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Questions # 1:

Hospital-acquired condition pay provisions apply only to

Options:

O A.

inpatient prospective payment system hospitals
O B.

critical access hospitals

O C.

long-term acute care hospitals

O D.

inpatient psychiatric hospitals

Answer

A
Explanation

Hospital-acquired condition pay provisions apply only to inpatient prospective payment
system hospitals because they are subject to the CMS policy that reduces payments for
cases with conditions that were not present on admission. This policy is intended to
encourage hospitals to improve the quality of care and prevent avoidable complications.
Other types of hospitals, such as critical access hospitals, long-term acute care hospitals,
and inpatient psychiatric hospitals, are not affected by this policy and are paid based on
different methodologies. (CDIP Exam Preparation Guide)

References:

CDIP Exam Content Outlinel
CDIP Exam Preparation Guide2

Hospital-Acquired Conditions (Present on Admission Indicator): Hospital ...3

l
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Questions # 2:

The physician advisor/champion needs to provide ongoing education regarding coding and
reimbursement regulations to the

Options:

O A.

clinical documentation integrity staff

O B.

organization senior administration staff

O C.

Health Information Management coding staff

O D.

organization's medical and surgical staff

Answer

D
Explanation

The physician advisor/champion is a key role in the CDI program who serves as a liaison
between the CDI staff and the organization’s medical and surgical staff. The physician
advisor/champion needs to provide ongoing education regarding coding and
reimbursement regulations to the organization’s medical and surgical staff to promote
awareness, understanding, and compliance with CDI initiatives and goals.

References: AHIMA. “CDIP Exam Preparation.” AHIMA Press, Chicago, IL, 2017: 97-98.

Questions # 3:

Which of the following should an organization consider when developing a query retention
policy and procedure?
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Options:

O A.

If the query is considered part of the health record
O B.

How the query will be formatted

O C.

Who should be queried

O D.

What the escalation process will be

Answer

A
Explanation

One of the factors that an organization should consider when developing a query
retention policy and procedure is if the query is considered part of the health record or
not. According to the AHIMA/ACDIS query practice briefl, a query is considered part of the
health record if it meets any of the following criteria:

It is used to clarify documentation that affects code assignment or other data
elements

It is used to support clinical validation of a diagnosis or procedure

It is used to support medical necessity or quality indicators

It is used to communicate clinical information between providers If a query is part of
the health record, it should be retained according to the organization’s health record
retention policy and procedure, which should comply with federal, state, and local
laws and regulations. The query retention policy and procedure should also address
issues such as:

The format and location of the query (e.qg., paper, electronic, hybrid)
The security and confidentiality of the query
The accessibility and availability of the query

The ownership and custodianship of the query
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The legal implications and evidentiary value of the query

References:

CDIP® Exam Content Outline
(https://www.ahima.org/media/1z0x0x1a/cdip-exam-content-outline.pdf)

Guidelines for Achieving a Compliant Query Practice—2022 Updatel

Questions # 4:

Which factors are important to include when refocusing the primary vision of a clinical
documentation integrity (CDI) program?

Options:

O A.

Reporting and the use of technology

O B.

Value and mission statements

O C.

Benchmarks and case mix index

O D.

Diagnostic related groups and revenue cycle

Answer

B
Explanation

A CDI program’s vision should reflect its purpose, values, and goals, and align with the
organization’s overall vision and mission. Value and mission statements help define the
CDI program'’s role, scope, and objectives, and communicate them to stakeholders.
Reporting and the use of technology are important tools for a CDI program, but they are
not part of its vision. Benchmarks and case mix index are performance indicators that
measure the CDI program’s outcomes, but they do not reflect its vision. Diagnostic related
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groups and revenue cycle are aspects of reimbursement that may be affected by the CDI
program, but they are not the primary focus of its vision.

Questions # 5:

Which of the following is the definition of an Excludes 2 note in ICD-10-CM?

Options:

O A.

Neither of the codes can be assigned

O B.

Two codes can be used together to completely describe the condition
O C.

Only one code can be assigned to completely describe the condition
O D.

This is not a convention found in ICD-10-CM

Answer

B
Explanation

An Excludes 2 note in ICD-10-CM indicates that the condition excluded is not part of the
condition represented by the code, but a patient may have both conditions at the same
time. When an Excludes 2 note appears under a code, it is acceptable to use both the
code and the excluded code together to completely describe the condition. For example,
under code R0O5 Cough, there is an Excludes 2 note for whooping cough (A37.-). This
means that a patient can have both a cough and whooping cough at the same time, and
both codes can be used together to capture the full clinical picture.

References:

CDIP® Exam Content Outline
(https://www.ahima.org/media/1z0x0x1a/cdip-exam-content-outline.pdf)

ICD-10-CM Features | Diagnosis Coding: Using the ICD-10-CM1
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Questions # 6:

Which of the following is a clinical documentation element supporting a transbronchial biopsy?

Options:

O A.

Length of procedure

O B.

Pathology report documenting alveolar tissue
O C.

Hemoptysis

O D.

Pathology report documenting bronchial tissue

Answer

B
Explanation

A transbronchial biopsy is a procedure that involves obtaining tissue samples from the
alveoli (air sacs) of the lungs through a bronchoscope. A pathology report documenting
alveolar tissue is a clinical documentation element that supports a transbronchial biopsy,
as it confirms the source and nature of the tissue sample.

References: AHIMA. “CDIP Exam Preparation.” AHIMA Press, Chicago, IL, 2017: 55-56.

Questions # 7:

An organization dealing with staffing shortages has adopted a policy requiring clinical
documentation integrity practitioner (CDIP) to stop reviewing any record after a major
complication or co-morbidity is found. What is the unintended consequence of

this?
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Options:

O A.

Increase in case mix index

O B.

Reduced risk of clinical denials

O C.

Increased number of records reviewed by each CDIP
O D.

Decrease in severity of illness and risk of mortality

Answer

D
Explanation

Severity of illness (SOI) and risk of mortality (ROM) are two metrics that measure the
complexity and acuity of a patient’s condition, based on the number, nature, and
interaction of complications and comorbidities (CCs) and major CCs (MCCs). SOl reflects
the extent of physiologic decompensation or organ system loss of function, while ROM
reflects the likelihood of dying. Both SOl and ROM are divided into four levels: minor,
moderate, major, or extreme. These metrics are used to adjust payment rates, quality
indicators, and performance measures for hospitals and other healthcare providers.

If a CDIP stops reviewing any record after a major CC is found, they may miss other CCs or
MCCs that could affect the patient’s SOl and ROM levels. For example, a patient with
pneumonia and sepsis would have a major CC (pneumonia) and an MCC (sepsis). If the
CDIP stops reviewing the record after finding pneumonia, they would not capture sepsis,
which would increase the patient’s SOl and ROM levels from major to extreme. This would
result in underreporting the patient’s true complexity and acuity, and potentially lead to
lower reimbursement, lower quality scores, and higher denial risk.

Therefore, the unintended consequence of this policy is a decrease in SOl and ROM levels
for patients who have more than one CC or MCC.

References:

CDIP Exam Preparation Guide, 2021 Edition. AHIMA Press. ISBN: 9781584268530

Q&A: Understanding SOl and ROM in the APR-DRG system

3M™ All Patient Refined Diagnosis Related Groups (APR DRGS)
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Severity of illness | definition of severity of iliness by Medical dictionary

Using Severity Adjustment Classification for Hospital Internal and External
Comparisons

Questions # 8:

Yes/No queries may be used

Options:
O A.

when only the clinical indicators of a condition are present

O B.

to resolve conflicting documentation from multiple practitioners
O C.

when the diagnosis is not clearly documented in the health record

O D.

in any query format

Answer

Questions # 9:

An 88-year-old male is admitted with a fever, cough, and leukocytosis. The physician
documents admit for probable sepsis due to urinary tract infection (UTI). Antibiotics are
started. Three days later, the blood and urine cultures are negative, the patient has

been afebrile since admission, and the white blood count is returning to normal. What
documentation clarification is needed to support accurate coding of the record?
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Options:

O A.

Send a clinical validation query for only the diagnosis of sepsis.
O B.

Send a clinical validation query for both the diagnoses of sepsis and UTI.

O C.

A clinical validation query is not required for either diagnosis.
O D.

Send a clinical validation query for only the diagnosis of UTI.

Answer

B
Explanation

According to the Guidelines for Achieving a Compliant Query Practice (2019 Update) -
AHIMAL, clinical validation is a process by which documentation is evaluated to ensure
that the medical record demonstrates enough clinical support for all documented
diagnoses as mandated by the False Claims Act. If there is a lack of clinical support for
sepsis or UTI within the documentation, a clinical validation query should be sent. Query
choices should list sepsis or UTI as ruled out versus ruled in (because the physician is
documenting sepsis or UTI), but the query choice should also ask the provider to provide
additional clinical support within the medical record. Additional query choices that are
supported by clinical indicators listed on the query should also be listed as appropriatel.

In this case, the patient was admitted with a fever, cough, and leukocytosis, which are
signs and symptoms of sepsis or UTI. However, three days later, the blood and urine
cultures are negative, the patient has been afebrile since admission, and the white blood
count is returning to normal, which are indicators that sepsis or UTI may not be present or
resolved. Therefore, there is a discrepancy between the documented diagnoses of sepsis
and UTI and the clinical evidence in the record. A clinical validation query should be sent
to clarify if sepsis and UTI are still valid diagnoses or if they have been ruled out after
study. The query should also request additional documentation of any other clinical
indicators that support the diagnosis of sepsis or UTI, such as vital signs, physical exam
findings, inflammatory markers, imaging results, etcl.

References:

Guidelines for Achieving a Compliant Query Practice (2019 Update) - AHIMA1
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Questions # 10:

A modifier may be used in CPT and/or HCPCS codes to indicate

Options:

O A.

a service or procedure was increased or reduced

O B.

a service or procedure was performed in its entirety
O C.

a service or procedure resulted in expected outcomes

O D.

a service or procedure was performed by one provider

Answer

A
Explanation

According to the AHIMA CDIP Exam Preparation Guide, a modifier is a two-digit numeric or
alphanumeric code that may be used in CPT and/or HCPCS codes to indicate that a service
or procedure has been altered by some specific circumstance, but not changed in its
definition or codel. One of the reasons to use a modifier is to indicate that a service or
procedure was increased or reduced in comparison to the usual service or procedure2. For
example, modifier 22 can be used to report increased procedural services that require
substantially greater time, effort, or complexity than the typical service3. The other
options are not correct because they do not reflect the purpose of using modifiers. A
service or procedure performed in its entirety does not need a modifier, as it is assumed
to be the standard service or procedure. A service or procedure resulting in expected
outcomes does not affect the coding or reimbursement of the service or procedure. A
service or procedure performed by one provider may need a modifier depending on the
type of provider, the place of service, and the payer rules, but it is not a general reason to
use a modifier. References:

CDIP Exam Preparation Guide - AHIMA
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Modifiers: A Guide for Health Care Professionals - CMS

CPT® Modifiers: 22 Increased Procedural Services | AAPC
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