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Measure Description

This measure reports the percentage of inpatient discharges for patients age 18 and older who met all
of the following criteria. Four separate rates are reported:

Notification of Inpatient Admission. Documentation of receipt of notification of inpatient admission
on the day of admission through 2 days after the admission (3 total days).

Receipt of Discharge Information. Documentation of receipt of discharge information on the day
of discharge through 2 days after the 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 on the date
of discharge through 30 days after discharge (31 total days).

Patient Population (Denominator)

Patients 18 and older with an acute or non-acute inpatient discharge on or between Jan. 1- Dec. 1
of the measurement year.

Measure Compliance (Numerator)

Patients that had all four of the following components completed and documented in the outpatient
medical record.

This measure requires the documentation of the following
4 components:

Notification of Inpatient Admission (TRCRA)

On the day of, or within 2 days after, the admission (maximum is 3 days total)
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Medical record documentation must be about the admission and can include record
of a discussion or information transfer.

Compliance can only be met through medical record review.
Receipt of Discharge Information (TRCRD)
On the day of or within 2 days after the admission (maximum is 3 days total)

Discharge information must include all of the following during the inpatient stay: Inpatient provider
name, treatment, diagnosis at discharge, test results, discharge instructions, and current medication list.

Patient Engagement After Inpatient Discharge (TRCPE)
Within 30 days of the discharge, but not on the day of discharge

Patient engagement can include an outpatient visit, telehealth visit, e-visit, or transitional
care management.

Medication Reconciliation Post-Discharge (TRCMRP)
Must complete on the day of discharge or within 30 days after (total of 31 days)

Discharge medications and outpatient medications reconciled and documented in
the outpatient medical record.

Note must read “post-hospitalization.”

Exclusions
Received hospice services anytime during the measurement year

Deceased during the measurement year

Helpful HEDIS Hints
Notification of Inpatient Admission (TRCRA)

Must include the date of receipt and any of the following criteria:

Communication from inpatient practitioner, hospital staff, or emergency department regarding
admission (phone call, email, or fax). Referral to an emergency department does not meet criteria.

Documentation that the PCP or managing specialist admitted the patient, or a specialist admitted
with PCP or managing specialist notification.

continued



onc BlueC
Transitions of Care (TRC) @' (§) Biueshield

] _ Bl
Effectiveness of Care HEDIS® Measure...continued i

An Independent Licensee of the Blue Cross Blue Shi

Communication about admission through a health information exchange: an admission, discharge,
and transfer alert system (ADT) or a shared electronic medical record (EMR).

Documentation indicating the PCP or managing specialist placed orders for tests and treatments
any time during the patient’s inpatient stay.

Documentation of a preadmission exam or a planned admission prior to the admit date.
The exam must reference the planned admission (not just pre-op or pre-surgical).

Communication from the patient’s health plan regarding admission.

Note: Documentation the patient/caregiver notified the PCP or managing specialist of the admission
does not close gap of Inpatient Admission (TRCRA).

Receipt of Discharge Information (TRCRD)
Must include the date of receipt and ALL the following criteria:
1. The practitioner responsible for the patient’s care during the inpatient stay
2. Procedures or treatment provided
3. Diagnoses at discharge
4. Current medication list
5. Testing results, documentation of pending tests, or documentation of no tests pending
6. Instructions for patient care post-discharge

Note: Documentation the patient/caregiver notified the PCP or managing specialist of the discharge
does not close gap.

Patient Engagement After Inpatient Discharge (TRCPE)
Must include the date of engagement with any of the following criteria:
An outpatient visit including office visits and home visits
Virtual care visits (asynchronous or synchronous)
Documentation indicating a conversation occurred with the patient, regardless of practitioner type

Interactions between the patient’s caregiver and practitioner
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Medication Reconciliation Post-Discharge (TRCMRP)

Must include the date performed AND specific documentation of inpatient hospitalization with any
of the following criteria:

Current medication list with a notation that the practitioner reconciled the current and
discharge medications.

Current medication list with reference to discharge medications (e.g., no changes in meds
post-discharge, same meds at discharge, discontinue all discharge meds, discharge
meds reviewed).

Current medication list and discharge medication list with evidence both lists reviewed
on same date of service.

Documentation of the current medications with evidence that the patient was seen for
post-discharge hospital follow-up with evidence of medication reconciliation or review.

Discharge summary medication list indicates reconciled with current meds. Must be filed in
the outpatient record within 30 days after discharge.

Documentation that no medications were prescribed or ordered upon discharge.

Note: Documentation of post-op visit/surgical procedure without specifying there was a
“hospitalization,” “admission,” or “inpatient stay” will not close gap.

Helpful Best Practices
Request discharge summary from the inpatient facility when discharge notification is received.
Request discharge summary from SNF, SAR, etc,, if indicated.

Errors can be reduced at the time of discharge by using the computer order entry system
to generate a list of medication used before and during the hospital admission.

Assess patient or caregiver comprehension of discharge instructions after providing education.

Contact patients immediately following discharge to conduct medication reconciliation
and schedule an appointment.

Medication reconciliation must be conducted or cosigned by a prescribing practitioner,
clinical pharmacist, physician assistant, or registered nurse.

Evidence of medication reconciliation must be in the outpatient medical record, but an outpatient
face-to-face visit is not required. A medication reconciliation performed without the patient
present meets criteria.
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Request patients’ discharge summary with medication list and any discharge instructions from
the inpatient facility.

A post-discharge visit is encouraged to support patient engagement (office, home, or virtual care visit).
Ask patients to bring all medications (prescription, over-the counter, herbal, topical, etc.).
Tips for coding:
Encourage using code 1111F as soon as medication reconciliation is completed.
- 1111F can be billed alone OR with an associated visit.

TCM codes can be billed as early as the date of the face-to-face visit and do not need to be held until
the end of the service period.

When any of the following CPT® codes are billed within 30 days of discharge, it will close the treatment
opportunity, reducing medical record requests:

CPTII CODE DESCRIPTION

1111F Discharge medications are reconciled with the current medication list in outpatient medical
record. Can be billed alone since a face-to-face visit is not required.

CPT CODES DESCRIPTION

99483 Assessment and care planning for a patient with cognitive impairment. Requires an array of
assessments and evaluations, including medication reconciliation and review for high-risk
medications, if applicable.

99495 Transitional care management that requires communication with the patient or caregiver within
two business days of discharge (can be done by phone, email, or in person) and decision-making
of at least moderate complexity and a face-to-face (in-person or audio/video telehealth) visit
within 14 days of discharge.

99496 Transitional care management that requires communication with the patient or caregiver within
two business days of discharge (can be done by phone, email, or in person) and decision-making
of at least high complexity and a face-to-face (in-person or audio/video telehealth) visit within
seven days of discharge.

Submission route for medical records

== Please submit supplemental records via email to MA: HEDIS@azblue.com
MA Fax: 602-544-5645

Resources

INational Committee for Quality Assurance, HEDIS® Measurement Year 2025 Volume 2 Technical Specifications
for Health Plans

Healthcare Effectiveness Data and Information Set (HEDIS®), is a registered trademark of the National Committee for Quality Assurance (NCQA). CPT Copyright 2026 American Medical Association.
All rights reserved. CPT® is a registered trademark of the American Medical Association. No portion of this document may be copied without the express written permission of Blue Cross Blue Shield
of Arizona. In no event may any portion of this publication be copied or reprinted and used for commercial purposes. The information included herein is not intended to be legal advice and, as such,
it remains the provider's responsibility to ensure that all coding and documentation are done in accordance with all applicable state and federal laws and regulations.
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