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Instructions 

This PDF document is interactive. Click a topic in Table of Contents to navigate to the desired section. 

Sections that guide you through the Valant EHR are highlighted in yellow. Whether you print this document or 

save it to your computer, the yellow areas will help you to quickly jump to the steps that you need to complete. 
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Cost Category 

CMS will evaluate claims submitted by the provider for the reporting period. Providers 

do not need to submit additional data outside of the normal claims billing process. 

Valant Report 

While providers do not need to report additional information on claims submitted to CMS, they can view a 

report of Medicare charges data for internal analysis.  

1. Click on Reports | Report Center 

2. On the new window click Billing | Charges Detail 

3. Under “Group By”, select “Provider” 

4. Under “Show Additional Details”, select “Yes” 

5. Under “Service Date Range” select dates to match the MIPS reporting period 

6. Open the “Service Insurance 1/2/3” menu and select the Medicare payer(s) 

7. Click Run Report 

 

 It can be easier to export large reports as a CSV document for additional filtering and analysis. 
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Quality Category 
The quality category of MIPS replaced PQRS. Eligible providers will report data from quality measures for this 

category.  

Valant Measures 

Clinical Quality Measures (2018) 

The Clinical Quality Measures (CQM) reported to CMS should fit the need or specialty of the practice. Of the 

284 measures available for 2018 reporting, 25 measures are part of the Mental/Behavioral Health specialty set. 

Eight of these measures are integrated in Valant CQM tracking. 

ADHD: Follow-Up Care for Children Prescribed Attention-Deficit/Hyperactivity Disorder (ADHD) 

Medication 

eMeasure ID: CMS-136 | NQF: 0108 

The purpose of this measure is to ensure that patients prescribed ADHD medications adhere to the 

medication regimen and are monitored in the months following the initial prescription.  

This measure reports on two different populations: children 6-12 years of age who were dispensed an 

ADHD medication during the Intake Period and (1) had a visit during the measurement period or (two) 

remained on the medication for at least 210 days out of the 300 days following the Intake Period. 

The denominator for the first population is centered around patients between six and 11 years of age 

who had an eligible encounter and were prescribed an ADHD medication during the 90 days leading up 

to the start of the measurement period or were prescribed an ADHD medication during the 60 days 

following the start of the measurement period. This 150-day (five month) window is known as the intake 

period. 

Once in the denominator, patients will fall into the numerator of the first population if they have a 

numerator eligible encounter within 30 days of when ADHD Medication was prescribed during Intake 

Period.  

The denominator for the second population is centered around patients in the first population who also 

remained on the prescribed ADHD medication for at least 210 days out of the 300 days following the 

intake period.  

For a patient to fall within the numerator for this second population, they must have a numerator eligible 

encounter within 30 days of when ADHD medication was prescribed during intake period. In addition, 

the patient must also have two or more follow-up visits during the 31-300-day time window after the 

ADHD medication was prescribed is known as the continuation and maintenance phase.  

 

Denominator One 

A patient must be greater than or equal to six years of age, but less than or equal to 11 years of age, 

the day before the start of the measurement period start date for them to appear in the denominator of 

this measure.  
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A denominator eligible encounter needs to occur with the patient during the measurement period for the 

patient to be included in the denominator of this measure. The list of eligible encounters for this 

measure is included below. It is important to note that the eligible encounters associated with the 

denominator is different from the eligible encounters associated with the numerator. 

CMS136: Denominator - Eligible Encounter 

CPT 

99201, 99202, 99203, 99204, 99205, 99212, 99213, 99214, 99215, 99341, 99342, 

99343, 99344, 99345, 99347, 99348, 99349, 99350, 99381, 99382, 99383, 99384, 

99391, 99392, 99393, 99394 

 

Additionally, for the patient to fall within the Denominator, they must be prescribed ADHD medication 

during the 90 days leading up to the start of the measurement period or were prescribed ADHD 

medication during the 60 days following the start of the measurement period. This 150-day (five month) 

window is known as the intake period. 

The patient is excluded from the denominator of this measure if they have any of the following 

diagnoses listed as active before the end of measurement period end date: narcolepsy. The ICD-9 

code is 347.00, 347.01, 347.10, 347.11. The ICD-10 code is G47.411, G47.419, G47.421, G47.429. 

Alternatively, the patient can also be excluded from the denominator of this measure if ADHD 

medication was started for the patient within 120 days prior to when ADHD medication was prescribed 

during intake period. The intake period was defined in the denominator as being the 150-day (five 

month) window which is bounded by the 90 days leading up to the start of the measurement period and 

the 60 days following the start of the measurement period. As such, this exclusion means that patients 

that were already taking ADHD medication prior to the measurement boundary will not count towards 

the denominator since they were already in the process of treatment. 

Numerator One 

For the patient to fall within the numerator for this measure, they must have a numerator eligible 

encounter within 30 days of when ADHD medication was prescribed during intake period. This 

numerator eligible encounter cannot be on the same day as the denominator eligible encounter. 

Instead, the numerator eligible encounter must occur on an entirely different date or order for the 

patient to count towards the numerator. 
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CMS136: Numerator #1 - Eligible Encounter 

CPT  

90791, 90792, 90832, 90834, 90837, 90845, 90847, 90849, 90853, 96150, 96151, 

96152, 96153, 96154, 98960, 98961, 98962, 90875, 90876, 99078, 99201, 99202, 

99203, 99204, 99205, 99212, 99213, 99214, 99215, 99217, 99218, 99219, 99220, 

99241, 99242, 99243, 99244, 99245, 99341, 99342, 99343, 99344, 99345, 99347, 

99348, 99349, 99350, 99381, 99382, 99383, 99384, 99391, 99392, 99393, 99394, 

99401, 99402, 99403, 99404, 99411, 99412, 99510 

 

Denominator Two 

A patient must be greater than or equal to six years of age, but less than 11 years of age, the day 

before the start of the measurement period start date for them to appear in the denominator of this 

measure.  

A denominator eligible encounter needs to occur with the patient during the measurement period for the 

patient to be included in the denominator of this measure.  

Additionally, for the patient to fall within the Denominator, they must be prescribed ADHD medication 

during the 90 days leading up to the start of the measurement period or were prescribed ADHD 

medication during the 60 days following the start of the measurement period. This 150-day (five month) 

window is known as the intake period. 

Finally, for the patient to qualify for this Denominator, they must have remained on ADHD medication 

for 210 total days of the 300 days following the IPSD. This means that the patient must have at least 

one ADHD medication listed as “Active” in their “Medications” tab in their Patient Chart for a total of 210 

days throughout the course of the calendar year. 

The patient is excluded from the denominator of this measure if they have any of the following 

diagnoses listed as active before the end of measurement period end date: narcolepsy. The ICD-9 

code is 347.00, 347.01, 347.10, 347.11. The ICD-10 code is G47.411, G47.419, G47.421, G47.429. 

Alternatively, the patient can also be excluded from the denominator of this measure if ADHD 

medication was started for the patient within 120 days prior to when ADHD medication was prescribed 

during intake period. The intake period was defined in the denominator as being the 150-day (five 

month) window which is bounded by the 90 days leading up to the start of the measurement period and 

the 60 days following the start of the measurement period. As such, this exclusion means that patients 

that were already taking ADHD medication prior to the measurement boundary will not count towards 

the denominator since they were already in the process of treatment. 

Numerator Two 

For the patient to fall within the numerator for this measure, they must have a numerator eligible 

encounter A within 30 days of when ADHD medication was prescribed during intake period. This 

numerator eligible encounter A cannot be on the same day as the denominator eligible encounter. 
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Instead, the numerator eligible encounter A must occur on an entirely different date or order for the 

patient to count towards the numerator. 

CMS136: Numerator #2 - Eligible Encounter A 

CPT  

90791, 90792, 90832, 90834, 90837, 90845, 90847, 90849, 90853, 96150, 

96151, 96152, 96153, 96154, 98960, 98961, 98962, 90875, 90876, 99078, 

99201, 99202, 99203, 99204, 99205, 99212, 99213, 99214, 99215, 99217, 

99218, 99219, 99220, 99241, 99242, 99243, 99244, 99245, 99341, 99342, 

99343, 99344, 99345, 99347, 99348, 99349, 99350, 99381, 99382, 99383, 

99384, 99391, 99392, 99393, 99394, 99401, 99402, 99403, 99404, 99411, 

99412, 99510 

 

Additionally, the patient must have at least two follow-up visits that occur 31 days after the ADHD 

medication was prescribed during the intake period, but prior to 300 days after the ADHD medication 

was prescribed during Intake Period. The 31-300-day time window after the ADHD Medication was 

prescribed is known as the continuation and maintenance phase. A more visual way to define this time 

period is: 

31 days after the ADHD 

Medication was prescribed 

during Intake Period 

<= Follow-Up Visits <= 

300 days after the ADHD 

Medication was prescribed 

during Intake Period  

 

Finally, the definition of the CPT codes associated with the follow-up visits differ based on the nature of 

the visit. Two or more visits are required for the patient to qualify for the numerator. At least one of the 

visits needs to be a CPT code from numerator eligible encounter A table. The other visit must use the 

numerator eligible encounter B table. The difference between the two tables is that the eligible 

encounter B includes CPT codes for both telehealth services and telephone management. This means 

that a patient will not count towards the numerator of this measure if they only receive telehealth 

services or telephone management treatment during the continuation and maintenance phase. 

CMS136: Numerator #2 - Eligible Encounter A 

CPT  

90791, 90792, 90832, 90834, 90837, 90845, 90847, 90849, 90853, 96150, 96151, 

96152, 96153, 96154, 98960, 98961, 98962, 90875, 90876, 99078, 99201, 99202, 

99203, 99204, 99205, 99212, 99213, 99214, 99215, 99217, 99218, 99219, 99220, 

99241, 99242, 99243, 99244, 99245, 99341, 99342, 99343, 99344, 99345, 99347, 

99348, 99349, 99350, 99381, 99382, 99383, 99384, 99391, 99392, 99393, 99394, 

99401, 99402, 99403, 99404, 99411, 99412, 99510 
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CMS136: Numerator #2 - Eligible Encounter B 

CPT  

90791, 90792, 90832, 90834, 90837, 90845, 90847, 90849, 90853, 96150, 96151, 

96152, 96153, 96154, 98960, 98961, 98962, 98966, 98967, 98968, 90875, 90876, 

99078, 99201, 99202, 99203, 99204, 99205, 99212, 99213, 99214, 99215, 99217, 

99218, 99219, 99220, 99241, 99242, 99243, 99244, 99245, 99341, 99342, 99343, 

99344, 99345, 99347, 99348, 99349, 99350, 99381, 99382, 99383, 99384, 99391, 

99392, 99393, 99394, 99401, 99402, 99403, 99404, 99411, 99412, 99441, 99442, 

99443, 99444, 99510 

 

Anti-Depressant Medication Management 

eMeasure ID: CMS-128 | NQF: 0105 

This measure is based on unique patients with an eligible encounter recorded by the eligible provider 

during the measurement period. This means that a given patient, no matter how many times seen 

during the measurement period, can only count once for both numerator and denominator. Likewise, 

patients with no eligible encounters during the measurement period will not count towards either 

numerator or denominator. Finally, this measure only applies to patients 18 years of age or older who 

were seen during the measurement period.  

Additionally, only patients who have a diagnosis of Major Depression in the 270 days (nine months) 

prior to the measurement period or within the first 90 days (three months) of the measurement period 

[270 days <= measurement period start <= 90 days] and who were treated with antidepressant 

medication will count towards the denominator of this measure. For denominator consideration, the 

antidepressant medication must be prescribed in the 30 days prior to the diagnosis of major depression 

or within the first 14 days following the diagnosis of Major Depression [30 days <= date of major 

depression diagnosis <= 14 days]. This means that patients who have an eligible encounter with an 

eligible provider but not the prerequisite diagnosis and prescription requirements will not be included in 

the denominator.  

This measure consists of two different numerators. Each numerator is defined by the length of 

continuous time that a patient received antidepressant medication over a set number of days. In order 

to qualify for numerator one, the patient is required to have received antidepressant meds for at least 

84 days (12 weeks) of continuous treatment during the 114-day period. In order to qualify for numerator 

two, the patient is required to have received antidepressant meds for at least 180 days (six months) of 

continuous treatment during the 231-day period. 

In the case where more than one eligible provider has an eligible encounter with same patient during 

the measurement period, then the patient can count towards both the numerator and denominator for 

both eligible providers without having to duplicate work. This means that, so long as the patient has met 

the numerator requirements outlined above, then that patient will be included in the numerator for any 

eligible provider which records an eligible encounter during the measurement period. 
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Denominator 

A patient must be 18 years or older the day before the start of the measurement period start date for 

them to appear in the denominator of this measure.  

An eligible encounter needs to occur with the patient during the measurement period for the patient to 

be included in the denominator of this measure. The list of eligible encounters for this measure is 

included below. At least one of these codes needs to appear in the codes tab in the patient chart with a 

date that falls within the measurement period for the patient to count towards the denominator for this 

measure. 

CMS128: Eligible Encounters 

HCPCS G0438, G0439 

CPT  

90832, 90834, 90837, 99201, 99202, 99203, 99204, 99205, 

99212, 99213, 99214, 99215, 99341, 99342, 99343, 99344, 

99345, 99347, 99348, 99349, 99350, 99385, 99386, 99387, 

99395, 99396, 99397 

 

In addition to the requirement of an eligible encounter, the patient must also have a diagnosis of major 

depression in the 270 days (nine months) prior to the measurement period or the first 90 days (three 

months) of the measurement period [270 days <= measurement period start <= 90 days]. This means 

that the diagnosis of major depression needs to be in the “Diagnoses” tab in the patient chart with a 

date that starts less than 270 days from the start of the measurement period or starts less than 90 days 

after the start of the measurement period. For a diagnosis to qualify, it must be active during the 

specified range. If a diagnosis of major depression is inactivated or resolved within the time specified, 

then the patient associated with the diagnosis will not qualify for the denominator of this measure. 

The lists of codes associated with a diagnosis of major depression are included below for reference. 

CMS uses the both ICD-9 and ICD-10 to identify the diagnoses for this measure. 

CMS128: Major Depression Diagnosis 

ICD-9 
296.20, 296.21, 296.22, 296.23, 296.24, 296.25, 296.30, 296.31, 

296.32, 296.33, 296.34, 296.35 

ICD-10 
F32.0, F32.1, F32.2, F32.3, F32.4, F32.9, F33.0, F33.1, F33.2, 

F33.3, F33.41, F33.9 

 

Finally, for a patient to qualify for the denominator of this measure, they must be prescribed at least one 

form of antidepressant medication. The antidepressant medication must be prescribed in the 30 days 

prior to the diagnosis of major depression or within the first 14 days following the diagnosis of major 

depression [30 days <= date of major depression diagnosis <= 14 days] for the patient to count towards 

the denominator of this measure. 
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If a patient is actively on an antidepressant medication at any point in the 90 days (three months) prior 

to the date that antidepressant medication was prescribed based on the diagnosis of major depression, 

then that patient is excluded from the denominator of this measure. In plain terms, a patient is excluded 

from this measure if they were already taking antidepressant medication at any point within 90 days of 

when the patient was prescribed antidepressant medication for treatment of major depression. 

Numerator 

This measure consists of two different numerators. Each numerator is defined by the length of 

continuous time that a patient received antidepressant medication over a set number of days. A patient 

must have an antidepressant medication listed as active in their medications tab in the patient chart 

over the date range specified to meet the requirement for the specific numerator. Each medication 

listed in the medications tab of the patient chart has a start date. So long as a specific antidepressant 

medication is listed in this tab with a start date and is not discontinued during the measurement period, 

this medication will be considered in treatment for the purposes of this measure.  

Numerator One: 114-Day Period 

In order to qualify for Numerator One, the patient is required to have received antidepressant meds for 

at least 84 days (12 weeks) of total treatment during the 114-day period. The 114-day period starts 

after the antidepressant medication is first prescribed. This means that an antidepressant medication 

should not be discontinued for a period greater than 30 total days in the 114-day period after the Start 

Date for that medication to count towards the numerator for this patient.  

A combination of antidepressant medications can be used to meet this numerator. This means that, so 

long as at least one antidepressant medication is active during a total 84 days, then this patient will be 

eligible for the numerator of this measure. Thus, if one antidepressant medication is inactivated and 

another one is prescribed in its place on the same day, then the new medication will count towards 

treatment for this day. 

Numerator Two: 231-Day Period 

To qualify for numerator two, the patient is required to have received antidepressant meds for at least 

180 days (6 months) of total treatment during the 231-day period. The 231-day period starts after the 

antidepressant medication is first prescribed. This means that an antidepressant medication must not 

be discontinued for a period greater than 51 total days in the 231-day period after the start date in order 

for that medication to count towards the numerator for this patient.  

A combination of antidepressant medications can be used to meet this numerator. This means that, so 

long as at least one antidepressant medication is active during a total of 180 days, then this patient will 

be eligible for the numerator of this measure. Thus, if one antidepressant medication is inactivated and 

another one is prescribed in its place on the same day, then new medication will count towards 

treatment for this day. 
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Closing the Referral Loop: Receipt of Specialist Report 

eMeasure ID: CMS-50 | NQF: N/A 

This measure is based on unique patients that had an eligible encounter and were referred by the eligible 

provider to another provider or setting during the measurement period. This means that a given patient, no 

matter how many times referred during the measurement period, can only count once for both numerator and 

denominator. Likewise, patients with no referrals during the measurement period will not count towards either 

numerator or denominator. Finally, this measure applies to all patients, regardless of age, who were referred 

during the measurement period. 

For a patient to fall within the numerator for this measure, the eligible provider must provide a summary 

of care document along with the patient’s referral or transition of care.   

In the case where more than one eligible provider has an eligible encounter and referral of the same 

patient during the measurement period, then each eligible provider will need to meet the numerator 

requirement on their own. This means that, the eligible provider must ensure that a summary of care 

document is included with the patient’s referral or transfer of care for the patient to appear in both the 

numerator and denominator for this measure. 

Denominator 

All patients are applicable for this measure regardless of their age. An eligible encounter needs to occur 

with the patient during the measurement period for the patient to be included in the denominator of this 

measure. The list of eligible encounters for this measure is included below. At least one of these codes 

needs to appear in the codes tab in the patient chart with a date that falls within the measurement 

period for the patient to count towards the denominator for this measure. 

CMS50: Eligible Encounters 

CPT  

99201, 99202, 99203, 99204, 99205, 99212, 99213, 99214, 99215, 

99381, 99382, 99383, 99384, 99385, 99386, 99387, 99391, 99392, 

99393, 99394, 99395, 99396, 99397 

  

In addition to have an eligible encounter with the patient, the eligible provider must also refer or transfer 

the patient to another provider or setting during the measurement period for the patient to be included 

with the denominator of this measure. A patient can be referred by using the transfer of Care tab in the 

patient chart and using the new transfer of care/ referral option. 

 Numerator 

Once the eligible provider chooses to perform a transfer of care or referral, they must include a 

summary of care document with their transfer/referral for the patient to count towards the numerator for 

this measure. The summary of care can be provided with a transfer/referral by using the new transfer of 

care/referral option under the transfer of tare tab in the patient chart. 
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Once the New Transfer of Care/Referral button has been clicked, the transfer/referral can be 

indicated in the “Transfer of Care/Referral” dialogue window which results. There are three main 

options to choose from which relate to how the transfer of care/referral occurred and only one option 

can be selected for each transfer of care/referral. The options are: 

• Transfer of Care/Referral with a Summary of Care provided using Direct Messaging 
o This option will satisfy the numerator of this measure 

• Transfer of Care/Referral with a Summary of Care provided by a method other than Direct 
Messaging 

o This option will satisfy the numerator of this measure 

• Transfer of Care/Referral without creating a Summary of Care 
o This option will not satisfy the numerator of this measure 

 

Regardless of whether or not Direct Messaging is used in the Transfer of Care/Referral, the For 

Referrals Only field must be used to indicate that the action being taken is a referral. This is a drop-

down field and an item must be selected prior to clicking the OK button for a Referral to occur. Failing 

to select an item from this field will indicate that a Transfer of Care occurred and not a Referral. Only 

Referrals count towards the denominator of this measure. 
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Depression Remission at Twelve Months 

eMeasure ID: CMS-159 | NQF: 0710 

This measure is different from others in that the Numerator is based off an eligible encounter which occurred in 

the previous year. As a result, this measure requires at least a year’s worth of data relating to encounters, 

diagnoses, and PHQ-9 scores before the numerator can be met. Additionally, the requirements for the patient 

to fall within the denominator are slightly more complex than other measures.  

For a patient to fall within the denominator for this measure, they must be greater than or equal to 18 

years of age and have an eligible encounter sometime in the following: 13 months before measurement 

period start date to one month before measurement period end date. Additionally, the patient must 

have a PHQ-9 score recorded with a value greater than nine during one of the eligible encounters. 

Finally, the patient must have an active diagnosis of either major depression including remission or 

dysthymia during an eligible encounter when PHQ-9 was scored to be greater than nine.  

Once in the denominator, a patient will qualify for the numerator of this measure if a Patient Health 

Questionnaire (PHQ-9) score of less than five is recorded one year after the date of the first instance of 

a PHQ-9 score > nine, plus or minus two months (minus a day at each end). 

Denominator 

A patient must be greater than or equal to 18 years of age the day before the start of the measurement 

period start date for them to appear in the denominator of this measure. An eligible encounter needs to 

occur within the following range: 13 months before measurement period start date to one month before 

measurement period end date. This means that there is a two-year range for which an eligible 

encounter can occur. 

The list of eligible encounters for this measure is included below. At least one of these codes needs to 

appear in the “Codes” tab in the patient chart with a date that falls within the specified time period for 

the patient to count towards the denominator for this measure. 

CMS159: Eligible Encounter 

CPT  
90791, 90792, 90832, 90834, 90837, 99201, 99202, 99203, 99204, 99205, 

99212, 99213, 99214, 99215 

 

Additionally, for the patient to fall within the denominator of this measure, they must have a Patient 

Health Questionnaire (PHQ-9) score in their record with a value greater than nine and the date 

associated with that score must match one of the Eligible Encounters mentioned above. 

Finally, in addition to the requirement of an eligible encounter and PHQ-9 score greater than nine, the 

patient must also have a diagnosis of either major depression including remission or dysthymia that is 

active during an eligible encounter when PHQ-9 was scored to be greater than nine. 

A patient can be excluded from this measure if they have an active diagnosis of either bipolar disorder 

or personality disorder with a start date that falls in the year before the measurement period or during 

the measurement period. 
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The lists of codes associated with diagnoses of both bipolar disorder and personality disorder are 

included below for reference. CMS uses the both ICD-9 and ICD-10 to identify the diagnoses for this 

measure. 

CMS159: Diagnosis - Bipolar Disorder 

ICD-9 

296.00, 296.01, 296.02, 296.03, 296.04, 296.05, 296.06, 296.10, 296.11, 296.12, 296.13, 

296.14, 296.15, 296.16, 296.40, 296.41, 296.42, 296.43, 296.44, 296.45, 296.46, 296.50, 

296.51, 296.52, 296.53, 296.54, 296.55, 296.56, 296.60, 296.61, 296.62, 296.63, 296.64, 

296.65, 296.66, 296.7, 296.80, 296.81, 296.82, 296.89 

ICD-10 

F30.10, F30.11, F30.12, F30.13, F30.2, F30.3, F30.4, F30.8, F30.9, F31.0, F31.10, F31.11, 

F31.12, F31.13, F31.2, F31.30, F31.31, F31.32, F31.4, F31.5, F31.60, F31.61, F31.62, 

F31.63, F31.64, F31.70, F31.71, F31.72, F31.73, F31.74, F31.75, F31.76, F31.77, F31.78, 

F31.81, F31.89, F31.9 

 

CMS159: Diagnosis - Personality Disorder 

ICD-9 
301.0, 301.10, 301.11, 301.12, 301.13, 301.20, 301.21, 301.22, 301.3, 301.4, 301.50, 

301.51, 301.59, 301.6, 301.7, 301.81, 301.82, 301.83, 301.84, 301.89, 301.9 

ICD-10 
F21, F34.0, F60.0, F60.1, F60.2, F60.3, F60.4, F60.5, F60.6, F60.7, F60.81, F60.89, F60.9, 

F68.10, F68.11, F68.12, F68.13, F68.8, F69 

 

Additionally, the patient can also be excluded from this measure if they have a procedure related to 

care services in long-term residential facility which has a date occurring in the year before the 

measurement period or during the measurement period. 

The lists of codes associated with care services in long-term residential facility are included below for 

reference. CMS uses CPT codes to identify the procedures for this measure. 

CMS159: Procedure - Care Services in Long-Term Residential Facility 

CPT  99324, 99325, 99326, 99327, 99328, 99334, 99335, 99336, 99337 

 

Numerator 

The patient will qualify for the numerator of this measure if they have a recorded PHQ-9 score of less 

than 5 during the following time period: one year after the date of the first instance of a PHQ-9 score > 

nine, plus or minus two months (minus a day at each end). It is important to note that only the first 

instance of a PHQ-9 score greater than nine is used to determine the numerator for this measure.  
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Depression Utilization of the PHQ-9 Tool 

eMeasure ID: CMS-160 | NQF: 0712 

This measure is comprised of three different sub-measures. Each sub-measure has a distinct patient 

population, numerator, and denominator, based on eligible encounters throughout the calendar year. The first 

sub-measure covers January 1st through April 30th. The second sub-measure covers May 1st through August 

31st. The third sub-measure covers September 1st through December 31st.   

For a patient to fall within the denominators for this measure, they must be greater than or equal to 18 

years of age and have an active diagnosis of either major depression including remission or dysthymia 

during an eligible encounter which occurred during the measurement period. 

Once in the denominator, a patient will qualify for the numerator of this measure if a Patient Health 

Questionnaire (PHQ-9) score was recorded during the same four-month sub-measure time period as 

the denominator. 

 Denominator 

A patient must be greater than or equal to 18 years of age the day before the start of the measurement 

period start date for them to appear in the denominator of this measure. An eligible encounter needs to 

occur with the patient during the four-month period defined by the previously mentioned sub-measures 

within the measurement period for the patient to be included in the denominator of the sub-measure. 

The list of eligible encounters for this measure is included below. At least one of these codes needs to 

appear in the “Codes” tab in the patient chart with a date that falls within the measurement period for 

the patient to count towards the denominator for this measure. 

CMS160: Eligible Encounter 

CPT  
90791, 90792, 90832, 90834, 90837, 99201, 99202, 99203, 

99204, 99205, 99212, 99213, 99214, 99215 

 

In addition to the requirement of an eligible encounter, the patient must also have a diagnosis of either 

major depression including remission or dysthymia that is active during an eligible encounter. 

During any of the four-month periods in the year, a patient can be excluded from the related sub-

measure if they have an active diagnosis of either bipolar disorder or personality disorder with a start 

date that occurs during that four-month period. 

Additionally, the patient can also be excluded from a sub-measure if they have a procedure related to 

care services in long-term residential facility which has a date occurring within the four-month period for 

that sub-measure. 

Numerator 

The patient qualifies for the numerator of a given sub-measure if the patient has a Patient Health 

Questionnaire (PHQ-9) score recorded during the same four-month period associated with that sub-

measure as the denominator. A PHQ-9 score can be recorded by assigning the measure to the patient 
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and either allowing them to complete the measure online through patient portal or else completing the 

measure in session using mobile notes. Once a PHQ-9 has been completed, initialing the measure or 

signing the mobile note where the measure appears will record the score into the patient chart. 

 

Preventive Care and Screening: Body Mass Index (BMI) Screening and Follow-Up Plan 

eMeasure ID: CMS-69 | NQF: 0421 

This measure is based on unique patients with an eligible encounter recorded by the eligible provider during 

the measurement period. This means that a given patient, no matter how many times seen during the 

measurement period, can only count once for both numerator and denominator. Likewise, patients with no 

eligible encounters during the measurement period will not count towards either numerator or denominator.  

For a patient to fall within the numerator for this measure, the eligible provider must have had an 

eligible encounter with the patient and had the patient’s BMI recorded either during an encounter or in 

the 12 months leading up to the measurement period.  

If the patient’s BMI falls within normal parameters, then no further action is required of the eligible 

provider. In this case, simply recording the BMI into the patient record meets the requirement for this 

measure. As a result, the patient is eligible to appear in both the numerator and denominator for this 

measure.  

If the patient’s BMI falls outside of normal parameters, then a follow-up plan must be documented 

during the encounter or in the previous twelve months of the encounter with the BMI outside of normal 

parameters in order to meet the numerator requirement associated with this measure. This measure 

has defined several means in which documentation for follow-up can be achieved: by performing a 

weight-related follow-up visit, by diagnosing the patient with special counseling codes for diet or 

exercise, or by prescribing weight controlling medications. An eligible provider can perform either of 

these actions with a patient for the patient to qualify for the numerator of this measure.   

In the case where more than one eligible provider has an eligible encounter and BMI recorded of the 

same patient during the measurement period, then each eligible provider will need to meet the 

numerator requirement on their own. This means that, the eligible provider must ensure that they 

perform an appropriate follow-up plan with the patient for the patient to appear in both the numerator 

and denominator for this measure. 

  

 

Denominator 

An eligible encounter needs to occur with the patient during the measurement period for the patient to 

be included in the denominator of this measure. The list of eligible encounters for this measure is 

included below. At least one of these codes needs to appear in the “Codes” tab in the patient chart with 

a date that falls within the measurement period for the patient to count towards the denominator for this 

measure. 
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CMS69: Eligible Encounters 

HCPCS  G0101, G0108, G0270, G0271, G0402, G0438, G0439, G0447 

CPT  

90791, 90792, 90832, 90834, 90837, 90839, 96150, 96151, 

96152, 97001, 97003, 97802, 97803, 98960, 99201, 99202, 

99203, 99204, 99205, 99212, 99213, 99214, 99215 

  

If a patient has an active diagnosis of pregnancy during the measurement period, then the patient is 

excluded from the denominator of this measure. If the diagnosis of pregnancy ends before the 

measurement period, then the patient will not be excluded from the denominator of this measure. 

 Numerator 

The patient must have their most recent BMI recorded during an eligible encounter or within the 

previous twelve months of an eligible encounter for the patient to appear in the numerator for this 

measure. The BMI for a patient is automatically calculated whenever both height and weight are 

recorded on the same date. It is important to note that both Height and Weight values must be entered 

with the same date for the BMI to be calculated. When a BMI is calculated, the date associated with the 

BMI will match the date of the height and weight values used in the BMI calculation. 

Height and weight for a patient can be recorded by using the “Vital Signs” section in a mobile note 

document. The following mobile note templates contain the section for “Vital Signs”: 

• Intake Note 

• Child Intake Note 

• DBP Intake Note 

• DBP Progress Note 

• Psychiatric Progress Note 

• Structured Therapy Progress Note 
 
Once values for both height and weight have been entered, the BMI will automatically calculate. If the 

value for most recent BMI is within normal parameters, then no further action is required of the eligible 

provider and the patient will qualify for the numerator of this measure.  

The normal parameters for BMI are variable based on the age of the patient. If the patient is of age 65 

years or older, then the value of BMI must fall between 23 and 30 for it to be considered within the 

normal range. If the patient is between the ages of 18 and 64, then the value of BMI must fall between 

18.5 and 25 in order for it to be considered within the normal range. 

If the value for the most recent BMI falls outside of the normal parameters, then the eligible provider 
must perform an additional action during an eligible encounter or in the previous twelve months of an 
eligible encounter to meet the numerator requirement for this measure. To meet the numerator in this 
case, the eligible provider must either: perform a follow-up weight-related procedure or prescribe a 
weight controlling medication. 
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Numerator: Follow-Up Procedure 
 
If the most recent recorded BMI value is outside of normal parameters, then the eligible provider must 

perform a weight related follow-up procedure with the patient during an eligible encounter or in the 

twelve months previous to an eligible encounter in order to qualify for the numerator of this measure. 

The weight related follow-up procedures which are defined by this measure are listed below. It is 
important to note that the procedures which qualify are different if the patient’s BMI is above or below 
the normal parameters. Based on the BMI value, the correct procedure must appear in the Codes tab in 
the patient chart with a date that matches an eligible encounter or in the twelve months before an 
eligible encounter. 

  

   

 

  

 

 

  

 

 

 

 

Numerator: Follow-Up Medications 

Alternatively, if the recorded BMI value is outside of normal parameters, then the eligible provider can 

prescribe the patient a weight-related medication during an eligible encounter, or in the twelve months 

prior to an eligible encounter to qualify for the numerator of this measure. 

The list of weight-related medication is included below for reference (CMS uses the RxNorm to identify 

the medications for this measure). It is important to note that the medications which qualify are different 

if the patient’s BMI is above or below the normal parameters. Based on the BMI value, the correct 

medication must have been prescribed during an eligible encounter or in the twelve months prior to an 

eligible encounter. 

  

 

 

 

CMS69: Above Normal Follow-up Procedure 

HCPCS  G8417, S9449, S9451, S9452, S9470 

CPT  

43644, 43645, 43770, 43771, 43772, 43773, 43774, 

43842, 43843, 43845, 43846, 43847, 43848, 97804, 

98960, 99078 

CMS69: Below Normal Follow-up Procedure 

HCPCS  G8418, S9449, S9452, S9470 

CPT  N/A 

CMS69: RXNORM 

Above Normal 314153, 692876 

Below Normal 577154, 860215, 860221, 860225, 860231 
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Preventive Care and Screening: Screening for Clinical Depression and Follow-Up Plan 

eMeasure ID: CMS-2 | NQF: 0418 

This measure is based on unique patients with an eligible encounter recorded by the eligible provider during 

the measurement period. This means that a given patient, no matter how many times seen during the 

measurement period, can only count once for both numerator and denominator. Likewise, patients with no 

eligible encounters during the measurement period will not count towards either numerator or denominator. 

Finally, this measure only applies to patients 12 years of age or older who were seen during the measurement 

period. 

For a patient to fall within the numerator for this measure, they must have been screened for clinical 

depression. Within the Valant Premium Psychiatric Suite, screening for depression is performed by 

administering a Patient Health Questionnaire (PHQ-9).  

If the patient screens negative for depression, then no further action is required of the eligible provider. 

In this case, simply administering the screen for depression meets the requirement for this measure. As 

a result, the patient is eligible to appear in both the numerator and denominator for this measure.  

If the patient screens positive for depression, then a follow-up plan must be documented within 1 day of 

the positive screening to meet the numerator requirement associated with this measure. This measure 

has defined two means in which documentation for follow-up can be achieved: by performing a Suicide 

Risk Assessment or by prescribing depression medication. An eligible provider can perform either of 

these actions with a patient who has screened positive for the patient to qualify for the numerator of this 

measure.   

In the case where more than one eligible provider has an eligible encounter recorded with the same 

patient during the measurement period, then each eligible provider will need to meet the numerator 

requirement on their own. This means that, within 1 business day of a positive depression screening, 

the eligible provider must either perform their own Suicide Risk Assessment or prescribe depression 

medications for the patient to appear in both the numerator and denominator for this measure.  

  Denominator 

A patient must be 12 years or older the day before the start of the measurement period start date for 

them to appear in the denominator of this measure. An eligible encounter needs to occur with the 

patient during the measurement period in order for the patient to be included in the denominator of this 

measure. The list of eligible encounters for this measure is included below. At least one of these codes 

needs to appear in the “Codes” tab in the patient chart with a date that falls within the measurement 

period for the patient to count towards the denominator for this measure. 

CMS2: Eligible Encounters 

HCPCS  G0101, G0402, G0438, G0439, G0444 

CPT 

90791, 90792, 90832, 90834, 90837, 90839, 92557, 92567, 

92568, 92625, 92626, 96116, 96118, 96150, 96151, 97003, 

99201, 99202, 99203, 99204, 99205, 99212, 99213, 99214, 

99215 
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If the patient has a PHQ-9 score within the measurement period and the patient also has an active 

diagnosis of either depression or bipolar disorder during the most recent PHQ-9 score within the 

measurement period, then the patient is excluded from the denominator of this measure.  

The lists of codes associated with a diagnosis of depression and bipolar disorder are included below for 

reference. CMS uses the both ICD-9 and ICD-10 to identify the diagnoses for this measure. 

CMS2: Depression Diagnosis 

ICD-9 

290.13, 290.21, 290.43, 296.2, 296.21, 296.22, 296.23, 296.24, 

296.25, 296.26, 296.3, 296.31, 296.32, 296.33, 296.34, 296.36, 

296.82, 298.0, 300.4, 301.12, 309.0, 309.1, 309.28, 311 

ICD-10 
F01.51, F03, F32.0, F32.1, F32.2, F32.3, F32.4, F32.5, F32.8, F32.9, 

F33.0, F33.1, F33.2, F33.3, F33.42, F33.9, F34.1, F43.21, F43.23 

 

CMS2: Bipolar Diagnosis 

ICD-9 296.40, 296.41, 296.42, 296.43, 296.44, 296.45, 296.46, 296.80 

ICD-10 F31.1, F31.11, F31.12, F31.13, F31.2, F31.73, F31.74, F31.9 

 

Numerator 

The patient must be screened for depression during the measurement period for them to appear in the 

numerator for this measure. A screening for depression is achieved by recording a Patient Health 

Questionnaire (PHQ-9) value into the patient chart. This can be done by administering a PHQ-9 directly 

to the patient by assigning the measure to the patient and either allowing them to complete the 

measure online through Patient Portal or else completing the measure in session using Mobile Notes. 

Once a PHQ-9 has been completed, initialing the measure or signing the Mobile Note where the 

measure appears will record the score into the patient chart.  

If the score of the PHQ-9 is under 10, then no further action is required of the eligible provider and the 

patient will qualify for the numerator of this measure. Otherwise, if the patient scores 10 or higher on 

the PHQ-9, then the eligible provider must perform an additional action within 1 day of the positive 

score to meet the numerator requirement for this measure. To meet the numerator in this case, the 

eligible provider must either perform a Suicide Risk Assessment or prescribe depression medication 

within one day of the date associated with the PHQ-9 score of 10 or more. 
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Numerator: Suicide Risk Assessment 

If the score of the PHQ-9 is 10 or more, then the eligible provider must perform a suicide risk 

assessment with the patient within 1 day of the positive PHQ-9 score for the patient to qualify for the 

numerator.  

A Suicide Risk Assessment is considered performed when a mobile note document has been signed 

with the following sections not empty: suicide risk factors, suicide protective factors, and suicide 

prevention plan. So long as these three sections appear in the same signed mobile note and each are 

not empty, then a Suicide Risk Assessment has been performed. The date of the Suicide Risk 

Assessment will match the date of the signed document. Signing any of these documents with non-

empty sections for “Suicide Risk Factors”, “Suicide Protective Factors”, and “Suicide Prevention Plan 

will qualify as a Suicide Risk Assessment being performed on the date associated with the signed 

document.   

 

 

 Numerator: Depression Medication 

Alternatively, if the score of the PHQ-9 is 10 or more, the eligible provider can prescribe depression 

medication to the patient. So long as the depression medication is prescribed to the patient within one 

day of the positive PHQ-9 score, then that patient will qualify for the numerator of this measure.  

Patients under 18 are considered adolescents and have a much more constrained list of medications 

which can be used to treat depression for the purposes of this measure.  

The Depression Medication must be prescribed within one day of the patient scoring 10 or more on the 

PHQ-9 in order for that patient to count towards the numerator for this measure.  

 

Preventive Care and Screening: Tobacco Use: Screening and Cessation Intervention 

eMeasure ID: CMS-138 | NQF: 0028 

This measure is based around the recording of the smoking status for a patient and performing follow-up 

interventions if the patient is anything other than a non-smoker. It is broken down into three populations.  

• Population one is a percentage of patients screened one or more times within the last 24 months.  

• Population two percentage of tobacco users who received tobacco cessation within the last 24 months.  

• Population three percentage of all patients screened one or more times and if tobacco users received 

cessation counseling within the last 24 months.   

For a patient to fall within the denominator for this measure, they must be greater than or equal to 18 

years of age and have variable number of eligible encounters occurring during the reporting period. 

There are two different types of eligible encounters associated with this measure. The patient must 

have at least two eligible encounters visit to qualify or the denominator of this measure. Alternatively, 
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the patient only needs one eligible encounter-preventative visit of the other type in order to qualify or 

the denominator of this measure. The population 2 denominator requires the patient was screened for 

tobacco use and identified as tobacco users.  

Once in the denominator, whether a patient will qualify for the numerator varies by population.  

• Population one, if the patient has their smoking status recorded within 24 months of measurement 

period end date the patient will automatically qualify for the numerator of this measure with no further 

effort required.  

 

• Population two, if the patient has their smoking status recorded within 24 months of measurement 

period end date and the value for their smoking status is either never smoker or former smoker then the 

patient will qualify for the numerator of this measure. If the patient has their smoking status recorded 

within 24 months of measurement period end date and the value for their smoking status is anything 

other than never smoker or former smoker, then one of the following must occur within 24 months of 

the measurement period end date: 

1. Patient is prescribed “Tobacco Use Cessation Pharmacotherapy” medication 
2. Patient has a procedure for “Tobacco Use Cessation Counseling" performed 

 

• For population three the patient will automatically qualify for the numerator if either numerator 
conditions for population 1 or two are met.   

 

Denominator 

A patient must be greater than or equal to 18 years of age the day before the start of the measurement 

period start date for them to appear in the denominator of this measure.  

There are two different types of eligible encounters associated with this measure. One type of 

encounter, known as eligible encounter visit, requires two or more occurrences during the reporting 

period to qualify the patient for the denominator. The other type of encounter, known as eligible 

encounter preventative visit only requires a single occurrence during the reporting period to qualify the 

patient for the denominator. 

The lists associated with both eligible encounters for this measure is included below. 

CMS138: Eligible Encounter -Visit 

CPT  

90791, 90792, 90832, 90834, 90837, 90845, 92002, 92004, 92012, 92014, 96150, 

96152, 97003, 97004, 99201, 99202, 99203, 99204, 99205, 99212, 99213, 99214, 

99215 
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 Numerator 

The logic used to determine whether the patient will qualify for the numerator of this measure is entirely 

based around recording their smoking status and the value associated with their smoking status. The 

numerator will differ depending on population.  

For population one the patient qualifies for the numerator by simply recording their smoking status 

For population two which is narrowed the patient qualifies for the numerator if one of the following 

occurs within twenty-four months of the measurement period end date:  

1. Patient is prescribed “Tobacco Use Cessation Pharmacotherapy” medication 

2. Patient has a procedure for “Tobacco Use Cessation Counseling" performed  

CMS169: Medication - Tobacco Use Cessation Pharmacotherapy 

RXNORM  

1046847, 1046858, 151226, 198029, 198030, 198031, 198045, 198046, 198047, 

199888, 199889, 199890, 205315, 205316, 250983, 311972, 311973, 311975, 

312036, 314119, 317136, 359817, 359818, 419168, 636671, 636676, 749289, 

749788, 892244, 896100, 993503, 993518, 993536, 993541, 993550, 993557, 

993567, 993681, 998671, 998675, 998679 

 

CMS138: Procedure - Tobacco Use Cessation Counseling 

CPT  99406, 99407 

 

For population three the patient will automatically qualify for the numerator if either numerator 
conditions for population one or two are met.   

 
 

CMS138: Eligible Encounter -Preventative Visit 

HCPCS  G0438, G0439 

CPT  
99395, 99396, 99397, 99401, 99402, 99403, 99404, 99411, 99412, 99420, 

99429 
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Promoting Interoperability (PI) Requirements 
The Promoting Interoperability (PI) Requirements, previously known as the Advancing Care Information 

category, replaced Medicare Meaningful Use.   

Valant Objectives and Measures 

The measures that qualify for the ACI category are accessed by clicking Meaningful Use | Meaningful Use 

Measures. 

e-Prescribing 

Required for PI base score: Yes 

At least one permissible prescription written by the MIPS eligible clinician is queried for a drug formulary and 

transmitted electronically using certified EHR technology. By default, all orders entered in DrFirst are queried 

for a drug formulary. Sending a prescription electronically will count the prescription towards the numerator. 

This measure looks at how a medication order was prescribed by the eligible provider during the 

reporting period. This measure is not based on unique patients nor is it connected to a recorded visit. 

Instead, how the medication is prescribed, and the date of the prescription is all that is recorded by this 

measure.  

This measure has two options for reporting. Eligible providers with the ability to ePrescribe (eRx) 

controlled substances using DrFirst’s Electronic Prescription of Controlled Substances (EPCS) can 

report using the option where all medication orders count towards the denominator (Electronic 

Prescribing (eRx) – Controlled Substances Included). Eligible providers who do not have EPCS turned 

on should choose the reporting option which excludes controlled substances from the denominator 

(Electronic Prescribing (eRx) – Controlled Substances Excluded). 

Provide Patient Access 

Required for PI base score: Yes 

At least one patient seen by the MIPS eligible clinician during the performance period is provided timely access 

to view online, download, and transmit to a third party their health information subject to the MIPS eligible 

clinician's discretion to withhold certain information. This information is captured in the measure Patient 

Electronic Access – Timely Access and Patient Electronic Access – View, Download, Transmit.  

Timely Access refers to the requirement that an eligible provider provide the patient with timely access 

(within 4 business days) to their health information (Health Summary). The Health Summary uses the 

Consolidated-Clinical Document Architecture (C-CDA) standard. Each section listed needs to be 

included with the Health Summary for it to be considered valid. This differs from a Clinical Summary, 

which allows the provider to exclude certain sections from the resulting documentation.  

When generating a health summary, the provider will not be allowed to exclude any sections. Instead, a 

health summary is defaulted to include all sections automatically. Sections may be empty on the health 

summary, meaning that a patient is not required to have information relating to that section for a health 

summary to be considered complete.  
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For a patient to receive a health summary, they must first be configured with an account in patient 

portal. The health summary must be provided electronically for an eligible provider to meet the 

numerator for this measure, so the patient must have an active patient portal account.  

Once a patient has been configured with a patient portal account, they can be provided a health 

summary by right clicking on their appointment and going and selecting Send C-CDA to Portal.  

Hovering over this option will provide several courses of action. The two options which can be used to 

meet the numerator for this measure are “Health Summary” and “Clinical Summary & Health 

Summary”. A health summary must be provided within 4 business days of the scheduled appointment 

to meet the numerator requirements. 

 

Health Information Exchange 

Required for PI base score: Yes 

The MIPS eligible clinician that transitions or refers their patient to another setting of care or health care 

clinician (1) uses CEHRT to create a summary of care record; and (2) electronically transmits such summary to 

a receiving health care clinician for at least one transition of care or referral. The summary of care must be sent 

electronically using Direct Messaging.  

This measure is based the number of transitions of care or referrals performed by the eligible provider 

during the reporting period. This means that the same patient can count towards both the numerator 

and denominator multiple times during a reporting period for an individual eligible provider, depending 

on the referrals or transfers that have occurred. For each transfer of care or referral performed by the 

eligible provider, a summary of care must be provided for the transfer/referral to count towards the 

numerator for this measure. If the same patient was transferred or referred more than once during the 

reporting period, a Summary of care must be provided for each unique transfer/referral to receive credit 

for the numerator for that transfer/referral. 

Each eligible provider will need to provide a summary of care for each referral or transfer of care they 

performed during the reporting period to receive credit for the numerator for this measure. If more than 

one eligible provider has a transfer of care or referral with the same patient during the reporting period, 

then each eligible provider will need to provide their own summary of care with the transfer/referral for 

that visit to count towards the numerator for that eligible provider. 

A Transfer of Care or Referral for a patient can be indicated under the “Transfer of Care” tab in the 

patient chart. Under the “Transfer of Care” tab, choosing the option New Transfer of Care/Referral 

from the lower table will start the transfer of care process. Once the New Transfer of Care/Referral 

button has been clicked, the transfer/referral can be indicated in the New Transfer of Care/Referral 

dialogue window with results. There are three main options to choose from which relate to how the 

transfer of care/referral occurred and only one option can be selected for each transfer of care/referral. 

Only the first option will count towards the numerator of this measure – Transfer of care/referral 

with a Summary of Care provided using Direct Messaging. 
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When using the option to send the Summary of Care using Direct Messaging, both a recipient and a 

subject must be provided. The recipient is chosen from a drop-down list of providers who are on the 

direct messaging contact list for the practice. If a recipient outside of this list is to be the receiver of the 

transfer/referral, then the recipient needs to be added to the direct messaging contact list prior to using 

this feature. 

 

Clicking the OK button after choosing the method of the transfer/referral and filling in the required fields 

will result in the transfer/referral appearing in the table. To populate the numerator for the second 

Summary of Care measure (Summary of Care – Electronically Transmitted & Received), both a 

Summary of Care must be sent via Direct Messaging, and that message must be received by the 

recipient. This means that Direct Addresses for recipients cannot be invalid nor can Summary of Cares 

be sent to Direct Addresses that are not yet vetted. 
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View, Download or Transmit (VDT) 

Required for PI base score: No 

At least one patient seen by the MIPS eligible clinician during the performance period (or patient-authorized 

representative) views, downloads or transmits their health information to a third party during the performance 

period. This information is captured in the measure Patient Electronic Access – View, Download, Transmit. 

Once a Health Summary has been sent, the patient can access the document by logging into their 

patient portal account and going to the “Clinical Documents” tab. The health summary will show up on 

the list of documents for this patient. The patient can choose to view the document, Download the 

document to their computer, or transmit the document using direct to another provider. Having the 

patient perform any of these actions will count toward the numerator of this measure. 

 

Patient-Specific Education 

Required for PI base score: No 

The MIPS eligible clinician must use clinically relevant information from CEHRT to identify patient-specific 

educational resources and provide access to those materials to at least one unique patient seen by the MIPS 

eligible clinician. This information is captured in the measure Patient-Specific Education Resources. 

This measure looks at unique patients with a recorded visit by the eligible provider during the reporting 

period. This means that a given patient will only count once for both numerator and denominator, no 

matter how many times they were seen during the reporting period. Additionally, patients with no 

recorded visits during the reporting period will not count towards either numerator or denominator. 

Providing a patient with patient-specific education resources that were identified by the CEHRT is not 

tied to an individual eligible provider within a practice. All eligible providers within a practice will receive 

credit for a patient who have been provided with patient-specific education resources that were 

identified by the CEHRT so long as that patient has a recorded visit with the eligible provider during the 

reporting period. This means that, once a patient has been provided education resources, any eligible 

provider who has a recorded visit with that patient during the reporting period will have that patient 

appear in both the numerator and denominator for this measure. 

Providing a patient with patient-specific education resources that were identified by the CEHRT can 

occur before, during or after the reporting period. This means that it does not matter when the 

education resources were provided so long as it is done prior to generating the measures for 

submission to CMS. 

There are three tabs within the patient chart that identify Patient-Specific Education Resources in the 

Valant Premium Psychiatrist Suite: Diagnoses, Medications, and Lab Panels. 

Diagnoses 

Any diagnosis that has been entered for a patient will have both an Info button icon (which appears as 

a blue circle with an ‘i’ in the center) and a link for the description. Clicking on either the Info button or 

the link will open a new tab in the browser and provide education resources for this diagnosis. Once the 

link has been clicked, the user will be able to indicate that the Patient-Specific Education Resources 



 

 

28 | P a g e  
 

identified were provided to the patient. Choosing Yes from this dialogue window will link the patient to 

the numerator for this measure. 

 

Medications 

Any medication that has been entered for a patient will have both an Info button icon (which appears as 

a blue circle with an ‘i’ in the center) and a link for the code and description. Clicking on either the Info 

button or the link will open a new tab in the browser and provide education resources for this 

medication. Once the link has been clicked, the user will be able to indicate that the Patient-Specific 

Education Resources identified were provided to the patient. Clicking Yes from this dialogue window 

will link the patient to the numerator for this measure. 

 

Lab Panels 

The Valant Premium Psychiatrist Suite uses MedlinePlus for Patient-Specific Education Resources. 

Medline Plus is a website hosted by the National Library of Medicine, a part of the National Institutes of 

Health, and was created to be the authoritative location for health information. Clicking on the link for 

either diagnosis or lab panel measurement in the Valant Premium Psychiatrist Suite will open the 

corresponding page in MedlinePlus. From here, the eligible provider can choose what education 

resources to convey to their patients based on the information presented by MedlinePlus. 

 

Secure Messaging 

Required for PI base score: No 

For at least one unique patient seen by the MIPS eligible clinician during the performance period, a secure 

message was sent using the electronic messaging function of CEHRT to the patient (or the patient-authorized 

representative), or in response to a secure message sent by the patient (or the patient-authorized 

representative) during the performance period. This information is captured in the measure Secure Electronic 

Messaging. 

This measure is based on unique patients with a recorded visit by the eligible provider during the 

reporting period. This means that a given patient, no matter how many times seen during the reporting 

period, can only count once for both numerator and denominator. Likewise, patients with no recorded 

visits during the reporting period will not count towards either numerator or denominator. Finally, this 

measure applies to all patients, regardless of age, who were seen during the reporting period. 

The denominator is the number of unique patients seen by the eligible provider during the EHR 

reporting period. The numerator is the number of patients or patient-authorized representatives in the 

denominator who send a secure electronic message to the eligible provider that is received using the 

electronic messaging function of CEHRT during the EHR reporting period. 
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The patient can use the Secure Messaging feature within the patient portal. In the “Secure Message” 

tab the patient can either compose a new message or reply to an existing message. Performing either 

action will make this patient eligible for the numerator for this measure. It is important to note that the 

recipient of the message must be the eligible provider for that eligible provider to receive credit for the 

numerator. 

  

Medication Reconciliation 

Required for PI base score: No 

The MIPS eligible clinician performs medication reconciliation for at least one transition of care in which the 

patient is transitioned into the care of the MIPS eligible clinician. This information is captured in the measure  

Medication Reconciliation. 

This measure is based the number of medication reconciliations performed through transitions of care 

received by the eligible provider during the reporting period. This means that, based on the transfers 

that have occurred, the same patient can count towards both the numerator and denominator multiple 

times during a reporting period for an individual eligible provider. 

Each eligible provider will need to perform a medication reconciliation for each transfer of care they 

received during the reporting period to receive credit for the numerator for this measure. If more than 

one eligible provider has received a transfer of care with the same patient during the reporting period, 

then each eligible provider will need to provide their own medication reconciliation with the transfer for 

that transfer to count towards the numerator for that eligible provider.   

There are two methods of reconciling medications: using the Transfer of Care tab in the Patient Chart 

or utilizing the Reconcile Summary of Care feature within Direct Messaging. 

Patient Chart | Transfer of Care 

A user can indicate that Medication Reconciliation occurred for a patient through the “Transfer of Care” 

tab of the patient chart. Choosing the New Non-Direct Summary of Care button located above the 

“Reconcile Summary of Care” (incoming) table will begin the process of manually indicating that a 

summary of care occurred for the patient. This option is to be used when a patient transferred into care 

without the eligible provider receiving a direct message containing a summary of care for the patient. 

The Edit Summary of Care dialogue window will appear.  

New Patient: This field is used to indicate that the patient for whom the Transfer of Care was 

received is new to the practice. If this box is unchecked, it indicates that the patient was already 

in treatment with the practice when the Transfer of Care was received.   

Transfer of Care date: This field is used to determine when the Transfer of Care occurred. This 

date must fall within the reporting period in order for the transfer to count towards numerator 

and/or denominator of this measure. 

Summary of Care provided: This field is used to indicate that a Summary of Care was provided 

along with the patient transitioning into the eligible providers care. If the Summary of Care 
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provided box is checked, then the Transfer of Care will count towards the denominator of this 

measure. If the Summary of Care box is unchecked, then the Transfer of Care will only count 

towards the denominator of this measure if the New Patient box is also checked. 

Transfer of Care from: This field is used to indicate where the patient is transitioning from. This 

field is entirely optional and does not play any role in determining the numerator or denominator 

for this measure. 

Provider: This field is used to indicate which provider received the Transfer of Care. The 

provider chosen represents the eligible provider for the purposes of this measure. This means 

that only the provider attached to the Transfer of Care will receive credit for the numerator 

and/or denominator of this measure. 

Medication list was reconciled: This field indicates that a Medication Reconciliation occurred 

based on the Transfer of Care. Checking this box will allow the transfer to count towards the 

numerator for this measure. Failing to check this box will ensure that the denominator increases 

without the numerator increasing as well. 

Date Reconciled: This field indicates when the medication reconciliation occurred. This field is 

required to be filled with a date when the medication list was reconciled checkbox is checked. 

The date does not affect the numerator or denominator but is a required field for purposes of 

medication reconciliation. 

When entering a new Transfer of Care, the following must occur for the numerator to increment for an 

eligible provider: 

1. The “Transfer of Care date” must fall within the recording period 
2. The “Summary of Care provided” checkbox must be checked or the “Summary of Care 

provided” checkbox is unchecked and the “New Patient” checkbox is checked  
3. The “Provider” field must be set to the eligible provider 
4. The “Medication List was reconciled” checkbox must be checked 
5. The “Date Reconciled” field must contain a date 

 

Direct Messaging | Reconcile Summary of Care 

An EP can receive credit for Medication Reconciliation automatically by reconciling a Summary of Care 

within Direct Messaging. The eligible provider must first receive a direct message which contains a 

Summary of Care document as part of the Transfer of Care for a patient. The C-CDA will appear as an 

attachment to the message. Clicking the Open button on the message will show the details of the Direct 

Message. 
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With the details of the message open, the details of the attachment can be viewed. If the attachment is 

a Summary of Care file (an XML document), then the option to Reconcile Summary of Care will be 

available. Clicking on this button will begin the process of Reconciliation for the patient.  

The first step in Reconciliation is to link the patient contained in the Summary of Care document (shown 

on the left side) to a patient within the practice (shown on the right). The system will attempt to 

automatically locate a patient within the practice based on the details of the Summary of Care 

document. The “Change Patient” field allows for a different patient to be selected for Reconciliation 

other than what the system selected. The “Provider” field determines which eligible provider will receive 

credit for the Transfer of Care. Once the patient and provider have been selected, clicking “Next” will 

continue the Reconciliation process. 
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The items on the left side are contained in the Summary of Care document, while the lists on the right 

relate to the current values contained in the patient chart. Unchecking an item from either side will 

remove it from the list during the Merge. Problems, Medications, and Medication Allergies can all be 

reconciled. Once the line items for each list have been reviewed, clicking the Merge button will combine 

the two sides together into a single list for each category.  

 

 

 

The merged list is presented for each category prior to being saved to the patient’s chart. This is the 

final review screen before the changes become permanent. Clicking the Save to Patient Chart button 

will complete the Reconciliation process.  

Once the information has been saved to the chart, a line item will automatically appear under the 

Transfer of Care tab in the patient chart. The line item will indicate the Transfer of Care date, Provider, 

and the fact that the Medications were reconciled automatically based when the Summary of Care was 

reconciled, and which provider was selected for the reconciliation. If the Transfer of Care date falls 

within the reporting period, this line item will count towards the numerator of this measure 
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Objectives and Measures Outside of Valant 

Some of the objectives and measures in the ACI category do not involve tracking data within the EHR. 

Security Risk Analysis 

Required for PI base score: Yes 

This measure speaks to an organizations risk management process, and as a software vendor, Valant cannot 

attest to our customer’s operations around security. This measure does not have a numerator, denominator or 

reporting threshold. Instead, it is a Yes/No attestation by the eligible provider. The eligible provider is required 

to perform a security risk analysis and implement security updates as necessary to correct security deficiencies 

identified by the analysis. This needs to be done in accordance with 45 CFR 164.308(a) (1), 45 CFR 164.312 

(a)(2)(iv), and 45 CFR 164.306(d)(3) 

Public Health Reporting: 

Required for PI base score: No 

Immunization Registry Reporting 

Syndromic Surveillance Reporting 

Specialized Registry Reporting 

These measures do not have a numerator, denominator or reporting threshold. Instead, they are Yes/No 

attestation by the eligible provider. Because Behavioral Health eligible providers do not typically collect 

ambulatory syndromic surveillance information on their patients, this measure is one that we expect all eligible 

providers of the Valant Premium Psychiatrist Suite to exclude from their reporting. 

As the collection of ambulatory syndromic surveillance information of patients is outside the scope of 

Behavioral Health, this measure was deemed outside of the scope of the Valant Premium Psychiatrist Suite. 

This measure is excluded from the certification of the Valant Premium Psychiatrist Suite for the 2014 CEHRT.   
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Clinical Improvement Activities Category 
The Clinical Improvement Activities (CIA) category is new to MIPS and does not have a direct correlation to a 

pre-existing government reporting program.   

 

Valant Integrated Activities 

Of the 113 activities available for 2018 reporting, 9 activities are part of the Behavioral and Mental Health 

subcategory. 4 of these activities are integrated with other Valant objectives or measures. 

Depression Screening 

This measure is identical to the Depression Screening measure in the Quality Category. 

 Preventive Care and Screening: Screening for Clinical Depression and Follow-Up Plan 

eMeasure ID: CMS-2 | NQF: 0418 

 

Tobacco Use 

This measure is identical to the Depression Screening measure in the Quality Category. 

 Preventive Care and Screening: Tobacco Use: Screening and Cessation Intervention 

eMeasure ID: CMS-138 | NQF: 0028 

Electronic Health Record Enhancements for BH data capture 

Enhancements to an electronic health record to capture additional data on behavioral health (BH) populations 

and use that data for additional decision-making purposes (e.g., capture of additional BH data results in 

additional depression screening for at-risk patient not previously identified).   

 Using the data captured in Valant for decision making purposes satisfies this requirement.  

MDD prevention and treatment interventions 

eMeasure ID: CMS-161 | NQF: 0104 

This measure looks at patients 17 years of age or older who were diagnosed with major depressive disorder 

during an eligible encounter, where the encounter occurred during the measurement period. The patients are 

counted in the numerator of this measure if a Suicide Risk Assessment is performed. 

Denominator 

A patient must be greater than or equal to 17 years of age the day before the start of the measurement 

period start date for them to appear in the denominator of this measure.  

An eligible encounter needs to occur with the patient during the measurement period. The list of eligible 

encounters for this measure is included below. At least one of these codes needs to appear in the 

“Codes” tab in the patient chart with a date that falls within the measurement period for the patient to 

count towards the denominator for this measure. 
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CMS161: Eligible Encounter 

CPT 

90791, 90792, 90832, 90834, 90837, 90845, 99201, 99202, 99203, 99204, 

99205, 99212, 99213, 99214, 99215, 99241, 99242, 99243, 99244, 99245, 

99281, 99282, 99283, 99284, 99285 

 

In addition to the requirement of an eligible encounter, the patient must also have a diagnosis of major 

depressive Disorder that has a start date which matches the date of an eligible encounter. This means 

that a diagnosis of major depressive disorder needs to be in the “Diagnoses” tab of the patient chart 

with a status of active and a start date that both falls within the measurement period and also matches 

the date of an eligible encounter.  

The lists of codes associated with a diagnosis of major depressive disorder are included below for 

reference. CMS uses the both ICD-9 and ICD-10 to identify the diagnoses for this measure. 

CMS161: Diagnosis - Major Depressive Disorder 

ICD-9 
296.20, 296.21, 296.22, 296.23, 296.24, 296.30, 296.31, 296.32, 296.33, 

296.34 

ICD-10 F32.0, F32.1, F32.2, F32.3, F32.9, F33.0, F33.1, F33.2, F33.3, F33.9 

 

Numerator 

For a patient to qualify for the numerator of this measure, they must first have an eligible encounter 

during the measurement period and they must have a diagnosis of major depressive disorder start 

during that eligible encounter. Finally, on the date of the eligible encounter when the diagnosis of major 

depressive disorder starts, a Suicide Risk Assessment must be performed to have the patient fall into 

the numerator of this measure.  

A Suicide Risk Assessment is considered performed when a Mobile Note document has been signed 

with the following sections not empty: “Suicide Risk Factors”, “Suicide Protective Factors”, and “Suicide 

Prevention Plan”. So long as these three sections appear in the same signed Mobile Note and each are 

not empty, then a Suicide Risk Assessment has been performed. The date of the Suicide Risk 

Assessment will match the date of the signed document. 

 

 

 


