
TRANSITIONS OF CARE (TRC)



PURPOSE OF THE MEASURE

• The purpose of  TRC is to assess the percentage of  discharges for members 18 years of  age or 

older who had each of  the following:

• Notification of  Inpatient Admission- Documentation of  receipt of  notification of  inpatient 

admission on the day of  admission through two days after admission (3 total days).

• Receipt of  Discharge Information- Documentation of  receipt of  discharge information on the 

day of  discharge through two days after discharge (3 total days).

• Patient Engagement After Inpatient Discharge- Documentation of  patient engagement (e.g., 

office visits, visits to the home, telehealth) provided within 30 days after discharge.

• Medication Reconciliation Post-Discharge- Documentation of  medication reconciliation of  

discharge through 30 days after discharge (31 total days).

✓ Medication reconciliation is defined as a type of  review in which the discharge 

medications are reconciled with the most recent medication list in the outpatient record.

✓ Medication list is defined as a list of  medications in the medical record. The medication 

list may include medication names only or may include medication names, dosages and 

frequency, over- the-counter (OTC) medications and herbal or supplemental therapies.



GENERAL GUIDELINES

Be sure the record is accessible to the member's PCP or ongoing care provider. Do not 

enter information from a record that does not appear to be accessible to a PCP or 

ongoing care provider.

If  a specialist assumed responsibility for the member's care, they can be considered an 

"ongoing care provider." This can be the ongoing care provider who most recently 

provided care to the member.

Any provider can count as a patient's ongoing care provider if  they provide care to a 

member in and out of  the hospital.

• Example: If  a member was in the hospital for COPD and saw a pulmonologist the 

following week, the pulmonologist could be considered the ongoing provider as 

they were treating them for the disease in the hospital.

• Example: If  the member was in the hospital for a knee amputation and saw the 

surgeon after hospitalization, the surgeon can be the ongoing care provider.

• Example: If  the member sees the specialist that saw them for the disease/issue for 

which they were hospitalized after they are released, that is considered the ongoing 

care provider.



NOTIFICATION 

OF INPATIENT 

ADMISSION

• Document the date that the PCP or ongoing care provider was notified of  the inpatient admission 

prior to admission (for a planned admission) or on the day of  admission through two days after 

admission. Admission refers to the date of  inpatient admission.

• Documentation must include evidence of  receipt of  notification of  inpatient admission that 

includes evidence of  the date when the documentation was received. Any of  the following examples 

meet criteria:

✓ Communication between inpatient providers/staff  and the member's PCP or ongoing care 

provider (e.g phone call, e-mail, fax)

✓ Communication between emergency department and the member's PCP or ongoing care 

provider prior to admission (e.g., phone call, e-mail, fax)

✓ Communication about admission to the member's PCP or ongoing care provider through a 

health information exchange; an automated admission, discharge and transfer (ADT) alert 

system; or a shared electronic medical record system.

➢ When using a shared EMR system, documentation of  a "received date" is not 

required to meet criteria. Evidence that the information was filed in the EMR and is 

accessible to the PCP or ongoing care provider on the day of  admission through two 

days after admission meets criteria.

➢ When using a shared EMR, look for evidence that the medical record number (MRN) 

is the same in the outpatient chart and inpatient chart to prove it is a shared EMR. 

There must be outpatient records in the chart to prove it is a shared EMR.

➢ When using a shared EMR, the discharge summary can count as evidence of  

notification of inpatient admission IF the discharge is within two days after 

admission (e.g., admission date 02/15/2026, discharge date 2/17/2026- discharge 

summary found in a shared EMR- this is acceptable notification of  inpatient 

admission).



NOTIFICATION OF INPATIENT ADMISSION

• Examples of  Notification of  Inpatient Admission (continued):

✓ Communication about admission to the member's PCP or ongoing care provider from the member’s health plan.

✓ Indication that the member's PCP or ongoing care provider admitted the member to the hospital.

✓ Indication that a specialist admitted the member to the hospital and notified the member's PCP or ongoing care provider.

✓ Indication that the PCP or ongoing care provider placed orders for tests and treatments any time during the member's inpatient stay.

✓ Indication that the admission was elective and the member's PCP or on-going care provider was notified or had performed a preadmission exam.

➢ This example is the only time when the communication about the admission can be prior to the admission date.

• Do not count documentation that the member or member's family notified the member's PCP or ongoing care provider of  the admission.

• When an ED visit results in an inpatient admission, notification that a provider sent the member to the ED does not meet criteria. Evidence that the PCP or 

ongoing care provider communicated with the ED about the admission meets criteria



ACCEPTABLE 

NOTIFICATION 

OF INPATIENT 

ADMISSION
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OF INPATIENT 

ADMISSION



UNACCEPTABLE NOTIFICATION OF INPATIENT ADMISSION



NOTIFICATION OF DISCHARGE INFORMATION

• Document the date that the PCP or ongoing care provider was notified of  discharge or when they 

received discharge information on the day of  discharge through two days after discharge.

✓ Discharge information may be included in a discharge summary or summary of  care record. At a 

minimum, the discharge information must include all the following:

o The practitioner responsible for the member's care during the inpatient stay

o Procedures or treatment provided

o Diagnoses at discharge

o Current medication list

o Testing results or documentation of  pending tests or no test pending

o Instructions for patient care post-discharge

➢ Instructions can include "flu with PCP in two weeks" or "take all antibiotics as prescribed." They do

✓Do not need to be instructions to the PCP. They can be instructions to the member or caregiver.
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PATIENT 

ENGAGEMENT 

AFTER 

INPATIENT

DISCHARGE

• Document the date of  patient engagement after inpatient discharge within Do not include 

patient engagement that occurs on the date of  discharge.

• Either of  the following meet criteria:

• An outpatient visit, including office visits and home visits.

• A telephone visit.

• A synchronous telehealth visit where real-time interaction occurred between the 

member and the provider via telephone or videoconferencing.

• An e-visit or virtual check-in (asynchronous telehealth not in real-time).

• If  the member is unable to communicate with the provider, interaction between the 

member's

• caregiver and the provider meets criteria.

Patient engagement does not have to be related to the hospitalization. Any visit within 30 

days of  discharge is acceptable.

There are no provider specifications for patient engagement. Any applicable visit documented 

in the outpatient record accessible to the PCP or ongoing care provider within 30 days of  

discharge meets criteria regardless of  the provider type and reason for the visit. It can be a 

visit with an PT, OT, LPN, RN, or MA alone.



ACCEPTABLE PATIENT ENGAGEMENT AFTER 

INPATIENT
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MEDICATION 

RECONCILIATION

• Medication reconciliation must be conducted by a prescribing 

practitioner (e.g., physician assistant, nurse practitioner, 

primary care provider), clinical pharmacist or registered nurse 

on the date of  discharge through 30 days after discharge (31 

total days).

Any of  the following meet criteria:

• Documentation of  the current medications with a 

notation that the provider reconciled the current and 

discharge medications.

• Documentation of  the current medications with a 

notation that references the discharge medications (e.g., 

no changes in medications since discharge, same 

medications at discharge, discontinue all discharge 

medications).

• Documentation of  the member's current medications 

with a notation that the discharge medications were 

reviewed.

• Documentation of  a current medication list, a discharge 

medication list and notation that both lists were 

reviewed on the same date of  service.



NOTES

• Only documentation found in the outpatient chart meets criteria for a medication reconciliation. Do not use inpatient 
records.

• A medication reconciliation can NOT be done in a nursing home or skilled nursing facility, as these are not considered 
outpatient facilities.

• A medication reconciliation from an assisted living facility is acceptable.

• A list of  discharge medications or discharge summary is NOT required for the medication reconciliation to be 
acceptable.

• There must be a current medication list in the outpatient record, either on the progress note where reconciliation is 
found or a standalone medication list.

• The medication reconciliation must be found in an outpatient medical record; however, an outpatient visit is not 
required.

✓ Example: Provider has noted on current medication list in the medical record that he has reviewed both the discharge medications
and current medications. He did not see member that day, but the medications were reconciled



ACCEPTABLE MEDICATION RECONCILIATION 
EXAMPLES



EXCLUSIONS

• Member died during 2026

• Members who use hospice services or elect to use a hospice benefit anytime during the 

measurement year 2026, regardless of  when services performed

• Palliative care is not considered the same as hospice care
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