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1. Which of the following statements is TRUE regarding rule
out diagnoses?
A. A. A code for a rule out diagnosis can be coded when coding

for HCC.
B. B. A code for a rule out diagnosis can be coded in the

outpatient setting only.
C. C. The provider can document the rule out diagnosis but a

code is not selected to report it.
D. D. The provider can document the rule out diagnosis and

select a secondary code to report it.

2. Which RA model is most commonly used by Medicaid?
A. HCC
B. CDPS
C. Blended
D. Fee for Services (FFS)

3. Which of the following general statements is NOT true
regarding Risk Adjustment practices and Quality?
A. Health Care Plans with Four Star Quality Ratings can still

improve their score because the highest rating is a Five
B. From a data discovery perspective, they are essentially

inseparable
C. Data Collection for HEDIS and Star Ratings Programs can be

achieved during prospective member evaluations
D. Quality Measures have no correlation with medical record

information collected in support of risk adjustment

4. What do Risk Adjustment Factor (RAF) values associated
with diagnoses reflect?
A. They are solely based on the patient's age
B. They contribute to a total demographic score
C. They recognize the severity of conditions in a family

hierarchy
D. They are ignored in risk adjustment calculations
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5. In the context of risk adjustment coding, what is critical
for successful reimbursement?
A. Encouraging providers to avoid unnecessary documentation
B. Linking all diagnosis codes to corresponding claims
C. Timely and accurate reporting of all conditions
D. Only reporting conditions deemed important by the patient

6. Predictive models help identify individuals at high risk for
chronic illnesses. What can providers do with this
information to lower medical costs?
A. Develop disease management education programs
B. Involve clinical staff in care coordination
C. Refer patients with chronic illnesses to another provider
D. Determine the return on investment for referrals to

specialists

7. Which organization is the Coding Clinic associated with?
A. ICD
B. CPT
C. AHA
D. CMS

8. If the documentation is not clearly documented to code
current conditions, what should be done?
A. Use the unspecified code
B. Query the provider
C. Assume
D. Don't code the condition

9. Which type of audit verifies submitted diagnoses of
patients in risk adjustment models?
A. ZPIC
B. RAC
C. RADV
D. CERT
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10. Which statement about reporting diagnosis codes is true?
A. Diagnosis codes are required for conditions documented in

the assessment only
B. Diagnosis codes can be reported only for conditions in the

treatment plan
C. Diagnosis codes can be reported for all active conditions in

the medical record
D. Diagnosis codes are needed only if confirmed by diagnostic

tests
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1. C
2. B
3. D
4. C
5. C
6. A
7. C
8. B
9. C
10. C
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Explanations
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1. Which of the following statements is TRUE regarding rule
out diagnoses?
A. A. A code for a rule out diagnosis can be coded when coding

for HCC.
B. B. A code for a rule out diagnosis can be coded in the

outpatient setting only.
C. C. The provider can document the rule out diagnosis but a

code is not selected to report it.
D. D. The provider can document the rule out diagnosis and

select a secondary code to report it.
The statement that a code for a rule out diagnosis can be coded in the outpatient setting
only is not accurate in the context of coding standards. In coding practices, particularly
for risk adjustment and Hierarchical Condition Categories (HCC), the documentation of
rule out diagnoses follows specific guidelines.  When a provider documents a rule out
diagnosis, it indicates uncertainty about the presence of a condition at the time of
evaluation. Coding guidelines typically dictate that if a provider has not confirmed the
diagnosis—meaning it's still a possibility but has not been substantiated through further
evaluation or testing—then a code would not typically be selected to report it in the
context of risk adjustment coding. This is to ensure that only confirmed diagnoses that
impact patient care and resources are included in HCC coding.  The correct perspective
involves understanding how these rule out diagnoses are addressed in risk adjustment
coding. If a diagnosis has not been confirmed, it will not contribute to risk adjustment
calculations, impacting reimbursement and data accuracy. Therefore, while
documentation serves a purpose in clinical settings, it does not warrant the selection of a
diagnosis code in the context of coding for HCC, leading to an emphasis on confirmed
conditions only.  In essence, true coding practice aligns this understanding with the
importance of accuracy in diagnosis selection, ensuring that only

2. Which RA model is most commonly used by Medicaid?
A. HCC
B. CDPS
C. Blended
D. Fee for Services (FFS)

The most commonly used risk adjustment model by Medicaid is the Chronic Illness and
Disability Payment System (CDPS). This model is specifically designed to accommodate
the unique needs of Medicaid populations, which often include individuals with complex
chronic conditions and disabilities. The CDPS categorizes enrollees based on their health
status and needs, allowing for more accurate risk adjustment and reflecting the costs
associated with their care.  Unlike the Hierarchical Condition Categories (HCC) model,
which is often used by Medicare and primarily focuses on coding chronic conditions,
CDPS includes a broader range of health-related factors relevant to the predominantly
low-income population served by Medicaid. It takes into account various demographic
factors alongside clinical diagnoses, thereby ensuring providers receive appropriate
reimbursement for the care of members who require significant medical attention.  The
blended model, while notable, combines methods from both HCC and other models for
use in specific situations but is not as widely implemented for standard Medicaid
purposes. Fee-for-Service (FFS) reimbursement models do not include risk adjustment
mechanisms and focus instead on paying providers for each service performed, which
does not align with the objectives of a risk-adjusted payment system. Therefore, CDPS
stands out as the most suitable and applied model for Medicaid's risk adjustment needs.
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3. Which of the following general statements is NOT true
regarding Risk Adjustment practices and Quality?
A. Health Care Plans with Four Star Quality Ratings can still

improve their score because the highest rating is a Five
B. From a data discovery perspective, they are essentially

inseparable
C. Data Collection for HEDIS and Star Ratings Programs can be

achieved during prospective member evaluations
D. Quality Measures have no correlation with medical record

information collected in support of risk adjustment
The statement that Quality Measures have no correlation with medical record
information collected in support of risk adjustment is incorrect because in reality, there
is a significant relationship between the two. Medical record information is essential for
accurate risk adjustment, as it helps to capture the complexity of a patient's health
status. In risk adjustment methodologies, the data extracted from medical records
identifies diagnoses and conditions that can influence a patient's overall risk profile and,
subsequently, the reimbursement rates for healthcare providers.  Quality measures often
utilize similar data to assess the performance of healthcare plans, focusing on the care
and outcomes experienced by patients. For instance, accurate documentation and coding
of a patient's health conditions can impact both the risk adjustment calculations and the
quality measures scores, illustrating the interconnectedness of these concepts. Thus, the
correlation between medical record documentation and quality measures is critical for
ensuring that healthcare plans are accurately evaluated and that they can effectively
improve both risk adjustment scores and quality performance metrics.

4. What do Risk Adjustment Factor (RAF) values associated
with diagnoses reflect?
A. They are solely based on the patient's age
B. They contribute to a total demographic score
C. They recognize the severity of conditions in a family

hierarchy
D. They are ignored in risk adjustment calculations

Risk Adjustment Factor (RAF) values associated with diagnoses are significant as they
help recognize the severity of conditions within a hierarchy that reflects the complexity
of a patient’s health status. This means that RAF values take into account the impact of
various diagnoses on the expected healthcare costs and resource use for individuals.
Conditions that are more severe or that require more intense healthcare resources will
have higher RAF values, which in turn influence the risk adjustment calculations for
healthcare providers.  The concept of severity in a family hierarchy is essential here. It
acknowledges that certain combinations of diagnoses can indicate a more complex health
scenario that may require more extensive interventions. By utilizing this hierarchy,
healthcare systems can better allocate resources and plan for patient care based on the
severity and types of conditions present.  In contrast, the other options do not accurately
represent the comprehensive function of RAF values. For example, while age can affect
risk scores, it is not the sole factor; thus, stating that RAF values are solely based on age
does not encompass the multi-faceted nature of risk adjustment. Additionally, while
demographic factors do play a role in risk scoring, RAF values are not limited to
contributing to a total demographic score but specifically reflect clinical diagnoses.
Lastly, saying that RAF values are ignored in calculations is incorrect, as they
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5. In the context of risk adjustment coding, what is critical
for successful reimbursement?
A. Encouraging providers to avoid unnecessary documentation
B. Linking all diagnosis codes to corresponding claims
C. Timely and accurate reporting of all conditions
D. Only reporting conditions deemed important by the patient

Timely and accurate reporting of all conditions is essential for successful reimbursement
in risk adjustment coding. This practice ensures that all relevant health conditions are
documented and coded properly, which directly impacts the risk adjustment factor (RAF)
score of a patient. An accurate RAF score is crucial because it influences how much
reimbursement a healthcare provider will receive from Medicare or other insurers based
on the complexity of the patients' conditions.  By capturing all diagnosed conditions in a
timely manner, coders can help ensure that healthcare organizations are appropriately
compensated for the care provided. Additionally, timely reporting facilitates the
continuity of care, enhances patient management strategies, and contributes to more
reliable data for healthcare organizations. Missing or inaccurately reported diagnoses
can lead to underestimating the patient’s health status, which can negatively affect
reimbursement rates and care planning.

6. Predictive models help identify individuals at high risk for
chronic illnesses. What can providers do with this
information to lower medical costs?
A. Develop disease management education programs
B. Involve clinical staff in care coordination
C. Refer patients with chronic illnesses to another provider
D. Determine the return on investment for referrals to

specialists
Developing disease management education programs is an effective strategy for
providers to lower medical costs, as it helps patients better understand their chronic
conditions and the importance of adhering to their treatment plans. By educating
patients about their illnesses, providers can encourage proactive management of their
health, leading to better health outcomes, reduced emergency room visits, and fewer
hospitalizations. Education programs can also teach patients how to recognize warning
signs, thereby enabling them to seek timely medical attention before conditions escalate.
On the other hand, involving clinical staff in care coordination is important for ensuring
seamless communication and support among healthcare teams, but it does not directly
address patient education, which can significantly impact self-management and
compliance. Referring patients with chronic illnesses to another provider might disrupt
continuity of care and could lead to increased costs if the new provider does not have the
same resources or knowledge about the patient's history. Determining the return on
investment for referrals to specialists is relevant for assessing financial implications but
does not directly contribute to managing chronic illnesses and improving patient
outcomes in a cost-effective manner. Thus, focusing on education stands out as a more
direct means to control and reduce overall medical expenses through prevention and
better disease management.
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7. Which organization is the Coding Clinic associated with?
A. ICD
B. CPT
C. AHA
D. CMS

The Coding Clinic is associated with the American Hospital Association (AHA). It serves
as a key resource for guidance in the ICD coding system and provides important updates,
educational information, and coding tips to health care providers and coders. The AHA
publishes the Coding Clinic to assist in the proper use of the International Classification
of Diseases (ICD) codes, ensuring that coding practices adhere to the latest guidelines
and regulations.  Understanding the connection between the Coding Clinic and the AHA
is crucial for coders, as it empowers them with reliable resources to improve their coding
accuracy, which is particularly important in risk adjustment and reimbursement
processes.

8. If the documentation is not clearly documented to code
current conditions, what should be done?
A. Use the unspecified code
B. Query the provider
C. Assume
D. Don't code the condition

When faced with unclear documentation regarding a patient's current conditions, the
most appropriate course of action is to query the provider. This approach ensures
accuracy in coding by seeking clarification and further details that might be necessary
for proper coding. By reaching out to the healthcare provider, a coder can gather
additional information that may not have been initially documented but is essential for
understanding the patient's diagnosis and treatment.  This practice is vital in risk
adjustment coding as it maintains the integrity of the data and supports optimal
reimbursement. Correct coding not only facilitates appropriate payments but also
enhances patient care by ensuring that clinical data accurately reflects the medical
conditions being treated. Engaging with the provider fosters a collaborative effort to
achieve the highest coding standards and minimizes the risk of errors that could arise
from assumptions or using unspecified codes.
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9. Which type of audit verifies submitted diagnoses of
patients in risk adjustment models?
A. ZPIC
B. RAC
C. RADV
D. CERT

The type of audit that verifies submitted diagnoses of patients in risk adjustment models
is the RADV, which stands for Risk Adjustment Data Validation. This audit process is
specifically designed to ensure that the diagnoses submitted for risk adjustment
purposes reflect the medical records and the actual health conditions of the patient.
RADV audits are crucial because they confirm the accuracy of the data driving
reimbursement and risk adjustment calculations, directly impacting provider payments
and the assessment of patient populations.  In RADV audits, organizations are required
to provide documentation to support the diagnosis codes submitted, and the audit
process involves reviewing medical records to validate the accuracy of these submitted
codes. This not only helps in ensuring compliance with coding guidelines but also
maintains the integrity of the risk adjustment process.  The other audit types, while
important in their own right, focus on different aspects. ZPIC audits are aimed at
identifying fraudulent billing practices, RAC audits target improper payments, and CERT
audits are conducted to measure the accuracy of Medicare payments. Each serves a
unique purpose within healthcare compliance and oversight but does not specifically
focus on the verification of diagnoses in risk adjustment models like RADV does.

10. Which statement about reporting diagnosis codes is true?
A. Diagnosis codes are required for conditions documented in

the assessment only
B. Diagnosis codes can be reported only for conditions in the

treatment plan
C. Diagnosis codes can be reported for all active conditions in

the medical record
D. Diagnosis codes are needed only if confirmed by diagnostic

tests
The statement that diagnosis codes can be reported for all active conditions in the
medical record is accurate because coding guidelines and practices emphasize the need
to document and code for all active diagnoses that impact patient care or treatment. This
includes not just conditions currently being treated, but also those that may influence
management and care decisions, even if they are not the primary focus of treatment. 
Active conditions encapsulate a broad range of situations, such as chronic illnesses that
require ongoing management or monitoring, conditions that may impact the patient's
overall health, and any issues that arise during the patient encounter. This
comprehensive coding approach ensures that healthcare providers accurately reflect the
patient's health status and the complexity of care delivered, which is essential for
appropriate reimbursement and to maintain a thorough medical record.  In contrast to
the other statements, which suggest limitations on what can be reported, the true scope
of diagnosis coding supports full documentation of all relevant active conditions to
provide a holistic view of the patient's healthcare needs.
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