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Executive Summary

Tennessee faces persistent health challenges, including shorter life expectancy than the national
average and higher rates of chronic conditions such as obesity, diabetes, and hypertension. These
challenges demand scalable evidence-based preventive strategies to improve outcomes and reduce
costs.! Motivational Interviewing (Ml)-based health coaching offers an evidence-based approach to
empower individuals, improve self-management, and increase access to essential preventive care.
Decades of research demonstrate that Ml enhances medication adherence, blood pressure control,
and lifestyle behaviors, while fostering trust and engagement among patients and providers.?*

Tennessee is well positioned to advance Make America Healthy Again (MAHA) evidence-based
preventive priorities, since MAHA'’s focus on early intervention, prevention, and long-term wellness is
highly aligned with the state’s ongoing efforts.® Tennessee has already established industry leading
guidelines for reimbursing health coaches in team-based care.®® Tennessee-specific initiatives,
including the Neighborhood Health Hub and Lifedoc Health programs demonstrate how integrating
health coaches into care improves health outcomes.®!" These programs demonstrate the feasibility
and impact of MI-based health coaching in both clinical and community settings, offering scalable
models for improving health outcomes, reducing disparities, and generating cost savings.'"'3

This white paper provides an overview of the evidence supporting Ml-based health coaching and its
application within Tennessee. It highlights national trends, state-specific health challenges, and the
role of health coaching in addressing chronic disease and health disparities. The recommendations
outlined here are designed to guide organizations in implementing scalable, patient-centered
strategies that align with Tennessee’s population health priorities.

To inform this work, the Tennessee Heart Health Network Executive Council, its Population Health
Subcommittee, and Tennessee Population Health Consortium staff reviewed national and regional
implementation science literature, consulted with national and regional experts, and assessed case
studies documenting the experience of Tennessee health care organizations implementing health

coaching programs. The results, presented in this white paper, provide a framework for Tennessee
policymakers, health plans, and healthcare providers to improve care by implementing evidence-

based health coaching programs. Five key recommendations for Tennessee arise from this review:

e Health coach certification standards should continue to emphasize fidelity to the evidence-
based MI health counseling approach given its proven effectiveness;
e Increase access to affordable training and certification in MI-based health coaching, including:
o Foundational MI training and certification for all healthcare workers to increase
counseling effectiveness, person-centeredness, and improve clinical outcomes;
o Advanced health coach certification should be provided for all non-licensed lay staff
directly supporting behavior change;
e Promote integration and sustainability of health coaching in health systems across Tennessee
by continuing to align state Medicaid, Medicare, and private insurance payment policies.®®
e Tennessee health plans, community-based organizations, and healthcare providers should
work together to increase access to MI-based personal health coaching for all Tennesseans
struggling with cardiometabolic health conditions.

National and Tennessee evidence is unequivocal: Every Tennessean could benefit from access to
evidence-based personal health coaching as a fundamental component of recommended preventive
care. Tennessee is poised to become a national leader in prevention of chronic disease by integrating
Mi-based health coaching into every health system in Tennessee.
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Introduction

Nationally, chronic diseases account for 8 of the 10 leading causes of death in the United States,
including heart disease, stroke, and diabetes which affect more than half of the population.' Further
compounding the issue, many individuals experience multiple chronic diseases and account for a
disproportionately high share of health care resources and costs. Rural populations and racially and
ethnically diverse communities are disproportionately impacted, facing higher prevalence rates,
greater barriers to care, and worse health outcomes.’- 415

Tennessee faces persistent health challenges, including shorter life expectancy than the national
average and higher rates of chronic conditions such as obesity, diabetes, and hypertension.” While
poor outcomes affect all Tennesseans, vulnerable populations are disproportionately impacted, with
notable disparities across racial, ethnic, gender, and geographic lines. Overcoming these disparities
requires coordinated strategies that align with Tennessee’s public health priorities and leverage
evidence-based interventions to improve outcomes and reduce costs."

Responding to Tennessee’s health challenges requires scalable, evidence-based strategies that go
beyond traditional care models. Motivational Interviewing (MI) based health coaching offers an
evidence-based approach to empower individuals, improve self-management, and increase access to
care. Decades of research demonstrate that Ml enhances medication adherence, blood pressure
control, and lifestyle behaviors, while fostering trust and engagement among patients and providers.?
4 Ml is supported by numerous published rigorous research studies including multiple meta-analyses
and systematic reviews demonstrating its effectiveness across diverse populations and chronic
conditions.?

Tennessee has developed industry leading state guidelines for certification and reimbursement of
health coaches in the context of team-based care through the work of health plan, provider, and
TennCare stakeholders participating in the Tennessee Heart Health Network
(www.TNHeartHealth.org).6® Over three years, stakeholders reached consensus and published
guidelines on health coach training and certification standards and approved billing codes for
preventive and chronic care services to enable Medicaid to reimburse health coaching services in the
context of team-based primary care. Tennessee’s payment guidelines align Medicaid, Medicare, and
private insurance in encouraging delivery of essential preventive services—such as weight
management, tobacco cessation, and diabetes education—by health coaches.?

Tennessee-specific initiatives including the SafeMed Program, Management of Diabetes in Everyday
Life Program, the Neighborhood Health Hub Program, and Lifedoc Health’s Health Coaching and
Integrated Multidisciplinary Team Model demonstrate how integrating health coaches into care teams
improves health outcomes and addresses social determinants of health.®-1"16-18 These programs
demonstrate the feasibility and impact of MI-based health coaching in both clinical and community
settings, offer scalable models for improving health outcomes and reduce disparities. Strategies such
as leveraging Ml-based health coaching in primary care and community settings, aligning
documentation and billing codes, and partnering with Managed Care Organizations can improve
health outcomes, advance health equity, reduce avoidable hospitalizations and Emergency room
visits which in turn reduce cost of care .'2'3 By expanding access to health coaching across clinical
and community settings, Tennessee can continue to build on its progress to demonstrate a
sustainable, high-value model of preventive care that measurably reduces chronic disease burden
and enhances population health statewide.®
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National Evidence for Motivational Interviewing-based Health Coaching

National Models for Prevention and Chronic Disease Management

Prediabetes is a major public-health challenge in the United States, affecting 115.2 million adults, or
more than one-third of the adult population.’® Without effective intervention, many of these individuals
will progress to type 2 diabetes, significantly increasing their risk of cardiovascular disease, kidney
disease, and other serious complications. A large body of research shows that structured lifestyle
intervention programs play an important role in improving health outcomes and slowing the
development of chronic disease, specifically the transition of prediabetes to diabetes. The landmark
Diabetes Prevention Program (DPP) clinical trial provided foundational evidence, demonstrating that
an intensive lifestyle intervention reduced the risk of type 2 diabetes by 58% among adults with
prediabetes.?’ These results persist decades later in long-term follow-up studies.?'??> More recent
evaluations of the DPP echo these findings in real-world settings, showing improvements in
cardiometabolic risk and meaningful health gains for participants.?®?* In a recent study of 5,373 adults
with prediabetes in a large workforce, individuals who enrolled in the program incurred substantially
lower health care costs over a two-year period, averaging roughly $4,500 less per person than
nonparticipants.?® These savings were driven largely by reduced hospital stays, outpatient visits, and
emergency department utilization. Together, evidence from clinical trials and real-world
implementation confirms that the DPP is a scalable, evidence-based preventive model that improves
clinical outcomes and reduces avoidable health care cost.

Diabetes remains one of the most widespread chronic conditions in the United States, affecting more
than 38 million adults."®?®> National evidence consistently shows that structured self-management
programs play a critical role in improving outcomes for people with diabetes. Diabetes
Self-Management Education and Support (DSMES) is an evidence-based framework used to support
people with diabetes in building the skills and confidence needed to manage their condition
effectively. DSMEs have been shown to increase the quality of health care services and lower overall
costs.?8 Research demonstrates that DSMES leads to meaningful reductions in A1c while
strengthening self-management skills such as medication adherence, healthy eating, glucose
monitoring, and problem-solving.?6?” These behavior changes can reduce the risk of long-term
complications and improve patients’ confidence in managing their condition. Because of its
documented impact on both clinical outcomes and day-to-day self-management, DSMES is regarded
as a foundational component of high-quality chronic disease care.?’

Hypertension affects nearly half of U.S. adults, making it one of the nation’s most prevalent and
consequential chronic conditions.?® Given its role as a major risk factor for heart disease, stroke, and
kidney disease, national clinical guidelines emphasize the importance of structured prevention and
management strategies. Evidence from the ASPIRE trial demonstrates that self-measured blood
pressure monitoring, especially when paired with clinical support, effectively lowers systolic blood
pressure and enhances hypertension control.?® Additionally these benefits are strongest when
patients routinely share their reading with clinicians who can adjust medications and provide timely
guidance.3? Studies further show that many adults with hypertension remain either unaware of their
diagnosis or unable to achieve recommended control targets, highlighting the value of coordinated,
patient-centered approaches that address both clinical and behavioral aspects of hypertension
management.3! Health coaching represents a vital bridge between evidence-based interventions and
daily patient behavior. Coaches can help individuals build confidence in using self-monitoring devices,
strengthen skills in medication adherence, and integrate lifestyle practices such as healthier eating,
increased physical activity, and stress reduction that complement pharmacologic management.
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Effectiveness of Motivational Interviewing

Motivational Interviewing (Ml), developed by Miller and Rollnick, is “a particular way of talking with
people about change and growth to strengthen their own motivation and commitment’.? Over the past
several decades, Ml has gained broad acceptance in healthcare, where it has become a foundational
approach in health coaching to support behavior change and improve patient outcomes.®? Unlike
directive counseling, Ml emphasizes collaboration and helps clients articulate their own reasons and
readiness for change.3® Promising effects have been reported for both disease prevention and
management of chronic conditions, highlighting M| as a patient-centered approach proven to enhance
long-term health outcomes.3* Health coaches, as defined by the National Board for Health and
Wellness Coaching, partner with clients to empower, support, and facilitate self-directed, lasting
behavior changes aligned with their values.3® Evidence consistently supports MI-based health
coaching as more effective than traditional approaches for engaging patients in health-promoting
behaviors.3¢:37

MI has been widely applied in interventions targeting chronic disease management and prevention
and was shown to be the most effective counseling approach for empowering health behavior
change.®* Ml-based health coaching has demonstrated improved self-efficacy, patient activation, and
perceived health status in chronically ill populations and has demonstrated feasibility and strong
acceptance among patients and providers as an alternative to traditional programs and
approaches.?®3° Cardiovascular disease remains the leading cause of morbidity and mortality
worldwide.*? Hypertension, diabetes, and obesity are among the most common chronic conditions
present in Tennessee.'#! Effective management of these chronic conditions requires behavior
change in areas such as tobacco cessation, physical activity, and dietary habits. Evidence supports
MI as an effective patient-centered approach for facilitating these changes.® Several systematic
reviews have shown that Ml is associated with significant improvements in medication adherence for
patients with cardiovascular disease.?**?> Complementing these findings, meta-analyses reinforce its
impact on chronic disease outcomes, including improved self-efficacy, medication adherence, and
quality of life.3443 Recent reviews show significant reductions in blood pressure and improved
medication adherence and self-efficacy among patients with cardiovascular disease.*?>44

While individual level behavior changes are essential to chronic disease prevention and
management, health improvement does not occur in isolation. The social determinates of health
(SDoH) are the nonmedical factors such as economic stability, neighborhood environment, and
access to care that play a significant role in shaping health behaviors and outcomes.*®* The SDoH
also contribute to racial and ethnic health disparities and are strongly associated with the incidence
and management of chronic conditions.*6 Addressing SDoH is essential for improving health
outcomes and reducing inequities, particularly in medically underserved areas like Memphis, where
shortages of primary care providers persist.#4°

Emerging research recognizes the role of health coaches in supporting clients with SDoH by
identifying social needs, supporting connections to appropriate resources, and providing follow-up.®'”
Health Coaches also empower clients to take an active role in their health by promoting self-
management and adherence to treatment plans, guiding them through the healthcare system to
enhance access to necessary services.'® In addition to these efforts, health plans are increasingly
incorporating MI to address social needs and improve care coordination for high-risk populations,
demonstrating its value as a scalable, person-centered approach to reducing disparities.’?

MI has evolved into a foundational approach for health coaching, supported by decades of research
demonstrating its effectiveness in promoting sustainable behavior change and supporting social
needs. Leveraging Ml-based health coaches is an effective approach to support clients in overcoming
social and behavioral barriers to health. As healthcare systems seek scalable strategies to address
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chronic disease and health disparities, MI-based health coaching is an evidence-based solution with
broad applicability and strong acceptance among patients and providers. lts emphasis on empathy,

collaboration, autonomy, and empowerment makes it particularly valuable in medically underserved

communities, where trust and relationship building are critical to improving outcomes.

Cost Savings from Preventive and Chronic Disease Management Services

Strong evidence demonstrates substantial cost savings associated with delivery of preventive and
chronic disease management services by lay health workers such as community health workers and
health coaches. Specifically, risk reduction interventions produce approximately $150 annual cost
savings for children and youth at risk for obesity.5%-%" Similarly, a real-world, 2-year prospective study
demonstrated that national DPP services achieve an average of approximately $500/year per person
savings through adult obesity reduction.?%23 In addition, strong evidence demonstrates substantial
cost savings associated with provision of diabetes prevention program (DPP) and diabetes self-
management education (DSME) services. Participation in DSMES is also linked to lower health care
utilization, including fewer diabetes-related hospitalizations and emergency visits, and contributes to
reduced morbidity over time. Rigorous studies demonstrate annual savings of approximately
$1,850/year associated with DSME.%>>3 Likewise, studies have demonstrated average annual cost
savings of approximately $750 per person per year through community-based hypertension control
programs.®*%% Group-based delivery of these services further enhances cost efficiency and
strengthens outcomes by fostering shared experience, accountability, and ownership within coaching
interactions. In summary, substantial evidence demonstrates that essential preventive and chronic
disease management services are high value and should be made more broadly available using cost-
effective personnel such as health coaches.

Underutilization of Preventive and Chronic Disease Management Services

Despite clear evidence that preventive care reduces disease, disability, and death, millions of
Americans do not utilize recommended preventive services.®® National surveillance consistently
shows persistent gaps in preventive service use, with only 6-8% of U.S. adults receiving all
recommended high-priority preventive services and significant disparities across age, race, income,
and insurance status.®®5” These gaps are especially prevalent among people experiencing
socioeconomic disadvantages, members of racial and ethnic minority groups, and individuals living in
rural areas, all of whom face structural barriers that contribute directly to a disproportionate burden of
chronic disease.%® Despite strong evidence of the benefits of DPP and DSME services,?02".59.60 gaps
in access to essential DPP and DSME services are particularly acute.®'2

This underutilization of preventive care has significant implications for chronic disease management
with conditions such as hypertension, diabetes, and obesity continuing to rise. These chronic
conditions and other mental health conditions account for 90% of the nation’s $4.9 trillion in annual
healthcare spending, emphasizing the vast economic toll of insufficient prevention and early
management.’* Chronic diseases remain the leading causes of death in the United States and
continue to drive widespread illness, disability, and healthcare expenditures.'®

Tennessee Evidence for Motivational Interviewing-based Health Coaching

Tennessee has implemented several innovative programs that integrate Ml-based health coaching to
address chronic disease and health disparities. These initiatives provide real-world evidence of
feasibility, impact, and lessons learned in diverse settings. The following examples highlight how MI-
based health coaching has been applied across Tennessee and the outcomes associated with these
efforts.
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SafeMed: Pharmacy Technician/Health Coaches Improve Transitions of Care

The SafeMed program is a care transitions initiative focused on medication management, designed to
improve hospital to home transitions for patients with multiple chronic conditions and polypharmacy
who frequently utilize health services.'®'” The program was implemented within a large nonprofit
health system providing care for medically underserved areas in Memphis. SafeMed trained certified
pharmacy technicians to serve as health coaches conducting home visits and follow-up calls,
supporting medication reconciliation, identifying drug therapy problems, reinforcing education
provided by pharmacists, and encouraging rapid primary care follow-up. Program results showed that
health coaching and navigation targeting about 200 high-need, high-cost patients per year saved
over $1,000,000 annually through reduced hospital readmissions and emergency department use,
and timely primary care follow-up following hospitalization was markedly increased. SafeMed
demonstrated an adjusted difference in difference in annual per person expenditures (SafeMed vs.
Controls) of $8,690 average savings and $15,988 average Medicaid savings. The SafeMed Study
demonstrated the feasibility of a health coaching model for reducing readmissions and strengthening
care coordination for high-risk populations.6-7

MODEL Study: Comparative Effectiveness of Health Coaching in Tennessee

The Management of Diabetes in Everyday Life (MODEL) Study conducted in West Tennessee
assessed the comparative effectiveness of health coaching, text messaging, and educational
materials in improving diabetes self-care among African American adults, a population
disproportionately affected by diabetes and its complications."63

Figure 1. Visual Abstract for the MODEL Study.

Bailey ) et al.| Journal of General Internal Medicine VA
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The MODEL study specifically compared the effectiveness of individual MI-based health coaching
with personalized text messaging and educational materials alone. Health coaches trained in Ml
worked one-on-one with participants to set personalized goals, build confidence, and overcome
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barriers to medication adherence and lifestyle change. The intervention emphasized culturally tailored
strategies to improve diet, physical activity, and blood glucose monitoring. Ml-based health coaching
was associated with clinically meaningful reductions in HbA1c and weight loss, and higher
engagement in diabetes self-care activities. Qualitative feedback highlighted the importance of trust,
cultural relevance, and individualized support in driving behavior change and focus group data
showed highest satisfaction in the health coaching group. The MODEL Study highlights the
effectiveness of Ml-based health coaching as a culturally responsive intervention for reducing
disparities and improving outcomes among high-risk populations.!63

Health Hub Program: Deploying Health Coaches in Neighborhoods

The Neighborhood Health Hub program, launched by the University of Tennessee Health Science
Center in collaboration with Shelby County government, represents an innovative, place-based
approach to addressing health disparities in medically underserved neighborhoods of Memphis. The
model integrates preventive care, health education, and MI-based health coaching within community
settings to improve access and engagement among high-need populations.

Health Hubs offer wellness services, including screenings for diabetes, hypertension, and obesity.
Coaches also focus on providing referrals and access to primary care. Group wellness classes
focused on diabetes prevention, diabetes self-management, healthy cooking, physical activity, and
chronic disease self-management are available. Health coaches serve as a cornerstone of the model,
employing MI and evidence-based strategies to address both clinical needs and SDoH, such as food
insecurity and transportation barriers.

In an evaluation of the first year, the program conducted outreach to 355 individuals through
community events, walk-ins, door-to-door engagement, telephone calls, and referrals.® Of those
reached, 68% participated in individual health coaching sessions and/or group education classes.
This level of engagement highlights the feasibility of delivering integrated preventive services in
community-based settings. Feedback from participants highlighted increased trust in healthcare
providers and reduced social isolation, both critical factors in improving health behaviors and
outcomes.® Participants reported feeling more connected to resources and empowered to manage
their health, suggesting that the NHH model fosters both relational and structural supports necessary
for sustainable change.

Since the opening of the pilot Neighborhood Health Hub in Uptown Memphis in 2022, the
neighborhood health hubs have completed over 20,000 visits to date with over 3,000 clients served.
Approximately one-third of clients seen have > 1 follow-up coaching visit and of those with > 1 follow-
up health coaching visit, there is an average of 6.3 health coaching visits per client. In addition,
Shelby County health hubs have provided group sessions to over 1600 attendees with an average of
5.4 sessions attended for 8,859 total group session-person contacts. Of clients screened at health
hubs, 58% positive for obesity (BMI > 30), 47% for uncontrolled hypertension (e.g., 2 140/90), and
35% have high blood sugar (e.g., > 125 mg/dl).54

The Neighborhood Health Hub Program in Shelby County has demonstrated that health coaches
deployed in high-need neighborhoods can dramatically improve patient outcomes. Adult clients have
experienced an average weight loss of 4.1 pounds, a 10% decrease in systolic blood pressure, an
18% reduction in blood sugar levels, and a 12% reduction in average blood sugar levels (A1c) from
7.8 10 6.9%.964

Health Hub Experience demonstrates the potential of place-based strategies to reduce disparities by
embedding culturally responsive, patient-centered interventions within neighborhoods. Recently
established rural health hubs in Hardin and Decatur Counties are piloting this approach in medically
underserved rural communities. By combining Ml-based coaching with accessible preventive
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services, the program addresses barriers to care and promotes engagement among populations
historically marginalized within traditional healthcare systems. These findings position the model as a
scalable approach for advancing health equity and improving chronic disease outcomes in medically
underserved communities.

Lifedoc Health: Health Coaching and Integrated Multidisciplinary Team Model

Lifedoc Health is a healthcare and research organization dedicated towards developing and
implementing effective, sustainable, evidence- based models of care focused towards treating and
preventing Diabetes, Obesity, and other cardiometabolic diseases. The health coaching model at
Lifedoc Health shows how a practice integrated team-based approach, meaningful patient education
and motivational-interviewing (Ml)—driven lifestyle medicine program can operate at scale within a
Medicaid population while achieving strong engagement, retention, and the desired clinical and
financial outcomes. Patients co-managed by this multidisciplinary approach experienced a greater
reduction in weight (4.29 kg), BMI (1.43 kg/m2), systolic and blood pressure (2.18 mmHg), and (1.97
mmHg) respectively. Additionally, they exhibited 77%, 83%, and 59% higher odds of reducing 5% of
initial weight, 1 BMI point, and 2 mmHg DBP, respectively. A1c improvements were observed as
well.?5 The model consists of 5 core components including disease-driven exercise, nutrition
education, stress management, sleep, and substance abuse. In fact, AUTHSC Heart Health Network
analysis found that Lifedoc engaged 3,027 Medicaid patients and delivered 16,670 preventive &
diabetes counseling services, an average of 5.6 visits per patient, one of the highest rates in
Tennessee.

Within Lifedoc’s model, a multidisciplinary, culturally competent, support from Community Health
worker (CHW), and longitudinal counseling provided by coaches has been shown to improve self-
management behaviors.®® According to a recent data provided by the MCOs for CY 2024, the
assigned Medicaid populations this model contributed to a 27% reduction in total cost of care, 22%
fewer ER visits, and 41% fewer hospital visits than comparative practices across Tennessee, while
maintaining a patient satisfaction above 95%.57 Patients with obesity who participated in Lifestyle
coaching were 6.6 times more likely to achieve meaningful BMI reduction and demonstrated far
greater engagement, 12.1 visits per year versus 6.6 for patients seen through Lifedoc’s traditional
primary-care setting, thereby helping prevent diabetes, hypertension, and related complications.®5
These results aligned with national data showing that integrated, evidence-based, pragmatic
coaching models are especially effective for cardiometabolic conditions and highlight the operational
requirements for success in Tennessee: intentional care-team integration, flexible scheduling, shared
medical appointments, coordinated touchpoints, collaborative provider workflows, aligned billing
structures, and qualified providers. In summary, Lifedoc’s innovative model of care provides real-
world evidence to support the effectiveness of health coaching when integrated into primary care.
Tennessee providers face many barriers related to workflow, staffing, and reimbursement in their
efforts to implement this model. However, Lifedoc experience suggests that health coaching, when
implemented with coordinated workflows, data-driven oversight, and sustainable model of
reimbursement, can serve as a scalable, high-value intervention for chronically ill and at-risk
populations statewide.

Tennessee Landscape

Tennessee Heart Health Network Effectiveness Study

The Tennessee Heart Health Network (TN-HHN) was launched as part of an Agency for Healthcare
Research and Quality (AHRQ) funded initiative to improve cardiovascular preventive care across
primary care practices statewide. The program aimed to strengthen team-based care, integrate health
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coaches, and enhance quality improvement processes to address hypertension and tobacco use, two
leading risk factors for heart disease. By engaging 77 practices, TN-HHN evaluated changes in blood
pressure control, tobacco cessation counseling, and practice capacity for implementing evidence-
based interventions. This study provides critical insights into the feasibility and impact of health
coaching and related strategies within diverse practice settings across Tennessee.%®

Of the 77 primary care practices recruited for the AHRQ-funded Tennessee Heart Health Network
(TN-HHN) initiative, 61 completed the study. These 61 participating practices had an average of 7.9
clinicians, 0.5 social workers, 0.1 health coaches, 0.8 patient navigators or care coordinators, 0.1
diabetes educators, and 0.2 nutritionists or dieticians. Most of the practices engaged were clinician-
owned solo or group practices (31.2%), hospital/health system owned (37.7%), or Federally Qualified
Health Center or look-alike (14.8%).

As shown in Figure 2 below, participating practices achieved an increase in blood pressure control
rates over time, especially in the first 9 months of the implementation of the TN-HHN initiative for the
overall population, as well as for white and African American populations.

Figure 2: Practice-Level Blood Pressure Control Rates (<140/90 mmHg) (N=34)
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Participating practices also achieved small improvements in delivery of tobacco cessation counseling
services. In addition to the clinical outcomes, we also assessed practice characteristics associated
with practice's capacity for improving cardiovascular preventive care, using results from the Change
Process Capability Questionnaire (CPCQ). The adjusted model showed that an increase in the
number of clinicians was positively associated with an increased capacity for change (OR 1.11 [95%
Cl1 1.01 — 1.22]). Additionally, having a higher proportion of Medicaid patients in a practice was
significantly associated with a reduced capacity for change (OR 0.70 [95% CI 0.50 - 0.98]).

However, despite program efforts to encourage practices to hire health coaches, the number of health
coaches did not significantly increase during the study period, highlighting the difficulty primary care
practices faced during the study period in sustainably employing health coaches. Although the
majority of practices took advantage of offered health coach training and certification opportunities by
training existing personnel, none of the participating practices hired new health coaching personnel
during the study period. Thus, although the TN-HHN Effectiveness Study demonstrated that robust
practice facilitation support can significantly improve rates of hypertension control and delivery of
tobacco cessation counseling, participating practices did not achieve increases in their capacity to
routinely deliver evidence-based health coaching services.%8
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Aligning Medicaid and Medicare Payment Policy in Tennessee

As part of its effort to increase access to health coaching in Tennessee, the TN-HHN convened

major stakeholders, including Medicaid, health plan, and safety-net provider representatives to
develop and implement common guidelines for reimbursement of health coaching services focused
on cardiovascular health in the context of team-based primary care. The TN-HHN Executive Council’s
Population Health Subcommittee oversaw an iterative process organized and facilitated by the TN-
HHN, driven by the TennCare MCOs, and overseen and approved by TennCare administration to
achieve Medicare and TennCare alignment on a new payment model for health coaching in the
context of team-based primary care.?

Aligning billing practices across Medicaid and Medicare is essential for the sustainability of health
coaching programs in Tennessee. Both payers recognize existing codes eligible for payment that can
be leveraged for health coaching services, including preventive counseling, tobacco cessation,
chronic care management, and intensive behavioral therapy for both cardiovascular disease and
obesity.'? Future opportunities include advocating for health coaching as a unique, recognized
reimbursable service under TennCare’s value-based payment models and exploring shared savings
arrangements with Managed Care Organizations to incentivize improvements in quality metrics and
reductions in emergency and hospital utilization.

TennCare Utilization of Essential Preventive Services

TennCare claims data confirm that billing codes for essential chronic disease management and
preventive services are actively being used, demonstrating that reimbursement pathways have been
created. However, utilization levels for these codes remain low. Table 1 below shows the use of
service codes by health coach in team-based care for TennCare beneficiaries using TennCare
administrative claims data for the period April 2024 — September 2024.

Table 1. Utilization of TennCare Chronic Disease Management and Preventive Service Codes

Service Codes Total Unique Patients | Number of Claims
Remote Patient Monitoring 99091 51 94
99458 785 2431
99457 1498 4848
99454 1119 3825
99453 353 462
Counseling/risk factor reduction 99401 10745 16916
intervention 99402 2651 3677
99403 287 599
99404 1048 3007
Smoking and tobacco use cessation 99406 11579 23400
counseling 99407 1144 1943
Chronic Care Management 09439 1958 4508
99487 537 1575
99489 204 383
99490 5211 15771
Diabetes Self-Management Education G0108 1327 5462
G0109 148 210
Intensive Behavioral Therapy for
Cardiovascular Disease G0446 632 1022
Intensive Behavioral Therapy for Obesity G0447 5559 8437
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As shown in Figure 3 below, utilization of chronic disease management and preventive services
within the TennCare population remains low, and trends in utilization of these essential services
remain either flat or downward.

Figure 3. Trends in TennCare Utilization of Essential Chronic Disease Management and Preventive
Services.
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Furthermore, as shown in Table 2 below, utilization of these key preventive services is largely limited
to a fairly low number of primary care practices.

Table 2. Cumulative TennCare Claims for Preventive Services from August 2020 — October 2025

Practices 3+ v Facility = Total Number of Claims =| Total Number of Unique Patients
CCHS Third Street Health Center 6,864 2,173
CCHS Broad Avenue Center 82 46
CCHS Frayserr Health Center 65 33
CCHS CCHS Raleigh Health Center 49 26
CCHS Orange Mound Health Centre 36 15
CCHS East Jackson Health Cente 32 18
CCHS Hickory Hill Health Center 9 5
Church Health Church Health Center 1 1
EPHS Baroness Erlanger Hospital 7,839 2,512
Erlanger Health System Erlanger Internal Medicine, Chattanooga 1,602 768
Erlanger Community Health Center - Premier Healthcare, Ch.. 7 -
Erlanger Primary Care Bledsoe, Pikeville 4 3
FAH FAST ACCESS HEALTHCARE Lifestyle 1,727 633
i Lifedoc Health (Mt. Moriah) 20,211 3,193
Hifedac Health Lifedoc Health (Lenox Park) 1 1
MedicalCare Medical Care PLLC Elizabethton 3,574 1,167
Regional One Health Regional One Health, Outpatient Center, Internal Medicine, .. 11 2
Regional Medical Center 1 1
UTHSC University Internal Medicine, Knoxville 9 9
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Figure 4 below shows trends in the total cost of claims reimbursed by TennCare Managed Care
Organizations for key preventive services.

Figure 4. Total Cost of TennCare Claims Reimbursed for Key Preventive Services
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Key Lessons Learned/Best Practices

Embedding health coaches within primary care and community-based teams improves health
outcomes, care coordination, and patient engagement. Tennessee programs such as SafeMed,
MODEL, the Neighborhood Health Hub Program, and Lifedoc Health’s Health Coaching and
Integrated Multidisciplinary Team Model highlight the importance and effectiveness of team-based
approaches for addressing both clinical and social determinants of health. °-12.16-18.6566 Qualitative
feedback from the Neighborhood Health Hubs Experience highlights that trust and cultural alignment
drive engagement, particularly in medically underserved communities.®

Health coaching delivered via telehealth significantly improves access for rural populations, where
transportation barriers and provider shortages are common.338%7" Studies show that telehealth
coaching for chronic disease management is cost-effective and associated with improved blood
pressure control, medication adherence, and patient satisfaction.”’? Tennessee’s rural counties face
high rates of hypertension and diabetes, making virtual coaching a critical strategy for equitable care
delivery. Successful implementation requires alignment with billing codes and availability of qualified
providers who can submit claims. TennCare data demonstrate utilization of CPT codes for
counseling, chronic care management, and remote monitoring, confirming reimbursement pathways
exist.?

Recommendations for Implementation of Health Coaching in Tennessee

Based on available evidence to advance health outcomes and reduce disparities in Tennessee, the
TN-HHN recommend MI foundational training and certification for all healthcare workers, followed by
advanced health coaching certification for staff directly supporting behavior change. Training all
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frontline staff in MI ensures that every patient interaction promotes autonomy, collaboration, and
empowerment, principles critical for chronic disease management and preventive care.*33

Health coaching builds on MI by equipping professionals with advanced skills in goal setting,
problem-solving, accountability, lifestyle and chronic condition management, and addressing
SDoH.%17 Health coaches play a pivotal role in guiding patients through complex care systems,
supporting medication adherence, and connecting individuals to community resources.33442
Tennessee-specific initiatives such as SafeMed and Neighborhood Health Hubs demonstrate the
feasibility and impact of health coaching in medically underserved communities, improving trust,
reducing social isolation, and enhancing improvement in chronic disease outcomes.® 617

Partnering with community-based organizations and Managed Care Organizations (MCOs) is
essential for scalability. MCOs employ care managers, pharmacists, and navigators who regularly
influence member health behaviors. Ml and health coaching align with value-based care incentives by
improving quality metrics, reducing avoidable hospitalizations, reducing emergency room utilization
and enhancing medication adherence.'® TennCare claims data indicate existing reimbursement
pathways for counseling and chronic care management, supporting sustainability.'?

Evidence shows that MI-based interventions reduce emergency department visits and readmissions,
yielding cost savings while improving patient satisfaction and outcomes.3438 By embedding Ml and
health coaching into care models, MCOs can move the needle towards measurable improvements in
HEDIS scores, member engagement, and long-term cost containment, all of which are critical
priorities for Medicaid populations disproportionately affected by chronic disease and social needs.

Five key recommendations for Tennessee arise from this review:

e Health coach certification standards should continue to emphasize fidelity to the evidence-
based MI health counseling approach given its proven effectiveness;

e Promote integration and sustainability of health coaching in health systems across Tennessee
by continuing to align state Medicaid, Medicare, and private insurance payment policies;

e Increase access to affordable training and certification in MI-based health coaching, including:
o Foundational MI training and certification for all healthcare workers to increase
counseling effectiveness, person-centeredness, and improve clinical outcomes;
o Advanced health coach certification should be provided for all non-licensed lay staff
directly supporting behavior change;
e Tennessee health plans, community-based organizations, and healthcare providers should
work together to increase access to MI-based personal health coaching for Tennesseans
struggling with obesity, uncontrolled hypertension, prediabetes, and diabetes.

National and Tennessee evidence is unequivocal: Every Tennessean could benefit from access to
evidence-based personal health coaching as a fundamental component of recommended preventive
care. Tennessee is poised to become a national leader in prevention of chronic illness by integrating
Mi-based health coaching into every health system in Tennessee.

HSC | Tennessee Population Health Consortium



10.

11.

12.

13.

14.

15.

16.

References

Tennessee Department of Health. Health disparities in Tennessee 2024. 2024;
https://www.tn.gov/content/dam/tn/health/program-areas/division-of-health-disparities-
elimination/documents/HD Report FINAL 06122024 .pdf. Accessed November 30, 2025.
Miller WR R, S. Motivational interviewing: Helping people change and grow. 4th ed. New York:
Guilford press; 2023.

Wolever RQ SL, Sforzo GA, Dill D, Kaye M, Bechard EM, Southard ME, Kennedy M, Vosloo J,
Yang N. A Systematic Review of the Literature on Health and Wellness Coaching: Defining a
Key Behavioral intervention in Healthcare. Glob Adv Health Med. 2013;2(4):38-57.
VanBuskirk KA WJ. Motivational interviewing with primary care populations: a systematic
review and meta-analysis. J Behav Med. 2014;37(4):768-780.

U.S. Department of Health and Human Services. Make America Healthy Again. 2026;
https://www.hhs.gov/mahal/index.html. Accessed January 25, 2026.

University of Tennessee Health Science Center TPHC. Approved Service Codes for
Reimbursement Of Health Coaches in Team-based Care. 2025;
https://tnhearthealth.org/resources/reimbursement/. Accessed January 28, 2026.

The University of Tennessee Health Science Center TPHC. Health Coaching Certification
Program. 2024; https://www.uthsc.edu/research/populationhealth/training/health-coaching-cert-
program.php. Accessed July 27, 2024, 2024.

The University of Tennessee Health Science Center TPHC. Tennessee Heart Health Network,
Health Coach Training and Certification Standards. 2024.

Boykins AM, Schilthuis AJ, Thomas HD, et al. An Innovative Place-Based, Neighborhood-Level
Approach to Address Health Disparities in Medically Underserved Areas of Memphis, TN. J
Racial Ethn Health Disparities. 2025.

Boykins AM SS, Bailey JE. Engaging people in medically underserved areas in the community-
based Healthy Eating and Active Living to Reverse Diabetes (HEAL Diabetes) program.
Diabetology. 2025;6(7).

Bailey JE, Surbhi S, Gatwood J, et al. Comparative Effectiveness of Diabetes Self-Care
Interventions in African-American Adults: A Three-Arm Randomized Controlled Trial. J Gen
Intern Med. 2025.

Bailey JE, Butterworth SW, Ellis A, Crosson JC, Huffman C. Building a payment model for
health coaching in primary care: lessons from Tennessee. Am J Manag Care. 2025;31(Spec.
No. 10):SP709-SP720.

Sorbero ME KA, Bouskill KE, et al. Addressing social determinants of health needs of dually
enrolled beneficiaries in Medicare Advantage Plans. 2018;
https://www.rand.org/content/dam/rand/pubs/research _reports/RR2600/RR2634/RAND RR26
34.pdf. Accessed November 30, 2025.

Centers for Disease Control and Prevention. FastStats: Leading causes of death. 2025;
https://www.cdc.gov/nchs/fastats/leading-causes-of-death.htm. Accessed November 30, 2025.
Foundation NIfHCM. The growing burden of chronic diseases. 2025;
https://nihcm.org/publications/the-growing-burden-of-chronic-diseases. Accessed November
30, 2025.

Bailey JE, Surbhi S, Wan JY, et al. Effect of Intensive Interdisciplinary Transitional Care for
High-Need, High-Cost Patients on Quality, Outcomes, and Costs: a Quasi-Experimental Study.
J Gen Intern Med. 2019;34(9):1815-1824.

HSC | Tennessee Population Health Consortium


https://www.tn.gov/content/dam/tn/health/program-areas/division-of-health-disparities-elimination/documents/HD_Report_FINAL_06122024.pdf
https://www.tn.gov/content/dam/tn/health/program-areas/division-of-health-disparities-elimination/documents/HD_Report_FINAL_06122024.pdf
https://www.hhs.gov/maha/index.html
https://tnhearthealth.org/resources/reimbursement/
https://www.uthsc.edu/research/populationhealth/training/health-coaching-cert-program.php
https://www.uthsc.edu/research/populationhealth/training/health-coaching-cert-program.php
https://www.rand.org/content/dam/rand/pubs/research_reports/RR2600/RR2634/RAND_RR2634.pdf
https://www.rand.org/content/dam/rand/pubs/research_reports/RR2600/RR2634/RAND_RR2634.pdf
https://www.cdc.gov/nchs/fastats/leading-causes-of-death.htm
https://nihcm.org/publications/the-growing-burden-of-chronic-diseases

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

Bailey JE, Surbhi S, Bell PC, Jones AM, Rashed S, Ugwueke MO. SafeMed: Using pharmacy
technicians in a novel role as community health workers to improve transitions of care. J Am
Pharm Assoc (2003). 2016;56(1):73-81.

Nault Connors JD, Binkley BL, Graff JC, Surbhi S, Bailey JE. How patient experience informed
the SafeMed Program: Lessons learned during a Health Care Innovation Award to improve
care for super-utilizers. Healthc (Amst). 2019;7(1):13-21.

Centers for Disease Control and Prevention. National Diabetes Statistics Report. 2026.
Knowler WC, Barrett-Connor E, Fowler SE, et al. Reduction in the incidence of type 2 diabetes
with lifestyle intervention or metformin. N Engl J Med. 2002;346(6):393—-403.

Diabetes Prevention Program Research G. Long-term effects of lifestyle intervention or
metformin on diabetes development and microvascular complications over 15-year follow-up:
the Diabetes Prevention Program Outcomes Study. Lancet Diabetes Endocrinol.
2015;3(11):866-875.

Diabetes Prevention Program Research G, Knowler WC, Fowler SE, et al. 10-year follow-up of
diabetes incidence and weight loss in the Diabetes Prevention Program Outcomes Study.
Lancet. 2009;374(9702):1677—1686.

Kuo S, Ye W, Wang D, McEwen LN, Villatoro Santos C, Herman WH. Cost-effectiveness of the
National Diabetes Prevention Program: A Real-world, 2-Year Prospective Study. Diabetes
Care. 2025;48(7):1180-1188.

Bowen SA, Alamian A, Onufrak S. Public Health Research and Program Strategies for
Diabetes Prevention and Management. Prev Chronic Dis. 2025;22:E11.

Holliday CS, Gabbay RA. Breaking Barriers: CDC and American Diabetes Association Unite to
Combat Diabetes. Prev Chronic Dis. 2025;22:E08.

Centers for Disease Control and Prevention. Overall value and ROl of DSMES. 2024;
https://www.cdc.gov/diabetes-toolkit/php/business-case/overall-value-roi.html

. Accessed November 30, 2025.

Hess-Fischl A. The Value of Medical Nutrition Therapy and Diabetes Self-Management
Education and Support in Diabetes Care and Education: A Call to Action to Increase Referrals
and Recognize Insurance Coverage Variation. Curr Diab Rep. 2025;25(1):18.

Centers for Disease Control and Prevention. High blood pressure facts. 2025;
https://www.cdc.gov/high-blood-pressure/data-research/facts-stats/index.html. Accessed
November 30, 2025.

Khatib R, Glowacki N, Guzman |, et al. Adopting Self-Measured Blood Pressure Monitoring
Among Underserved Communities (ASPIRE): A Pilot Randomized Controlled Trial: Khatib et al.
Journal of general internal medicine. 2025:1-9.

Takahashi O, Deshpande GA, Glasziou P. Do Self-Measured Blood Pressure Devices Change
Outcomes? Implementation Does: Team-Based Insights from the ASPIRE Hybrid Trial:
Takahashi et al. Journal of General Internal Medicine. 2025;40(16):3819-3821.

Paulose-Ram R, Gu Q, Kit B. Characteristics of US adults with hypertension who are unaware
of their hypertension, 2011-2014. NCHS Data Brief. 2017(278):1-8.

Lanier CH BP, Arnold SC. Motivational interviewing in life and health coaching: a guide to
effective practice. New York: Guilford Press; 2024.

Bahri AA. Motivational Interviewing to Promote Healthy Lifestyle Behaviors: Evidence,
Implementation, and Digital Applications. J Multidiscip Healthc. 2025;18:6629—6642.

Papus M, Dima AL, Viprey M, Schott AM, Schneider MP, Novais T. Motivational interviewing to
support medication adherence in adults with chronic conditions: Systematic review of
randomized controlled trials. Patient Educ Couns. 2022;105(11):3186—-3203.

National Board for Health and Wellness Coaching. What is a board certified health and
wellness coach? 2025; https://nbhwc.org/what-is-a-health-coach. Accessed November 30,
2025.

HSC | Tennessee Population Health Consortium


https://www.cdc.gov/diabetes-toolkit/php/business-case/overall-value-roi.html
https://www.cdc.gov/high-blood-pressure/data-research/facts-stats/index.html
https://nbhwc.org/what-is-a-health-coach

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51.

52.

Celano CM, Freedman ME, Harnedy LE, et al. Feasibility and preliminary efficacy of a positive
psychology-based intervention to promote health behaviors in heart failure: The REACH for
Health study. J Psychosom Res. 2020;139:110285.

McNeil DW AS, Randall CL. Motivational interviewing and motivational interactions for health
behavior change and maintenance. In: Oxford Handbook of Clinical Psychology. Oxford:
Oxford University Press; 2017:1-24.

Linden A, Butterworth SW, Prochaska JO. Motivational interviewing-based health coaching as
a chronic care intervention. J Eval Clin Pract. 2010;16(1):166—-174.

Rehman H, Karpman C, Vickers Douglas K, Benzo RP. Effect of a Motivational Interviewing-
Based Health Coaching on Quality of Life in Subjects With COPD. Respir Care.
2017;62(8):1043—-1048.

World Health Organization. Cardiovascular diseases (CVDs). 2025; https://www.who.int/news-
room/fact-sheets/detail/cardiovascular-diseases-%28cvds%29. Accessed November 30, 2025.
Centers for Disease Control and Prevention. PLACES: Local Data for Better Health, Center for
Disease Control and Prevention. 2025; https://www.cdc.gov/places/index.html. Accessed
November 23, 2025.

Uzun S, Gurhan N. The effect of motivational interviewing on quality of life and self-efficacy
behaviors of individuals with chronic illness: A meta-analysis study. Public Health Nurs.
2024;41(5):901-922.

Xu J, Gu X, Gu J, Zhao L, Li M, Hong C. Motivational interviewing intervention for the
management of hypertension: a meta-analysis. Front Cardiovasc Med. 2024;11:1457039.
Aubeeluck E, Al-Arkee S, Finlay K, Jalal Z. The impact of pharmacy care and motivational
interviewing on improving medication adherence in patients with cardiovascular diseases: A
systematic review of randomised controlled trials. Int J Clin Pract. 2021;75(11):e14457.
Centers for Disease Control and Prevention. Social Determinants of Health (SDOH). 2024;
https://www.cdc.gov/about/priorities/why-is-addressing-sdoh-important.html. Accessed January
18, 2025.

Town M, Eke P, Zhao G, et al. Racial and Ethnic Differences in Social Determinants of Health
and Health-Related Social Needs Among Adults - Behavioral Risk Factor Surveillance System,
United States, 2022. MMWR Morb Mortal Wkly Rep. 2024;73(9):204—-208.

Health Resources and Services Administration. State of the primary care workforce, 2024.
2024; https://bhw.hrsa.qov/sites/default/files/bureau-health-workforce/state-of-theprimary-care-
workforce-report-2024.pdf. Accessed November 30, 2025.

Jackson BM, Gutierrez ML, Relyea GE, et al. Unmet Primary Care Needs in Diabetic Patients
with Multimorbidity in a Medically Underserved Area. Health Serv Res Manag Epidemiol.
2017;4:2333392817702760.

Adashi Eli Y, Geiger HJ, Fine Michael D. Health Care Reform and Primary Care — The
Growing Importance of the Community Health Center. New England Journal of
Medicine.362(22):2047-2050.

Gortmaker SL, Long MW, Resch SC, et al. Cost effectiveness of childhood obesity
interventions: evidence and methods for CHOICES. American journal of preventive medicine.
2015;49(1):102—111.

Sharifi M, Franz C, Horan CM, et al. Cost-effectiveness of a clinical childhood obesity
intervention. Pediatrics. 2017;140(5):e20162998.

Centers for Disease Control and Prevention. Building the Business Case for DSMES. Diabetes
Self-Management Education and Support (DSMES) Toolkit 2026;
https://www.cdc.gov/diabetes-toolkit/php/business-case/index.html. Accessed January 28,
2026.

HSC | Tennessee Population Health Consortium


https://www.who.int/news-room/fact-sheets/detail/cardiovascular-diseases-%28cvds%29
https://www.who.int/news-room/fact-sheets/detail/cardiovascular-diseases-%28cvds%29
https://www.cdc.gov/places/index.html
https://www.cdc.gov/about/priorities/why-is-addressing-sdoh-important.html
https://bhw.hrsa.gov/sites/default/files/bureau-health-workforce/state-of-theprimary-care-workforce-report-2024.pdf
https://bhw.hrsa.gov/sites/default/files/bureau-health-workforce/state-of-theprimary-care-workforce-report-2024.pdf
https://www.cdc.gov/diabetes-toolkit/php/business-case/index.html

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

Turner RM, Ma Q, Lorig K, Greenberg J, DeVries AR. Evaluation of a diabetes self-
management program: claims analysis on comorbid illnesses, health care utilization, and cost.
Journal of Medical Internet Research. 2018;20(6):e207.

Dehmer SP, Baker-Goering MM, Maciosek MV, et al. Modeled health and economic impact of
team-based care for hypertension. American journal of preventive medicine. 2016;50(5):S34—
S44.

Zhang D, Wang G, Joo H. A systematic review of economic evidence on community
hypertension interventions. American journal of preventive medicine. 2017;53(6):S121-S130.
Promotion OoDPaH. Healthy People 2030, Preventive Care — Overview and Objectives. 2024;
https://odphp.health.gov/healthypeople/objectives-and-data/browse-objectives/preventive-care.
Accessed November 30, 2025.

Borsky A, Zhan C, Miller T, Ngo-Metzger Q, Bierman AS, Meyers D. Few Americans Receive
All High-Priority, Appropriate Clinical Preventive Services. Health affairs. 2018;37(6):925-928.
National Institutes of Health. Panel identifies need for improved implementation of preventive
services and reduced health disparities. 2020; https://www.nih.gov/news-events/news-
releases/panel-identifies-need-improved-implementation-preventive-services-reduced-health-
disparities. Accessed November 30, 2025.

Brown K, Lee LT, Selleck C. Effectiveness of Diabetes Self-Management Education in
Community Health. J Dr Nurs Pract. 2019;12(1):96-101.

Ernawati U, Wihastuti TA, Utami YW. Effectiveness of diabetes self-management education
(DSME) in type 2 diabetes mellitus (T2DM) patients: Systematic literature review. J Public
Health Res. 2021;10(2).

Strawbridge LM, Lloyd JT, Meadow A, Riley GF, Howell BL. Use of Medicare's Diabetes Self-
Management Training Benefit. Health Educ Behav. 2015;42(4):530-538.

Hoerger TJ JS, Romaire M, Allaire B, Neuwahl S, Casoglos A, Dempsey M, Elkins W, Amico P.
Evaluation of the Medicare Diabetes Prevention Program (MDPP): Second Evaluation Report.
RTI International;2022.

Bailey JE SS, Gatwood J, Butterworth SW, Coday MC, Gutierrez M, Shuvo SA, Chen M,
Brooks IM, Binkley BL, Riordan C, Steinberg HO, Haley LE, Leak CL, Robinson JL, Breen WR,
Brown AD, Tolley EA. Comparing Three Approaches to Improve Diabetes Self-Care among
African American Adults — The MODEL Study. 2023.

Harris L BJ. Why Shelby County is investing in neighborhood-level preventive care. Daily
Memphian. 2025. https://dailymemphian.com/article/55352/opinion-shelbycares-neighborhood-
level-preventive-care-memphis-shelby-county.

Nieto-Martinez R, Velasquez-Rodriguez A, Neira C, et al. Impact of a multidisciplinary
approach on cardiometabolic risk reduction in a multiracial cohort of adults: A 1-year pilot
study. Nutrients. 2022;14(16):3391.

Nieto-Martinez R, Neira C, de Oliveira D, et al. Lifestyle medicine in diabetes care: The Lifedoc
Health model. American Journal of Lifestyle Medicine. 2023;17(3):336—-354.

State of Tennessee. Healthcare Innovation Initiative: Performance Report, Patient Centered
Medical Home. August 2025 2025.

Surbhi S, Mahmood A, Grant CC, et al. The Tennessee Heart Health Network effectiveness
study: A stepped wedge cluster randomized controlled trial to assess the effectiveness of
statewide quality improvement cooperative participation on cardiovascular outcomes.
Contemporary Clinical Trials. 2024;144:107616.

U.S. Department of Health and Human Services. Managing chronic conditions through
telehealth. 2024; https://telehealth.hhs.gov/providers/best-practice-guides/telehealth-for-
chronic-conditions/managing-chronic-conditions-through-telehealth. Accessed November 30,
2025.

HSC | Tennessee Population Health Consortium


https://odphp.health.gov/healthypeople/objectives-and-data/browse-objectives/preventive-care
https://www.nih.gov/news-events/news-releases/panel-identifies-need-improved-implementation-preventive-services-reduced-health-disparities
https://www.nih.gov/news-events/news-releases/panel-identifies-need-improved-implementation-preventive-services-reduced-health-disparities
https://www.nih.gov/news-events/news-releases/panel-identifies-need-improved-implementation-preventive-services-reduced-health-disparities
https://dailymemphian.com/article/55352/opinion-shelbycares-neighborhood-level-preventive-care-memphis-shelby-county
https://dailymemphian.com/article/55352/opinion-shelbycares-neighborhood-level-preventive-care-memphis-shelby-county
https://telehealth.hhs.gov/providers/best-practice-guides/telehealth-for-chronic-conditions/managing-chronic-conditions-through-telehealth
https://telehealth.hhs.gov/providers/best-practice-guides/telehealth-for-chronic-conditions/managing-chronic-conditions-through-telehealth

70.

71.

72.

Community Preventive Services Task Force. Telehealth Interventions to Improve Chronic
Disease. 2024; https://www.cdc.gov/cardiovascular-resources/php/data-
research/telehealth.html. Accessed November 30, 2025.

Glans M. Policy Tip Sheet: Telehealth Could Bring Savings to Medicaid in Tennessee. 2020;
https://heartland.org/publications/policy-tip-sheet-telehealth-could-bring-savings-to-medicaid-
in-tennessee. Accessed November 30, 2025.

Margolis KL, Bergdall AR, Crain AL, et al. Comparing Pharmacist-Led Telehealth Care and
Clinic-Based Care for Uncontrolled High Blood Pressure: The Hyperlink 3 Pragmatic Cluster-
Randomized Trial. Hypertension. 2022;79(12):2708-2720.

HSC | Tennessee Population Health Consortium


https://www.cdc.gov/cardiovascular-resources/php/data-research/telehealth.html
https://www.cdc.gov/cardiovascular-resources/php/data-research/telehealth.html
https://heartland.org/publications/policy-tip-sheet-telehealth-could-bring-savings-to-medicaid-in-tennessee
https://heartland.org/publications/policy-tip-sheet-telehealth-could-bring-savings-to-medicaid-in-tennessee

