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Agenda 

• General Updates 
▫ Primary Care Quality Team 
▫ THL: The Scope 

• Quality and Efficiency Measure Updates 

• Program Updates 
▫ Transitions of Care 
▫ Engagement Evaluations 
▫ Care Coordination Reports 
▫ Community Compass 

• Program Highlights 
▫ 2024 Provider Spotlights 
▫ 2025 Resources 
▫ 2025 Save the Dates 

• Conclusion 
▫ Q & A 
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Interactive Webinar 

Communicating during 
the webinar: 
• For questions or 

comments during the 
presentation, please 
click on the chat box 
function 

• Comments will 
automatically be sent 
to everyone in call 

• This will also be 
used during all Q&A 
portion of the 
presentation 
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General Updates 
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   Primary Care Quality Team 

• Anna Chandler, Primary Care Quality Director 
▫ Anna.L.Chandler@tn.gov 

• Allyson Newer, Primary Care Quality THL Lead 
▫ Allyson.D.Newer@tn.gov 

• Shana Atkins, Primary Care Quality PCMH Lead 
▫ Shana.R.Atkins@tn.gov 

• Michelle Bryant, Primary Care Quality Provider Outreach & Engagement 
Coordinator 

▫ Michelle.A.Bryant@tn.gov 

• Ginny Cooper, Primary Care Quality Program Coordinator 
▫ Virginia.E.Cooper@tn.gov 

• Alexandra (Ali) Hulten-Stroop, Quality Product Manager 
▫ Alexandra.E.Hultenstroop@tn.gov 
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THL: The Scope 2024 

18 providers 230 Site locations 82,774 Active Members 
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Quality and Efficiency Measure 
Updates 
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   Quality Metric Updates 

• Remove: 
• Antidepressant MedicationManagement 

(AMM) 

• Replace With: 
• Follow-Up After Substance-Use Visit (FUA) 

8 



 

  
 

  
  

  
 

  
 

   
  

    
 

  
     

   

      
 

   

    
 

Goals of FUA Metric : 

48.7 million 
Americans aged 12 
and older (17.3% of 

the population) were 
classified as having 

an SUD 

74.4 ED visits per 
10,000 individuals in 

2018 to 103.8 ED visits 
per 10,000 in 2021 

25% of Medicaid 
patients received a 

follow-up visit within 
7 days of an ED visit 
for SUD, and 36.4% 
received follow-up 

within 30 days 

1. Bridging the gap between acute care and long-term recovery and 
promoting care continuity. 

2. Improving health outcomes and reduce overdose and relapse risks. 

3. Encouraging integrated efforts between primary care, behavioral 
health, and community resources. 

(Source: NCQA) 9 



      

 

 

  

 

 
  
  

 

  

  
 

  

THL 2024 HEDIS® Core Quality Measures2025 THL QUALITY MEASURES 
THL Core Quality Metrics PY2025 Threshold 

1.Metabolic Monitoring for Children and Adolescents 
on Antipsychotics (APM) ≥38.00% 

2. Controlling High Blood Pressure (CBP) ≥52.00% 

3. Eye Exam for Patients With Diabetes (EED) ≥51.00% 

4. Follow-Up After Substance-Use Visit within 30 days (FUA) > 35.00% 

5. Follow-Up After Hospitalization for Mental Illness Within 7 
days (FUH) ≥38.00% 

6. 7- and 30-day Psychiatric Hospital Readmission Rate (RTF) ≤5.00% 
•RTF readmission rate – 7 days 
•RTF readmission rate – 30 days ≤13.00% 

7. Adherence to Antipsychotic Medications for Individuals ≥65.00% With Schizophrenia (SAA) 

8. Diabetes Screening for People With Schizophrenia or ≥82.00% Bipolar Disorder (SSD) 

9.Child and Adolescent Well-Care Visits (WCV) >65.00% •Ages 3 – 11 years >57.00% •Ages 12 – 17 years >39.00% •Ages 18 – 21 years 
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Goals of THL Quality Metrics 

Individuals with serious mental illnesses (SMIs) die on average 10-20 years 
earlier than the general population, largely due to preventable or treatable 

physical health conditions such as cardiovascular disease, diabetes, and 
respiratory illnesses (Source: World Health Organization, 2022). 

Improve care 
coordination and 

collaboration 

Enhance physical 
health outcomes 

for individuals 
with mental 

health disorders 

Improve quality of 
life for those living 

with SMI. 
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  2025 Core Efficiency Measures 

Efficiency Metric Threshold 

1. Ambulatory care ED visits per 1,000 
member months 

88 

2. Inpatient discharges per 1,000 9.8 
member months 
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PY2024 THL Reporting Only Measures 
Reporting Only: Quality Reporting Only Efficiency 

Social Need Screening and Intervention (SNS-E) Panel Opt-Out Rate (TennCare) 

Use of First-Line Psychological Care for Children and 
Adolescents on Antipsychotics (APP) 

Panel Enrollment Rate (TennCare) 

Depression Screening and Follow-up for 
Adolescents and Adults (DSF-E) 

Psychiatric Inpatient Days (TennCare) 

Use of Opioids at High Dosage (HDO) Rate of Residential Treatment Facility 
Admissions (TennCare) 

Cardiovascular Monitoring for People with 
Cardiovascular Disease and Schizophrenia (SMC) 

All Cause Hospital Readmissions (PCR) 

Initiation & Engagement of Substance Use 
Disorder Treatment (IET) 

*Diagnosed Mental Health Disorders (DMH) 

Follow-Up After Emergency Department Visit for 
Mental Illness (FUM) 

Rate of Inpatient Psychiatric Admissions 
(TennCare) 

Inpatient Utilization (IU-HH) Adult, Family, & 
Pediatrics 

Depression 
Remission or Response for Adolescents 
& Adults (DRR-E) 

2025 Reporting Only Measures 
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Program Updates 
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Provider Feedback 

• Thank you to all providers who completed 
the 2024 THL Provider Survey! 

• TennCare is reviewing responses and looks 
forward to enriching the THL program based 
on your feedback 

Program Updates Based on 2023 Provider Feedback: 

• Provider Operating Manual (POM) Redesign 

• Transitions of Care Initiative Design 

• Engagement Evaluation 

• Standardized Efficiency Thresholds 
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Transitions of Care Initiative 

$35M 
Total Funding 

-

$7 Million 
a year for 

5 Years 

PY2025 Deliverable Dates 

Pre-
Implementation 
PIP 

April 15 

    

 
 

 
 

 

 

 

 

  

  

  

  

  

  

 

 
 Post- November 15 

Implementation 
PIP 

Year Infrastructure Quality 
Payments 

Distribution 
Date 

Year 1- 2025 $7M -- Jan 2025 

Year 2- 2026 $5M $2M May 2026 

Year 3- 2027 $4M $3M May 2027 

Year 4- 2028 $3M $4M May 2028 

Year 5- 2029 $2M $5M May 2029 

Year 1 
2025 

Year 2 
2026 

Year 3 
2027 

Year 4 
2028 

Year 5 
2029 

Infrastructure X X X X X 

Measurement 
Period PY2024 PY2025 PY2026 PY2027 PY2028 

EMC -- X X X X 

Measurement 
Period 

PY2025 PY2026 PY2027 PY2028 

FUH -- -- X X X 

Measurement 
Period PY2025 PY2026 PY2027 

30-day -- -- X X X 

Measurement 
Period PY2025 PY2026 PY2027 
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Engagement Evaluations 

• Added program requirements section to reflect requirements identified in Provider 
Operating Manual 

• Removed or revised questions to eliminate subjectivity among evaluators 

• Standardized chart selection criteria: 

• Three (3) charts with open Gaps in Care 
• Three (3) charts with three (3) consecutive months without face-to-face Care 

Coordination 
• Three (3) charts with three (3) consecutive months without a non-care 

coordination service (no claims for any OP services) 
• Three (3) charts with more than two (2) ED visits in three (3) consecutive months 

• Created a remediation process for THLs with low scores on engagement evaluations. 
This process is being finalized and will be outlined in more detail in the 2025 THL POM. 
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 Care Coordination Reports 

• In response to provider feedback, the MCOs and the State collaborated 
to release new reports for participating providers to help fill the gap 
from the Care Coordination Tool. 

• All standardized reports are now available within each MCO's provider 
portal on the delivery cadence below: 

Report Delivery Cadence 

ADT (admission, discharge, transfer) Daily (Monday-Friday) 

Member Attribution Weekly (Fridays) 

Gaps-in-Care & Practice Performance Bi-weekly (2nd & last Friday of each month) 

• Resources for additional help: 
Issue Whom to Contact 

Accessing or troubleshooting a 
specific MCO's portal or reports 

Contact the respective MCO 

Requesting a copy of the report data 
dictionary 

TennCare.CCT@tn.gov 

Primary Care Transformation Webinars 

TennCare Procurement Page 

Webinar recording & slides for the 
report training 

TennCare’s plans for future CCT 

18 

mailto:TennCare.CCT@tn.gov
https://www.tn.gov/tenncare/health-care-innovation/primary-care-transformation/pcmh-thl-learning-and-training.html
https://www.tn.gov/tenncare/information-statistics/upcoming-procurements.html


     

    

   
   

      
       

   

   
  

        

   
   

  
   

     
  

   
  

 Tennessee Community Compass Overview 
• Tennessee Community Compass is TennCare's Closed Loop Referral System 

(CLRS) 
▫ This is being developed in partnership with the selected vendor, Findhelp 

• It is a cloud-based platform with a mission to: 
▫ Connect members with health-related social needs to local community-based organizations 
▫ Provide a single platform for a member's care team to assess, refer, and manage referrals 
▫ Collect meaningful data through an integrated database to measure the impact of addressing 

member's health-related social needs 

• The primary components of the tool include: 
▫ An Embedded Social Needs Assessment 

– MCO case management systems and key provider partner EHRs to identify social needs of 
TennCare members 

▫ Free, Statewide Community Resource Directory 
– Available now! This public directory houses free and reduced cost services categorized 

by domain that can help meet identified social needs. 
▫ Referrals to Community Based Organizations (CBOs) 

– CBOs are being onboarded across the state in partnership with MCOs, Findhelp, and the 
Rural Health Association to accept and respond to social needs referrals 

▫ Track Social Needs Outcomes 
– The system will serve as a repository of data for TennCare to assess social needs across 

providers and MCOs over time 
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Tennessee Community Compass: 
Community Resource Directory 
• Our free, statewide community resource directory is LIVE and ready for use! 

▫ https://communitycompass.tn.gov/ 
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Program Highlights 
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Provider Spotlights 
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Helen Ross McNabb 
Data Analytics 

Lindsay Riggs, Senior Director of Population Health 
Management and Data Analytics 
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Omni 
Efficiency Performance 

Leslie Grass, THL Program Manager 
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Ridgeview 
Mobile Health Clinic 

Nathan Zeiger, Chief Operating Officer 
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 2025 THL Resources 

• The 2025 editions of the following resources will be available 
by early January 2025: 

▫ THL Provider Operating Manuals 
▫ THL Quality Measure One-Page 
▫ Quarterly Provider Reports 
▫ TOC Provider Guide 
▫ TOC Deliverable Templates 

• Be sure to review the PCT Newsletter to learn when these 
updated resources are available! 

▫ Sign up for our newsletter here 
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2025 Save the Dates 

MCO Responsible Regional 
Collaboratives Statewide Webinars 

Wellpoint 

September 2025 
Jackson 

October 2025 
Murfreesboro 

September 2025 
(Episodes of Care) 

March 2025 

UnitedHealthcare 
Johnson City 

April 2025 
Memphis 

February 2025 

BlueCare 
Summer 2025 
(Middle & East) 

TBD 
Summer 2025 
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Thank you 

Questions? 
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