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ICD-10-PCS 7 codes are related to what?

A. Measurement and monitoring.

B. Extracorporeal assistance and performance.
C. Extracorporeal therapies.

D. Osteopathic.

Answer: D

Explanation:

The ICD-10-PCS (International Classification of Diseases, Tenth Revision, Procedure Coding System) is an
essential tool used in the healthcare industry, primarily in the United States, to code and classify medical
procedures. The system is organized into various sections that categorize procedures according to the
type of service provided. Each section is assigned a unique identifier, commonly referred to as a "code."
In the ICD-10-PCS, the number 7 as the first character of the code is specifically designated for
procedures categorized under "Osteopathic." Osteopathic procedures involve techniques aimed at
treating the musculoskeletal system, particularly focusing on the joints, muscles, and spine. These
procedures are based on osteopathic philosophy, which emphasizes the interrelationship between the
body's structure and function and recognizes the body's ability to heal itself.

Osteopathic procedures might include, but are not limited to, manipulative treatments used to alleviate
pain, restore function, and promote health and well-being. Such treatments are generally performed by
trained osteopathic physicians and may involve stretching, gentle pressure, and resistance techniques,
among others.

Understanding the specific coding category for osteopathic procedures, represented by the number 7 in
ICD-10-PCS, is crucial for accurate documentation, billing, and the overall management of patient care
within the realm of osteopathic medicine. This coding facilitates standardized reporting and statistical
analysis, helping to improve the quality of care and ensuring regulatory compliance within healthcare
systems.

Thus, when referring to ICD-10-PCS code 7, it is directly related to osteopathic procedures, aligning with
the broader classification system used to catalog and support the diverse range of medical services
provided in clinical settings.

A patient is already diagnosed with sepsis and acute organ dysfunction. What is the appropriate code for
the subcategory?

A. A41.9.

B. R65.2.
C.T81.12.
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D. T80.2.

Answer: B

Explanation:

To address the question regarding the appropriate coding for a patient diagnosed with sepsis and acute
organ dysfunction, it is crucial to refer to the International Classification of Diseases (ICD), which
provides standardized codes for various medical conditions and scenarios. The correct code in this case
would be R65.2, which specifically identifies severe sepsis with acute organ dysfunction.

Here's an expanded explanation of why R65.2 is the appropriate code: 1. **Definition of Sepsis and
Severe Sepsis**: Sepsis is defined as a life-threatening organ dysfunction caused by a dysregulated
response to infection. When sepsis is accompanied by acute organ dysfunction, it escalates to severe
sepsis. This distinction is important because severe sepsis indicates a more critical condition requiring
specific medical attention and resources. 2. **Coding for Severe Sepsis (R65.2)**: According to the ICD
coding system, R65.2 is designated for severe sepsis. This code is used specifically when sepsis is present
with concurrent organ failures. The code helps in categorizing the severity of sepsis, which is crucial for
treatment planning, resource allocation, and statistical analysis of healthcare data. 3. **Importance of
Accurate Coding®*: Accurate coding is essential not only for the correct diagnosis and treatment plans
but also for administrative purposes such as insurance claims and healthcare billing. Coding severe
sepsis as R65.2 ensures that the healthcare providers recognize the critical nature of the condition and
that the patient receives the appropriate resources and care management. 4. **Other Codes
Mentioned**: Other codes like A41.9, T81.12, and T80.2, represent different conditions and should not
be confused with severe sepsis. For instance, A41.9 is a general code for sepsis unspecified, T81.12 for
postoperative sepsis, and T80.2 for infections following infusion, transfusion, and therapeutic injection.
These do not specifically address sepsis with acute organ dysfunction. In conclusion, R65.2 is the
specific, appropriate code when diagnosing a patient with sepsis that has progressed to include acute
organ dysfunction, categorizing the condition as severe sepsis. This clarity in coding is pivotal in ensuring
that the patient receives the correct level of medical attention and that the healthcare records
accurately reflect the severity of the patient’s condition.

In regards to ePHI HIPAA safeguards, authentication is what type of safeguard?

A. Physical safeguard.

B. Technical safeguard.

C. Administrative safeguard.
D. Correctional safeguard.

Answer: B

Explanation:

In regards to ePHI (electronic protected health information) and HIPAA (Health Insurance Portability and
Accountability Act) compliance, authentication falls under the category of a technical safeguard.
Authentication processes are crucial as they help to verify that a person or entity seeking access to
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electronic health information is who they claim to be. This can include methods such as passwords,
biometric scans, and secure tokens.

HIPAA sets forth three main categories of required safeguards to protect ePHI: administrative, physical,
and technical. Administrative safeguards involve policies and procedures that address the conduct of the
workforce and the security measures put in place to protect electronic health information. Examples
include risk assessments, sanction policies against employees who fail to comply with these policies, and
training programs.

Physical safeguards are physical measures, policies, and procedures to protect electronic information
systems and related buildings and equipment from natural and environmental hazards, and
unauthorized intrusion. They include things like facility access controls, workstation use policies, and
media controls.

Technical safeguards, on the other hand, specifically focus on the technology that protects ePHI and
controls access to it. This category includes not just authentication, but also access control mechanisms,
data encryption, automatic logoff, and audit controls. These safeguards ensure that ePHl is only
accessible to authorized individuals and that it remains protected against unauthorized access or
disclosure during electronic transmission or storage.

Understanding the categorization of these safeguards is crucial for entities covered by HIPAA to
implement the appropriate measures and ensure compliance. Authentication, as a technical safeguard,
plays a key role in securing access to ePHI, thereby helping covered entities and business associates in
maintaining the confidentiality, integrity, and availability of sensitive health information.

Outlier payments are used when?

A. For minimal cost outpatient care.
B. For minimal cost inpatient care.
C. For costly inpatient care.

D. For costly outpatient care.

Answer: C

Explanation:

Outlier payments are designated for use in situations involving costly inpatient care, rather than minimal
cost outpatient or inpatient care. They are specifically tailored to ensure high-quality inpatient care for
beneficiaries who are seriously ill and face substantial healthcare costs. This system is put in place to
manage financial risk for healthcare providers when treating patients whose conditions require
unusually high costs, thereby surpassing predetermined financial thresholds.

The process of identifying outlier cases involves a comparison of the estimated operating and capital
costs of a patient's care against fixed loss thresholds. If the costs exceed these thresholds, the case is
classified as an outlier. The financial mechanism behind this is designed to support hospitals in managing
the extra financial burden without compromising on the quality of care provided. For general outlier
cases, hospitals receive compensation amounting to 80 percent of the costs that exceed the set
thresholds.

In specific scenarios, such as burn cases which often require exceptionally resource-intensive treatment,
the compensation is even higher. Hospitals are reimbursed for 90 percent of the excess costs in these
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instances. This higher percentage reflects the extraordinary resources and care required for such
conditions.

The funding for these outlier payments is sourced through offsetting reductions in both the operating
base rate and the capital base rates. This method ensures that the additional financial support for
outlier cases does not unduly strain the overall healthcare system but is balanced by slight reductions in
the baseline payments that hospitals receive for other cases.

Therefore, outlier payments are a crucial financial tool used within the healthcare system to promote
sustained high-quality care for patients requiring significantly more expensive treatment plans. They
ensure that hospitals can afford to provide intensive treatments without facing prohibitive losses, thus
aligning financial incentives with the health outcomes of seriously ill patients.

Which code exempt from diagnosis present on admission requirement is defined as “encounter for
contraceptive management”?

A. Z30.
B. Z31.
C. Z34.
D. Z36.

Answer: A

Explanation:

The correct code that is exempt from the diagnosis present on admission requirement and is defined as
"encounter for contraceptive management" is Z30.

This code, Z30, specifically pertains to healthcare encounters where the primary reason for the visit is
the management of contraception. This can include discussions on various contraceptive methods,
initiation or continuation of contraceptive prescriptions, and any follow-up examinations related to
contraceptive use.

The other codes listed alongside Z30 each address different areas of care: - Z31, labeled as Encounter for
procreative management, focuses on medical supervision and interventions related to assisting
individuals to conceive. - Z34, designated as Encounter for supervision of normal pregnancy, involves
regular check-ups and monitoring during a normal pregnancy. - Z36, known as Encounter for antenatal
screening of the mother, is specifically for the purpose of conducting prenatal screenings to detect
potential health issues in the fetus or the mother during pregnancy.

These codes are part of the ICD-10 (International Classification of Diseases, Tenth Revision) system used
globally to classify and code all diagnoses, symptoms, and procedures recorded in conjunction with
hospital care. Among these, only Z30 directly relates to contraceptive management, thus making it the
pertinent answer to the question regarding the exemption from diagnosis present on admission
requirements in this specific context.

All DRGs have what?
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A. A false claim attached to it.
B. A CPT code.

C. A payment weight.

D. A 10-day limitation.

Answer: C

Explanation:

Diagnosis Related Groups (DRGs) are a classification system used to categorize hospital cases into
groups that are expected to have similar hospital resource use. They were developed for the purpose of
standardizing payment to hospitals and encouraging cost efficiency while maintaining quality of care.
Each DRG is assigned a payment weight which is crucial in determining the amount of money a hospital
will receive for a particular case.

DRG, which stands for Diagnosis Related Group, is employed by various healthcare systems, with the
Medicare system using the MS-DRG variation. The Inpatient Prospective Payment System (IPPS), which
is part of Medicare, uses DRGs to categorize each case of hospitalization.

The essential feature of DRGs is that each one is assigned a payment weight. This weight is a crucial
factor in the IPPS as it determines the payment that hospitals receive for each inpatient stay. The
payment weight reflects the relative costliness of treating patients within that DRG compared to others.
The calculation of the payment weight is influenced by several factors: 1. **Cost of Living Adjustment
Factor:** This adjusts payments based on the geographic area where the hospital is located. 2. **DSH
Adjustment:** This stands for Disproportionate Share Hospital adjustment, which provides additional
funds to hospitals that serve a high percentage of low-income patients. 3. **IME Adjustment:** Indirect
Medical Education adjustment accounts for costs associated with teaching hospitals. 4. **Costliness of
the Case:** Decisions are made based on whether the case is considered to be more expensive than
typical cases within that DRG.

The assignment of a DRG is typically done by a software tool known as a grouper program. This program
uses information from the patient's hospital stay, such as procedures performed, age, sex, primary and
secondary diagnoses (coded using the International Classification of Diseases or ICD), discharge status,
and the presence of comorbidities or complications, to assign the most appropriate DRG.

In summary, all DRGs are characterized by having a payment weight assigned to them. This payment
weight is determined by a blend of base rates and adjustment factors and is essential for the functioning
of the IPPS, ensuring that hospitals are compensated for the relative complexity and cost of the cases
they handle. This system aims to standardize payments, control costs, and encourage efficient care
management in hospitals.

Which of the following is a Standard of Ethical Coding?

A. Report only the highest paid code.
B. Report only the lowest paid code.

C. Report all healthcare data elements.
D. Report double codes.

Answer: C
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Explanation:

The correct answer to the question, "Which of the following is a Standard of Ethical Coding?" is "Report
all healthcare data elements." This choice aligns with the standards established by the American Health
Information Management Association (AHIMA).

AHIMA's Code of Ethics serves as the foundation for the Standards of Ethical Coding. These standards
are designed to support health information management professionals in ensuring the accuracy,
integrity, and quality of medical coding and billing. The focus is on maintaining a high standard of ethical
practice that ultimately impacts patient care, billing practices, and medical research.

Specifically, the second standard of Ethical Coding requires professionals to "report all healthcare data
elements," which includes procedure codes, diagnosis codes, discharge statuses, and present on
admission indicators. This ensures a comprehensive and transparent record that reflects the actual
healthcare services provided to the patient. The standard emphasizes the importance of completeness
and accuracy in coding to avoid misrepresentations in healthcare records and claims.

It is crucial for coding professionals to adhere to these standards to prevent fraudulent practices, such
as upcoding or undercoding, which can lead to incorrect billing and potentially fraudulent claims. Ethical
coding practices support the financial stability of healthcare providers and ensure compliance with
regulations and policies.

In summary, the correct and ethical approach according to AHIMA’s standards is to report all relevant
and necessary healthcare data elements. This practice not only aligns with professional ethics but also
safeguards the accuracy and reliability of health information, which is vital for patient care, billing, and
administrative purposes.

According to AHIMA, how long are adult patient medical records generally retained for?

A. 15 years.
B. 10 years.
C. 8 years.
D. 2 years.

Answer: B

Explanation:

According to the American Health Information Management Association (AHIMA), the typical retention
period for adult patient medical records is 10 years following the patient's last encounter with the
healthcare facility. This standard serves as a general guideline; however, it's important to note that
retention durations can vary based on state laws and the specific policies of healthcare facilities.

The retention period is critical for several reasons. Firstly, these records are essential for the continuity
of care, allowing healthcare providers to access historical information that can inform and enhance
treatment decisions for recurrent or chronic conditions. Secondly, medical records are crucial for legal
and regulatory reasons. They can serve as evidence in cases of medical malpractice or other legal
proceedings, and they must be retained to comply with various healthcare regulations.

State regulations can indeed influence how long medical records need to be retained. For instance,
some states may require that records be kept for only 7 years after the last patient encounter, while
others may have longer retention requirements. This variability necessitates that healthcare providers
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and facilities be well-informed about the specific laws applicable in their state to avoid legal
repercussions.

In addition to state-specific guidelines, certain types of medical records may have different retention
requirements. For example, records involving long-term illnesses, significant surgeries, or records that
have been involved in litigation may need to be kept for longer periods.

It is also crucial for healthcare facilities to have proper systems and procedures in place for the secure
storage and eventual destruction of medical records. Ensuring the confidentiality and security of patient
information throughout its lifecycle is a key component of healthcare information management.
Ultimately, while AHIMA provides a general recommendation, healthcare providers must actively
consult their state regulations and consider their specific circumstances to determine the appropriate
retention period for medical records. Ensuring compliance with these guidelines not only supports legal
and regulatory compliance but also contributes to high-quality patient care and protection of patient
privacy.

With inpatient coding, the first character of the procedure code identifies the section. Which of these
represents the Extracorporeal Assistance and Performance section?

A. 4.
B. 5.
C.6.
D.7.

Answer: B

Explanation:

In inpatient coding, procedure codes are critically important for classifying and detailing the various
medical procedures performed during a patient's hospital stay. Each procedure code is structured to
provide specific information, starting with the first character, which identifies the section of procedures
to which the code belongs. Each section corresponds to a broad category of procedures sharing similar
characteristics or related by the type of care provided.

The first character '5' in the procedure code refers to the "Extracorporeal Assistance and Performance"
section. This section is crucial for coding procedures that involve treatment or diagnostics performed
outside the patient's body (extracorporeal). Such procedures typically involve equipment or devices that
temporarily take over or assist bodily functions or perform certain critical tasks to aid patient care.
Extracorporeal procedures are diverse and can include activities such as dialysis, which assists the
kidneys in filtering blood, or cardiopulmonary bypass, used during heart surgery to take over the
function of the heart and lungs. The procedures in this section are characterized by the use of medical
technology to perform functions that the body cannot perform on its own due to illness, injury, or
during surgery.

Understanding and correctly coding these procedures is vital for accurate medical billing and ensuring
that healthcare providers are reimbursed appropriately for the technologically sophisticated care they
deliver. It also helps in maintaining comprehensive medical records that reflect the intensity and
complexity of the treatment provided, which is essential for patient care continuity, hospital
administration, and clinical research.
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Therefore, when you encounter a procedure code that begins with '5', it indicates that the procedure
falls under the "Extracorporeal Assistance and Performance" section. This knowledge helps healthcare
coders and billers to categorize and record medical procedures accurately, which is fundamental to the
operation of the healthcare industry.

Question: 10

In the ICD-10-CM, parentheses are found where?

A. Alphabetic index.

B. Tabular list.

C. Both the alphabetic index and the tabular list.
D. Alphanumeric list.

Answer: C

Explanation:

In the ICD-10-CM, parentheses are used both in the alphabetic index and the tabular list. The ICD-10-
CM, which stands for International Classification of Diseases, Tenth Revision, Clinical Modification, is a
system used worldwide for coding various diseases, symptoms, abnormal findings, complaints, social
circumstances, and external causes of injury or diseases, as classified by the World Health Organization
(WHO).

The ICD-10-CM is structured into two main parts: the alphabetic index and the tabular list. Each of these
sections uses different types of notation to aid in the classification and coding process.

**Alphabetic Index:** This part of the ICD-10-CM is where health conditions are listed alphabetically.
Here, parentheses are used to include supplementary words that provide additional context to a
diagnostic term. These supplementary words are known as nonessential modifiers. They are considered
nonessential in the sense that they do not change the primary meaning of the diagnosis but provide
extra information that may confirm the code selection.

**Tabular List:** This part lists groups of related conditions and their corresponding codes. Similar to
the alphabetic index, parentheses in the tabular list enclose nonessential modifiers—words that aid in
clarifying the diagnosis but do not affect the selection of the code. The tabular list is organized in
chapters based on body system or condition type, and each chapter is further divided into blocks of
related conditions.

**Usage of Parentheses:** In both the alphabetic index and the tabular list, the parentheses play a
crucial role in guiding healthcare professionals to choose the most accurate code. By including additional
descriptive terms, the parentheses help ensure that the condition is fully captured as precisely as the
classification allows.

**Conclusion:** Understanding the role of parentheses in the ICD-10-CM is essential for correct coding.
They help in providing clarity and specificity, ensuring that healthcare professionals can accurately
document patient diagnoses. The use of these nonessential modifiers, although they do not change the
code directly, can impact clinical documentation and coding accuracy, which is vital for patient care and
administrative processes within healthcare systems.

Visit usat: https.//www.examsboost.com/test/ncics



Thank You for Trying Our Product

For More Information - Visit link below:
https://www.examsboost.com/

15 USD Discount Coupon Code:
G74JA8UF

FEATURES

90 Days Free Updates

Money Back Pass Guarantee

Instant Download or Email Attachment
24/7 Live Chat Support

PDF file could be used at any Platform

XN N N X X

50,000 Happy Customer

BAC)c °(,

>

SATISEACTION GUARANTEE

S
- -~

Visit usat: https.//www.examsboost.com/test/ncics


https://www.examsboost.com/�

