
 

 

 

CQM 181 Elder Maltreatment Screen and Follow-Up Plan 
 
Documentation Step-by-Step  
 
Users must document using a billable visit for a patient with a CPT code that 
qualifies for the measure (this is most routine CPT codes).  
 
This measure has exclusion criteria that includes telehealth. Confirm the encounter 
is NOT a telehealth visit. 
 
Workflow: Provider Visit > Supportive Assessment tab > Elder Maltreatment Tool 
button. Here, a new tile will appear. 
 

 

 
 
If any score above 0 is documented, then follow-up is indicated. 



 

 

 

 

 
 
Follow-up can be documented in the same tile. 
 

 
 
Once the Elder Maltreatment assessment is documented and if indicated the follow 
up, then the user can document the appropriate code at the end of the visit. There is 
a list of G codes under the Elder Maltreatment Screening header and from this list 
the user can select the most appropriate code. 
 
Performance Met (G8733)- Elder maltreatment screen documented as positive AND 
a follow-up plan is documented. 
 
Performance Met (G8734) - Elder maltreatment screen documented as negative, 
follow-up is not required. 
 
Denominator Exception (G8535) - Elder maltreatment screen not documented; 
documentation that patient is not eligible for the elder maltreatment screen at the 
time of the encounter related to one of the following reasons: (1) Patient refuses to 
participate in the screening and has reasonable decisional capacity for self-
protection, or (2) Patient is in an urgent or emergent situation where time is of the 
essence and to delay treatment to perform the screening would jeopardize the 
patient’s health status. 
 
Performance Not Met (G8536) - No documentation of an elder maltreatment screen, 
reason not given. 
 



 

 

 

Performance Not Met (G8735) - Elder maltreatment screen documented as positive, 
follow-up plan not documented, reason not given (G8735). 
 

 

 
 


