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“It’s my hope that we can provide quality 

health care for more Tennesseans while 

transforming the 

relationship among health care users, 

providers and payers. If Tennessee can do 

that, we all win.”

– Governor Haslam’s address to a joint 

session of the state Legislature, March 

2013

We are deeply committed to reforming the way that we pay for healthcare in Tennessee

Our goal is to pay for outcomes and for quality care, and to reward strongly performing physicians

We plan to have value-based payment account for the majority of healthcare spend within the next three to five years 

By aligning on common approaches we will see greater impact and ease the transition for providers

We appreciate that hospitals, medical providers, and payers have all demonstrated a sincere willingness to move toward 

payment reform

By working together, we can make significant progress toward sustainable medical costs and improving care

Tennessee Health Care Innovation 

Initiative
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Forty percent of commercial sector payments to doctors and hospitals now flow through value-oriented 

payment methods.         -Catalyst for Payment Reform

“Looking forward, we project that 20% to 25% of our medical costs will run through some form of 

value-based network contract in 2014 and are committed to increasing that participation 

percentage to 45% by 2017”

“HHS has set a goal of tying 30 percent of traditional, or fee-for-service, Medicare payments to 

quality or value through alternative payment models, such as Accountable Care Organizations 

(ACOs) or bundled payment arrangements by the end of 2016, and tying 50 percent of payments 

to these models by the end of 2018.”

“Thirty-seven Blue Plans have more than 350 value-based programs in market or in 

development, with more than 215,000 participating providers providing care to nearly 24 million 

members.”

“Cigna has been at the forefront of the accountable care organization movement since 2008 and 

now has 114 Cigna Collaborative Care arrangements with large physician groups that span 28 

states, reach more than 1.2 million commercial customers and encompass more than 48,000 

doctors.”

"...increase value-based payments to doctors and hospitals by 20% this year to north of $43 

billion...ended the year at about $36 billion of spend in value-based arrangements and we're 

looking to drive that north of $43 billion in 2015”

“We hope to have 75 percent of primary care physicians in our networks participating in this 

population health model by 2016." 

National movement toward value-based payment

4

Tennessee’s Three Strategies

Primary Care 

Transformation

Episodes of Care

Long Term Services 

and Supports

ExamplesSource of value 

• Maintaining a person’s 

health overtime

• Coordinating care by 

specialists

• Avoiding episode events 

when appropriate

• Encouraging primary 

prevention for healthy 

consumers and 

coordinated care  for the 

chronically ill

• Coordinating primary and 

behavioral health for 

people with SPMI

• Achieving a specific 

patient objective, 

including associated 

upstream and 

downstream cost and 

quality

• Wave 1: Perinatal, joint 

replacement, asthma 

exacerbation

• Wave 2: COPD, 

colonoscopy, 

cholecystectomy, PCI

• 75 episodes by 2019

• Provide long-term  

services and supports 

(LTSS) that are high 

quality in the areas that 

matter most to recipients

• Aligning payment with 

value and quality for 

nursing facilities (NFs) 

and home and community 

based care (HCBS)

• Training for providers

Strategy elements

• Patient Centered Medical 

Homes

• Health homes for people 

with serious and persistent 

mental illness

• Care coordination tool with 

Hospital and ED admission 

provider alerts

• Retrospective Episodes of 

Care

• Quality and acuity adjusted 

payments for LTSS services

• Value-based purchasing for 

enhanced respiratory care

• Workforce development

4
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PRIMARY CARE TRANSFORMATION
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Patient Centered Medical Homes (PCMH) 

for all Tennesseans

• Prevention and chronic disease management 

• Avoiding episode events when appropriate

• The highest cost 5% of TennCare members account for nearly half 

of total adjusted spend

• Members in the highest cost 5% were also in that category the 

previous year 43% of the time.

TennCare Health Homes 

for members with Severe Mental Illness 

• Behavioral and physical health services integration

• Individuals with behavioral health needs make up only 20% of the 

TennCare population, but 39% of the total spend

Primary Care Transformation

BH spendPatients with 

BH needs

Patients with

no BH needs

Physical health 

spend

for patients with 

BH needs

Patients

Spend for patients

with no BH needs

Spend3

2014 Medicaid patients and spend1,2

Annualized patients, share of dollars

1 Annualized members (not unique members) shown here with no exclusions made on population or spend. Only 86% of Annualized members were claimants

2 Most inclusive definition of patients with BH needs used here of members who are diagnosed and receiving care, diagnosed but not receiving care, and receiving 

care but undiagnosed. Behavioral health spend defined as all spend with a BH primary diagnosis or BH-specific procedure, revenue, or HIC3 pharmacy code. 

3 Excludes claims billed through the Department of Children’s Services

61%

28%

11%

80%

20%
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A multi-payer shared care coordination tool will allow 

primary care providers to implement better care coordination 

in their offices
▪ Alerts providers of any of their 

attributed patients’ hospital 

admissions, discharges, and 

transfers (ADT feeds)

▪ Identifies patients risk scores

▪ Generates and displays gaps-

in-care and creates prioritized 

workflows for the care team

▪ Maintains, executes and tracks 

activities against patient-

specific care plans

▪ Displays prescription fills, with 

alerts on polypharma and gaps 

in medication adherence

Hospital A

Hospital B

Hospital C

Hospital D

Hospital E

Shared care 

coordination 

tool

PCPHealth 

Home

PCP
Health 

Home PCP

PCP

Care coordination 

information

Payer A

Payer C

Payer B

Claims dataADT feeds
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2016 2017 2018

• June - August: Pilot of Care 
Coordination Tool

• July: Launch PCMH Wave 1 
(possible delay)

• September: Provider training 
and technical assistance 
begins

• October: Launch Health 
Homes statewide for 
TennCare members with 
acute Behavioral Health 
needs

• Jan: Expand PCMH to 
Wave 2 practices 

• Provider training and 
technical assistance 
ongoing

• Jan: Expand PCMH to 
Wave 3 practices

• Provider training and 
technical assistance 
ongoing

Tennessee’s goal is to enroll 65% of TennCare members in a 

PCMH practice by 2020

Tennessee’s timeline for PCMH and Health Home rollout: 

Primary Care Transformation: Overall 

Timeline
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PCMH care delivery improvement model

Stage 2: Emerging modelStage 1: Providers in transition
Stage 3: Steady-state 

transformation

Focus for 

care 

delivery 

improve-

ments

• Changes in direct control of PCP 

including

▫ Enhance access and continuity 

(e.g., office-hours, after-hours 

access)

▫ Provide self-care support and 

community resources including 

wraparound support

▫ Plan and manage care by 

developing evidence-based care 

plan with input from patient and their 

family

▫ Refer to high-value providers

• Greater emphasis on diagnosis and 

treatment of low-acuity behavioral 

health needs

• Measure and improve performance

Additional priorities to include:

• Practice at top of license 

including use of extenders

• Joint decision-making with 

behavioral health providers and 

other specialist

• Improve integrity of care 

transitions

• Address social determinants of 

health

Additional priorities to include:

• Multi-disciplinary team-

based care including regular 

interactions in-person

• Full IT connectivity across 

providers including 

interoperable records

• Co-location of behavioral 

and physical healthcare 

where feasible

• Health and wellness 

screenings, outreach, and 

engagement

Primary 

patient 

prioritiza-

tion

• All patients in PCMH

• Primary PCMH prioritization1 and focus 

on patients with chronic conditions 

and existing PCP contact due to 

near-term value capture

• Additional prioritization and fo-cus

on patient groups including:

▫ Chronic conditions but no 

PCP contact2

▫ Patients at risk of developing 

chronic condition

• Broader focus on all 

patients including healthy 

individuals

1 Prioritization of patient sub-groups to be conducted through the selection of quality and utilization measures, types of practice transformation support, 

allocation of staff resources for tracking and monitoring, and reporting focus   2 Based on claims 
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TAG recommendation on requirements for PCMH

Activity 

requirements

Eligibility 

requirements

What is required

• Register for NCQA

• Complete Tennessee-specific 

framework of NCQA activities as 

follows 

What is not required (examples)

• NCQA recognition criteria (i.e., Levels 

1, 2, 3)

Detail follows

1 Practices to define roles of clinical and non-clinical members of practice team as an activity requirement

Suggested 

ratios for care 

team to be 

provided to 

PCMHs

• No EHR requirement

• For personnel:

– No licensure requirements within 

current scope of practice

– No staffing ratio requirements

• Stated commitment to the program

• Minimum panel size requirement of 

[500] patients with a single MCO with 

vision to broaden as we scale up to be 

inclusive of multiple MCOs over time

• TennCare practice type (i.e., adults, 

pediatrics, internal medicine, 

geriatrics) with one or more PCPs

• Use of Care Coordination Tool

– Create unique ID and identify roles

– Completion of training

– Use of Tool for care transitions

• Designation of PCMH Director1

– No licensure requirement

– Ongoing physical presence 

required
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Activities 

recommen-

ded by TAG

Activities shown 

to improve 

quality and value 

in other states

Activities with 

effective reporting 

and collection 

methods

Clinical impact filter
Learnings from other states filter

Ease of administration filter

27 NCQA

Elements

20 

elem-

ents

11 elem-

ents for 

discus-

sion

14 

el.

20 of 27 Elements recommended by 

TAG

PCMH examples in other states 

have demonstrated highest value 

elements

Tracking and monitoring of 

activities were worthwhile and not 

burdensome

• Feedback has focused on 3 

questions:

– What can physicians do 

differently to have a major impact 

on patients

– What will have the greatest 

impact on total cost of care

– State readiness (e.g., EHR)

• Inputs case studies and research 

to identify most valuable Elements

• Amended some NCQA elements 

and factors to help meet TennCare

goals

• Elements and factors with high 

ease of documentation and 

execution in selection process 

preferred over alternatives

TAG recommendation on requirements for PCMH: Select NCQA elements

12

Patient-

centered 

access

1

TAG recommendation on PCMH activity requirements (1/4) Initial capability required

Ongoing activity review

Standard Required factorsElements with descriptions

24/7 Access to Clinical Advice (Element B)

The practice has a written process and defined 

standards for providing access to clinical advice 

and continuity of medical record information at all 

times, and regularly assesses its performance on:

• Providing timely advice by telephone1

• Clinical summaries are provided within 1 

business day for more than 50% of office 

visits1

Patient-centered appointment access (Element 

A)

The practice has a written process and defined 

standards for providing access to appointments, 

and regularly assesses its performance on the 

required factors

Electronic Access (Element C)

The following information and services are 

provided to patients/families/ caregivers, as 

specified, through a secure electronic system

Team-

based 

care

The practice team (Element D)

The practice uses a team to provide a range of 

patient care services by:

1 Recommended by TAG member

2

Within 

the first 

year

Within 

the first 

6 mo.

Within 

the first 

2 years

Ongoing 

beyond 

year 2

• Provide same-day appointments for routine 

and urgent care1

• Provide routine and urgent care 

appointments outside regular business 

hours1

• Identifying team structure and the staff who 

lead and sustain team based care

• Defining roles for clinical and nonclinical 

team members1

• Holding scheduled patient care team 

meetings or a structured communication 

process focused on individual patient care
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1 Recommended by TAG member

Use data for population management (Element 

D)1

At least annually the practice proactively identifies 

populations of patients and reminds them, or their 

families / caregivers, of needed care based on 

patient information, clinical data, health 

assessments and evidence-based guidelines 

including:

Implement evidence-based decision support 

(Element E)1

At least annually the practice proactively identifies 

populations of patients and reminds them, or their 

families / caregivers, of needed care based on 

patient information, clinical data, health 

assessments and evidence-based guidelines for:

TAG recommendation on PCMH activity requirements (2/4) Initial capability required

Ongoing activity review

Popula-

tion

health 

manage-

ment

3
• A mental health or substance use disorder1

• A chronic medical condition1

• An acute condition1

• A condition related to unhealthy behaviors1

• At least three different chronic or acute 

care services1

• Patients not recently seen by the practice1

Standard Required factorsElements with descriptions

Within 

the first 

year

Within 

the first 

6 mo.

Within 

the first 

2 years

Ongoing 

beyond 

year 2

14

Care planning and self-care support (Element 

B)

The care team and patient / family / caregiver 

collaborate (at relevant visits) to develop and 

update an individual care plan that includes the 

following features for 75% of all patients prioritized 

for care management [i.e., top 10% of patients 

across various factors]3:

Use electronic prescribing (Element D)

The practice uses an e-prescription system with 

one of the following  capabilities4: 

1 [Text] added to above NCQA Element A to specify target population as most high risk patients         2 Recommended by TAG member

3 [Text] is consistent with NCQA’s intention to tie Element B with Element A above

4 NCQA does not specify “one of the following”; instead gives a higher score for meeting more factors

TAG recommendation on PCMH activity requirements (3/4) Initial capability required

Ongoing activity review

• Behavioral health conditions2

• High cost/high utilization2

• Poorly controlled / complex conditions

• Social determinants of health2

• Referrals by outside organizations2

Identify patients for care management (Element 

A)

The practice [shares a list developed through a 

systematic process as identified by the Care 

Coordination Tool of at least top 10% of patients]1

who may benefit from care management. The 

process includes consideration of the following:

• Incorporates patient preferences and 

functional / lifestyle goals

• Identifies treatment goals

• Assesses and addresses potential barriers 

to meeting goals2

• Includes a self-management plan2

• Is provided in writing to the patient / family / 

caregiver2

• More than 50% of eligible prescriptions 

written by the practice are compared to 

drug formularies and electronically sent to 

pharmacies

• Performs patient-specific checks for drug-

drug and drug-allergy interactions

• Alerts prescribers to generic alternatives

Care 

manage-

ment

support

4

Standard Required factorsElements with descriptions

Within 

the first 

year

Within 

the first 

6 mo.

Within 

the first 

2 years

Ongoing 

beyond 

year 2
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 Track referrals until the consultant or specialist’s 

report is available, flagging and following up on 

overdue reports1

1 Recommended by TAG member

The practice uses performance data to identify 

opportunities for improvement and acts to improve 

clinical quality, efficiency, and patient experience1

Coordinate care transitions (Element C)

The practice will do the following:

No elements or 

factors required for 

this standard

TAG recommendation on PCMH activity requirements (4/4) Initial capability required

Ongoing activity review

Care 

coordi-

nation 

and care 

transit-

ions

5

Referral tracking and follow-up 

(Element B)

The practice will do the following:

 Consistently obtains patient discharge summaries 

from the hospital and other facilities1

 Proactively identifies patients with unplanned 

hospital admissions and emergency department 

visits1

 Proactively contacts patients/families for 

appropriate follow-up care within an appropriate 

period following a hospital admission or ED visit1

 Obtains proper consent for release of information 

and has a process for secure exchange of 

information and for coordination of care with 

community partners

Perform-

ance

measure-

ment and 

quality 

improve-

ment

6

Standard Required factorsElements with descriptions

Within 

the first 

year

Within 

the first 

6 mo.

Within 

the first 

2 years

Ongoing 

beyond 

year 2

16

PCMH TAG recommendations on quality metrics

Quality 

metrics for 

adults

Quality 

metrics for 

children

• Diabetes: Retinal exam

• Diabetes: BP < 140/90

• Childhood immunizations

• Asthma medication management

• Adult BMI screening

• Diabetes: Nephropathy

• Controlling high blood pressure

• EPSDT screening rate1

• Asthma medication management

• Immunizations for adolescents

• ADHD/ADD follow-up care

• Antidepressant medication management

Core measures

Efficiency 

metrics

• Emergency department admits per 1000 

members

• Generic dispensing rate

• Inpatient admissions per 1000 members

• Outpatient specialty visits per 1000 

members

Measures for reporting only

• Influenza immunization

• Tobacco use: screening and cessation 

intervention

• Screening for clinical depression and follow-up 

plan

• Substance abuse and intervention

• Avoidance of antibiotics in adults with acute 

bronchitis

• Appropriate treatment for children with URI

• Substance abuse screening and intervention

• Screening for clinical depression and follow-up 

plan

• Influenza immunization

• PCP visits per 1000 members

• Inpatient average length of stay

• Avoidable ED share of ED visits

• Ambulatory sensitive inpatient admits per 1000

• Ambulatory sensitive ED visits per 1000

1 Includes four separate measures
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Detail payment model for PCMH 

Outcomes-

based 

payment
3

Objective

Requirements for initial 

period payment

Additional 

requirementsPayment

New 

clinical 

activities

2

• Compensate for 
new clinical 
activities not 
currently, directly 

reimbursed for on 
the condition of 
quality and cost 
improvement

• Eligibility requirements

• Activity verification

• Achieving quality 
and cost 
outcomes 
required to 

receive payments 
beyond first year

• Risk-adjusted PMPM
payment with 
restrictions on use

• Encourage 
improvements in 
total-cost-of care 
and clinical 

outcomes

• Improvement in Total 
Cost of Care, post 
technical adjustment

• Quality measures

• Minimum panel size

• Same as initial 
period

• Opportunity for 
large practices to 

gain further 
incentives

• High-volume PCMH
practices (or pools of 
smaller practices):
Shared savings based 

on total cost of care

a

• Quality and cost 
outcomes

• Same as initial 
period

• Low-volume PCMH
practices: Bonus 
payment based on 
TCOC proxies (e.g., 

ED utilization, quality)

b

Practice 

transfor-

mation

1

• Support initial 
investment in 
practice changes 
including 

infrastructure and 
personnel

• Eligibility requirements • In-kind coaching 
and support 
sunsets after 2 
years

• In-kind coaching and 
support

• Direct, non-risk 
adjusted payment

a

b

18

HEALTH HOMES
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Draft Health Home member identification criteria

Working Health Home criteria

Category 3:

Functional 

need

Provider documentation of functional need, to be determined by the 

provider and verified by the MCO.  Designed to align with new L2 

case management medical necessity criteria

• Abuse and psychological trauma

• Adjustment reaction

• Anxiety

• Conduct disorder

• Emotional disturbance of childhood 

and adolescence

• Major depression

• Other depression

• Other mood disorders

• Personality disorder 

• Psychosis

• PTSD

• Psychosomatic disorders

• Somatoform disorders

• Substance use

• Other / unspecified

One or more behavioral health-related (a) inpatient admissions or (b) 

crisis stabilization unit admissions or residential treatment facility 

admissions; WITH a diagnosis of:

Category 2:

Diagnostic 

and 

utilization 

criteria

Category 1:

Diagnostic 

criteria only

A diagnosis or code of:

• Attempted suicide or self-injury

• Bipolar disorder

• Homicidal ideation

• Schizophrenia

P
ro

v
id

e
r 

re
fe

rr
a

l
C

la
im

s
-b

a
s

e
d

or

or

20

Eligibility 

require-

ments

Personnel

Activities 

(detail in 

appendix)

1 Based on Health Home assignment process

2 Exceptions may be made for rural areas or counties in which there wouldn’t otherwise be a Health Home 

3 CMS e-prescribing requirements include exchange of medication history, formulary and benefit information, and fill status notification, 

among others

• Provider type: CMHC, mental health clinic, or other qualified Health Home provider (i.e., 

FQHC, PCP, BH specialty, or BH residential facility) with at least [250] patients1,2

• Stated commitment to collaboration with primary care (i.e., documentation of agreement of 

collaboration with PCP)

• State care coordination tool: Adoption of care coordination tool (i.e., creation of ID and 

identification of roles)

• e-Prescribing: Documented plan to progress toward CMS e-prescribing requirements by 

October 20183

Potential requirements

• Integrated care plan 

• Patient relationship

• Transitions of care

• Engage medical providers

• Engage behavioral health 

providers

• Engage supportive services

• Population health management

TAG recommendation on Health Home provider requirements

• 1 identified Health Home administrator to act as point of contact

• Identification of a care team, including:

▫ Clinical care coordinator(s): Employed Registered Nurse to 

coordinate with medical professionals 

▫ Case manager(s) to be primary point of contact for patient and family 

relationship

• Capability to provide behavioral health services onsite (i.e., either 

on staff or through affiliation), with either:

▫ A psychiatrist, or

▫ Psychologist and an MD

• Training / continuous learning participation

Suggested 

guidelines for 

staffing ratios 

to be provided 

to Health 

Homes
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Health Home TAG recommendations on quality metrics

Behavioral 

health 

quality 

measures

Physical 

health 

quality 

measures

Core Measures

• 30-day Psychiatric Hospital / RTF Readmission rate

• 7-day Psychiatric Hospital / RTF Readmission rate

• Follow-up after hospitalization for mental illness within 30 days

• Follow-up after hospitalization for mental illness within 7 days

• Suicide Risk Assessment1

• Antidepressant Medication Management1

• Use of Multiple Concurrent Antipsychotics in Children and Adolescents2

• Nephropathy for patients with diabetes1

• Retinal exam for patients with diabetes1

• BP < 140/90 for patients with diabetes1

• Asthma medication management

• Adult BMI screening1

• Controlling high blood pressure1

• Immunizations for adolescents2

• EPSDT screening rate2

• Childhood immunizations2

Efficiency 

measures

• Rate of inpatient psychiatric admission

• Psychiatric inpatient days

• ED utilization for behavioral-health related causes

• Inpatient admissions per 1000 members

• ED visits per 1000 members

• All-cause readmission rate

• Rate of residential treatment facility admissions

1 For adults only

2 For children/ adolescents only

22

Briefing on payment model for Health Home

1 Initial payment to be defined for a specified range of time, e.g., first year of practice operations

Practice 

transfor-

mation

New 

clinical 

activities

Outcome 

based 

payment

1

2

3

Payment

Requirements for initial 

period payment1

Additional 

requirementsObjective

• Eligibility requirements • Personnel and 

activity 

requirements in 

later period

• Payments sunset 

after limited time

• Support initial 

investment in 

practice changes 

including 

infrastructure and 

personnel

• PMPM payment with 

restrictions on use

• Eligibility requirements

• Personnel requirements

• Activity verification (e.g., 

care plans, follow-up post 

discharge)

• Achieving quality 

and cost 

outcomes 

required to 

receive payments 

beyond first year

• Activity 

requirements 

increase over 

time

• Compensate for 

new clinical 

activities not 

currently, directly 

reimbursed for 

on the condition 

of quality and 

cost 

improvement

• Incentive payment 

based on outcomes 

proxies

• Eligibility requirements

• Quality and efficiency 

outcomes

• Quality and 

efficiency 

requirements 

increase over 

time 

• Encourage 

improvements in 

clinical and 

efficiency 

outcomes

• In-kind coaching and 
support

• Time-limited, non-risk 
adjusted payment

a

b
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Health Home provider application and selection timeline

Objective

Key 

milestones

Health Home Application
Provider Readiness 

Assessment

Health Home 

implementation

Identify preparedness of likely 

Health Home providers for the 

upcoming application and 

determine level and nature of 

support required

Identify qualifying Health 

Home providers in Tennessee 

based on a set of objective 

criteria

Finalize each provider’s 

member panel and prepare 

for October 1 go-live

• Short list of likely Health 

Home providers identified

• Communication sent to 

providers

• Readiness assessment 

released (mid-February)

• Providers complete 

readiness assessment

• State synthesizes results of 

readiness assessment

• Health Home applications 

open to providers

• Providers complete Health 

Home application

• State approves Health 

Home applications 

• Final Health Home 

designations shared with 

providers

• MCO-provider contract 

amendments

• Health Home member 

identification and 

assignment to Health 

Homes by MCOs

• Communication of Health 

Home assignment to 

patients

• MCOs reassign patients to 

preferred Health Homes

• Health Home go-live

February– March 2016 May-June 2016 July– Oct 2016Timing

24

Thank You

• Questions? Email payment.reform@tn.gov

• More information: 

http://www.tn.gov/hcfa/section/strategic-planning-and-

innovation-group

mailto:payment.reform@tn.gov
http://www.tn.gov/hcfa/section/strategic-planning-and-innovation-group
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Appendix: 

Detail on PCMH quality measures 

Detail on Heath Home activity requirements 

26

Recommended 

measure Details

Diabetes: 

Nephropathy

• % of patients 18 to 75 years of age with type 1 or type 2 

diabetes who received medical attention for nephropathy

Asthma 

medication 

management

• The % of members 5-64 years of age during the measure-ment

year who were identified as having persistent asthma and were 

dispensed appropriate medications that they remained on 

during the treatment period. The rate included in this measure 

would be the % of members in this age group who remained 

on an asthma controller medication for at least 75% of their 

treatment

• % of patients 18 to 75 years of age with type 1 or type 

2 diabetes who had an eye exam (retinal) performedDiabetes: Retinal 

exam

• % of patients 18 to 75 years of age with type 1 or type 2 

diabetes whose most recent blood pressure reading is less 

than 140/90 mm Hg (controlled)Diabetes: BP < 

140/90

Source

• HEDIS

• HEDIS

• HEDIS

• HEDIS

PCMH TAG recommendations on core quality metrics for adults (1/2)
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PCMH TAG recommendations on core quality metrics for adults (2/2)

Adult BMI 

screening

Controlling high 

blood pressure

Antidepressant 

medication 

management

Recommended 

measure Details Source

• % of patients, ages 18-74 years, with an OP visit whose BMI 

was documented during the measurement year or the year 

prior

• HEDIS

• % of patients ages 18-59 and 60-85 who had a diagnosis of 

hypertension whose blood pressure was adequately controlled 

(<140/90) during the measurement year

• HRSA, 

HEDIS

• % of 18 and older who were treated with antidepressant 

medication, had a diagnosis of major depression and who 

remained on an antidepressant regime; report

• Acute phase - % who remained on meds 84 days (12 weeks)

• Continuation phase - % who remained on meds for 180 days 

(6 months)

• HEDIS

28

Recommended 

measure for reporting Details Source

Avoidance of 

antibiotics in adults 

with acute bronchitis

Screening for clinical 

depression and 

follow-up plan

Influenza 

immunization

Tobacco use: 

screening and 

cessation 

intervention

PCMH TAG recommendations on adult quality metrics for reporting only

1 Medical record review is required to determine exclusions for denominator

Additional measures may be added for reporting only [e.g., pneumococcal vaccine for high risk 

patients]; core and reporting only measures may change over time

Substance abuse 

screening and 

intervention

• The % of adults 18-64 years of age with a diagnosis of acute 

bronchitis who were not dispensed an antibiotic prescription

• HEDIS

• The % of Medicaid enrollees age 18 and older screened for clinical 

depression on the date of the encounter using an age-appropriate 

standardized depression screening tool, and if positive, a follow-up 

plan is documented on the date of the positive screen

• HEDIS

• The % of patients aged 6 months and older seen for a visit 

between October 1 and March 31 who received an influenza 

immunization OR who reported previous receipt of an influenza 

immunization

• NQF

• The % of patients aged 18 years and older who were screened for 

tobacco use at least once during the two-year measurement period 

AND who received cessation counseling intervention if identified as 

a tobacco user

• NQF

• NQF2• The % of patients aged [18 years]1 and older who were screened 

at least once within 24 months for tobacco use, unhealthy alcohol 

use, nonmedical prescription drug use, and illicit drug use AND 

who received an intervention for all positive screening results
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Immunizations for 

adolescents

EPSDT screening 

rate 

Asthma 

medication 

management

ADHD/ADD 

Follow-up Care 

PCMH TAG recommendations on core quality metrics for children (1/2)

1 HEDIS “Well Child visits in the first 15 months of life” measure does not cover prenatal, newborn, 3-5 day, and ‘by 1 month’ preventive visits 

listed in the Bright Futures periodicity schedule

Recommended 

measure Details Source

• HEDIS, 

CHIPRA

• HEDIS / 

HEDIS-

like

• HEDIS, 

CHIPRA

• HEDIS, 

CHIPRA

• The % of members 5-64 years of age during the measure-ment year 

who were identified as having persistent asthma and were dispensed 

appropriate medications that they remained on during the treatment 

period. The rate included in this measure would be the % of members 

in this age group who remained on an asthma controller medication for 

at least 75% of their treatment

• The % of members who turned 15 months old during the measurement 

year and who had 6 or more well child visits with a PCP from 31st day 

from birth to 15 months of life2

• The % of members 16 months - 3 years who 2 or more well child visits 

with a PCP during the measurement year

• The % of members 4 years – 11 years of age who had 1 or more well 

child visits with a PCP during the measurement year

• The % of enrolled members 12-21 years of age who had at least one 

comprehensive well-care visit with a PCP or an OB/GYN practitioner 

during the measurement year

• The % of adolescents 13 years of age who had one dose of 

meningococcal vaccine and one Tdap or one Td by their 13th birthday. 

The measure calculates a rate for each vaccine and one combination 

rate.

• The % of children newly prescribed ADHD medication who had at least 

three follow-up care visits within a 10-month period, one of which was 

within 30 days of when the first ADHD medication was dispensed 

(including both Initiation Phase of 30 days and Continuation and 

Maintenance phase of 270 days for members 

6-12 years of age)

30

Recommended 

measure Details Source

Childhood 

immunizations

Weight 

assessment and 

nutritional 

counseling

PCMH TAG recommendations on core quality metrics for children (2/2)

• HEDIS, 

CHIPRA

• HEDIS, 

CHIPRA

• The percentage of children 2 years of age who had 4 DTaP), 3 polio, 1 

MMR, 3 HiB, 3 HepB, 1 VZV, and 4 PCV by their second birthday

• Weight assessment and counseling for nutrition and physical activity 

for children/adolescents ages 3-17 including BMI
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PCMH TAG recommendations on children quality metrics for reporting only

1 NQF measure is for 18 and older; can use a younger age range, e.g., 12-18, for children's measure

2 Measure steward: American Society of Addiction Medicine

Appropriate 

treatment for 

children with URI

Substance abuse 

screening and 

intervention

Screening for 

clinical depression 

and follow-up plan

Recommended 

measure for reporting Details Source

Influenza 

immunization

Additional measures may be added for reporting only [e.g., AAFP lipid screening 

measure, rotavirus]; core and reporting only measures may change over time

• The % of children 3 months—18 years of age who were given 

a diagnosis of upper respiratory infection (URI) and were not 

dispensed an antibiotic prescription

• The % of patients aged [18 years]1 and older who were 

screened at least once within 24 months for tobacco use, 

unhealthy alcohol use, nonmedical prescription drug use, and 

illicit drug use AND who received an intervention for all 

positive screening results

• The % of patients aged 12 years and older screened for 

clinical depression using an age appropriate standardized tool 

AND follow-up plan documented

• The % of patients aged 6 months and older seen for a visit 

between October 1 and March 31 who received an influenza 

immunization OR who reported previous receipt of an 

influenza immunization

• NQF2

• NQF

• NQF

• HEDIS

32

TAG recommendation on Health Home activity requirements (1/3)

Care plan

Activity requirements for Health Home providers

Develop behavioral health treatment plan within 30 days of 

patient engagement and incorporate input from communication 

with PCMH / PCP within 90 days

Create and update care coordination plan in collaboration 

with the patient, which addresses barriers to treatment 

adherence and crisis management

Participate in medical treatment plan development

Required 

starting 

Year 1

Required 

starting 

Year 2

Core 

element 

of L2 CM

Patient 

relationship

Provide high-touch in-person support to ensure treatment 

and medication adherence (e.g., medication drop-off, 

transportation to appointments)

Check ins with patient to support treatment adherence

Provide additional high touch support in crisis situations 

when other resources are unavailable, or as an alternative to 

ED / crisis services

Educate the patient and his/her family on independent living 

skills with attainable and increasingly aspirational goals
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TAG recommendation on Health Home activity requirements(2/3)

Transitions of 

care

Potential activity requirements for Health Home providers

Participate in development of discharge plan for each 

hospitalization, beginning at admission

Receive ADT notifications for the patient

Supports scheduling and reduce barriers to adherence for 

medical appointments, including in-person accompaniment 

to some appointments

Required 

starting 

Year 1

Required 

starting 

Year 2

Core 

element 

of L2 CM

Follow up with PCP to understand significant changes in 

medical status, and translate into care plan

Proactive outreach with PCP regarding specific gaps in care

Engage 

medical care 

providers

Supports scheduling and reduce barriers to adherence for 

behavioral health appointments, including in-person 

accompaniment to some appointments

Follow up with behavioral health provider to understand 

behavioral health needs, and translate into care plan

Engage 

behavioral 

health 

providers 

34

TAG recommendation on Health Home activity requirements(3/3)

Engage 

supportive 

services

Potential activity requirements for Health Home providers

Communicate patient needs to community partners

Facilitates access to community supports (food, shelter, 

clothing, employment, legal, entitlements), including 

scheduling and follow through

Track and report on program’s quality outcomes

Required 

starting 

Year 1

Required 

starting 

Year 2

Core 

element 

of L2 CM

Continuously identify highest risk patients and align with 

organization to focus resources and interventions

Participate in regular inter-disciplinary care team 

meetings with PCMH / PCP

Population 

health 

manage-ment

and 

supporting 

capabilities

Participate in practice transformation training and 

learning collaboratives on such topics as patient / family 

education, recovery education, and evidence-based medicine

Meet CMS e-prescribing requirements


