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CRITICAL FACTORS = FACTORS 1 AND 2
Test Tracking and Follow-Up   6 points
Factors 1-10 align with 2011 PCMH 5A Factors 1-10
The practice has a documented process for and 
demonstrates that it:
1. Tracks lab tests until results are available, flagging 

and following up on overdue results
2. Tracks imaging tests until results are available, 

flagging and following up on overdue results 
3. Flags abnormal lab results, bringing them to the 

attention of the clinician
4. Flags abnormal imaging results, bringing them to 

the attention of the clinician
5. Notifies patients/families of normal and abnormal 

lab and imaging test results 



CRITICAL FACTORS = FACTORS 1 AND 2
Test Tracking and Follow-Up             6 points
The practice has a documented process for and demonstrates 
that it:
6. Follows up with the inpatient facility about newborn 

hearing and newborn blood-spot screening (NA for adults)
7. More than 30 percent of laboratory orders are 

electronically recorded in the patient record+ (New)
8. More than 30 percent of radiology orders are 

electronically recorded in the patient record+ (New)
9. Electronically incorporates more than 55 percent of all 

clinical lab test results into structured fields in medical 
record+ (Increase in Percentage)

10. More than 10 percent of scans and tests that result in an 
image are accessible electronically++ (New)

+ Stage 2 Core Meaningful Use Requirement 
++ Stage 2 Menu Meaningful Use Requirement 



 Factors 1-6:  Documented process and 
evidence showing how the process is met for 
each factor.

 Factor 7,8,9,and 10: Report at least 3 months 
duration reported as a percentage result
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MUST-PASS
CRITICAL FACTOR = FACTOR 8
Referral Tracking and Follow-Up  6 points
The practice:
1. Considers available performance information on 

consultants/specialists when making referral 
recommendations (New)

2. Maintains formal and informal agreements with a 
subset of specialists based on established criteria 
(New)

3. Maintains agreements with behavioral healthcare 
providers (New)

4. Integrates behavioral healthcare providers within the 
practice site (New)

5. Gives the consultant or specialist the clinical 
question, the required timing and the type of 
referral (Aligns with 2011 PCMH 5B_1)



MUST-PASS
CRITICAL FACTOR = FACTOR 8
Element 5B: Referral Tracking and Follow-Up  6 points
The practice:
6. Gives the consultant or specialist pertinent demographic and 

clinical data, including test results and the current care plan 
(Aligns with 2011 PCMH 5B_1)

7. Has the capacity for electronic exchange of key clinical 
information+ and provides an electronic summary of care record 
to another provider for more than 50 percent of referrals+  
(Aligns with 2011 PCMH 5B_6 and 7)

8. Tracks referrals until the consultant or specialist’s report is 
available, flagging and following up on overdue reports (Aligns 
with 2011 PCMH 5B_2 and 3)

9. Documents co-management arrangements in the patient’s 
medical record (Aligns with PCMH 5B_4)

10. Asks patients/families about self-referrals and requesting reports 
from clinicians (Aligns with PCMH 5B_5)

+ Stage 2 Core Meaningful Use Requirement 



 Factor 1:  Example
 Factor 2 and 3:  One example for each factor
 Factor 4:  Materials
 Factors 5,6,8, and 10: Documented process 

and a report, log, or other means evidencing 
referral tracking and follow-up. If presenting 
a report it must be at least over a week’s 
period.

 Factor 7: Screenshot showing capability and 
a report at least 3 month duration

 Factor 9: Three examples
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PCMH 5B Factor 5, Factor 6, and Factor 8 (report)
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Coordinate Care Transitions 6 points

The practice: 

Factors 1-5 and 7 align with 2011 PCMH 5C Factors 1-5, 7, and 8

1. Proactively identifies patients with unplanned hospital admissions and emergency 
department visits 

2. Shares clinical information with admitting hospitals and emergency departments

3. Consistently obtains patient discharge summaries from the hospital and other 
facilities

4. Proactively contacts patients/families for appropriate follow-up care within an 
appropriate period following a hospital admission or emergency department visit

5. Exchanges patient information with the hospital during a patient’s hospitalization

6. Obtains proper consent for release of information and has a process for secure 
exchange of information and for coordination of care with community partners 
(New)

7. Exchanges key clinical information with facilities and provides an electronic 
summary-of-care record to another care facility for more than 50 percent of 
patient transitions of care+ (Aligns with 2011 PCMH 5C_7 and 8)

+Stage 2 Core Meaningful Use Requirement 



 Factor 1: Documented process and a log or 
report listing patients.

 Factor 2:  Documented process and 3 examples
 Factor 3: Documented process and 3 examples
 Factor 4:  Documented process and 3 examples
 Factor 5:  Documented process and 3 examples
 Factor 6: Documented process
 Factor 7: Report of a 3 month duration reported 

as a percentage
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