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Agenda 
Department of Medical Assistance Services (DMAS) 

December 15, 2021, 11:00AM – 12:00PM

Virtual: 
https://covaconf.webex.com/covaconf/j.php?
MTID=mf983ac7f4a1bd27417790234c2761997

Meeting number:  2436 987 5349 Password:  eiTPt9UM9K2 
Join by phone: 

+1-517-466-2023 US Toll    +1-866-692-4530 US Toll Free

• Opening Remarks (5 Minutes)

o Karen Kimsey, Agency Director

o Chris Gordon, Deputy for Finance & Technology

• Expenditure Review (10 Minutes)

o Donita Harper, Interim Director, Budget

o Rob Chapman, Chief Economist

• Bringing Expenditures in Line with Resources (10 Minutes)

o Donita Harper, Interim Director, Budget

o Rob Chapman, Chief Economist

• Changes in Managed Care Programs or Contracts with MCOs (20 Minutes)

o Cheryl Roberts, Deputy of Programs & Operations

o Tammy Whitlock, Deputy of Complex Care

• Utilization and Other Trends in Managed Care Programs (10 Minutes)

o Rich Rosendahl, Chief Health Economist, Health Economics and 
Economic Policy

• Questions & Closing Remarks (5 Minutes)
Reasonable accommodations for this presentation will be provided upon request for persons with disabilities, 
and limited English proficiency. Please notify the DMAS Civil Rights Coordinator at (804) 482-7269 at least five 
(5) business days prior to the meeting to make arrangements.

https://covaconf.webex.com/covaconf/j.php?MTID=mb901ad61d2ecc8bea793ac1b874a812c


EXTERNAL FINANCIAL REVIEW 
COUNCIL MANAGED CARE UPDATE

Cheryl Roberts, Deputy of Programs and Operations
Tammy Whitlock, Deputy of Complex Care



Managed Care Updates

• Plans signed the December 1 mid-year contract adjustments to support BRAVO, 
TPL, and other minor changes 

• Completed the required General Assembly workgroups and reports that affected 
MCO activity: 
 Community Mental Health Rehabilitation provider termination
 Mobile vision
 Home visiting 
Some reports lead to supporting Governor’s budget requests

• Submitted a number of budget requests for the governor’s budget that will 
increase provider rates (will be part of MCO capitation)

• DMAS and the plans are preparing for the next MES module (PRSS) that will 
affect provider enrollment and screening for all Medicaid providers  

• The plans are reviewing the model of care for the Cardinal program 
• The Department continues to have weekly update meetings, including 

compliance, care management, program integrity, and quality meetings, as well 
as individual quarterlies with the plans 
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Other Program Updates

• Postpartum Waiver - DMAS was the 3rd state to receive the 12 month 
postpartum waiver – HHS held a Maternal Health Round Table and 
Press Conference in Virginia on November 18 to make the 
announcement – the eligibility and program divisions are working to 
make the necessary changes 

• Doulas - DMAS continues to work with VDH and doulas towards the 
doula implementation date of Spring 2022 - the State Plan 
Amendment (SPA) was approved - VDH regulations were approved 
and are posted on Town Hall for final adoption

• Dental - To date, over 80,000 members have received adult dental 
services

• Enrollment Broker RFP - In progress - provides independent health 
plan counseling 

• COVID Vaccinations - Continues to be a priority for DMAS and the 
plans 
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Complex Care Update

• DMAS is implementing a 12.5 % temporary rate increase for specific 
waiver services, behavioral health services, home health services, and 
other identified services for dates of service from July 1, 2021 - June 30, 
2022.  The Medicaid Memo 10/6/21 includes eligible procedure and 
revenue codes. 

• DMAS issued a Request for Proposal to administer the $1000 payment 
to agency-directed and consumer-directed personal care attendants. 
Payments will be made in early 2022.

• DMAS is finalizing a contract with the Virginia Health Care Association 
to coordinate $5 Nursing Facility per diem payments to providers.

DMAS – American Rescue Plan Act funding
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Presenter
Presentation Notes
$1K payments
Memo drafted and posted for public comment thru 12/8
CMS approval pending for MCO payments.  Procedure code/modifier must be established for payments. 


https://www.dmas.virginia.gov/media/3918/hcbs-temporary-rate-update-memo-combined-comments-clean-10-7-2021-final-with-communications-input.pdf


Enhanced Behavioral Health Services for Virginia
Project BRAVO

Implement fully-integrated behavioral health services that provide a full 
continuum of care to Medicaid members. This comprehensive system will 
focus on access to services that are:

Vision

Quality care from quality 
providers in community 
settings such as home, 

schools and primary care 

Proven practices that are 
preventive and offered in 

the least restrictive 
environment 

Better outcomes from best-
practice services that 

acknowledge and address 
the impact of trauma for 

individuals

Encourages use of services 
and delivery mechanism that 
have been shown to reduce 

cost of care for system 

High Quality Evidence-Based Trauma-Informed Cost-Effective
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Behavioral Health Redesign for Access, Value and Outcomes  

Presenter
Presentation Notes









Project BRAVO

• 3 Enhanced Services implemented 7/1/21:

• 6 Enhanced Services implemented 12/1/2021
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Assertive 
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Outpatient
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Family 
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Mobile Crisis 
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Stabilization

23 Hour Crisis 
Stabilization

Residential 
Crisis 

Stabilization

New Enhanced Services

Presenter
Presentation Notes
In recognizing the need for a phased process that focuses on the system’s most immediate needs, we have focused on prioritization of 6 services that our interagency team agrees are critical to begin the move to the north star and to address the inpatient bed crisis. 
Enhancement focuses on high quality services that have been shown to work.
These are services that currently exist and are licensed in Virginia at large but are not covered or adequately funded by Medicaid. 
PHP/IOP: These exist in Medicaid for ARTS and their addition has been shown to draw down costly ER visits and inpatient hospitalizations. A workforce exists, programs exist…they just need a rate and service definition to be able to also serve members with primary mental health problems. 
MST/FFT: These evidence-based practices for high risk youth exist through the DJJ transformation but do not have a Medicaid Rate. This creates access and equity issues for Virginia’s kids wherein they need DJJ referral to participate in these high-quality services. These could help with diversion and step down from the Commonwealth Center and reduce the need for residential treatment.
PACT: This exists but is not reimbursed at a rate that covers the service, which limits the ability to adhere to the fidelity standards of the program and maximize effectiveness and access across the state. DBHDS has excellent data on cost efficiencies of this service and we see it as a critical component of the plan for those who are some of the most likely to use inpatient hospitalization on a frequent basis. 
Comprehensive Crisis: This brings on medicaid rates for the services recommended through the Crisis workgroups of STEP-VA and assures we reimburse appropriately and draw down federal match for members who participate in crisis care. These services include mobile crisis response, community-based crisis stabilization (a crisis-avoidance service that provides short term support between immediate response and availability of referral to longer term services), crisis stabilization units (residential) and 23-hour beds.





Cardinal Care Value

Unify the managed care programs under a single managed care contract for a more 
efficient and well-coordinated system of care for members and providers
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•Eliminates unnecessary transitions between the two managed care programs 
•Avoids confusion for members with family members in both programs
•Drives equity in a fully integrated, well-coordinated system of care
•Allows for improved continuous care management and quality oversight based on 

population-specific needs, including as member needs change over time

Adds value for our members

•Streamlines the contracting, credentialing and billing processes for providers

Adds value for our providers

•Combines the two managed care contracts and two managed care waivers, and streamlines 
the rate development and Centers for Medicare and Medicaid Services approval processes

•Will allow DMAS to operate with greater efficiency and effectiveness, and provides new 
opportunities for value-based payment activities to promote enhanced health outcomes

Adds value for DMAS, MCOs & the Commonwealth

Presenter
Presentation Notes
Why are we doing this?
Simply stated, we realize that moving our existing programs under one managed care system will enable better continuity of care for members while also allowing us to operate more efficiently and effectively, which translates into value for providers, MCOs, DMAS, and the Commonwealth.  

Over the past 25 years we have expanded managed care to cover members residing throughout the Commonwealth, while adding new populations and services. (Wide and Deep). 

MCOs have worked collaboratively with DMAS to implement many high-priority initiatives, including the ARTS program, Medicaid Expansion, the response to COVID-19, and many others.  We believe in the managed care model and want to invest in ours to make it stronger and more efficient.   

At the instruction of the 2020 Appropriations Act, DMAS recently examined the programs as a whole to identify opportunities to derive greater value from our managed care delivery system. 

Based on our review, DMAS has determined that unifying the two managed care programs under a single managed care contract and delivery system would result in a more efficient and well-coordinated system of care for members, would add value for our providers, and would allow DMAS enhanced capacity to focus on monitoring, oversight, and value.

The link to the legislative report is in the appendix area of this presentation.  
The Department of Medical Assistance Services’ Proposed Plan for Merging its Managed Care Programs https://rga.lis.virginia.gov/Published/2020/RD567










Examples of issues – 
Some individuals lose managed care coverage when transitioning between Medallion and CCC Plus, this includes individuals in Medallion who need nursing facility or waiver services and newborns of CCC Plus members, where the newborn transitions to Medallion.  Having one managed care program will mitigate these types of managed care enrollment disruptions.    
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Infants and Children

Pregnant Individuals

Caretaker and Childless Adults

Older Adults, including Duals

Disabled Children and Adults

Medically Complex Children and Adults 

Long Term 
Services and 

Supports

Behavioral 
Health

Children’s 
Services

Maternal and 
Infant 

Programs 

Single, streamlined, delivery system serving members as their needs evolve

Care 
Coordination

Traditional 
Medical Services

Presenter
Presentation Notes
Under Cardinal Care - 
Members will no longer need to transition between two MCO programs
Historically, transitions from M4 to CCC Plus often cause the member to drop to FFS for a month before returning to their health plan under CCC Plus, AND primarily for our most vulnerable populations moving into waivers , hospice, or nursing facility care.  
This lapse in MCO enrollment is very disruption to member care, provider claims, and MCO and DMAS processes.  
Cardinal Care Managed care will remedy this disruption by operating under a single MCO delivery system providing improved continuity of care, especially as the member’s needs evolve over time.









Cardinal Care Key Steps for July 1, 2022
Rebranding the fee-for-service & 

managed care programs under a single 
name, Cardinal Care

Shoring up the system to expedite and 
maintain managed care enrollment

Contract and rate consolidation, 
including:  model of care, compliance & 

oversight, MLR &underwriting gain

Aligning program authorities including 
federal waivers and state regulations

Communications with members, 
providers, and other key stakeholders
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Presenter
Presentation Notes
Rebranding the fee-for-service and managed care programs under a single name, Cardinal Care; 
Eliminate use of multiple names that make the program overly complex; = less confusing to members, stakeholders, and providers
Streamlining managed care enrollment at initial enrollment, open enrollment and renewal
Expedite enrollment, maintain managed care enrollment, i.e., less churn equates to better continuity of care
Streamlining and aligning managed care contract requirements and including reporting requirements, model of care, compliance and oversight, and MLR and underwriting provisions.  
Maintain high-touch care coordination, assessments, and interdisciplinary care planning for vulnerable/complex populations based on member need 
Strengthen Compliance and Oversight Processes (leverage best practices)
Aligning program authorities, including waivers and regs
Keeping stakeholders informed



DMAS will work closely with MCOs to ensure a seamless transition for members through a phased and strategic approach, including an off ramp for sending new ID Cards/member materials to members. 

DMAS will work with plans in the second phase to consolidate file transfers, including the 834 enrollment roster, 820 payment files, encounter files, and etc. 



MEDICAID EXPENDITURES
EXTERNAL FINANCIAL REVIEW COUNCIL

DECEMBER 15, 2021

Rob Chapman, Chief Economist



Agenda
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1. 2022 State Fiscal Year to Date

 Comparison of Medicaid forecast vs. actual expenditures 

2. Fluctuation Analysis

 +/- 10% variance and drivers

3. Forecast Highlights

 FY22-24 Forecast

Presenter
Presentation Notes
ITEM 317 B.4 
The main purpose of each meeting shall be to review and discuss the most recent Medicaid expenditures to determine the program's financial status. 
If necessary, the department shall provide options to bring expenditures in line with available resources. 



DMAS Forecast vs. Actuals – State Fiscal Year 2022
TOTAL Medicaid

* Enrollment data is from November 1, 2020 forecast.
** Expenditure forecast is based on Chapter 552.3

Presenter
Presentation Notes
EXPENDITURES include the PHE extension 10/2021



DMAS Forecast vs. Actuals – October 2021
Base Medicaid

* Enrollment data is from November 1, 2020 forecast.
** Expenditure forecast is based on Chapter 552.4

Presenter
Presentation Notes
August actuals?
EXPENDITURES include the PHE extension 10/2021



DMAS Forecast vs. Actuals – October 2021
Medicaid Expansion

* Enrollment data is from November 1, 2020 forecast.
** Expenditure forecast is based on Chapter 552.
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Presenter
Presentation Notes
August??
EXPENDITURES include the PHE extension 10/2021



• Clinic Services
• Transportation
• Behavioral Health 

& Rehabilitative 
Services

• Hospital Payments

• Inpatient Hospital
• Outpatient Hospital
• All Other
• Medicare Premiums Part D
• Long-Term Care Services: 

Fee-For-Service
• Supplemental Rate 

Assessment Payments

Medicaid Accuracy Report – October 2021
Fluctuation Analysis: Base Medicaid

-10%
Below Forecast

+10%
Above Forecast
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Presenter
Presentation Notes
Pursuant to Item 317 B.1

Comparisons for the variance report are made relative to current appropriation, which is based on the November 2020 forecast plus GA actions.
Variances are largely due to extension of the PHE and resulting MOE as well as effects of the ongoing pandemic.
The November accuracy report will reflect the most recent forecast (Nov 2021)


Please note that the accuracy report reflects the following:
Does not include 45607 (DBHDS) and CSA
Based on the November 2020 forecast
I will provide an explanation for variances that exceed 10%

Less than budget (-)
Inpatient & Outpatient Hospital, All Other
Lower utilization due to slower growth in FFS as members remain in managed care 
Medicare Premiums Part D
Extension of enhanced FMAP 
Long – Term Care Services: Fee-For-Service
Reduction in Nursing Facility costs in MCO and FFS
Supplemental Rate Assessment Payments
Forecast wasn’t updated as MOE was extended

Greater than budget (+)
Clinic Services
Rural Health and FQHC cost settlements
Transportation
There was a rate change in April. Current  accuracy report is based on November 2020 forecast, this should level out in November.
Behavioral Health & Rehabilitative Services
Magellan payment indicator issue this will be corrected next month.
Hospital Payments
Forecast wasn’t updated as MOE was extended














• Dental
• Transportation
• Behavioral Health
• Supplemental Rate 

Assessment Payments

• Outpatient Hospital
• Physician/Practitioner 

Services
• Clinic Services
• Pharmacy Point of 

Sale Only
• All Other
• Hospital Payments

Medicaid Accuracy Report – October 2021
Fluctuation Analysis: Medicaid Expansion

-10%
Below Forecast

+10%
Above Forecast
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Presenter
Presentation Notes
Please note that the accuracy report reflects the following
Comparisons for the variance report are made relative to current appropriation, which is based on the November 2020 forecast plus GA actions.
Variances are largely due to extension of the PHE and resulting MOE as well as effects of the ongoing pandemic.
The November accuracy report will reflect the most recent forecast (Nov 2021)

Less than budget (-)
Outpatient Hospital, Physician/Practitioner Services, Clinic Services, Pharmacy: Point of Sale, All Other
Due to slower growth in FFS as members remain in managed care
Hospital Payments
Forecast wasn’t updated as MOE was extended

Greater than budget (+)
Dental
Increased Utilization
Transportation
New rate cell assignment resulting in DD waiver members invoiced at higher rate than previous “MedEx Complex” rate.
Behavioral Health & Rehabilitative Services
Forecast wasn’t updated as MOE was extended
Supplemental Rate Assessment Payments
Payments based on increased utilization and enrollment

 











Forecast Highlights 
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Key Forecast Updates: FY22
 Lower MCO rates July 2021
 Continued lower FFS utilization due to COVID-19
 MOE continues through January 2022
 Ongoing efforts to work with CMS on ARPA 

payments (12.5% HCBS retroactive and $1,000 
PCA payments)



Key Takeaways

Presentation based on Nov 2020 Forecast

Public Health Emergency Extension
January 2022

2021 Forecast is Complete
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Presenter
Presentation Notes
1. 1.1% below forecast
2. PHE extends MOE increasing enrollment and more federal dollars, decrease in GF through March 31, 2022.
3. Preparing for the upcoming forecast: �Q3 eFMAP & MOE – PHE extended to January 2022
Afghanistan evacuees
November enrollment shift
Accelerated payment in March
ARPA Home & Community Based Waiver





UTILIZATION TRENDS IN 
MANAGED CARE

December 15, 2021

Rich Rosendahl
Chief Health Economist

Department of Medical Assistance 
Services



Managed Care Medical Expenditures

Note: INBR refers to estimated “incurred but not reported” expenditures as of October 2021

Presenter
Presentation Notes
Where the blue I based on encounters we’ve received and know exactly how much the MCO’s have spent.  

The dark blue is the IBNR or incurred but not reported.  It’s a calculation we conduct based on historical data and how quickly we typically received claims, so that we can estimate in a bit more real time, what we expect the MCOs to be spending each month on medical services. 

Decline Mar/Apr/May 2020, rebound, but not at pre-COVID levels of utilization when looking at per capita spending

March & April 2021 – increasing utilization trend





Medallion 4.0 – Jan-Jun 2021 vs. Jan-Jun 2020
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Presenter
Presentation Notes
Overall, MED4 utilization was stable in the first six months of 2021 compared to the first 6 months of 2020.
But, there was an increase in Outpatient and Pharmacy utilization.



CCC Plus – Jan-Jun 2021 vs. Jan-Jun 2020
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Presenter
Presentation Notes
CCCP, overall stable.
There was an increase in Outpatient utilization in the first 6 months of 2021 compared to the first 6 months of 2020, and a decline in utilization of Professional services.



Medical Expenditures by Program
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Note: INBR refers to estimated “incurred but not reported” expenditures as October 2021

Medallion 4.0: Jan-Jun 2021 0.1% Higher than Jan-Jun 2020 CCC Plus: Jan-Jun 2021 0.4% Lower than Jan-Jun 2020

Presenter
Presentation Notes
Blue is per capita spend

Med 4 – total expenditures have rebounded significantly , but are not quite back to pre-COVID19 levels.

Whereas CCCP did not have as steep a drop during COVID and is closer to pre-COVID levels of utilization n the last 6 months.

Medallion increased utilization beginning in March 2021

Next, this is broken this down into various service settings



Inpatient
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Note: INBR refers to estimated “incurred but not reported” expenditures as of October 2021

Medallion 4.0: Jan-Jun 2021 5.1% Lower than Jan-Jun 2020 CCC Plus: Jan-Jun 2021 1.4% Higher than Jan-Jun 2020

Presenter
Presentation Notes
Last month estimates are less reliable for Inpatient IBNRs

Medallion – Inpatient rebounded to pre-PHE levels in early 2021, then declining over the summer

CCCP – Inpatient utilization increased in early 2021 and stable over the summer



Outpatient
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Note: INBR refers to estimated “incurred but not reported” expenditures as of October 2021

Medallion 4.0: Jan-Jun 2021 8.2% Higher than Jan-Jun 2020 CCC Plus: Jan-Jun 2021 9.3% Higher than Jan-Jun 2020

Presenter
Presentation Notes
This is really outpatient facility services, so like outpatient hospital.  This is still an area where we have yet to see a full rebound in service utilization. 

CCCP has rebounded a bit more than Medallion.

Increases since March 2021 compared to previous year.




Pharmacy
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Note: INBR refers to estimated “incurred but not reported” expenditures as of October 2021

Medallion 4.0: Jan-Jun 2021 4.8% Higher than Jan-Jun 2020 CCC Plus: Jan-Jun 2021 0.9% Higher than Jan-Jun 2020

Presenter
Presentation Notes
Pharmacy MCO expenditures, unlike other areas of service never saw a decline with the PHE.  In fact, as we opened up the flexibility to fill 90-day prescriptions to ensure members were able to access their medications, we did see a spike.  

Increases since March 2021 compared to previous year.




Professional Services
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Note: INBR refers to estimated “incurred but not reported” expenditures as of October 2021

Medallion 4.0: Jan-Jun 2021 3.4% Lower than Jan-Jun 2020 CCC Plus: Jan-Jun 2021 3.9% Lower than Jan-Jun 2020

Presenter
Presentation Notes
Professional services are services billed directly by providers as opposed to facilities, like hospitals.  
As you can see, in CCCP the drop was never as substantial as it was in Medallion. 
In both programs, we have seen pretty good rebounds, but again but are not yet to full utilization.




Overview

• COVID-19 Vaccination Updates
• Behavioral Health Data Updates
• Enrollment and Expenditures Dashboards



COVID-19 Vaccinations

19,663

52,107 40,786
520,064

16

8,485
5,576

61,195
286,072

112,036 65,199
552,909
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40%
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60%
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80%

90%

100%

5-11 years 12-15 years 16-18 years 19+

COVID-19 Vaccination Status
As of November 29, 2021

Fully Vaccinated Partially Vaccinated Not Vaccinated
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17% of eligible children under 16 have received at least one dose of a vaccine

COVID-19 vaccinations were authorized in Virginia on the following dates:
18+ years: December 10, 2020 (Pfizer & Moderna vaccines, Johnson & Johnson added as of February 26, 2020)
12-17 years: May 10, 2021 (Pfizer vaccine)
5-11 years:  October 20, 2021 (Pfizer vaccine)

Presenter
Presentation Notes
As of 11/29/21:
6% of eligible children between 5-11 years have received at least one dose
35% of eligible children between 12-15 years have received at least one dose
42% of eligible children between 16-18 years have received at least one dose
51% of members 19+ years have received at least one dose

17% of eligible children under 16 years have received at least one dose

SELECT Count(enrollee_id) 
FROM ODA_WORK.RECIP_COV19_VACCINE_DATA_D11292021_FINAL 
WHERE (age >= 5 AND age < 12) AND partially_vaccinated = 0 AND fully_vaccinated = 0 

SELECT Count(enrollee_id) 
FROM ODA_WORK.RECIP_COV19_VACCINE_DATA_D11292021_FINAL 
WHERE (age >= 5 AND age < 12) AND partially_vaccinated = 1 

SELECT Count(enrollee_id)
FROM ODA_WORK.RECIP_COV19_VACCINE_DATA_D11292021_FINAL 
WHERE (age >= 5 AND age < 12) AND fully_vaccinated = 1

SELECT Count(enrollee_id)
FROM ODA_WORK.RECIP_COV19_VACCINE_DATA_D11292021_FINAL
WHERE (age >= 12 AND age < 16)
AND partially_vaccinated = 0
AND fully_vaccinated = 0

SELECT Count(enrollee_id)
FROM ODA_WORK.RECIP_COV19_VACCINE_DATA_D11292021_FINAL
WHERE (age >= 12 AND age < 16)
AND partially_vaccinated = 1

SELECT Count(enrollee_id)
FROM ODA_WORK.RECIP_COV19_VACCINE_DATA_D11292021_FINAL
WHERE (age >= 12 AND age < 16)
AND fully_vaccinated = 1


SELECT Count(enrollee_id)
FROM ODA_WORK.RECIP_COV19_VACCINE_DATA_D11292021_FINAL
WHERE (age >= 16 AND age < 19)
AND partially_vaccinated = 0
AND fully_vaccinated = 0

SELECT Count(enrollee_id)
FROM ODA_WORK.RECIP_COV19_VACCINE_DATA_D11292021_FINAL
WHERE (age >= 16 AND age < 19)
AND partially_vaccinated = 1

SELECT Count(enrollee_id)
FROM ODA_WORK.RECIP_COV19_VACCINE_DATA_D11292021_FINAL
WHERE (age >= 16 AND age < 19)
AND fully_vaccinated = 1


SELECT Count(enrollee_id)
FROM ODA_WORK.RECIP_COV19_VACCINE_DATA_D11292021_FINAL
WHERE (age >= 19)
AND partially_vaccinated = 0
AND fully_vaccinated = 0

SELECT Count(enrollee_id)
FROM ODA_WORK.RECIP_COV19_VACCINE_DATA_D11292021_FINAL
WHERE (age >= 19)
AND partially_vaccinated = 1

SELECT Count(enrollee_id)
FROM ODA_WORK.RECIP_COV19_VACCINE_DATA_D11292021_FINAL
WHERE (age >= 19)
AND fully_vaccinated = 1



Who is left to vaccinate?

Unvaccinated 5 -15 Year Olds
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• The Northern/Winchester region has the highest vaccination rate (21%)
• The Southwest region has the lowest vaccination rate (11%)

Updated as of November 29, 2021



Behavioral Health 

NEW WEBPAGE ON BEHAVIORAL HEALTH!
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https://www.dmas.virginia.gov/data/behavioral-health/

Presenter
Presentation Notes
https://www.dmas.virginia.gov/data/behavioral-health/

https://www.dmas.virginia.gov/data/behavioral-health/
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Filters for Plan Name and 
Provider Type

Hovering over a locality 
displays additional 
details: Provider Rate, 
Total Providers, and Total 
Members

The lighter colors 
indicate lower provider 
rates, and the darker 
color indicate cities and 
counties with higher 
number of providers per 
1,000 members. 

DMAS.virgina.gov 
Data Behavioral 
Health Network 
Adequacy Report

https://dmas.virginia.gov/data/behavioral-health/network-adequacy-report/

Behavioral Health Provider Dashboard

https://dmas.virginia.gov/data/behavioral-health/network-adequacy-report/


Enrollment and Expenditures

Additional resources on enrollment and expenditures 
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• Trends in 
enrollment by 
eligibility group

• Enrollment and 
trends by 
health plan

• Enrollment by 
race/ethnicity

• Managed care 
expenditures by 
health services 
area 
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