Transitional Care Management (TCM) Toolkit
TCM Workflow Example

Patient Discharged from Facility

Clinical staff provides non
f/f services under physician
direction

Patients and/or
caregivers receive
education
on follow up
discharge

Patients’ assessed
for med adherence
& reconciliation
is performed
(required, no later
than the F/F Visit)

Patients receive
assistance
in accessing
community and
health resources

The appropriate physician
received discharge
summary and relevant
data within 48 72 hours

Schedule follow up
appointment within 7 14
days of discharge

A face to face medical
encounter is rendered

TCM Services with
moderate decision making
complexity within 14 days

of discharge

Interactive
communications is made
with patient within 2
business days of discharge

TCM Services with high
decision making
complexity within 7 days
of discharge
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