 2026, MCO enrollment 
represented 97.01% of Medicaid Enrollees 
(excluding Limited Coverage categories)

• VA currently has five (5) MCOs of which four 
(4) are national MCOs leveraging national 
Medicaid managed care expertise, programs, 
and solutions to the Commonwealth



Member Profile Comparison Chart – SFY25
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• In SFY25, Medicaid Managed Care members had an average age of 39 and 81% of them had at least one Medical claim 
per year (down from 86% with a medical claim during SFY24)

• 59% of Managed Care members had at least one Pharmacy claim in SFY25, which is down from 75% in SFY24
• Blind and Disabled have the highest overall claims utilization, and within each category across the board
• Aged Adults had the lowest utilization of dental claims—a potential opportunity for increasing total wellness in that 

eligibility category

All HCBS ER Physician Dental Pharmacy
Behavioral 

Health
All Medicaid 1,630,366                  39 81% 59% 41.71 9.45 1.33 17.94 0.95 10.81 2.79
Children 692,871                       12 88% 76% 14.72 0.02 0.89 8.15 1.29 3.68 1.82
Expansion Adults 544,988                       42 73% 63% 37.82 1.28 1.47 18.25 0.68 14.95 2.53
Blind and Disabled 133,721                       35 93% 67% 160.09 67.83 2.33 57.4 0.79 28.65 9.17
Other Adults 114,726                       43 81% 75% 36.71 0.72 1.86 18.1 0.77 14.19 2.62
Aged Adults 90,036                          82 90% 39% 107.08 59.16 1.27 31.05 0.51 10.84 1.48
Pregnancy Related 37,185                          32 79% 62% 28.38 0.08 2.24 16.63 0.55 7.13 1.22
Foster Care/Adoption 
Assisstance 16,839                          13 89% 71% 52.09 4.9 1.32 28.82 1.46 13.61 11.91

Member Count
Average 

Age
% with at least one 

Medical Claim
% with at least 

one Prescription

Number of Claims per Year - SFY25



Cardinal Care Member Months and Cost by Program 
(Managed Care)
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• The MLTSS population 
represents 18% of 
Managed Care Enrollees, 
however, they contribute 
more than 55% of the 
cost of the Managed 
Care Program due to the 
complexities and wide 
service array of the 
MLTSS program

*SFY2026 reflects claims paid July 1, 2025 – November 30, 2025
Pharmacy data does not include rebates



Summary – All Programs
*SFY2026 reflects claims paid July 1, 2025 – Nov 30, 2025
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• PMPM for FY26 YTD up 8% compared to FY25
• Increase in PMPM driven by 6% increase in 

Utilization (standardized claim volume) and 
2.1% increase in average cost per claim

• FY25 was 15% higher PMPM compared to 
FY24 with 10% increase in Utilization and 
5% increase in CPC



Stoplight – PMPM Changes by Program (FY26 vs. FY25)
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ACUTE MLTSS

Other Facility (+12%) 

Outpatient (9%)
Pharmacy (+8%)
Physician Svcs (+7%)
Grand Total (+7%)
ER (+5%)

Inpatient (+2%)

Other Facility (+12%)

Home & Community Based Svcs (+7%)
Outpatient (+6%)
Pharmacy (+5%)
Grand Total (+4%)

ER (+3%)
Physician Svcs (+3%)
Nursing Facility (+2%)
Inpatient (-4%)

*SFY2026 reflects claims paid July 1, 2025 – November 30, 2025
Pharmacy data does not include rebates

Red: percent change 
greater than 10%

Yellow: percent change 
between 4% and 9%

Green: percent 
change less than 3%

Dark Green: percent 
change 0% or negative 
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Cardinal Care Acute Overview (Managed Care)

• Acute program PMPM increased 6.7% due to near 
even split between unit cost and claim volume

• Pharmacy PMPM increase all due to increase in CPC

• Physician Services PMPM increase due mostly to 
increased claims per 1,000

• Other Facility (approximately 1.9% of total Acute 
spend)

• Majority of claims include residential treatment facilities 
for Alcohol and Substance abuse, dialysis and 
hemodialysis, Hospice/Home Health and Ambulatory 
Service Centers

• The current increase is driven by Alcohol and Drug 
treatment

*SFY2026 reflects claims paid July 1, 2025 – November 30, 2025
Pharmacy data does not include rebates



Cardinal Care Acute PMPM Drivers (Managed Care)
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Increase in Unit Cost
Decrease in Volume

Decrease in Unit Cost
Decrease in Volume

Increase in Unit Cost
Increase in Volume

Decrease in Unit Cost
Increase in Volume

• FY25 vs. FY24 
Percent changes

• FY26 vs. FY25 
Percent changes

• Although early, FY26 vs. FY25 
(orange dots) skew towards 
lower utilization and unit cost 
increases than FY25 vs. FY24 
(blue dots)

• Inpatient and ER experiencing 
decreases in volume from 
FY26 over FY25

*SFY2026 reflects claims paid July 1, 2025 – 
November 30, 2025
Pharmacy data does not include rebates



Cardinal Care Acute PMPM Drivers (Managed Care)
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Increase in PMPM
Decrease in Enrollment

Decrease in PMPM
Decrease in Enrollment

Increase in PMPM
Increase in Enrollment

Decrease in PMPM
Increase in Enrollment

• FY25 vs. FY24 
Percent changes

• FY26 vs. FY25 
Percent changes

• Although early, FY26 vs. FY25 
(orange dots) skew towards lower 
Enrollment changes and smaller 
increases in PMPM  when 
compared to FY25 vs. FY24 (blue 
dots)

• Foster Care is an outlier where 
FY26 has higher enrollment but a 
lower PMPM compared to FY25

*SFY2026 reflects Enrollment and claims paid July 1, 
2025 – November 30, 2025
Pharmacy data does not include rebates



Cardinal Care Complex Overview (Managed Care)
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• MLTSS program PMPM increased 3.6% due to 
increase in claim volume

• HCBS experienced increases in unit cost 
and volume

• Inpatient experienced a decrease in both CPC 
and volume

• Like Acute, Pharmacy PMPM increased due to  
cost despite a decrease in volume

• Physician Services increase in volume slightly 
offset by a decrease in cost per claim

*SFY2026 reflects claims paid July 1, 2025 – November 30, 2025
Pharmacy data does not include rebates



Grand Total - FY25

ER - FY25

Home & Community Based Services - 
FY25

Inpatient - FY25

Nursing Facility - FY25

Other Facility - FY25Outpatient - FY25

Pharmacy - FY25

Physician Services - FY25

Grand Total - FY26ER - FY26
Home & Community Based Services - 

FY26

Inpatient - FY26

Nursing Facility - FY26
Other Facility - FY26

Outpatient - FY26

Pharmacy - FY26

Physician Services - FY26

-20.00%

-15.00%

-10.00%

-5.00%

0.00%

5.00%

10.00%

15.00%

20.00%
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Utilization % Change

MLTSS Medical Expense Changes FY25 vs. FY24 and FY26 vs. FY25 by Category

Cardinal Care MLTSS PMPM Drivers (Managed Care)
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• FY25 vs. FY24 
Percent changes

• FY26 vs. FY25 
Percent changes

Increase in Unit Cost
Decrease in Volume

Decrease in Unit Cost
Decrease in Volume

Increase in Unit Cost
Increase in Volume

Decrease in Unit Cost
Increase in Volume

• Similar to Acute program, 
MLTSS FY26 vs. FY25 
(orange dots) skewing more 
towards low CPC and 
Utilization increases

*SFY2026 reflects claims paid July 1, 2025 – 
November 30, 2025
Pharmacy data does not include rebates



Cardinal Care MLTSS PMPM Drivers (Managed Care)
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Increase in PMPM
Decrease in Enrollment

Decrease in PMPM
Decrease in Enrollment

Increase in PMPM
Increase in Enrollment

Decrease in PMPM
Increase in Enrollment

• Although it is early, FY26 vs. 
FY25 (orange dots) show 
lower PMPM increases or 
decreases compared to 
FY24 vs. FY24 (blue dots)

• Other Adults for FY25 vs. 
FY24 is an outlier due to a 
large drop in enrollment

• Per Slide 7, there are 
1,860 enrolled as Other 
Adults (0.63% of MLTSS 
program)

*SFY2026 reflects Enrollment and 
claims paid July 1, 2025 – November 30, 
2025
Pharmacy data does not include rebates

• FY25 vs. FY24 
Percent changes

• FY26 vs. FY25 
Percent changes



Cost Category Comparison by Program
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34%

61%

44%

• 80% of Acute MCO spend in FY25 in Physician Services, 
Pharmacy, and Inpatient

• ER accounts for 6% of Acute FY25 medical expense

• 81% of MLTSS MCO spend in FY25 in Home & 
Community Based Services, Physician Services, Nursing 
Facility, and Pharmacy

*SFY2026 reflects claims paid July 1, 2025 – November 30, 2025
Pharmacy data does not include rebates



Cardinal Care Pharmacy PMPM Cost by Program 
(Managed Care)
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• Cardinal Care’s Pharmacy PMPM makes up 
16% of the total PMPM

• Cardinal Care Pharmacy PMPM increased 
15.5% from FY24 to FY25 and another 
8.8% from FY25 to FY26 YTD

• Acute Pharmacy PMPM is 25% of the total cost
• Pharmacy PMPM increased 14.8% from 

FY24 to FY25, and another 8.0% from 
FY25 to FY26 YTD

• MLTSS Pharmacy PMPM is 15% of the total 
cost

• Pharmacy PMPM increased 12.8% from 
FY24 to FY25, and another 4.9% from 
FY25 to FY26 YTD despite a 3% decrease 
in volume from FY25 to FY26 YTD

*SFY2026 reflects claims paid July 1, 2025 – November 30, 2025
Pharmacy data does not include rebates



Summary:  What Services and Prescriptions do Members Use?
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• Mobile Crisis Response (H2011) rose from #10 in FY24 
up to #5 in FY25, to #3 in FY26. 

• S0201 (ARTS Partial Hospitalization) also continues a 
rapid, upward trajectory over the past three years

• Dollar amounts displayed on next slide

• In January 2026, DMAS began preferring biosimilars 
within the Cytokine and CAM Antagonists class. We 
expect to see Humira to decrease as members are 
switched to biosimilar versions

*SFY2026 reflects claims paid July 1, 2025 – November 30, 2025
Pharmacy data does not include rebates

Percent Change: FY25 
Total vs. annualized FY26

1 Agency Directed Personal Care (T1019) 9.96%
2 Consumer Directed Personal Assistance/Attendant Care (S5126) -1.70%
3 Mobile Crisis Response (H2011) 48.69%
4 Outpatient Psychiatric Services (99214) -3.15%
5 ARTS Partial Hospitalization (S0201) 18.98%

1 Biktarvy 50-200-25 Tablet 0.52%
2 Humira (CF) PEN 40mg/0.4MLPEN -9.28%
3 Dupixent PEN 300 mg/2MLPEN Inj 16.39%
4 Suboxone 8 mg-2mg Film -1.71%
5 Eliquis 5mg Tablet 3.98%

Top 5 Prescriptions FY2026

Top 5 Services FY2026



Top Services – All Programs
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The BH in HCBS ratio is 15% in FY25, FY26 YTD in 
All Programs and MLTSS

Early indications of Service changes from SFY26 
to SFY25 - 
• H2011 (Mobile Crisis Response) increasing 

from FY24 to FY25, and continues to 
increase in FY26

• S0201 (ARTS Partial Hospitalization) also 
continues a rapid, upward trajectory over 
the past three years

*SFY2026 reflects claims paid July 1, 2025 – November 30, 2025
Pharmacy data does not include rebates



Top Services – Acute
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Early indications of Service changes from SFY25 to 
SFY26 - 
•  H2011 (Mobile Crisis Response) increasing 

from FY24 to FY25, and continues to increase in 
FY26

• S0201 (ARTS Partial Hospitalization) also 
continues a rapid, upward trajectory over the 
past three years

*SFY2026 reflects claims paid July 1, 2025 – November 30, 2025
Pharmacy data does not include rebates



Top Services – MLTSS 
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*SFY2026 reflects claims paid July 1, 2025 – November 30, 2025
Pharmacy data does not include rebates

• The BH in HCBS ratio is 15% in FY25 and FY26 YTD in 
All Programs and MLTSS

• S5150 (Consumer Directed Personal Care) has moved 
from the fifth position up to the fourth position for 
SFY26 YTD

• H0046 (Mental Health Skill Building) continues a 
downward trajectory

• H2011 (Mobile Crisis Response) continues to increase 
year over year 

• Continues to observe year over year increases and is a 
focus area for DMAS's Program Integrity Division and 
MCOs to review Network Quality and Utilization

• From SFY24 to SFY26 the number of 
members receiving Mobile Crisis Services has 
decreased but the PMPM has increased 120%



Top 15 Prescription Drugs by Fiscal Year 
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• In January 2026, DMAS began preferring 
biosimilars within the Cytokine and CAM 
Antagonists class

• We expect to see Humira and 
Stelara drop as members are 
switched to biosimilar versions 

• Dupixent Pen 300 MG rose from second 
position in FY25 to the first position in 
SFY26

• Eliquis 5 MG tablet rose from the eighth 
position in FY25 to the fifth position in 
FY26 YTD (anti-coagulant primarily used 
in Adult Population)

*SFY2026 reflects claims paid July 1, 2025 – November 30, 2025
Pharmacy data does not include rebates



• Overall CCMC $101M 
loss

• Q2 YTD losses grew at a 
slower rate than initial 
Q1 results

• Two MCOs (Aetna and 
United) profitable 
through first half of FY26

• MLTSS profitable Q2 YTD 
after near-break even Q1

MCO Financial Summary – FY26 (July – December 2026)

*SFY2026 reflects claims paid July 1, 2025 
– November 30, 2025. 
Data is preliminary and should be used 
with caution.
Pharmacy data does not include rebates.
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Acute MLTSS Total
Net Gain (Loss) (168,275,925)$ 66,502,059$      (101,773,866)$ 
Operating Margin (%) -3.25% 1.32% -1.00%
Medical Loss Ratio (%) 95.55% 93.49% 94.54%
Total Admin Expense Ratio (%) 10.76% 6.05% 8.22%

Acute MLTSS Total
Net Gain (Loss) 26,915,519$      343,815$               27,259,334$      
Operating Margin (%) 3.18% 0.04% 1.60%
Medical Loss Ratio (%) 88.98% 92.90% 90.90%
Total Admin Expense Ratio (%) 10.20% 8.00% 9.10%

Acute MLTSS Total
Net Gain (Loss) (74,852,113)$    38,327,026$      (36,525,087)$    
Operating Margin (%) 4.71% 2.63% -1.20%
Medical Loss Ratio (%) 97.92% 93.48% 95.80%
Total Admin Expense Ratio (%) 6.80% 3.90% 5.40%

All MCO Total
FY26 Q2 YTD

FY26 Q2 YTD

Anthem
FY26 Q2 YTD

Aetna

Acute MLTSS Total
Net Gain (Loss) (13,244,868)$    3,864,504$          (9,380,364)$        
Operating Margin (%) -4.12% 1.10% -1.39%
Medical Loss Ratio (%) 93.29% 91.19% 92.20%
Total Admin Expense Ratio (%) 15.00% 9.40% 11.90%

Acute MLTSS Total
Net Gain (Loss) (88,437,524)$    (7,840,944)$        (96,278,468)$    
Operating Margin (%) -5.26% -0.50% -3.00%
Medical Loss Ratio (%) 96.35% 94.84% 95.60%
Total Admin Expense Ratio (%) 8.90% 5.70% 7.30%

Acute MLTSS Total
Net Gain (Loss) (18,656,939)$    31,807,658$      13,150,719$      
Operating Margin (%) -2.52% 381.00% 80.00%
Medical Loss Ratio (%) 97.13% 92.56% 94.70%
Total Admin Expense Ratio (%) 5.40% 3.60% 4.50%

Humana
FY26 Q2 YTD

Sentara
FY26 Q2 YTD

United
FY26 Q2 YTD



FY26 PMPM by MCO – All Programs, All Eligibility Categories
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• United had the highest total PMPM cost by MCO in 
SFY25 and so far in SFY26

• Anthem had the highest Home & Community Based 
services PMPM cost in SFY25 and SFY26 

• Consistent with FY25, Aetna again has the lowest 
Inpatient PMPM cost

• IN SFY25, Sentara experienced the lowest PMPM 
Overall, Nursing Facility, and Outpatient, and the 
highest Physician Services and Other Facility PMPM

• So far in FY26, their Overall PMPM and 
Inpatient have dropped a bit and are no longer 
the highest of the MCOs 

*SFY2026 reflects claims paid July 1, 2025 – November 30, 2025
Pharmacy data does not include rebates
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FY26 PMPM by MCO – Acute, All Eligibility Categories

*SFY2026 reflects claims paid July 1, 2025 – November 30, 2025
Pharmacy data does not include rebates

• Aetna has the highest overall PMPM and 
four categories of spend (ER, Nursing 
Facility, Outpatient and Pharmacy) while 
Inpatient is the lowest of all MCOs

• Humana has the lowest overall PMPM and 
two categories of spend (Pharmacy and 
Physician Services)
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FY26 PMPM by MCO – MLTSS, All Eligibility Categories

*SFY2026 reflects claims paid July 1, 2025 – November 30, 2025
Pharmacy data does not include rebates

• Anthem with the highest overall 
PMPM as well as highest HCBS 
PMPM

• Humana with the lowest overall 
PMPM while carrying the highest ER 
and Nursing Facility PMPMs and 
lowest HCBS and Physician Services

• United has the second lowest overall 
PMPM in part to having the lowest 
ER, Inpatient, Outpatient and 
Pharmacy PMPMs
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