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1 VERSIONS AND REVISIONS

Version

Date

Changes

9.0

12.21.23

Updated thresholds for SAA, CBP, FUH,
and APM in Section 17, Table 6.

Clarified requirements for outcome payment
eligibility in Sections 8.3 and 9.3.

Removed 10% cap language in Section 8.3.

Clarified discharge requirement within portal
in section.

10.0

12.30.24

Updated Health Link Overview- Section 2

Updated organization eligibility language in
Section 3.1

Updated organizational contracting
language in Section 3.1.2

Clarified program requirements in Section
3.2

Added Remediation & Suspension language
and flowchart in Section 3.3

Added ICF exclusion criteria in section 4.2

Added Member Status definitions 4.3

Added Section 4.5.1 Enrollment of Members
in Crisis




Version

Date

Changes

Clarified Inactivity of Members in Section
4.6

Added language clarifying goals of quality
metrics in Section 6.1

Updated efficiency measure language to
reflect standardization of metric thresholds
and exclusion of DSNP members from
efficiency measure panels- Section 6.2

Added reporting-only metrics in section 6.3

Standardized transformation support
language- Section 8

Standardized language record selection
language for Section 8.2

Added information regarding provider
complaints Section 10.2

10.1

1.16.25

Updated APM to reflect electronic measure
designation.

Updated SAA metric with correct definition
and threshold.

10.2

1.24.25

Corrected WCV age from 3 to 7

Removed monthly reference from coaching
requirement in engagement evaluation.




2 TENNESSEE HEALTH LINK OVERVIEW

Tennessee Health Link service model is a program created to address the diverse needs of
individuals requiring behavioral health services. A foundational tenet of the program is that
through better coordinated behavioral and physical health services the following results will
be achieved: improved patient outcomes; greater provider accountability and flexibility
when it comes to the delivery of appropriate care for each individual member; and improved
cost control for the State.

Tennessee Health Link is designed to encourage the integration of physical and behavioral
health, as well as mental health recovery; and in assisting each individual member to reach
her or his potential for living as rewarding and independent a life in the community as
clinically and reasonably possible.

Tennessee Health Link is built upon a team concept model consisting of professionals
associated with a mental health clinic or other behavioral health provider who provides
whole-person, patient-centered, coordinated care for an assigned panel of individuals with a
mental health or a combination of physical and mental health illness. This comprehensive
care delivery modelis designed to improve the quality of behavioral health care services
provided to TennCare enrolled individuals while also improving the capabilities and practice
standards of behavioral health care providers. Individuals who would benefit from Health
Link are identified based on diagnosis, health care utilization patterns, or functional need.
Identification occurs through a combination of claims analysis and provider referral.

Health Link professionals will use various care coordination and patient engagement
technigues to help individuals manage their healthcare across the domains of behavioral and
physical health, including:

e Comprehensive care management (e.g., creating care coordination and treatment
plans)

e Care coordination (e.g., proactive outreach and follow up with primary care and
behavioral health providers)

e Health promotion (e.g., educating the patient and his/her family on independent
living skills)

e Transitional care (e.g., participating in the development of discharge plans)

e Patient and family support (e.g., supporting adherence to behavioral and physical
health treatment)

e Referral to social supports (e.g., facilitating access to community supports including
scheduling and follow through)

Providers will have the flexibility to allocate resources and support across every individual in
their panels depending on the level of need at a particular point in time. The program
encourages providers to perform activities in addition to the ones explicitly outlined if they
are necessary for each individual to maintain progress. Additionally, providers are



accountable for their performance across a series of behavioral health and physical health
outcome measures. Providers participating in Health Link are incentivized to deliver efficient,
effective care through value-based payments, promoting accountability and improved health
outcomes.

TABLE 1- HEALTH LINK OVERVIEW

A care coordination program that integrates physical, behavioral, and
long-term services and supports for individuals with significant

For behavioral health needs. It enhances traditional case management by
Members assigning members to a designated Health Link agency responsible for
overseeing their healthcare. The program emphasizes personalized
care planning, improved coordination among providers, and ensures
access to comprehensive services.

An incentive to deliver high-quality care and achieve better health
For outcomes through value-based quality payments. This approach
Providers encourages efficient use of resources while maintaining standards of
care, aiming to enhance overall health outcomes and satisfaction

among program participants.

TennCare's Health Link program is dedicated to ensuring that Tennessee residents receive
the comprehensive healthcare they need. By fostering coordinated care and addressing the
unique challenges faced by its members, Health Link strives to enhance overall health and
well-being throughout the community.

21 Goals & Objectives of Tennessee Health Link

The primary objective of Tennessee Health Link is to coordinate health care services for
TennCare members with the highest behavioral health needs.

Health Link aims to support TennCare members by:
e Improved access to behavioral health care providers.
e Integrated primary health and behavioral health care coordination.
e Timely access to preventive, primary, and specialty care.
e Promoting health education and self-management skills.
e Reducing healthcare disparities and improving quality of care.



Health Link aims to support TennCare providers by:
e Provide financial incentive to provide quality, individualized, holistic care.
e Integrate behavioral health care providers into the health care delivery network.
e Provide the opportunity for priority assignment of future Health Link eligible

members.

e Access to a network of MCO coaches, and like-minded providers to help identify best

practices and implement quality improvement projects.

e Enable providers to influence the evolution of the program as it develops.

Through these objectives Tennessee Health Link aims to:

TABLE 2- TRIPLE AIM

VW EGET(S
and

Reduce
Costs

Improve the
Member

Experience

Achieve
Better Health
Through

Improved
Outcomes

A successfully executed Health Link will deliver a number of benefits to members, providers,
and the system as a whole. A few of the most important benefits are outlined in Table 3-

Sources of Value.

TABLE 3 — SOURCES OF VALUE

Better access to behavioral
health care providers

Specialized care for those
most in need

Care coordination services
leading to improved quality
and outcomes

Greater emphasis on
preventive care

Less unnecessary or
duplicative treatment due
to increased coordination
across providers

Support for performance
improvement

Specialized training for
practice transformation

Access to outcome
payments

Input from other members
of the care delivery team

Access to more accurate
and timelier member
information with which to
make decisions.

Better outcomes
Higher quality care

Greater emphasis on
preventive care

Reduced total cost of care

Reduced utilization of
secondary care through
better management of
chronic conditions

Reduced utilization of
unnecessary procedures
and visits (e.g.,



Improved workflows and
Greater understanding of processes that positively
the care they receive and impact productivity and
how to better navigate the efficiency
healthcare system

2.2 Background on Tennessee Health Link

unnecessary emergency
room visits)

More cost-conscious
referrals

System shift toward greater
coordination and
information sharing

Health Link was developed with input from a Technical Advisory Group of clinicians and
administrators, ensuring that the program meets the diverse needs of Tennessee's
population. Since its statewide launch on December 1, 2016, the program has been designed
to align with federal Health Home requirements and work in conjunction with the Patie nt-
Centered Medical Home (PCMH) program, which began in January 2017.

Members previously receiving Level 2 Case Management were transitioned into Health Link.
In addition to these members, the program also includes high needs members who were not
previously receiving care coordination under Level 2 Case Management. This change aimed
to move services from a traditional case management model to a care coordination model as

highlighted in Table 4.



TABLE 4- CARE MODELS

Case Management

A collaborative process where a single
case manager assesses, plans,
implements, monitors, and evaluates
services to meet a client's health and
social needs. Acting as the primary
contact and advocate, the case manager
coordinates services from various
providers, often for clients with chronic
or complex conditions like mental health
issues, substance abuse, or
homelessness.

Care Coordination

A collaborative process where a single
case manager assesses, plans,
implements, monitors, and evaluates
services to meet a client's health and
social needs. Acting as the primary
contact and advocate, the case manager
coordinates services from various
providers, often for clients with chronic
or complex conditions like mental health
issues, substance abuse, or
homelessness.

Case managers are traditionally
used to providing behavioral health

services within a siloed healthcare
system

Care coordinators focus on removing
siloed care to improve the
effectiveness, safety and efficiency of
health systems

There has been no change to the existing fee for service reimbursement process, which is not
covered by Health Link. The following services remain paid for through fee for service:
evaluation and management services, medication management, therapy services, psychiatric
and psychosocial rehabilitation services, and Intensive Community Based Treatment (ICBT).

10



3 PROGRAM ELIGIBILITY & REQUIREMENTS

All rules, processes, and requirements detailed herein apply only to Tennessee Health Link.

3.1 Organization Eligibility
To be eligible the organization must:

1. Berecognized as a:
a. Community Mental Health Center; or

b. Another type of qualified organization (i.e., mental health clinic, Federally
Qualified Health Center, primary care provider, or provider with a behavioral
health specialty)

2. Have a physical location in the State of Tennessee

3. Be contracted as a Medicaid provider in Tennessee with at least one Managed Care
Organizations (MCOs): ie Wellpoint, Blue Cross Blue Shield of Tennessee, and United
Health Care

4. The provider must commit to adopting the Provider Reports developed to provide
actionable data as a replacement to the CCT

5. The provider must have a documented plan to progress toward CMS e -prescribing
requirements within one year of joining Health Link;

6. The organization must be in the process of obtaining a stated commitment to
collaboration with a TennCare primary care provider for each Health Link location.
Letters of collaboration for each site are expected to be completed 6 months following
entry into Health Link

7. The organization must be committed to adopting the provider reports as a replacement
for the CCT which will serve as actionable data aimed to drive improvement in health
outcomes and quality of care

8. Commit to meeting with assigned MCO coaches monthly or as needed and other training
and learning opportunities as identified by MCO coach. MCO assignments and coaching
schedules will be designated by TennCare and MCOs.

3.1.1 Organization Application

Organizations meeting ALL eligibility criteria above and are interested in providing Health
Link services in future program years should contact their MCO provider representative.

3.1.2 Organization Contracting

Contracting with Health Link organizations will be completed by the Managed Care
Organizations (MCOs). If selected during the application process, an organization must
update its contract(s) with the relevant health plan(s). MCO contracting must be

11



completed prior to the Health Link joining the program. Organizations will not be
required to contract with health plans with which they do not have an existing contract.
The MCOs will work with the Health Link organizations of their choice to modify provider
contract language to incorporate the incentive structure of Health Link, including the
activity payments and the outcome payments. Once a provider is contracted with their
respective MCO(s) they will be eligible to begin participating January 1 of the following
program year. (Ex: contracting is completed on September 1, 2025, then the provider will
begin participating beginning January 1 of program year 2026).

3.2 Program Requirements

All participating Health Link Organizations must adhere to the following program
requirements:

1. The organization must maintain all eligibility requirements as listed in section 3.1

2. The organization has established collaborative partnership as evidenced by active and
updated letters of collaboration and partnership.

3. Have a designated Health Link Administrator who serves as the main point of contact
for THL related matters and attends THL meetings.

a. If THL Administrator is unable to attend any THL related matters a designated
proxy may attend on behalf of the administrator but must be approved prior
to scheduled meeting and approved by MCO and TennCare.

4. There is a designated lead clinical care coordinator who has an active unrestricted RN
license in the state of TN. If lead clinical care coordinator is not an RN there is a clear
documented consulting process.

5. Clearly defined case managers who act as a primary contact for member and family
relationship and are licensed as an LPN, RN, or have obtained a bachelor’s degree.

6. Have the ability provide behavioral health services either with a psychiatrist or
primary care physician (MD/DO), a masters-level clinician (possessing a master’s
degree tied to mental health practice or related subjects, with an active TN license, or
a psychologist.

7. The organization has a clear onboarding process that clearly presents the goals and
aims of the THL program to new staff.

8. The organization has a continuous learning plan enabling employed and affiliated
personnel involved with Health Link to continue to grow and refine their skill set and
understanding of the program.

9. Participate in all coaching sessions at a cadence determined by MCOs and TennCare

10. Established process to utilize data to drive actionable results in health outcomes and
quality measures.

Once enrolled, a participating organization remains in Health Link until:
1) The organization withdraws from Health Link;

2) The organization is removed from Health Link by their contracted MCO(s);
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3) The organization becomes ineligible, is suspended, or is terminated from the
TennCare program as outlined in section 3; or

4) TennCare decides to suspend the Health Link program.

3.3 Remediation & Suspension

To uphold the high standards and expectations of the THL program, a robust remediation
process is essential to ensure that all participants are held to the same criteria and supported
in their growth. The remediation process is initiated when a THL organization fails to meet
deadlines and/or performance targets on required program activities with each of their
MCOs. A THL may trigger probation, remediation, and/or removal under any of the following
circumstances:

e Criteria 1: Not meeting program requirements as evidenced by an overall
score below 85% on the Engagement Evaluation

e Criteria 2: Failure to respond and meet with MCO and/or TennCare three or
more times during a calendar year.

If an organization fails to meet program requirements, deadlines, or performance targets the
remediation process will take place in the three phases detailed below:

1. Phase One: Probation

A THL that is determined deficient by criteria one (1) or two (2) listed above will be
issued a letter by TennCare initiating probation and outlining the reason for the six-
month probation period. TennCare will provide a copy of the probation letter to the
MCO(s).

A Corrective Action Plan (CAP) must be developed in collaboration with the MCO(s)
and submitted to TennCare within 30 days for review and approval. TennCare has 5
business days to approve the revised CAP.

At the end of the six-month probation period, if a THL Organization has resolved all
outstanding issues and requirements they are removed from probation status and no
further action is required. If a THL organization has not met the terms of the CAP or
requirements detailed in the probation letter, the organization will move into phase
two: remediation.

2. Phase Two: Remediation

A THL who is deficient in meeting requirements detailed in their probation letter or
goals and targets of their CAP will be issued a remediation letter by TennCare. This
letter outlining the reason for remediation, the specific requirements, and the
timeline for the remediation period. The letter also details a financial penalty,

13



reducing the shared savings opportunity from 15% to 10%. TennCare will send this
letter to the organization within three (3) calendar days after the probation CAP
review, officially placing the THL organization into remediation status. A copy of the
remediation letter will also be provided to the MCO(s).

Once the remediation letter is issued, the MCO(s) will reduce the shared savings from
15% to 10%. A revised Corrective Action Plan (CAP) must be developed in
collaboration with the MCO(s) and submitted to TennCare within 30 days for review
and approval. TennCare has 5 business days to approve the revised CAP.

If the THL organization resolves all outstanding issues and meets the requirements, it
will be removed from remediation status, and no further action will be needed.
However, if the organization fails to meet the terms of the CAP by the end of the
specified period, it will progress to phase three: removal from the program.

3. Phase Three: Removal from the THL Program

After receiving a removal letter from TennCare, MCO(s) will terminate all THL related
payment streams to the organization. Members who are attributed to the terminated
THL will be notified and re-assigned by each MCO.

TennCare reserves the right to modify these phases in response to extreme situations or
extenuating circumstances. For instance, TennCare may, at its sole discretion, move a THL
organization from remediation back to probation. If an organization is returned to phase
one, it will be required to submit a revised corrective action plan. Alternatively, TennCare
may, at its discretion, move a THL organization from phase two to phase three, which would
result in removal from the THL program.

NOTE: Each participating MCO evaluates remediation independently. Consequently, the
remediation process will be determined by the specific MCO that identifies the organization

as delinquent in one or more remediation criteria. As a result, an organization may be in
remediation with one MCO while remaining in good standing with others.

TABLE 5- REMEDIATION FLOWCHART
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M OR Failura to rmeat with BCOYT Im:: three times
ioverall score below B5% on Engasement Evaluation SRS £8 . SISLLE s o
mare in & calendar year

PHASE ONE- PROBATION

TennCare |ssues a probation letter outlining initiation and reason for
probation. The organizaticn must meet reguirements by end of the 6-

L S month probation period. Letter requests that a CAP be submitted in 30
days.
Day 30 Jan 30 A Corrective Action Plan is submitted to TennCare within 30 days for
{1 manth} = review. TennCare has 5 business days to approve
& months Jun 30 Designated probation pericd to correct discrepandes and complete

CAR
At the end of the designated probation period were outstanding issues and requirements resobwed?

Yes:
Graduates from probationany No:
Sl Move to

Phase 2- Remediation
No further oction is required.

TennCare |Issues a remediation letter cutlining reasen for remediation
and requirements and timeline of remediation peried. This letter also
& months lun 30

details financial penalty of reduced shared savings opportunity from
15% 1o 10%

& revised Corrective Action Plan is developed with MCOs and
7 manths Jul 30 submitted to TennCare within 30 days for review and
approval. TennCare has 5 business days to approve.

At the end of the desipnated remediation period were sutstanding issues and requiraments resolwed?

Yes:
Graduate from remediztion No:

program. Move to

Mo further action i Phaze 3- Removal
requined.

PHASE THREE- REMOVAL

7 months + Organization is removed from the THL Program and is no longer
Revised CAP TBD eligible for incentive or activity payments.
timeframe
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3.3.4 Other Grounds for Removal

TennCare reserves the right to remove a THL organization from the program in
extreme circumstances, including failing to respond and meet with TennCare and the
MCO(s). The decision to remove an organization from the THL program in extreme
circumstances is at TennCare’s sole discretion.

3.4 Organization Withdrawal

To withdraw from Tennessee Health Link, the participating organization must email intent to
withdraw to payment.reform@tn.gov and to their contracted MCO(s) 60 days prior to
withdrawal. Any organization who does not follow this process would not be considered in
good standing should they decide to provide services in the future.

In addition, if a Health Link provider would like to add a service location, they must email
intent to add a service location to payment.reform@tn.gov and to their contracted MCO(s).
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4 MEMBER ELIGIBILITY & MEMBER PANELS

41 Member Eligibility for Tennessee Health Link

Member eligibility is determined using a combination of claims and non-claims data
sources. TennCare members can qualify for Health Link in 3 ways:

TABLE 6- ELIGIBILITY CRITERIA BY CATEGORY

Identification criteria
A new or existing diagnosis or code of:
. Attempted suicide or self-injury
. Bipolar disorder
. Homicidal ideation
. Schizophrenia
One or more behavioral health-related (a) inpatient admissions
or (b) crisis stabilization unit admissions (18 or over), ED
admissions (under 18), or residential treatment facility
Category 2: admissions; WITH a diagnosis of:
Diagnostic and Abuse and psychologicaltrauma ~ * Other mood disorders
utilization Adjustment reaction Personality disorders
criteria Anxiety Psychosis
Conduct disorder Psychosomatic disorders
Emotional disturbance of childhood *+ PTSD
and adolescence Somatoform disorders
Major depression Substance use
Other depression Other / unspecified

Category 1:
Diagnostic
criteria only

Category 3:

Functional Provider Documentation of functional need, to be attested to by
need the provider.

4.1.1 Category 3 Medical Necessity and Eligibility

THL eligibility for individuals who do not meet the criteria by diagnosis or by utilization
will be based on medical necessity and must meet the medical necessity criteria per
TennCare Rule 1200-13-16-.05 (Including the recommendation of a licensed physician
who is treating the individual or other licensed healthcare provider practicing within the
scope of his or her license who is treating the individual to include the individuals’
treatment team that are located at the provider site).
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For a service recipient to be eligible for Health Link based on functional need, the THL
eligibility criteria shall include the following key components:

e Has adiagnosable mental health or a combination of physical and mental health
illness that causes or contributes to functional impairment for the individual within
the community; AND

e s actively participating in treatment at an outpatient setting or is reasonably
expected to participate in outpatient treatment because of referral and/or education.
These individuals exhibit behaviors to suggest that they are not able to coordinate
their own treatment resulting in frequent readmissions. These individuals require
education in the areas of mental health/physical health to engage in treatment and
adhere to appointments; AND

e Needs assistance utilizing or accessing behavioral health, medical, and/or community-
based services to function in the community as necessary for recovery.

OR

Any two of the following conditions due to mental health or a combination of physical
and mental health illness must apply, with service goal being to impact quality of life in
areas of recovery, including supportive services that maintains an individual’s baseline
functioning once stable as determined by the clinical judgment of the licensed provider
as clinically necessary for that individual’s quality of life and prevention of relapse to
acute care.

e Demonstrates a pattern of inconsistency or failure in scheduling or keeping
appointments at an outpatient facility in order to meet the needs related to the
mental/physical health symptoms of his/her mental and/or physical illness within the
last six (6) months.

e Demonstrates a pattern of inconsistency in his/her adherence to prescribed
behavioral health or medical treatment within the last six (6) months.

e Has received a medication adjustment in the previous six (6) months due to instability
of symptoms and has developed additional conditions which require assessment,
planning, linkage, and referral monitoring and follow up.

e Has had at least two psychiatrically driven presentations at an ER within the last six
(6) months ¢ Demonstrates a pattern of inconsistency or failure to identify and/or
communicate with natural supports to assist with access or utilization of needed
medical, educational, social, or other services within the last six (6) months.

e Has experienced clinically significant changes in social factors in the last (12) months
leading to decreased ability to function independently or within current support
system due to the individual’s mental health or a combination of physical and mental
health illness needs, documentation as indicated within the referral

e Involvement with law enforcement or the criminal justice system within the last six
(6) months e Individual is unable to obtain or sustain employment due to their mental
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health or a combination of physical and mental health illness condition within the last
6 months.

e Individual has experienced a disruption in previously stable housing within the past 6
months, as a direct result of symptoms related to the individual’s mental health or a
combination of physical and mental health iliness condition.

e Exhibits financial mismanagement which impacts or is impacted by their symptoms
within the past 6 months.

The service goal is to impact quality of life in areas of recovery, including supportive
services, that maintains an individual’s base line functioning once stable as determined
by the clinical judgment of the licensed provider as clinically necessary for that
individual’s quality of life and prevention of relapse to acute care.

Based on any of the above criteria selected, the Tennessee Health Link program is meant
to produce a positive impact on the lives of individuals in one or more of the following

applicable domains:

e Medical / Psychiatric

e Mental Health / Substance Abuse

e Activities of Daily Living ¢ Vocational / Educational
e Social / Family Supports

e Leisure / Recreation

e Legal Issues

e Community Resources

e Financial Assistance

e Housing

e Transportation

For additional information regarding Medical Necessity Criteria please reference Section
11.2.

4.1.2 Provider Attestation

To ensure members gain access to Health Link in a timely manner, providers may
communicate directly with MCOs to gain Health Link eligibility for members prior to claims
verification of member eligibility.

Attestation for newly identified members not actively enrolled in Health Link services can
occur in one of two ways:

1. Communication directly from hospitals: Member is granted eligibility if the
hospital provides a referral to a Health Link provider and the Health Link
provider provides attestation to the relevant MCO that the member meets
medical necessity criteria. Hospital referrals will follow existing referral protocol.
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2. Communication directly from Health Links: Member is granted eligibility if the
provider provides attestation to the relevant MCO that the member meets
medical necessity criteria.

NOTE: Attestations should be submitted on or before the initial date of service. A member
must be attributed to a Health Link provider in order to be eligible for services, and initial
date of service cannot be before a member is attested in the MCO portal.

For Attribution modifications of members already attributed refer to Section 4.4.1.

4.2  Losing Eligibility for Health Link

Members can lose eligibility for Health Link for any of the following reasons:
1. Member loses TennCare eligibility; or

2. Member is discharged from Health Link: The MCO and/or Health Link provider is
unable to identify, as evidenced by clinical documentation, member progress toward
treatment goals in response to Health Link interventions or the MCO and/or Health Link
provider has identified, as evidenced by clinical documentation, member completion of
treatment goals in response to Health Link interventions. Deceased members may also be
discharged from the program provided that there is appropriate documentation. In
addition to clinical documentation, fora member to be considered discharged from Health
Link the provider must discharge the member within the respective MCO portal; or

3. Member begins receiving a duplicative care coordination service, such as:

a. TennCare for Prisoners Program: The member was enrolled in the TennCare

for Prisoners Program after being incarcerated for 90 days orimmediately
upon entering state or federal prison. This program only covers acute
inpatient hospital services.

b. Katie Beckett Part B: The member was enrolled in Katie Beckett Part B.;

c. Member has a long-term nursing home stay: The member has one or more
nursing home facility claims that cover more than 90 consecutive days that is
ongoing as of the most recent eligibility update. The member must be
discharged to home from a previous nursing home stay to be come eligible
for Health Link again.

d. Member has a long-term residential treatment facility stay: The member
has one or more residential treatment facility (RTF) claims that cover more
than 90 consecutive days that is ongoing as of the most recent eligibility
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update. The member must be discharged to home from a previous RTF stay
to become eligible for Health Link again.

Member is enrolled in certain programs by the Department of Children’s
Services (DCS): The member was enrolled in level 3 and above programs by
the DCS for more than 30 consecutive days, unless the MCO makes an
explicit decision to include. Further detail regarding DCS eligibility can be
found in Section 18.

Member is receiving Systems of Support (SOS) Level 1 or Level 2 services:
The member was enrolled in SOS Level 1 or Level 2 for more than 30
consecutive days, including the date of the member eligibility data extract.
The comprehensive care coordination at the core of SOS Level 1 and Level 2
services is duplicative with the activities of the Health Link.

Member is receiving Intensive Community-Based Treatment (Continuous
Treatment Team or Comprehensive Child and Family Treatment
(CTT/CCFT)): The member is receiving CTT or CCFT services determined by
service authorization. Effective October 01, 2022, the member must be
discharged from CTT or CCFT to become eligible for the Health Link program
again.

ICF- Intermediate Care Facility: A member receives active treatment
through intensive specialized supports and services designed to assist
individuals with intellectual disabilities to develop increased skills and
independence in life areas where the individual needs additional supports to
live in a more independent, integrated setting.

4.2.1 Losing Eligibility for Health Link

Once deemed ineligible, a member may become eligible again if his or her exclusion
status changes. Losing eligibility is different than a member becoming inactive. Details
outlining how a Health Link member can become inactive after attribution or
enrollment can be found in Section 4.6.

4.3 Member Status

As a member moves through Health Link the following designations define where they are in
the program and how impact your panel for quality measures and activity and outcome

payments:
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TABLE 7- MEMBER STATUS DESIGNATIONS

Attributed Members

MEMBER STATUS DESIGNATIONS

Attributed members are all individuals (enrolled + attributed
not enrolled) who are eligible for the Tennessee Health Link
(THL) program and have been assigned to a specific
organization or care provider as a part of their panel. The
number of attributed members is not on the quarterly reports
but is rather something that is provided by the MCOs weekly
on their portals in the attribution reports. This term is
sometimes interchangeable with ‘panel’. But for the purpose
of this discussion, we’ll stick to these defined terms. The
number of attributed members will always be larger than the
number of enrolled members.

Attributed Not Enrolled
Members (ANE)

Attributed not enrolled members are individuals who have
been identified as eligible for the Tennessee Health Link (THL)
program and assigned to a specific provider but have not yet
engaged in or received any services from that provider.
Although they are eligible for care coordination, they have not
actively enrolled in or participated in the THL program's
services.

Enrolled Members

Enrolled members are individuals who have been attributed to
a Tennessee Health Link (THL) provider and have consented to
participate HealthLink services from the organization they are
attributed to. Unlike attributed not enrolled members,
enrolled members have begun participating in the program,
though they may not have received one of the designated care
coordination services in every month.

Inactive Members

An attributed (enrolled + attributed not enrolled) who does not
receive qualifying behavior health treatment within a
designated time period. See section 4.6 for additional details.

4.4 Member Attribution

Eligible members are attributed to Health Links based on the following criteria, in the

following order:

22




1) If the member had two or more behavioral health outpatient visits (must be of a
clinical nature) with any Health Link during the last 180 days before attribution, the
member will be attributed to the Health Link with the most visits. If there was a tie,
the member was attributed to the Health Link with the most recent behavioral
health outpatient visit;

2) If the memberis attributed to a primary care practice that is a Health Link, then the
member will be assigned to that Health Link; or

3) If an eligible member does not have an attribution based on the previous criteria,
then the MCO will manually attribute the member to an appropriate Health Link,
incorporating factors such as provider performance, geographic proximity, or
member characteristics.

NOTE: Members switching MCOs remain attributed to their current Health Link if they also
contract with the new MCO.

TABLE 8 — MEMBER ATTRIBUTION PROCESS
Process for attributing eligible members to Health Link providers

Assigned to Health Link
provider! with greatest
volume of behavioral

. health OP visits
Has the member received

2 or more behavioral

health OP services from a Assigned to Health Link
single provider in the last provider who is the

6 months? member’s attributed PCP

Does the member have
an attributed PCP?

Assigned to an
acceptable Health Link
provider by MCO

MCOs may assign members who do not currently have a Health Link provider
using a combination of the following criteria:

= Level of behavioral health- physical health integration of the provider

*  Previous performance of Health Link provider

1: May exclude certain behavioral health provider »  Geography / proximity to the patient

types and services




4.4.1 Attribution Modifications

If a member is already attributed to a Health Link, then their assighment can be modified.
If a member wishes to enroll with a Health Link to which he/she is not attributed, then
the member needs to submit a change request. A member can request a switch by calling
the MCQO’s customer service number listed on the back of his/her insurance card or a
Health Link provider may assist the member with the switch in person.

e ForBlueCare, an eligible member can be enrolled with a Health Link of their
choosing via the BlueCare portal as long as they are not listed as “Active” with
another Health Link. Receipt of the first claim from the member’s attributed
Health Link is not required for enrollment by BlueCare.

4.5 Member Enrollment

Every member, regardless of their MCO, must consent to the receipt of Health Link services
before they may be provided. Regarding consent, the Centers for Medicare and Medicaid
Services (CMS) gives the following guidance: “Enrollment must be documented by the
provider, and that documentation should at a minimum indicate that the individual has
received information explaining the Health Home program and has consented to receive
health home services noting the effective date of their enrollment.”

An attributed member can only be enrolled by the Health Link to which the member is
attributed. An attributed member is considered enrolled or “Active” once there is a signed
consent AND the MCO receives the first claim from the member’s attributed Health Link. For
additional details on billing and payments see Section 9.

4.5.1 Enrollment of Members in Crisis

While THL activity payments can be billed when an Active/Enrolled member is
receiving care at a higher level, it is both expected and encouraged that outreach
efforts are made to facilitate seamless transitions of care for Attributed Not Enrolled
(ANE) members as well. To bridge this gap, licensed professionals and master’s level
behavioral health professionals under supervision may conduct and bill for an intake
assessment using CPT Code 90791 for ANE members. This intake allows for the
member's enrollment in the THL program, enabling the THL to bill for coordinating
discharge planning, building rapport, and integrating the member into their system
while the patient is being stabilized at a higher level of care. This ensures that the
member is prepared to continue receiving THL and other behavioral health services
immediately upon discharge.
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4.6 Inactivity of Members in Health Link

In certain situations, a Health Link member may become inactive after attribution or
enrollment. Inactive members are defined as:

a) If amemberin Active Status does not receive any behavioral health related
treatments, as evidenced in the claims data, within a 6-month window (plus 4
months claims runout), then the member is considered inactive, effective the
date when the claims-based enrollment update was finalized;

b) If amemberin Attributed Not Enrolled status does not receive any behavioral
health related treatments, as evidenced in the claims data, within a 24-month
window (plus 4 months claims runout), then the member is considered inactive,
effective the date when the claims-based enrollment update was finalized;

Members in ANE status within the THL program who have not generated a behavioral
health claim for a continuous period as outlined above will be removed from the THL
provider's attributed panel. This allows for enhanced effectiveness of the THL program by
directing outreach and care coordination efforts toward members with active behavioral
health needs.

4.7 Member Opt-Outs from Health Link

If the member chooses to opt out of Health Link by notifying their MCO or attributed
Health Link, then the member is recorded as inactive effective the date of the opt-out
indication. If the member chooses to opt out of Health Link by notifying their attributed
Health Link, then the Health Link must notify the member’s MCO. The decision to opt out
must be member initiated. MCO specific instructions for member opt-out are included
below:

Wellpoint (formerly Amerigroup):

e Members may call the customer service number on the back of their
TennCare card to opt out.

e |If amemberrequests to opt out of Health Link, the interaction with the
member should be documented and then the provider may submit an opt
out request via the Wellpoint portal.

BlueCare:

e Members may call the customer service number on the back of their
TennCare card to opt out.

e |f amemberrequests to opt out of Health Link, the interaction with the
member should be documented and then the provider may submit an opt
out request via the BlueCare portal.

UnitedHealthcare:
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e Members may call the customer service number on the back of their
TennCare card to opt out.

e |f amemberrequests to opt out of Health Link, the interaction with the
member should be documented and then the provider may submit an opt
out request via the UnitedHealthcare portal

4.8 Activity Resumption of Previously Inactive Members

Members who became inactive through the opt-out process or due to lack of qualifying
behavioral health treatment may resume activities under 2 conditions:

1) For members who had previously opted out: Members can opt back into the
program by contacting his/her MCO or by receiving qualified services at a
Health Link, if they are identified as eligible for Health Link in the most recent
eligibility update. If the member chooses to opt back into the program by
notifying a Health Link, then the Health Link must notify the member’'s MCO
either by phone or via MCO portal. The member can choose to remain with
their prior Health Link provider or change Health Link providers. Each MCO has
the following Opt-in process:

Wellpoint (Formerly Amerigroup)

Members may call the customer service number on the back
of their TennCare card to opt back in.

If a member requests to opt back in to Health Link, the
interaction with the member should be documented and then
the provider may submit a provider attestation via the
Wellpoint portal. This will switch a member in the “Inactive
Opt Out” status to either “Active” or “Attributed Not
Enrolled”, depending on the presence of Health Link claims, to
the organization that submitted the attestation.

Any provider may submit a provider attestation via the portal
for a memberin the “Inactive Opt Out” status.

BlueCare:

A member who is in an Inactive Opt Out status can only be
reattributed by a BlueCare portal user. BlueCare will perform
the reattribution based on a direct request from the member.
The THL may provide BlueCare with a new consent from the
member to initiate the reattribution. Once the memberis
reattributed to the THL, the THL must go into the portal to
enroll the member for the member to become Active in the
THL's panel.
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UnitedHealthcare:

e Members may call the customer service number on the back of
their TennCare card to opt back in.

e |famemberrequests to opt back in to Health Link, the
interaction with the member should be documented and then
the provider may submit a provider attestation via the
UnitedHealthcare portal. This will switch a member in the
“Inactive Opt Out” status to either “Active” or “Attributed Not
Enrolled”, depending on the presence of Health Link claims, to
the organization that submitted the attestation.

e Any provider may submit a provider attestation via the portal
fora memberin the “Inactive Opt Out” status.

2) For members who resume behavioral health treatment: Members are no
longer considered inactive if they receive a qualifying behavioral health
treatment while they are still eligible for Health Link. In this instance, the
member returns to the Attributed Not Enrolled status. The change becomes
effective the date of the behavioral health treatment service.

3) For members who were previously Discharged: Members can resume activity
in the program by receiving qualified services at a Health Link. The member can
choose to remain with their prior Health Link provider or change Health Link
providers.

4.9 Member Panels

Member panels for each Health Link are defined differently for the following 2 purposes:
1) Activity payment calculation

2) Outcome payment calculation

4.9.1 Activity Payment Calculation

The member panel for activity payment calculation is defined as or incorporates all
members enrolled in a Health Link who receive a qualifying Health Link activity during the
month for which they are enrolled. Refer to Section 9.2 for further details on activity
payments.
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4.9.2 Outcome Payment Calculation Outcome

Payments are calculated for the quarterly report for the last quarter of each performance
period. The performance periods for Health Link are from January 1- December 31 of the
calendar year.

For outcome payment calculations, members are considered to be a part of the member
panel of the Health Link for which they meet the following requirements:

1)

2)

3)

The member has been attributed to the Health Link for at least 9 months of the
performance period;

The Health Link is the attributed Health Link for the most months during the
period covered by the quarterly report. Months during which the memberopted
out of Health Link are not taken into account in identifying the member panel
for quarterly reporting; and

If there is a tie, the Health Link which the member was attributed to in the most
recent month is the Health Link to which the member is assigned for the
purpose of quarterly reporting.

Members are excluded from the Health Link performance evaluation and therefore
excluded from the outcome payment calculation under any of the following scenarios (i.e.,
these members are not counted in quality and efficiency metrics):

Member is dual-eligible but is not enrolled in an aligned D-SNP: Health Link
explicitly includes individuals who are dually eligible in Medicare and Medicaid if
they are enrolled in an aligned D-SNP. However, members are excluded from
performance evaluation if they are dual-eligibles not enrolled in an aligned D-SNP
health plan. Being “aligned” means that the memberis enrolled in a Medicare
Advantage D-SNP plan with the same MCO participating in the TennCare Medicaid
program. Examples of not being enrolled in an aligned D-SNP health plan include
cases where the member is dual-eligible but enrolled in a Medicare Advantage
health plan that is not a D-SNP, a D-SNP health plan with another insurer, or
Medicare fee-for-service.

Member has or obtains third-party liability (TPL) coverage: Members with
confirmed TPL coverage or with a claim within the previous quarter indicating TPL
coverage could be excluded from the Health Link performance evaluation.

Member has less than 9 months of attribution to their Health Link: Only those
members with at least 9 months of cumulative attribution to their Health Link are
counted towards performance outcomes. These 9 months do not have to be
consecutive. This policy is in place to ensure that the provider has had adequate
time with the member to affect their quality and efficiency outcomes.

Member meets any of the exclusionary criteria outlined in section 4.2.

28



5 HEALTH LINK SERVICES

Under the Health Link model, providers have the flexibility to support their members in the
most effective ways possible, tailoring care to meet individual needs. This approach is crucial
because it empowers providers to address the unique challenges faced by each member,
ultimately leading to better health outcomes. The Health Link activities outlined below are
integral to enhancing care coordination and patient engagement. These activities are
designed to help members effectively manage their healthcare across both behavioral and
physical health domains, contributing to improved quality outcomes. These activities ensure
that providers have a structured yet adaptable framework for delivering care.

The six types of clinical activities eligible for activity payments include:

TABLE 9- CARE COORDINATION ACTIVITIES

* Comprehensive Care Management

* Care Coordination

¢ Health Promotion

* Transitional Care

e Patient & Family Support

» Referral to social support

€€C€CE€CL

Providers can bill for each Health Link activity performed for a member once a month. While
additional patient support activities are highly encouraged, they do not count towards the
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monthly requirement for activity payments. However, these activities can contribute to
earning outcome payments if they enhance quality or efficiency.
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5.1 Health Link Activity Requirements

Comprehens-
e care

management

Care co-
ordination

Activity requirements for Health Link providers

Initiate, complete, update, and monitor the progress of a comprehensive person-centered

care plan (as needed), following a comprehensive assessmentof the patient's behavioral and

physical health needs within 30 days of patient enrollment. The plan should address the

patient's behavioral health treatment and care coordination needs, including protocals for

treatment adherence and crisis management, Incorporating input from:

*  the patient

*  the patient's social support

*  the patient's primary and specialty care providers (within %0 days of enrollment with the
Health Hame)

Participate in patient's physical health treatment plan as developed by their primary care
plwil:ler as necessary

Support EEthil.I“I'IE and reduce barriers to adherence for medical and behavioral health
appointments, including in-person accompaniment to some appointments

Facilitate and participate in regular interdisciplinary care team meetings with PCMH /
PCP

Fulluw up with PCP mundlm.u'hdﬂ;niﬂr.m chlngrsln mu:li:al :um:and translmlntu ﬂri .
plan

Pmmctin nutm:h with PCP rqlrdln; :-pnlcll’i: ;apl- In carg

Fnllnw up with uth-r hhwiuul hulth pmiﬂlr: ar :Iinl:-ll :l:al‘l a% nududtn undm:and .
additional behavioral health needs, and translate into care plan

Referral to
social
supports

Patientand
family
support

Activity requirements for Health Link providers

Identify and facilitate access to community supports (food, shelter, clothing, employment,
legal, entitiements, and all other resources that would reduce barriers to help individualsin
achieving their highestlevel of function and independence), including by providing referrals,
scheduling appointments, and following up with the patient, their relevant caregivers, and these

Provide information and assistance in accessing urvkos such as: self- holp services, peer
support services; and respite services.

Provide in-person support to ensure treatment and medication adherence (including medication
reconciliation, medication management for specialty medications, medication drop-off, help
arranging transportationto appointments)

Provide caregiver counseling or training to include, skills to provide specific treatment regimens
to help the individual improve function, obtain information about the individual's disability or
conditions, and navigation of the service system,

Identify resources to assist individuals and family supporters in acquiring, retaining, and
improving self-help, socialization and adaptive skills,

Check-ins with patient to support treatmentadherence
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Transitional
care

promotion

Activity requirements for Health Link providers

Provide support in crisis situations when other resources are unavailable, or as an alternative
to ED / crisis services

Participate in development of discharge plan for each hospitalization, beginning at
admission to support patient’s transition. This includes emergency rooms, Inpatient residential,
rehabilitative, and other treatment settings

Develop a systemic protocol to assure timely access to follow-up care post discharge that
Includes at a minimum all of the following:
* Receiptof a summary of care record from the discharging entity
+ Medication reconciliation
* Reevaluationof the care plan to include and provide access to needed community
supportservices
+ A plan to ensure timely scheduled appointments

Establish relationships with hospitals, residential settings, rehabilitation settings, other
treatment settings, and long term services and supports providers to promote a smooth
transition if the patientis moving between levels of care and back into the community

Communlcate and provide education to the patient, the patient's supporters, and the providers
that are located at the setting from which the person is transitioning, and at the setting to which
the individual istransitioning

Educate the patient and his/her family on independentliving skills with attainable and
Increasingly aspirational goals

NOTE: This section focuses on member-level activities; however, Health Link providers are

required to continue to perform all activities outlined in the program requirements in Section

3.2.
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6 QUALITY & EFFICIENCY METRICS

6.1 Quality Measures Overview

Quality metrics are tracked to ensure that Health Links are meeting specified quality
performance levels and to provide them with information they can use to improve the
quality of care they provide.

The majority of quality measures are defined by HEDIS specifications. The most up to date
HEDIS specifications will guide the inclusion of members and codes used to calculate these
measures.

Measuring physical health HEDIS metrics alongside behavioral health HEDIS metrics is crucial
for providing quality holistic care to individuals with Serious Persistent Mental lllness (SPMI).
These individuals often face complex health challenges that intertwine physical and mental
well-being. By integrating these metrics, healthcare providers can gain a comprehensive view
of a patient’s overall health, allowing for more effective treatment plans that address both
physical and behavioral health needs. This approach not only improves health outcomes but
also fosters a more person-centered care experience, ultimately enhancing quality of life. In
a system that recognizes the interconnectedness of physical and mental health, providers
can better identify gaps in care, reduce health disparities, and support recovery and
resilience for those living with SPMI.

6.1.1 Core Quality Metrics

Core quality metrics for Health Link that will be used to determine outcome payments.
Certain metrics are calculated for a specific age group only, e.g., adults only or children
only. Some measures are grouped into composites. Each composite is worth one quality
star. All sub-measures within a composite must meet or outperform the threshold in
order for an organization to earn that star.

TABLE 10 — CoORE QUALITY METRICS 2025

Core Metric Description Threshold

The percentage of children

Metabolic Monitoring and adolescents 1-17 years
1 for of age who had two or more
Children and antipsychotic prescriptions

(APM-E) | Adolescents on HEDIS | and had metabolic testing 238.00%

Antipsychotics
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Percentage of members 18-
85 years of age who had a

2 . : diagnosis of hypertension
Clon”o”'”g High (HTN) and whose BP was
(CBP) Blood Pressure HEDIS adequately controlled 252.00%
(<140/90 mm Hg) during the
measurement year
Percentage of members 18-
3 Eye Exam for 75 years of age with diabetes
Patients With HEDIS | (type 1 and type 2) who had
(EED) | Diabetes an eye exam (retinal) 251.00%
performed
Percentage of ED visits for
members 13 years of age
4 Follow-Up after and olde_:r with a principal
Substance-Use Visit HEDIS g!agnc?S'SSOJSUbStance use
(FUA) | 30-day e (51.0) B ey >35.00%
diagnosis of unintentional
drug overdose, with a follow
up visit.
_ Percentage of discharges for
5 Eoolslgwaﬁgaﬁgﬁrfor mental health illness which
Mental lliness Within HEDIS | the member received follow- | 238.00%
(FUH) 7 up to within 7 days of
and 30 days discharge
7- and 30-day Rate of psychiatric hospital or
5 Psychigtrip Hospital TennCare (I;Q;’;Sreadmlssmns within 7 <5.00%
Readmission Rate
RTFE Rate of psychiatric hospital or
( ) o 7days RTF readmissions within 30 | <13.00%
e 30 days days
The % of members 18 years
of age or older during the
Adherence to measurement year with
7 Antipsychotic schizophrenia or
Medications for HEDIS | schizoaffective disorder who 265.00%
(SAA) | Individuals with were dispensed and
Schizophrenia remained on an antipsychotic
medication for at least 80% of
their treatment period
The percentage of members
3 Diabetes Screening 18;_64 VﬁafS,Of age with
i schizophrenia,
fS?crhTze(;)yfrlﬁevr\]/iI;hor e schizoaffective disorder or 282.00%
(SSD) bipolar disorder, who were

Bipolar Disorder

dispensed an antipsychotic
medication and had a
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diabetes screening test
during the measurement year

Child & Adolescent Percentage of enrolled
Well-Care Visits members 7-21 years of age | >65.00%
9 who had at least one = G
e 3-11years comprehensive well-care visit | 22/.U0%

WCV) |e  12-17years HEDIS | \iith a PCP or OB/GYN

i >39.00%
e 18-21vyears during the measurementyear | =

6.2 Efficiency Measures

Efficiency metrics are monitored to ensure Health Links meet designated performance
standards and to supply actionable insights for improving care quality. Table 11 lists the core
efficiency metrics used to determine outcome payment levels. These metrics are reported
per 1,000 member months, with a £20.00% cap applied to each measure. Additionally, all
dual members, whether aligned or non-aligned, are excluded from efficiency targets.

TABLE 11 — CoRrRE EFFICIENCY METRICS

Efficency metric |Source ’Metric description  Threshold
Ambulatory care - ED HEDIS  Number of ED visits per 88
visits per 1,000 (AMB) 1,000 member months

member months
Inpatient discharges HEDIS  Number of inpatient 9.8

per 1,000 member (IPV) discharges per 1,000
months — Total member months
inpatient

6.3 Reporting Only Metrics

A reporting-only metric is a type of performance or operational metric tracked for
informational purposes but not tied to specific targets, incentives, or direct performance
evaluations. These metrics are used primarily to monitor, analyze, and report data trends
over time, providing insights without necessarily driving specific actions or accountability.
Reporting-only metrics can help identify areas for potential improvement or reveal patterns
without the pressure of meeting predefined goals.
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TABLE 12- METRICS FOR REPORTING-ONLY

(DSF-E)

Reporting Only

Depression Screening and Follow-up for
Adolescents and Adults

Description

The percentage of
members 12 years of age
and older who were
screened for clinical
depression using a
standardized instrument
and, if screened positive,
received follow-up care

e Depression Screening

The percentage of
members who were
screened for clinical
depression using a
standardized instrument.

o Follow-Up on Positive Screen

The percentage of
members who received
follow-up care within 30
days of a positive
depression screen finding.

(APP)

Use of First Line Psychosocial Care for
Children and Adolescents on
Antipsychotics

The percentage of children
and adolescents 1-17
years of age who had a
new prescription for an
antipsychotic medication
and had documentation of
psychosocial care as first-
line treatment.

(SNS-E)

Social Need Screening and Intervention

This measure assesses the
percentage of members
who were screened, using
prespecified instruments, at
least once during the
measurement period for
unmet food, housing and
transportation needs, and
received a corresponding
intervention if they
screened positive:
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e Food Screening

The percentage of
members who were
screened for food
insecurity.

e Food Intervention

The percentage of
members who received a
corresponding intervention
within 30 days (1 month) of
screening positive for food
insecurity.

e Housing Screening

The percentage of
members who were
screened for housing
instability, homelessness,
or housing inadequacy.

e Housing Intervention

The percentage of
members who received a
corresponding intervention
within 30 days (1 month) of
screening positive for
housing instability,
homelessness, or housing
inadequacy.

e Transportation Screening

The percentage of
members who were
screened for transportation
insecurity.

e Transportation Intervention

The percentage of
members who received a
corresponding intervention
within 1 month of screening
positive for transportation
insecurity.

(HDO)

Use of Opioids at High Dosage

This measure assesses the
proportion of members 18
years and older

who received prescription
opioids at a high dosage
(average milligram
morphine dose [MME =90
mg]) for 215 days during
the measurement year. A
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lower rate indicates better
performance.

(SMC)

Cardiovascular Monitoring for
People with Cardiovascular Disease
and Schizophrenia

This measure assesses the
percentage of members
18-64 years of age

with schizophrenia or
schizoaffective disorder and
cardiovascular disease,
who had an LDL-C test
during the measurement
year.

(IET)

Initiation & Engagement
of Substance Use Disorder Treatment

This measure assesses the
percentage of new
substance use disorder
(SUD) episodes that result
in treatment initiation and
engagement.

(FUM)

Follow-Up After
Emergency Department Visit for Mental
lliness

This measure assesses the
percentage of ED visits for
members 6 years of age
and older with a principal
diagnosis of mental illness
or intentional self-harm,
who had a follow-up visit for
mental iliness.

Panel opt-out rate

The % of members that
opted out of the Health Link
program

Panel enrollment rate

The % of members that
enrolled in the Health Link
program

Psychiatric inpatient days

The total number of days
per 1,000 member months
for all inpatient psychiatric
hospital stays with a
discharge date within the
measurement timeframe

Rate of residential treatment facility
admissions

The rate of residential
treatment facility discharges
per 1,000 member months

Plan All-cause readmissions

For members 18-64 years
of age and older, the
number of acute inpatient
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and observation stays
during the measurement
year that were followed by
an unplanned acute
readmission for any
diagnosis within 30 days
and the predicted
probability of an acute
readmission.

DMH Diagnosed Mental Health Disorders The percentage of
members 1 year of age and
older who were diagnosed
with a mental health
disorder during the
measurement year.

Rate of inpatient psychiatric The rate of inpatient
admissions psychiatric hospital
discharges per 1,000
member months.

(IU-HH) Inpatient Utilization- Adult, Family, & The rate of inpatient care
Pediatrics and services (total) per
1,000 member months)
(DRR-E) Depression This measure assesses the
Remission or Response for Adolescents | percentage of members 12
& Adults years of age and older with

a diagnosis of major
depression or dysthymia,
who had

an outpatient encounter
with a PHQ-9 score present
in their record in the

same assessment period
as the encounter.

6.4 Measuring Quality & Efficiency

Health Link organizations earn up to 11 stars based on performance in core quality and
efficiency metrics, as outlined below:

e Quality Stars (9 Stars): Each quality metric or composite that meets or exceeds the
threshold earns 1 quality star.

o Efficiency Stars (2 Stars): Each efficiency metric that meets or exceeds the threshold
earns 1 efficiency star.
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6.5 Requirements and Criteria for Earning Stars

1. Thresholds: To earn a star for any metric, the organization must meet the threshold for
the metric or all its sub-measures if it’'s a composite measure.

2. Observation Minimum: Metrics are only considered if the organization has at least 30
observations in the denominator. For example, "adherence to antipsychotic medications
for individuals with schizophrenia" is measured only if at least 30 eligible members are in
the metric’s denominator.

3. Annual Outcome Payment Eligibility: At year-end, organizations must meet the following
minimums to qualify for an outcome payment:

o Quality: 4 quality stars.
o Efficiency: 1 efficiency star or improvement over the previous year.

Each quality star holds a weighted value of 5.5556% for the current program year.
6.5.1 Star Redistribution

Some adjustments may occur if an organization is ineligible for certain metrics due to a
lack of data (fewer than 30 observations). Under these conditions, the value of any
ineligible stars may be redistributed as follows:

1. Redistribution of Ineligible Stars: If a metric lacks sufficient observations (under
30), its star’s value is evenly distributed among the remaining eligible metrics.

2. Composite Measures: If an organization does not meet the minimum
denominator across all sub-measures of a composite, the star’s value is
redistributed. If the organization has sufficient observations for at least one sub-
measure, it may still earn a star if thresholds are met for all eligible sub-measures.

Organizations must still meet the quality threshold (4 stars) to remain eligible for
outcome payments, regardless of redistributed star values. The table below outlines the
value of each star based on redistribution and eligible stars earned:

TABLE 13- STAR REDISTRIBUTION VALUE
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Number of Panel Eligible Stars

Number of Stars Earned

0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%
0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%
0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%

33.33% 33.33% 33.33% 28.57% 25.00% 22.22%

41.67% | 41.67% 35.71% 31.25% 27.78%

50.00% |42.86% 37.50% | 33.33%

50.00% |[43.75% |38.89%

50.00% |44.44%

50.00%

NOTE: Redistributed star values are not rounded.
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7 REPORTING

7.1 Performance Reporting

Each quarter, Health Link providers will receive detailed performance reports from each
MCO, which include metrics on quality and efficiency stars, total cost of care (TCOC), and
potential payments relevant to the performance period. These reports provide a regular,
interim view of the member panels for which providers are accountable during the program
year. There are two types of quarterly reports:

Preview Performance Reports are preliminary performance reports provided to
Health Link providers, containing early data to offer insights into current
performance levels and identify areas needing improvement. This report serves as an
initial assessment, helping providers understand their standings on key metrics,
including quality and efficiency, before official performance measurement begins. It
is intended to guide providers in making adjustments to enhance their outcomes
ahead of the finalized performance evaluation.

Performance Outcome Report is a comprehensive report that includes finalized data
on a Health Link provider’s outcome for the program year. This report reflects official
results on quality and efficiency metrics, total cost of care, and any earned outcome
payments. It provides a complete assessment of the provider’s performance for the
year, incorporating all relevant claims data and any necessary run-out periods to
ensure accuracy. The Performance Report is the basis for determining final payments
and highlights areas of achievement and opportunities for future improvement.

7.1.1 Performance Report Details

The reports will contain the following sections:

e Health Link Membership: This section will list the percentage of attributed
Health Link members that are enrolled with the given Health Link as of the end
of the quarter. This percentage allows providers to assess potential for
increasing enrollment. The section will also include the activity payments
earned, based on activity claims, year to date.

e Quality Performance: This section summarizes the quality stars achieved by the
provider as of the end of the given quarter. The redistribution of quality values
may be applied under certain circumstances. Most of the quality metrics are
defined by HEDIS. HEDIS requires that an organization have at least 30
observations in the denominator of any metric for it to be measured accurately.
If an organization does not have at least 30 observations during a calendar year
for a given HEDIS metric, that organization is ineligible for that particular quality
star. The potential value of each ineligible quality star will be redistributed.
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Efficiency Performance: This section summarizes the efficiency stars and
efficiency improvement score, an input of the outcome payment calculation.
Performance must meet or exceed the threshold in order to earn an efficiency
star. Each efficiency star earned contributes 15.00% to the efficiency
performance. For the efficiency improvement score, the provider’s current
performance (year to date) on the two-efficiency metrics is compared to their
performance from the prior year to determine the Health Link’s improvement.
The improvement percentages for each metric are averaged together to
generate the total efficiency score.

Outcome Payments: This section provides information on potential (or actual, if

it is the annual report) outcome payments. It lists the amount of the potential
payment, and details of the calculation of that amount. The outcome payment
is calculated as detailed in Section 8.3.

Total Cost of Care (for reporting only): This section offers provider total cost of
care information, calculated as explained in Section 15, by care category. The

provider TCOC figures are compared to a provider average and are provided on
a non-risk adjusted basis for both total cost of care and BH-specific cost of care.

Appendix: This section contains more detail on the quality metrics. The section
includes a short description of each quality metric and a visual depiction of the
provider performance on each metric as compared to other providers and as
compared to the metric threshold for earning a star.
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7.1.2 Performance Reporting Timeline

This table displays the timeframe for data included in each quarterly report for the 2025
reporting year, detailing the type of report, total cost of care (TCOC) data range, and quality
and efficiency data range.

TABLE 14 — DATA TIMEFRAME FOR QUARTERLY REPORTS

2025 THL Quarterly Report Data Timeframes

(o]}
Release Date Q1 February Q2 May Q3 August ‘ November
PY2024 PY2024 PY2024 PY2025 PY2025
Performance . . Performance . .
Preview Preview Preview Preview
Year Report 3 Report 4* Outcome Report 1 Report 2
P P Report 5* P P
Jan 1-Dec Jan 1-Dec
Jan1-Sep Janl1—Mar | Jan1-Jun
TCOC Data 30, 2024 31, 2024+ 31, 2024 + 31 2025 30, 2025
Runout Runout
g‘;;‘:‘:‘f‘ Jan1-Dec Jan 1-Dec Jan 1-Dec Jan1—Jun Jan1-Sep
Data ¥ 31, 2024 31, 2024 31, 2024 31, 2025 30, 2025

NOTE: *Preview Report 4 and Performance Outcome Report 5 have 9-month attribution rules

applied.

7.2 Care Coordination Reports

TennCare and our MCOs have partnered to create standardized reports for the PCMH & THL
programs in areas that are critical for program management and care coordination. MCOs

will be uploading provider reports to their respective portals on a scheduled cadence and in a

standardized layout for Member Attribution, Gap-in-Care reports, and
admission/discharge/transfer (ADT) reports.

7.2.1 Data in the Care Coordination Reports

e Admission/discharge/transfer Reports: These reports are provided daily (Monday-

Friday) are populated by ADT feeds from hospitals across the state. They contain data
such as basic member information, provider information, hospital event details, and
data load details.
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Member Attribution List: This report is provided once per week and contains a full
list of your attributed members by the respective MCO. The report contains
attributed provider information and basic and detailed member information.
Gap-in-Care/Performance Report: This report is produced twice per month and
contains detailed information each attributed member’s associated measures,
whether status is Met or Not, and if Met how it was closed. Additionally, the Practice
Performance tab provides information on each metric’'s numerator, denominator,
performance percentage and target, report period, and run date.

7.2.2 Delivery Cadence of Care Coordination Reports

The delivery cadence varies by report, however, each MCO follows the same cadence
listed below to ensure you can expect the same report to be available in each of the
MCQ'’s portal on the same day.

TABLE 15 — CARE COORDINATION REPORT DELIVERY CADENCE

Report Delivery Cadence

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

transfer)

Member Attribution Weekly (Mondays)

Gaps-in-Care & Practice Bi-weekly (279 & last Friday of each
Performance month)

7.2.3 Training Materials

A recording and slide deck of the webinar reviewing the contents and delivery
cadence of the ADT, Member Attribution, and Gap-in-Care reports are available on
the PCMH & THL Learning and Training webpage. Additionally, an Excel data
dictionary is available, if you are interested in receiving this, please reach out to
TennCare.CCT@tn.gov.

7.2.4 Troubleshooting and Access Issues

If you have questions or need assistance accessing reports in an MCQ’s portal, please
contact your representative at the respective MCO. Each MCO has different training
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materials and assistance available to individuals trying to access these reports in their
respective portal. If you have tried to resolve an issue with MCO and have been
unsuccessful after multiple attempts, please notify us for further assistance at
TennCare.CCT@tn.gov.
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8 PRACTICE TRANSFORMATION SUPPORT

8.1 Transformation Support Overview

On-site and virtual coaching, along with practice transformation support for Health Links, will
be provided by the contracted Managed Care Organizations (MCOs). These MCOs are
dedicated to enhancing the effectiveness of Health Link organizations through structured
support systems, which include:

Engagement Evaluation s a systematic assessment conducted semi-annually by
contracted Managed Care Organizations (MCOs) to evaluate the performance and
effectiveness of Health Link organizations in delivering integrated care. This process
analyzes key metrics and practices to identify strengths, areas for improvement, and
opportunities for practice transformation, offering a framework for tailored support
and development.

Joint Operations Committee (JOC) meetings are collaborative gatherings involving
representatives from Health Link organizations and their contracted Managed Care
Organizations (MCOs). These meetings typically occur on a quarterly basis and serve
as a platform to discuss critical aspects of program implementation and operational
performance. Key topics addressed during JOC meetings may include billing practices,
provider relations, compliance with program requirements, performance metrics, and
strategies for enhancing service delivery. The primary goal of these meetings is to
foster effective communication, alignment, and partnership between Health Links and
MCOs, ultimately driving improvements in care coordination and outcomes for the
populations served.

Coaching refers to regular, structured sessions held between Health Link organizations
and their contracted Managed Care Organizations (MCOs) to provide ongoing
support, guidance, and performance improvement strategies. These sessions can take
place in person or via teleconference and are designed to facilitate discussions on
various topics, including integrated care practices, best practices, quality
improvement initiatives, and follow-up on previous Engagement Evaluations. The
primary purpose of monthly coaching is to help Health Link providers enhance their
operational effectiveness, improve patient outcomes, and navigate challenges in
delivering integrated care. Attendance by key personnel, such as those with clinical
oversight, is typically required to ensure accountability and promote successful
practice transformation.

The table below outlines the purpose, goals, and expectations of the transformation
meetings:
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TABLE 16- OVERVIEW OF TRANSFORMATION MEETINGS & REQUIREMENTS

Meeting Type

Cadence

Audience Required Purpose
Attendees

Assess
. erformance
Leadership, _ pert '
Engagement Semi-Annual Care Clinical Lead 2Ry SUTEnEins
Evaluation . and
Coordinators :
Improvement
areas
, . THL Leadership DI I LClnA
Joint Operations - : - implementation,
: Administration, (Clinical .
Committee (JOC) Quarterly . . billing, and
. Leadership Directors/Program :
Meetings provider
Managers) .
relations
Quarterly Agreed upon Discuss
collaboratively L integrated care,
Coaching or Monthly by THL & Coach Ul iz best practices,
Leadership

(Depending on
performance/ need)

based on topic
of session.

and performance
improvement

NOTE: While this table identifies required attendance it is left at the discretion of the practice
and each MCO who they feel is appropriate for attendance to each meeting. While the
required parties must be present additional THL staff may and are encouraged to attend if it
is beneficial to the organization and success of the program.

8.2 Engagement Evaluation Criteria

The Engagement Evaluation is a selection of charts to evaluate the performance and
effectiveness of Health Link organizations in delivering integrated care and meeting program
goals. Conducted semi-annually by contracted Managed Care Organizations (MCOs), this
evaluation analyzes key metrics, practices, and outcomes related to quality and efficiency.
The primary purpose is to identify strengths, areas for improvement, and opportunities for
practice transformation, providing a framework for continuous support and development
tailored to each Health Link organization’s needs. In-depth chart reviews will assess effort as
well as outcome. A clear indication that the provider has identified needs, incorporated them
into the individualized plan and is actively attempting to address those needs would be
considered in assessing whether the enrollee is benefiting from the Health Link program.
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8.2.1 Record Selection

MCOs will use claims data to identify 12 enrollees’, active or discharged, charts for
evaluation. Additional files could be requested; especially if results showing potential
patterns of concern with services being rendered. While the MCOs will randomly select
charts for review they will meet the following selection criteria:

e Three (3) charts with open Gaps in Care

e Three (3) charts with three (3) consecutive months without face-to-face Care
Coordination

e Three (3) charts with three (3) consecutive months without a non-care
coordination service (no claims for any OP services)

e Three (3) charts with more than two (2) ED visits in three (3) consecutive
months

A total of twelve charts should be reviewed; however, if the practice does not have
enough records that meet the selection criteria, only the charts meeting the criteria
should be reviewed, with at least ten charts required overall. For example, if only two
members meet the criteria of two or more ED visits within three months, the MCO
may review eleven charts. If, in another instance, there is only one member with two
ED visits and only two charts with open care gaps (totaling nine eligible charts), the
MCO will need to select an additional chart, at their discretion, to reach the minimum
of ten charts for evaluation.

The evaluating MCO will provide Health Link providers with a list of selected charts at
least two weeks in advance. Any documentation made in the file after date of notice
for chart review will be excluded from the Engagement Evaluation process.
Additionally, at the time of evaluation an MCO may request physician or nurse notes
in order to support evidence of integrated care coordination.

8.2.2 Engagement Evaluation Scoring

Each evaluation tool item is scored individually, and all questions have the same
value. Providers not meeting the minimum performance threshold of 85% on any one
item are required to submit a corrective action plan.

If a provider receives a total score of less than 85% they are subject to the
remediation as outlined in Section 3.3.

Engagement Evaluation tools can be located on the THL website under “Key
Documents” or at the appendix in section 12.
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8.2.3 Engagement Evaluation Participants

The person who has clinical oversight of the Health Link program should be available
for MCO staff to consult. This can include but is not limited to the Health Link Lead
staff.

At a minimum, the person who has clinical oversight of the Health Link program
should meet with the Engagement Evaluation staff in order to receive the results of
the chart reviews.
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9 PAYMENTS & BILLING

9.1 Payment Overview

There are two main types of payments for providers under the Health Link Payment

Structure

1. Activity Payment:

o A per-member-per-month (PMPM) payment that is not risk-adjusted. This
payment supports THL providers in maintaining ongoing activities such as care
coordination, increasing member access, and creating care plans, to promote
sustained commitment to transformational efforts.

2. Outcome Payment:

o Anannual bonus payment available to THL providers who demonstrate high
performance. This incentive aims to reward providers for improving efficiency
and clinical outcomes, fostering higher standards of care.

For additional information regarding Health Link payment structure see Table 17 below:

TABLE 17- HEALTH LINK PAYMENT STRUCTURE

* Not risk-adjusted
PMPM payment

* Current payment is
$176.75 PMPM

* Annual bonus payment
available to high
performing THLs

* THLs are only eligible for
Bonus Payment if they
obtain 4 of 9 Quality
Metric Stars

Incentivize ongoing activity
requirements by providing support
to organizations as they commit to

key elements of transformation,
such as care coordination,
increasing member access, and
creating care plans.

Encourage improvements in
efficiency and clinical outcomes by
rewarding high-quality providers.

NOTE: Current professional fee-for-service delivery model remains unchanged under

Health Link for non-Health Link services.
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9.2 Activity Payments

Activity payments are designed to financially support providers as they undertake critical
components of care transformation, such as:

e Care coordination
e Enhancing member access
e Developing care plans

Providers receive these payments only for enrolled members who engage in at least one
qualifying Health Link activity each month. Activity payments are not risk-adjusted due to the
absence of behavioral health-specific risk scores that would accurately segment the
population. This ensures a standardized payment model across providers without adjusting
for member risk profiles.

This structure is designed to reward providers for engaging members in qualifying activities,
maintaining standards, and performing consistently across the board. Let me know if you’d
like more detail on any specific part, especially in relation to your work on Health Link

9.2.1 Eligibility for Activity Payments

Activity payments require that:

e Providers meet foundational Health Link eligibility and personnel criteria.
e Providers maintain an acceptable performance level, meeting predetermined
quality and efficiency metrics.

Providers are reimbursed through claims for each member they serve under Health Link
activities.

9.2.2 Payment Duration and Conditions

Payments are ongoing and structured similarly to other models, providing one payment
per month for each member engaged in a qualifying activity. Specifics include:

e Payments are based on billed claims for members actively enrolled during that
month.

e Guidance from a June 13, 2019 memo (see Appendix 24) allows for “look-back”
claims to ensure eligible payments for past activities.

While outreach activities are not billable on a per-activity basis, outreach time is
accounted for in the THL staffing model's overhead costs and is thus built into the THL
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payment structure. Providers are expected to perform outreach as a core component of
THL services, supporting proactive engagement and care coordination.

9.2.3 Activity Payment Billing Codes & Rates

The Division of TennCare has defined the billing codes and the rates for the Tennessee
Health Link Activities:

Health Link joining prior to January 1, 2018:

Transition Rate
The rate was set for 12/1/16-11/30/17. The Billing Code (also acting as the payment
trigger code) is G9003 which will pay at $202.

Stabilization Rate
The rate is set for 12/1/17-12/31/18. The Billing Code (also acting as the payment
trigger code) is S0280 which will pay at $176.75.

Health Link joining on or after January 1, 2018:

Rate
The rate is set for 1/1/18-12/31/18. The Billing Code (also acting as the payment
trigger code) is S0280 which will pay at $139.

Beginning January 1, 2019, the TennCare contracted Managed Care Organizations will
have full responsibility for negotiating the rate and contracting for the Tennessee Health
Link services.

TABLE 18- ACTIVITY ENCOUNTER CODES

Code Activity Member or Collateral Face-to-face or
Indirect
G9004 Comprehensive care UA: Member UC: Face-to-face
management UB: Collateral UD: Indirect

Initiate, complete, update, or
monitor the progress of a
comprehensive person-
centered care plan

G9005 Care coordination UA: Member UC: Face-to-face
UB: Collateral UD: Indirect
G9006 Health Promotion UA: Member UC: Face-to-face
UB: Collateral UD: Indirect
G9007 Transitional care UA: Member UC: Face-to-face
UB: Collateral UD: Indirect
G9010 Patient and Family Support UA: Member UC: Face-to-face

UB: Collateral UD: Indirect
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G9011 Referral to Social Supports UA: Member UC: Face-to-face
UB: Collateral UD: Indirect

9.2.4 Methodology for Filing the Billing and Activity Encounter Codes

The Activity Encounter Codes are filed to show the individual Health Link activities
provided to the Health Link member. TennCare and the 3 MCOs (Wellpoint, BlueCare
and UnitedHealthcare) have worked to streamline the billing methodology. To ensure
that the Billing Codes pay timely and Activity Codes (encounters) are properly
recorded, we are providing the following guidance:

e To the extent possible, please file the Billing Code once a month with all
applicable encounters. The Billing Code is the trigger code for the case rate
payment. We are asking for this to be filed once a month to ensure that all
Activity Code (encounters) are captured and so the MCOs can ensure that the
case rate is paid timely.

e If there are additional Activity Codes (encounters) after the Billing Code is
filed, the provider may submit these, but without the Billing Code

e All Activity Codes should be billed with at least a $.01 (penny) in the Charges
section of the TennCare 1500 professional claim form

e The Health Link Billing Code Activity Encounter Codes should be filed on a
professional claim with the TennCare 1500 at the entity level. Please note
that 24 j should remain blank.

e This methodology applies to all rate levels

9.2.5 Generating an Initial Activity Payment for New Members:

A provider may pair any Activity Encounter Code with a Billing Code in order to
generate an initial activity payment. This may be completed either face-to-face or
indirect and must be completed with the member or member’s guardian.

9.2.6 MCO Payment Monitoring Requirements

MCOs must ensure that the following requirements are maintained:
1. A maximum of 1 Health Link provideris paid for a member per month.
2. A maximum of 1 Health Link Billing Code for a member is paid per month.
3. Ifthe memberis enrolled in Health Link, a claim with the Billing Code and
Activity Encounter code can trigger a payment.
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Health Link Modifier Examples

This table provides information for Health Link providers regarding definitions and acceptable uses of Health
Link billing modifiers.

UA - Member UC - Face to Face
. Member Contact Only . Face to Face Contact Only
(includes telehealth) -
Effective
UB - Collateral UD - Indirect June 1.2017
L}

. Provider to Provider . Telephone Call Only*

. Individuals with a Valid
Release of Information on
File for the Member

*The telephone call must be to either the member or a collateral contact and must be associated with one of the six Health Link activities:
comprehensive care management, care coordination, health promotion, transitional care, patient and family support or referral to social supports.
The call must also be interactive in that the Health Link must be able to successfully reach the member or collateral contact. Voicemails are not
considered interactive.

*  For collateral contact: Providers cannot count/bill staffing a member’s case in treatment
team as a collateral contact.

*  For provider to provider collateral contact: The intentis for the provider contacted to be
outside of the member’s Health Link organization. If the provider contacted is within the
member’s Health Link organization, they must be outside of the member's behavioral health
team. A member’s “behavioral health team” is defined as anyone who is directly involved in
the behavioral health care of the member (e.g. care coordinator, case manager, therapist,
psychiatrist, nurse practitioner, nurse, etc.)

*  For indirect contact: Text messages and/or emails to enrolled members are not a billable
encounter.

*  Group encounters: Group encounters may be considered a Health Link activity. However, the
encounter must be face-to-face (UC) and with the member (UA). Documentation should be
included to note individualized progress towards group treatment goals. Additionally, a group
encounter may not be the only Health Link activity billed for that month.

9.3 Outcome Payments

Outcome payments are designed to reward Health Links annually for providing high-quality
care while effectively managing overall spending. Outcome payments for each Health Link

are based on performance on the core quality and efficiency metrics described in Section 6.

Health Link organizations are eligible for outcome payments only if the organization earns:

o 4 quality stars.
o 1 efficiency star OR improvement over the previous year.

For Health Link organizations who quality for an outcome payment, the outcome payment
amount is calculated as follows:
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TABLE 19- OUTCOME PAYMENT FORMULA

Efficiency
Average Improvement Maximum
Cast of Care P'_-'“_:E ntage + Share of Quality Member Outcome
(PMPM) Efficiency Stars Savings Stars Months Payment

9.3.1 Average Total Cost of Care (TCOC) Per Member Per Month (PMPM):

This is the average total cost of care per member per month for members in Health Links
across all of TennCare. The statewide average TCOC amount to be used is $801.The total
cost of care is meant to capture the total cost of an average member in a Health Link’s
organization, adjusted for the member months during which the member was eligible for
TennCare. Using this, the MCOs can calculate the savings an organization has generated
and share in those savings with organizations. At the end of each quarter, the TCOC is
generated for the provider report, based on each Health Link’s member panel for
performance. TCOC amounts will be displayed for informational purposes only.

For purposes of the Health Link program, certain spend is excluded from the TCOC
calculation:

= Dental

=  Transportation

= NICU and nursery

= Any spending during the first month of life

= Gain-sharing payments made to the Health Link as a Principle
Accountable Provider (i.e. Quarterback) of episode-based payment
models

= Mobile Crisis Capitation payments

= Medication therapy management (MTM) payments

= Payments made to Department of Childrens Services (DCS) directly
billed to MCO

Health Link activity payments are considered a cost associated with delivering care.
Health Link payments during the reporting period are included in the TCOC
calculation. Each Health Link organization will receive a breakdown of their TCOC by
category in each quarterly report for reporting-only.
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TABLE 20- ToTAL COST OF CARE (FOR REPORTING-ONLY

Categor Description

Inpatient All services provided during an inpatient facility stay including room and
Facility board, recovery room, operating room, and other services.
Emergency All services delivered in an Emergency Department or Observation

Department or Room setting including facility and professional services.
Observation

Outpatient All services delivered by a facility during an outpatient surgical
Facility encounter, including operating and recovery room and other services.

Services delivered by a professional provider during an inpatient hospital

Inpatlen_t stay, including patient visits and consultations, surgery, and diagnhostic

professional tests

Outpatient All laboratory services in an inpatient, outpatient, or professional setting.

Laboratory

Outpatient All radiology services such as MRI, X-Ray, CT and PET scan performed

Radiology in an inpatient, outpatient, or professional setting.

Outpatient Uncategorized professional claims such as evaluation and management,

Professional health screenings, and specialists’ visits.

Pharmacy Any pharmacy claims billed under the pharmacy or medical benefit with
avalid National Drug Code.

Other DME, home health and any remaining uncategorized claims.

e Actual Total Cost of Care: Actual total cost of care for a Health Link is
calculated as a per-member-per-month metric, on a separate basis for each
MCO with which the Health Link contracts.

¢ Non-risk-adjusted TCOC is defined as the sum of spend included in TCOC
divided by the sum of the number of enrollment months with the MCO, for all
the members in the Health Link’s panel. In other words, across all members of
the Health Link’s panel within an MCO:

Y Included Spend
Y. Member months with MCO

Non risk adjusted TCOC =

Non-risk-adjusted TCOC for behavioral health is defined analogously with the non-
risk-adjusted TCOC above but taking into account only the BH spend. For non-risk-
adjusted TCOC for behavioral health, spend included is spend that meets the BH spend
definition as well as the TCOC definition.
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Each Health Link organization will receive a breakdown of their TCOC Behavioral
Health Spend by category in each quarterly report for reporting-only.

TABLE 21- TOTAL COST OF CARE- BEHAVIORAL HEALTH SPEND (REPORTING-ONLY)

Category Description

Inpatient/Residential Hospital inpatient care
Mental health residential
Emergency ED care
Crisis services
Outpatient and Other Therapy
Treatment Assessment & testing

Substance use treatment
Medication management
Counseling/Intervention
Detox
Rehab
Other E&M
Other BH treatment
Pharmacy Medication/Pharmacy
Case management Case management, level 1
Case management, level 2
Case management, integrated care team
Other case management
Health Link activities
Supportive Services Psychiatric rehab
Supportive services
Ancillary services
Other Care Radiology, lab and DME
PT/OT/ST
Other types of care

9.3.2 Efficiency Performance

Efficiency performance is determined by combining percentages earned from both
efficiency improvement and efficiency stars, with a maximum possible score of
50.00%.
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9.3.3 Efficiency Improvement Percentage

The efficiency improvement percentage is designed to reward Health Links for
increased efficiency year-over-year. Improvement is calculated by averaging the
change in each efficiency metric from the prior calendar year. For instance, if CY2025 is
the performance period, CY2024 values are used as the baseline. Each efficiency
metric is rounded to the nearest hundredth decimal place.

The formula for calculating improvement in a metric is:
TABLE 22- EFFICENCY IMPROVEMENT FORMULA

.. Efficiency metric 1 Efficiency Metric 1
Efficiency ( flfrior ye);r value ) - ( f{‘urreni,value )
Improvement | = — -
p (Effwtency metric 1 )
ercentage )
Prior year value

If a prior year’s metric value cannot be calculated, that metric’s improvement is set
to zero. The improvement for each metric is then capped at £20.00%. For example, if
a decrease in efficiency is 31.25%, it will be capped at -20.00%, and if an increase in
efficiency is 31.25%, it will be capped at +20.00%.

TABLE 23- ILLUSTRATIVE EXAMPLE OF EFFICIENCY IMPROVEMENT PERCENTAGE

Perf t
Efficiency Measure errormance a Performance | Efficiency

Baseline .
per 1,000 Member Months (CY2024) Since 1/1/25 | Improvement

ED Visits 20.00%

Inpatient Discharges : : -20.00%

EFFICIENCY IMPROVEMENT PERCENTAGE (AVERAGE) 0.00%

Note: Efficiency metrics are displayed to the hundredth decimal place. When
averaging, the result is rounded to the nearest hundredth. If the average of the
efficiency improvement percentages is negative, it will be set to 0%, and if it
exceeds 20%, it will be capped at that value.

9.3.4 Efficiency Stars

To earn an efficiency star, performance must meet or exceed a set threshold. Each
efficiency star contributes 15.00% to the total efficiency performance. For additional
information regarding efficiency metrics please reference Section 6.
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9.3.5 Maximum Share of Savings

Health Link organizations may earn up to 15% of the total savings achieved during a
year unless a THL is in remediation in which the THL is subject to a reduction in shared
savings as outlined in Section 3.3.

9.3.6 Quality Performance

To earn a quality star, a Health Link organization’s performance must meet or exceed
the defined threshold AND have a minimum of 30 observations for each metric. Each

quality star earned contributes to the organization’s overall quality performance, with
a maximum possible quality performance score of 50.00%. For additional information
regarding quality metrics please reference Section 6.

9.3.7 Member Months

Member Months refers to the cumulative total of months during which all members in
a Health Link’s panel are actively enrolled with the Managed Care Organization (MCO).
For each member, one “member month” is counted for every month they are enrolled
with the MCO under the Health Link program.

Key Points:

1. Calculation: Member months are calculated by tallying each month of active
enrollment for all members in the Health Link's panel over a specific
performance period.

2. Panel Inclusion: To be included in the Health Link’s panel for outcome-based
payments, a member must be attributed to that Health Link for at least nine
months of the performance period. This ensures consistency and sufficient
engagement to measure outcomes accurately.

In essence, member months serve as a metric to quantify sustained member
engagement, essential for assessing both the scope of the Health Link's impact and
performance in outcome payment calculations. This framework incentivizes providers
to focus on long-term member support.
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10 THL RECONSIDERATIONS, APPEALS, & COMPLAINTS

10.1 Outcome Payment Reconsiderations:

A provider may file a Reconsideration for the following reasons:

Quality Metric Performance

Efficiency Metric Performance

Efficiency Improvement Percentage

Calculation of the final Outcome Payment amount

10.1.1 Reconsideration Process

The following details the requirements for submitting a reconsideration request:

e Providers must submit the reconsideration request within 30 calendar days of
receiving the Final Performance Report.

e The request must be submitted via the MCO-specific THL Reconsideration Form.

e The MCO has 30 calendar days to respond to the reconsideration request.
e If noreconsideration is filed, the outcome payment must be issued within 30
calendar days of the report distribution. All outcome payments should be made

by the MCO no later than December 1 of the year in which the final performance

report was issued.
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TABLE 24- RECONSIDERATION TIMELINE TABLE

Timeframe to file a | Timeframe for an Timeframe for Timeframe for
Reconsideration MCO to respond outcome payments | outcome payments
to be paid if no
Reconsideration
filed
30 calendar days 30 calendar days All outcome If the THL provider
from date of Final from date of receipt payments must be  does not file a
Performance of THL paid no later than Reconsideration,
Report receipt Reconsideration December 1%t of the the MCO has 30
Form year that the Final  calendar days from
provider the release of the
Performance Final Performance

Report was issued.  Report to pay
outcome payments.

10.1.2 TDCI Independent Review Process

If a provider disagrees with the outcome of a reconsideration, they may request an
independent review through the Tennessee Department of Commerce and Insurance
(TDCI). This review is governed by the TennCare Provider Independent Review of
Disputed Claims process (T.C.A. 56-32-126). Itis understood that in the event program
care providers file such a request with the Commissioner of Commerce and Insurance for
Independent Review, such dispute shall be governed by T.C.A. 56-32-126(b).

Sample copies of the Request to Commissioner of Commerce and Insurance for
Independent Review of Disputed TennCare Claim form, instructions for completing the
form, and frequently asked questions developed by the State of Tennessee Department
of Commerce and Insurance can be obtained on the state’s website at
https://www.tn.gov/commerce/tenncare-oversight/mco-dispute-
resolution/independent-review-process.html

For questions about the independent review process, call the State of Tennessee at
(615)-741-2677.

10.1.3 MCO Reconsideration Resources
Wellpoint :
Attn: Tennessee Health Link Program Manager,

TNHealthlink@wellpoint.com
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Wellpoint THL Reconsideration Form

https://www.provider.wellpoint.com/tennessee-
provider/resources/forms

BlueCare:

BlueCare THL Reconsideration Process
http://bluecare.bcbst.com/providers/THCII Provider Dispute Resolution.
pdf

BlueCare THL Reconsideration Form
https://bluecare.bcbst.com/forms/Provider%20Forms/Value Based Reco
nsideration Form 508.pdf

BlueCare THL Appeal Form
https://bluecare.bcbst.com/forms/Provider%20Forms/Value Based Paym
ent Appeal Form 508.pdf

UnitedHealthcare:
Attn: Tennessee Health Link Manager, bh _payment reform@uhc.com
UHC THL Reconsideration Form:

Tennessee Episodes of Care / Patient Centered Medical Home / TN Health
Link / Medication Therapy Management | UHCprovider.com:

10.2 Provider Complaint Process

This process is a courtesy providedto medical and transportation providers who have a complaint
against a TennCare managed care company("MCC")ora Medicare Advantage Special Needs Plan
(“MA-SNP”). Complaints may involve claims payment accuracy and timeliness, credentialing
procedures, inabilityto contactor obtain assistance fromthe MCC/MA-SNP, miscommunication or
confusion around MCC/MA-SNP policy and procedures, etc. This process is also available for
disputing annual Episodes of Care Reports. This process is free.

When a provider complaintis received, the TennCare Oversight Division will forwardthe complaint
tothe MCCor MA-SNP forinvestigation. The MCC or MA-SNPis required to respond in writing to
both the provider and the TennCare Oversight Division by a set deadline to avoid assessment of
liquidated damages or other appropriate sanction.

If the provideris not satisfied with a Tenncare MCC's response to the complaint, the provider may
seek other remedies to resolve the complaint, including but not limited to, requesting a claims
paymentdispute be sent to an Independent Reviewer for resolution or pursuing other available
legal or contractual remedies.
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If the provideris not satisfied with a MA-SNP’s response to the complaint, the provider may seek
otherremediesto resolve the complaint, including pursuing other available legal or contractual
remedies. However, the Independent Review process is not available for MA-SNP provider
disputes.

Provider complaints can be submitted by completing the electronic form for TennCare Provider
Complaints HERE and submitting it by email (PREFERRED), fax or mail to the mailing address listed

below.

Torequesta provider complaint of an annual Provider Episode of Care Report, click here for the
Field Form to Request Provider Complaint of an Episode of Care.

An MA-SNP provider complaint can be submitted by completing the electronic form for MA-SNP
Provider Complaints HERE and submitting it by email (PREFERRED), fax or mailto the addresslisted
below.

Email Address: TennCare.Oversight@tn.gov

Fax Number: (615) 401-6834
Mailing Address:

Tennessee Department of Commerce & Insurance
TennCare Oversight Division

500 James Robertson Parkway

Nashville, TN 37243-1169

In you need to speak with us; we can be reached by Telephone at: (615) 741-2677

Please provide as much informationas possible, including copies of claims and remittance advices
and/or other denial correspondence from the MCC, if applicable.

Always include with your provider complaint:

e Full name of provider contact person
e Mailing address

ePhone #

e Fax number #

e Email address

To learn more about the PROVIDER COMPLAINT process, view the Information Packet for
PROVIDER COMPLAINTS.

64


https://www.tn.gov/content/dam/tn/commerce/documents/tcoversight/forms/PROVIDER_COMPLAINT_FORM_TC__CK_IN2000_042224.pdf
https://www.tn.gov/content/dam/tn/commerce/documents/tcoversight/forms/PROVIDER_COMPLAINT_FORM_TC__CK_IN2000_042224.pdf
https://www.tn.gov/content/dam/tn/commerce/documents/tcoversight/forms/PROVIDER_COMPLAINT_FORM_EOC_IN2002_092921.pdf
https://www.tn.gov/content/dam/tn/commerce/documents/tcoversight/forms/PROVIDER_COMPLAINT_FORM_EOC_IN2002_092921.pdf
https://www.tn.gov/content/dam/tn/commerce/documents/tcoversight/forms/PROVIDER_COMPLAINT_FORM_MA_SNP_IN2004_041924.pdf
https://www.tn.gov/content/dam/tn/commerce/documents/tcoversight/forms/PROVIDER_COMPLAINT_FORM_MA_SNP_IN2004_041924.pdf
mailto:tenncare.oversight@tn.gov
https://www.tn.gov/content/dam/tn/commerce/documents/tcoversight/forms/PC_Training_Presentation_100120.pdf
https://www.tn.gov/content/dam/tn/commerce/documents/tcoversight/forms/PC_Training_Presentation_100120.pdf

Review the Quarterly Summary of Provider Complaints here.
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11 NCQA COPYRIGHT NOTICE AND DISCLAIMER

NCQA Copyright Notice and Disclaimer

The HEDIS® measure specifications were developed by and are owned by the National
Committee for Quality Assurance (“NCQA”). The HEDIS measures and specifications are not
clinical guidelines and do not establish a standard of medical care. NCQA makes no
representations, warranties, or endorsement about the quality of any organization or physician
that uses or reports performance measures and NCQA has no liability to anyone who relies
on such measures or specifications. NCQA holds a copyright in these materials and can
rescind or alter these materials at any time. These materials may not be modified by anyone
other than NCQA. Anyone desiring to use or reproduce the materials without modification for
an internal non-commercial purpose or to report results as required by the TennCare Program
may do so without obtaining any approval from NCQA. Use of the Rules for Allowable
Adjustments of HEDIS to make permitted adjustments of the materials does not constitute a
modification. All other uses, including a commercial use and/or external reproduction,
distribution and publication must be approved by NCQA and are subject to a license at the
discretion of NCQA. ©2022 NCQA, all rights reserved.

Limited proprietary coding is contained in the measure specifications for convenience. Users
of the proprietary code sets should obtain all necessary licenses from the owners of these
code sets. NCQA disclaims all liability for use or accuracy of any coding contained in the
specifications.

CPT Copyright 2022 American Medical Association. All rights reserved. CPT® is a registered
trademark of the American Medical Association. Applicable FARS/DFARS Restrictions Apply
to Government Use. Fee schedules, relative value units, conversion factors and/or related
components are not assigned by the AMA, are not part of CPT, and the AMA is not
recommending their use. The AMA does not directly or indirectly practice medicine or
dispense medical services. The AMA assumes no liability for data contained or not contained
herein.

The CDC Race and Ethnicity code system was developed by the U.S. Centers for Disease
Control and Prevention (CDC). NCQA'’s use of the code system does not imply endorsement
by the CDC of NCQA, or its products or services. The code system is otherwise available on
the CDC website for no charge.

Certain NullFlavor codes are owned and copyrighted by Health Level Seven International
(HL7); 2022.

The American Hospital Association holds a copyright to the Uniform Billing Codes (“UB”)
contained in the measure specifications. All uses of the UB Codes may require a license from
the AHA. Specifically, anyone desiring to use the UB Codes in a commercial product to
generate HEDIS results, or for any other commercial use, must obtain a commercial use
license directly from the AHA. To inquire about licensing, contact ub04@abha.org.
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The HEDIS VSD contains coding from LOINC® (http://loinc.org). The LOINC table, LOINC
codes, LOINC panels and form file, LOINC linguistic variants file, LOINC/RSNA Radiology
Playbook, and LOINC/IEEE Medical Device Code Mapping Table are copyright © 1995-2022,
Regenstrief Institute, Inc. and the Logical Observation Identifiers Names and Codes (LOINC)
Committee and is available at no cost under the license at http://loinc.org/terms-of-use.

"SNOMED” and “SNOMED CT” are registered trademarks of the International Health
Terminology Standards Development Organisation (IHTSDO).

To purchase copies of this publication, including the full measures and specifications, contact
NCQA.
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12.1 DEPARTMENT OF CHILDREN’S SERVICES ELIGIBILITY APPENDIX:

As noted above in Section 4.2, one reason for Health Link eligibility exclusion is
patient enrollment in duplicative DCS programs. This section provides further detail
regarding this exclusion and explains the services that a Health Link can provide to
some patients enrolled in DCS programs.

On entering DCS custody, children are assessed and placed at a level of care
appropriate to their needs. Programs within some of these levels of care (level 3 and
above) have been judged to be significantly duplicative of the care coordination
offered by Health Links. Following thirty continuous days of a child’s membership in
such a level of DCS custody, they will have their Health Link membership suspended
for the duration of their time in this level of care. In extraordinary circumstances, the
DCS provider may appeal to the MCO for the continuation of the child’'s membership
(on grounds of capacity, continuity of care coordination, or following an assessment
of clear need for services provided through Health Links, such as transitional care
arrangements using the Care Coordination Tool and Admission, Discharge, Transfer
(ADT) feeds or specialized expertise on mental health care coordination for high
needs populations).

For children entering DCS custody at levels of care that do not trigger suspension of
Health Link membership, the Health Link will continue to be able to offer services for
these children and be paid for these services. The DCS provider and Family Services
Worker (FSW) will retain overall responsibility for these children and the coordination
of their broader needs (e.g., educational, legal, permanency). These providers are
expected to coordinate the health needs of these children but are allowed to
incorporate services provided by a Health Link. This pattern also reflects
arrangements made under the former Level 2 Case Management program. Working
under the auspices of the DCS FSW and provider and their permanency plan for the
child, Health Links will be able to provide a range of useful services for the child.

Such interactions might include the following (not intended to be an exhaustive list):

1) Attending the Child and Family Team meetings and contributing to
discussions regarding the child’s welfare (an example of communicating
patient needs to community supports);

2) Communicating to the DCS FSW and provider if the child has been admitted
or discharged from a hospital (as indicated through the Care Coordination
Tool) and formulating a discharge plan. This is an example of developing a
systemic protocol to assure timely access to follow-up care post discharge;

3) Using specialist knowledge of behavioral health services to coordinate
behavioral health appointments, or to help with medication management;
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4) Working with the child’s potential ‘forever family’ to educate and help them

5)

6)

manage the child’s behavioral health needs, complementing the work the
DCS FSW and provider will do for other aspects of the child’s life;

Supporting the transition in and out of DCS custody, working with the DCS
provider in the first instance to update them of the child’s behavioral health
needs and current care plan (as appropriate). And, in the latter instance
working with the DCS provider to reassume full responsibility for the child’s
care plan as they prepare to transition out of custody; or

Offering extra capacity to the DCS provider during acute spikes in the child’s
needs, requiring intensive coordination between multiple specialists and
facilities.
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12.2 MEDICAL NECESSITY CRITERIA APPENDIX
Wellpoint (formerly Amerigroup)

Tennessee Health Link Guidelines: Adults Medical Necessity Criteria

Tennessee Health Link Guidelines: Children and Adolescents Medical Necessity

Criteria
BlueCare

THL-MNC-Adult-Final-BC.pdf (bcbst.com)

THL-MNC-CY-FINAL-BC.pdf (bcbst.com)

UnitedHealthcare

Tennessee Health Link Guidelines: Adults Medical Necessity Criteria

Tennessee Health Link Guidelines: Children and Adolescents Medical Necessity

Criteria
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12.3 Engagement Evaluation

Program Requirements

1 The organization is either a Community Mental Health Center or another qualified organization
as outlined in the POM section 3.

5 The organization is committed to adopt the provider reports and demonstrates understanding of
the resources available.

3 The organization has established collaborative partners with local primary care providers and
documented letters of collaboration.
There is a designated Health Link Administrator who serves as the main point of contact for THL

4 | related matters and attends all THL MCO/State meetings or sends an appropriate designee with
notice.
There is a designated lead clinical care coordinatorwho has an active unrestricted RN license in

5 | the state of TN. If lead clinical care coordinator is not an RN there is a clearly documented
consulting process.

6 There are clearly defined case managers who act as primary point of contact for member and
family relationships and are licensed as an LPN, RN, or have obtained a bachelor’s degree.
The organization has the ability to provide behavioral health services either with a psychiatrist or

7 | primary care physician (MD/DO), a masters-level clinician (possessing a master's degree tied to
mental health practice or related subjects, with an active TN license, or a psychologist.

8 The organization has a clear onboarding process that clearly presents the goals and aims of the
THL program to new staff
The organization has a continuous learning plan enabling employed and affiliated personnel

9 | involved with Health Link to continue to grow and refine their skill set and understanding of the
program.

10 | Organization earned a minimum of four quality stars in the most recent performance year

11 | Organization has completed all coaching sessions since last Engagement Evaluation

12 Person assigned to provide clinical oversight to THL program and/or person who provides direct
oversight to integrity of treatment plans is present and engaged at Engagement Evaluation

13 Organization attends quarterly Joint Operations Committee meetings and Health Link
Administrator is present.

1 The reasons for initiation of THL service is clearly documented and identified by a licensed
clinician within 30 days of enrollment.
There is evidence of the member's consent to participate in the THL (or evidence of not opting

2 | out). Ensure an updated consent is available in the record at least every 12 months or until
discharge.
There is clear evidence of functional need, based upon the DLA or other equivalent functional

g need assessment, within 30 days of enrollment.

Person-Centered Care Plan
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4 | There is evidence of a completed person-centered care plan within 30 days of THL enrollment.

5 | The functional needs assessment is updated at a minimum of every six months.

6 The person-centered care plan is updated every six months or earlier as needed to address the
care coordination needs of the member.

2 All person-centered care plans are signed by Coordinator, Licensed Clinician and
Member/Guardian within 30 days of completion.

8 Care Plan includes physical health goal(s) if the member has a significant physical condition or
a physical health need.

9 All Care Plans include minimally 1 behavioral health goal with specific Care Coordinator
interventions.

10 | All person-centered care plans are specific, measurable, attainable, relevant, and time-based.

11 The updated care plan(s) have barriers documented for any goals that have not been noted as
"met."

12 The updated care plan(s) have modified member objectives or new care coordinator
interventions for on-going goals.

‘ THL Engagement

Based on the individualized care plan, the record documentation demonstrates efforts to

13 | provide consistent member support, as evidenced by completion of monthly care coordination
activities and engagement attempts.
Do THL progress notes contain interventions that tie directly to defined THL activities and are

14 .
related to current care plan goals? (Review most recent 3 months of progress notes)
There have been active attempts to facilitate access to community supports, communicate

15 | memberneedsto community partners (e.g. schools, food banks, etc.), and provide information
and assistance in accessing services.
There is documentation in the record that the THL is supporting health promotion with the

16 ; e
member based on member needs identified in the care plan.

17 There is documented evidence in the record that the THL is supporting recovery and resilience

through strategies to assist the member with utilizing supports in their natural environment.

Coordination of Services

There is evidence of care coordination with member's primary care provider (PCP) within 30

18 | daysof THL enrollment and at least annually. The documentation must demonstrate evidence of
outreach, eg: a mailed letter, fax, email, or phone call.

19 If member has chronic health condition(s) or ongoing medical needs, there is evidence of care
coordination with appropriate specialty providers.
If member has received inpatient or ER services, the THL has provided transitional care to

20 | include assistance in discharge planning, support in crisis situations, and/or establishing and/or

confirming follow-up care post discharge.




21

The record demonstrates care coordination attempts to close THL quality gaps in care and/or
verification that gaps are closed for the calendar year

22

‘ Continuation of Services

For children with DCS involvement, there is evidence that the THL has coordinated with DCS

Per the documentation, member demonstrates progress towards targeted goals within the past

2s 6 months or barriers to their progress have been addressed.
There is documented evidence in the record that demonstrates the THL provider conducted
24 | appropriate and/or varied efforts to engage the member during the most recent 3-6 months (F2F
visits, CM reassignment, appropriate incentives, enlisting a Peer Specialist).
25 | Thereis documented evidence of face-to-face contact or attempts at least once every quarter.
6 Member has current BH treatment needs, other specialty care needs, or a demonstrated need

for support that require THL Care Coordination Services?
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12.4 Adjustments to Outcome Payment Formula Memo

TN Division of

— lennCare

MEMO

T Tennesses Health Link Prowiders
From: Sara Co, LPC-MHSP | Behavioral Health Services Lead of Operations

Date: October 11, 2023

Subject: Adjustments to Outcome Payment Formula and Guality Thresholds

Temnessee Health Link (THL} ocwicome payments are intended to reward
providers who demonstrate high quality and efficient heakthcare for the members they
sarve, The Division of TennCare has besn evaluating the THL outcome payment

formula fo ensure it is aligned with $he value-based goals of the program.

Beginning performance year 2024, we will be modifying the outcome payment
formula. Since 2018, ocutcome payments have besn calculated using the lower
amcunt of 10% of the total annual activity paymentis or the base outcome payment
formula. Beginning in performance year 2024, the base formula for shared savings
will be wsed, and the Maximum Share of Savings wil be changed from 25% to 15%.
The 10% cap will be removed. Please note that this change will nof impact cutcome

payments paid in calendar year 2024 for performance year 2023

Performance Year 2024 Oufcome Payment Formuwla

Elficisney
Averape I provemient
Cant of Carg Parearitags 1

{PMERY) o EMichency Stars 5

AT age

Mote: 10% Cap has been emoved

Maximum
Share af Quality Member Dutcome
Savingg M Starr M Months = Payment

155& > ¥ Attrbuted alcdated

Dnvesion of TennCareChiel Meohca | Offioe =
Mashrlle TH, 37311

Tek E15-445-96904 + tn.gow'benincare bbmi

310 Great Cirde Road + Sulte 3 East =
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12.4 Adjustment to ANE Status Memo

TennCare

To: TennCare Managed Care Organizations

From: Sara Cox |Program Manager | Tennessee Health Link
Date: June 28, 2023

Subject: Adjustment to Attributed Not Enrolled Status

The Division of TennCare is directing the Managed Care Organizations
(MCOs=) to adjust the logic of the Attributed Not Enrolled (ANE) status within the
Tennessee Health Link (THL) program. Beginning August 1, 2023, ANE members
will be removed from attribution following a 24-month pericd without a
behavioral health claim. As a reminder, non-aligned dual members are excluded
from member panels, regardless of behavioral health claims status.

This change shall be reflected in the Care Coordination Tool beginning
August 14, 2023, and shall be reflected in the Movember 2023 Provider
Performance Reports. The implementation of this change is expected to result in
a decrease in the number of members included on providers” ANE panels. The
goal of introducing this change is to help providers manage their rosters and
prioritize outreach to patients with an active behavioral health need.
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12.5 Look Back Claims Memo

TN

. TennCare MEMO

To: TennCare Managed Care Organizations

From: Mary Shelton, Director, Behavioral Health fi.‘.i;:luera'cic:nsL,JI “
CC: Tennessee Health Link Organizations

Date: June 13, 2019

Subject: Tennessee Health Link re: Look Back - Claims Analysis

The Division of TennCare is directing the Managed Care Organizations (MCOs) to continue with
the 'Look Back - Claims Analysls’ for Tennessee Health Link (THL). This particular claims analysis
is being conducted to address situations where a THL member is attributed to THL A but
receives Health Link services at THL B. The analysis shall be conducted 120 days after the end
of each month to allow for claims runout.

Tennessee Health Link Provider Requirements

Praviders must enroll and/or attest to members via MCO-specific methods within 30 days of
member consent or risk denial of claims for months of service where enrollment/attestation
was not complete, At a minimurm, attestations should be submitted at least 14 days prior to
filimg the claim. Any claims submitted prior to completing the attestation/enrollment process as
defined by the MCO will deny appropriately. Effective 07/01/19, MCOs will not be required to
pay or reprocess claims that precede enrollment/attestation per TennCare guidance,

In addition, providers must also follow MCO-specific processes related to member switches.
Members will switch to the new THL per the current language in the THL Provider Operating
Manual (POM). Providers must submit switches and complete enrollment, as required by gach
MCDO, before filing a claim. Any claims submitted without a switch submission and enraliment,
if required by the MCO, will deny appropriately. Effective 07/01/19, MCOs will not be required
to pay or reprocess claims where the MCO switch process was not followed.

The Division of TennCare will add this language to the THL POM at the next scheduled update.
However, the omission of this language in the current version of the THL POM, does not, in any
way, restrict the applicability of the 07/01/19 effective date of this guidance.

If you have any questions or concerns regarding this information, please contact Mary Shelton
at Mary.c.shelton@tn.gov or 615-507-6687,

Behavicral Health Operations + 310 Great Circle Rd - Nashville, TH 37243
Tel: 615-507-6687
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