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Information Management Association solely for the purpose of developing the Registered Health Information
Administrator exam. The information may not be duplicated, distributed, or used without the permission of Alpine
Testing Solutions, Inc.
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Purpose

In 2018, the American Health Information Management Association (AHIMA) began the redevelopment of its Registered
Health Information Administrator (RHIA) examination. The RHIA exam is meant to demonstrate a candidate’s proficiency
and mastery of essential knowledge and skills in information governance, information protection, informatics, analytics,
data use, revenue management, and leadership at an entry level. Candidates who achieve a passing score on this exam
demonstrate (at least) the minimum skills required to provide effective, competent practice as health information
administrators.

Test development should follow a series of inter-related processes that revolve around the central concept of validity
(AERA, APA, & NCME, 2014). Two foundational elements of best practice include (1) sampling of the content domain and
(2) definition of the content to include in test items (Downing, 2006). These elements are captured by analyzing the
content domain and then developing a test blueprint. The knowledge, skills, and abilities identified throughout these
steps provide the content specification for the RHIA examination. Both of these steps were considered critical to
building an argument for the valid interpretation of RHIA test scores.

The purpose of this report is to describe and document the results of the job task analysis (JTA) process. These results
are intended to provide AHIMA evidence upon which to develop the updated version of the RHIA exam. Additionally,
decisions regarding the relative emphasis of specific job tasks can be based on the evidence from subject matter experts
(SMEs) and survey responses. The result is a draft RHIA exam blueprint, including domains, tasks, and respective relative
weights.

Two appendices are included in this report. Appendix A provides a list of files attached to this report. Appendix B
includes data collected during the online blueprint survey.

Job Task Analysis Overview

The JTA process used for the RHIA exam included three steps. The first step was to convene a meeting of SMEs to outline
the major tasks of a health information administrator as well as the essential knowledge and skills required to complete
those tasks. Through guided discussion, this information was used to identify content domains and job tasks, which
became measurable objectives within each domain. During this first step, the SMEs also provided feedback that was
used to compute initial weightings (i.e., the distribution of items on the exam) for the identified domains and objectives.

For the second step in the JTA process, an online survey was distributed broadly to members of the health information
administration profession to collect additional input about the proposed domains, objectives, and corresponding
weightings for the RHIA exam. The data collected during the survey were then used to compute a new set of weightings
for the domains and objectives on the RHIA exam.

In the final step of the JTA, three of the subject matter experts (SMEs) who met during the first step in the process
reconvened for a follow-up meeting by phone. During this call, the group was presented with the exam weightings
based on the online survey data with the weightings based on the group’s initial input from the first step of the JTA. The
purpose of this call was to compare the results, discuss differences, and provide a final recommendation to AHIMA for
the RHIA exam blueprint.

In the following sections, each of these three steps is described in greater detail including descriptions of those involved
and the processes followed.



In-Person Meeting

A panel of 11 SMEs met in Chicago, IL on September 10-12, 2018 to discuss the essential tasks and knowledge of a
health information administrator.

Participants

AHIMA selected the SMEs participating in the JTA in-person meeting to represent the diverse disciplines, geographies,
and job roles in the certification domain. Table 1 shows the names of the participating SMEs as well as their location of
practice, years of experience, and job title. All members of this panel held the RHIA credential. Given their knowledge of
the field, AHIMA felt comfortable that these SMEs were representative of the broader population. Additional SME
biographical information is attached to this report (AHIMA RHIA JTA SME Bios.pdf).

In addition to the 11 SMEs, Desla Mancilla (AHIMA Vice President, Academic Affairs & Certification) and Terrence Wright
(AHIMA Certification Director) also attended. The meeting was facilitated by Kristina Hollowell Paul, test development
professional from Alpine Testing Solutions (Alpine), and Alpine psychometrician, Dr. Jeff Kelley. Resumes for Alpine staff
are available on request.

Table 1. In-Person JTA SMEs

Years of

Name Location Experience Job Title

Merelan Evans Mississippi 29 Compliance Coordinator

Andrea Graves Colorado 4 HIM Consultant

Brianna Kelly New Jersey 5 Practice Transformation Advisor

Mike Kovala Minnesota 14 Director, Business Development
Assistant Professor, Health Information

Kelly Miller Colorado 20 Management

Victor Nunez Florida 2 Clinical Applications Associate Analyst
Assistant Director, Health Information

Adriana Preciado California 12 Management Services

Matt Schuller? Illinois 32 Director, National Programs

Chantay Sullivan Ohio 9 Inpatient Coding Manager

Christi Lower (AHIMA staff

SME)? Illinois 19 Academic Affairs Subject Matter Expert
AHIMA Staff Liaison for the Council for

John Richey (AHIMA staff SME) Illinois 34 Excellence in Education’s (CEE)

! Christi Lower and Matt Schuller had to leave the meeting before preliminary ratings were made.



Meeting Activities

After an initial orientation, the JTA process began with a discussion about the AHIMA Registered Health Information
Administrator (RHIA) Test Design Document (TDD). The TDD identifies—among other things—the structure of the
certification, the description of the certification domain, the intended interpretation and uses of test scores, and the
expectations of the minimally qualified candidate (MQC; i.e., the lowest ability candidate who would still have the
necessary knowledge, skills, and abilities to hold the credential). This document was originally drafted prior to the
meeting, with the guidance of Alpine and the input of AHIMA. The Alpine facilitators guided the panel through a review
of the information within the TDD and refinement of the AHIMA RHIA MQC description. The purpose of this exercise was
to familiarize the SMEs with the breadth and depth of the test domain and come to a common understanding of the
MQC. The final version of the TDD is attached to this report (RHIA Test Design Document FINAL 20180910.docx).

The panel was guided through a series of blueprint task analysis activities to create the Work Model Expansion (WME)
document, which identifies the major tasks, sub-tasks, and supporting knowledge and skills that are critical for effective
entry-level performance. The terms used for these levels (from most general to most specific) were as follows:

1. Domains: Domains are broad areas of practice.

2. Job Tasks/Test Objectives: Job tasks are the specific activities performed as part of the job role of a Health
Information Administrator. Test objectives are analogous to the job tasks, but modified in such a way as to
be testable on the RHIA exam. The links between the job tasks and the test objectives are important for
supporting the job-relatedness of the exam. (The job tasks and test objectives were created concurrently by
the panel as they were developing the preliminary blueprint).

For the purposes of the survey the job tasks were used to allow the respondents to make ratings based on
the how the tasks are performed. Some, but not all of these tasks were rewritten as objectives for the
purposes of the blueprint if it was felt that the change would provide future item writers with more
measurable verbiage to work with. The substantive content remained the same between job tasks and
rewritten objectives.

3. Enablers: Enablers are illustrative examples of knowledge, skills, and abilities that support the professional in
carrying out the job tasks.

During this process, the facilitators introduced the SMEs to the concept of cognitive complexity (i.e., the meaning of
cognitive processes, different levels of cognitive complexity, and the importance of aligning cognitive complexity
between items and job tasks [model based on the work of Anderson, Krathwohl, Airasian, Cruikshank, Mayer, Pintrich,
Raths, & Wittrock, 2001]) so that supporting knowledge and skills (referred to during the workshop as cognitive
enablers) were documented and categorized by level of cognitive complexity. The cognitive complexity levels were
identified as follows:

Remember (R) — Retrieve relevant knowledge from long-term memory.

Understand/Apply (U/A) — Construct meaning from information, demonstrate comprehension of concepts or processes,
apply processes or procedures in familiar or unfamiliar situations.

Analyze/Evaluate (A/E) — Break material into parts, determine how parts relate to one another or overall structure,
make judgments based on criteria.



The panel then used the WME to craft measurable tasks/objectives that represent the domain, the cognitive level at
which the candidate should operate when performing each objective, and any conditions or criteria that must be met
when performing each objective. Through this process, the SMEs identified 43 tasks/objectives across five domains for
health information administrators. This information is captured in the WME document attached to this report (AHIMA
RHIA Work Model Expansion FINAL.docx).

A just-in-time approach was used throughout the process to introduce and discuss concepts important to the JTA
activities with the SMEs. Key concepts discussed included the following:
e Overview of the criteria of a good test (validity, reliability, and fairness), and the recommended test
development process;
e The purpose, use, and importance of the definition of the MQC in the test development process;
e The structure and elements of the WME (major tasks, sub-tasks, cognitive enablers);
e The meaning of cognitive processes, different levels of cognitive complexity, the importance of alignment of
cognitive complexity between items and tasks/objectives (model based on the work of Anderson et al., 2001);
e The elements of a good task (e.g., action, indicator of cognitive demand, conditions, criteria); and
e The elements, purpose, use, and importance of the test blueprint.

The first activity consisted of the SMEs providing holistic percentage value weights for each domain of the exam. That is,
they indicated the percentage of the exam items to be devoted to each of the five domains.

The next activity involved the SMEs providing preliminary ratings of the frequency and criticality of each of the 43
objectives. Before providing ratings, the facilitator led the group through a development of the five-point rating scales
for both frequency and criticality. The SMEs customized these rating scales to reflect the role of a health information
administrator.

The definition of the numerical markers for the frequency scale was established in terms of the amount of time the task
typically applies on the job:

5 = Always (Applies 100% of the time)

4 = Frequently (Approximately 75% of the time)

3 = Half the time (Approximately 50% of the time)

2 = Infrequently (Approximately 25% of the time)

1 = Seldom or never (Approximately 0-5% of the time)

The definition of the numerical markers for the criticality scale was established according to likely degree of impact if the
task were performed incorrectly on the job:

5 = High risk of a negative result

4 = Moderate risk of a negative result

3 =Slight risk of a negative result

2 = No risk of a negative result

1 = Not applicable — | do not perform this task

After agreeing upon the two rating scales, the SMEs then independently provided frequency and criticality ratings for
the 43 objectives. The facilitator then analyzed the weighting information provided by SMEs. The domain percentage
weightings were averaged across the panelists. The frequency and criticality ratings were analyzed based on a

multiplicative model recommended by Kane, Kingsbury, Colton, and Estes (1989) to calculate importance. Kane et al.
(1989) stated, “The relative emphasis that should be given to frequency and criticality in determining importance is a



matter of judgment. However, for licensure that is intended to protect the public from harm or unnecessary risk,
criticality would seem to be of at least as much concern as frequency” (p. 20). Per input from AHIMA, frequency and
criticality ratings contribute equally within the multiplicative model to generate the RHIA exam blueprint.

The facilitator presented and discussed the results of these analyses with the SMEs. Through this discussion, the SMEs
came to a consensus regarding their recommended item allocations for each objective (out of 160 total items on the
RHIA exam). Specifically, they looked at their holistic domain level weights and their objective level weights based on the
multiplicative model before reaching a consensus decision for each objective weight. Table 2 shows SMEs’ item
recommendations by objective and domain as well as the RHIA exam percentage weights associated with those
recommendations.

Table 2. Number of Items by Domain and Objective as Recommended by SMEs During In-Person Meeting

Domain Multiplicative Consensus
Level Holistic | Model - Items | Decision - Items

Domain and Objective % Weight (% Weight) (% Weight)
Domain 1 - Data Content, Structure and Standards (Information 19.4% 28 (17.9%) 29 (18.1%)
Governance)
1.01 - Evaluate the integrity of health data. (A/E) 5 (3.0%) 5(3.1%)
1.02 - Apply knowledge necessary to process the required clinical
data elements for quality reporting (e.g., facility committees,
payers). (U/A) 4(2.3%) 4 (2.5%)
1.03 - Understand and apply data dictionary standardization policies.
(U/A) 3(1.9%) 4 (2.5%)
1.04 - Manage data standards based on organizational policy. (U/A) 4 (2.8%) 4 (2.5%)
1.05 - Complete data analysis to inform management. (A/E) 3 (2.0%) 3 (1.9%)
1.06 - Apply knowledge necessary to develop policies and
procedures for data management and information governance.
(U/A) 3 (2.0%) 3(1.9%)
1.07 - Manage health record content and documentation. (U/A) 6 (3.8%) 6 (3.8%)
quain 2- Inforrr!ation Protection: Access, Disclosure, Archival, 22.8% 45 (28.0%) 41 (25.6%)
Privacy and Security
2.01 - Manage patient access to their health information. (U/A) 5 (3.0%) 4 (2.5%)
2.02 - Apply knowledge necessary to advocate for patients and
families in the process of obtaining health information. (U/A) 4(2.3%) 4 (2.5%)
2.03 - Apply knowledge necessary to process healthcare information
requests according to legal and regulatory standards. (U/A) 5 (3.0%) 5(3.1%)
2.04 - Monitor access to PHI within the organization. (U/A) 5 (3.3%) 4 (2.5%)
2.05 - Apply knowledge necessary to comply with retention and
destruction policies for healthcare information. (U/A) 4 (2.6%) 3(1.9%)
2.06 - Apply knowledge necessary to monitor release of information
workflows. (U/A) 4 (2.6%) 4 (2.5%)
2.07 - Follow breach of information protocols. (U/A) 5 (3.1%) 4 (2.5%)
2.08 - Apply knowledge necessary to ensure compliance with privacy
initiatives. (A/E) 4 (2.6%) 4 (2.5%)




Table 2. Number of Items by Domain and Objective as Recommended by SMEs During In-Person Meeting

Domain Multiplicative Consensus
Level Holistic | Model - Items | Decision - Items

Domain and Objective % Weight (% Weight) (% Weight)
2.09 - Ensure compliance with security initiatives. (A/E) 5 (3.0%) 5(3.1%)
2.10 - Monitor organizational compliance with health laws,
regulations, or standards. (U/A) 4 (2.7%) 4 (2.5%)
Domain 3 - Informatics, Analytics and Data Use 22.8% 34 (21.5%) 41 (25.6%)
3.01 - Develop productivity reports. (U/A) 3 (1.7%) 3 (1.9%)
3.02 - Prepare to support end users in EHR applications. (A/E) 4 (2.6%) 5(3.1%)
3.03 - Apply knowledge necessary to create visual representations of
data for decision-making. (U/A) 3(1.7%) 3(1.9%)
3.04 - Provide summary reports based on trends. (U/A) 2 (1.5%) 4 (2.5%)
3.05 - Apply knowledge necessary to use database management
techniques (e.g. data mining). (U/A) 3(1.7%) 3(1.9%)
3.06 - Manage the integrity of the master patient index. (U/A) 5 (3.3%) 5(3.1%)
3.07 - Apply knowledge necessary to audit documentation using a
focused tool (e.g., CDI, quality, safety, vendor). (U/A) 3(1.8%) 3(1.9%)
3.08 - Apply knowledge necessary to optimize health information
technology to improve work flow. (U/A) 3(1.8%) 4 (2.5%)
3.09 - Support health information exchange solutions. (U/A) 3 (2.0%) 4 (2.5%)
3.10 - Examine clinical, administrative, and specialty service
applications. (U/A) 3(1.9%) 3(1.9%)
3.11 - Validate healthcare statistics for organizational stakeholders.
wmw 2 (1.5%) 4 (2.5%)
Domain 4 - Revenue Management 14.4% 29 (18.6%) 26 (16.3%)
4.01 - Apply knowledge necessary to educate providers on value-
based care programs and guidelines. (U/A) 3(1.7%) 3(1.9%)
4.02 - Validate coding accuracy. (U/A) 5 (2.9%) 3 (1.9%)
4.03 - Monitor health plan clinical documentation requirements.
(U/A) 4(2.3%) 4 (2.5%)
4.04 - Conduct clinical documentation improvement (CDI). (U/A) 4 (2.7%) 4 (2.5%)
4.05 - Verify the claims management process. (U/A) 3(2.2%) 3 (1.9%)
4.06 - Assign diagnoses and procedure codes and groupings
according to official guidelines. (U/A) 3(2.2%) 2 (1.3%)
4.07 - Apply knowledge necessary to conduct revenue integrity
activities. (U/A) 3(2.1%) 3(1.9%)
4.08 - Apply knowledge necessary to perform fraud prevention.
wmw 4 (2.6%) 4 (2.5%)
Domain 5 - Leadership 20.6% 21 (14.0%) 23 (14.4%)
5.01 - Apply knowledge necessary to implement strategies to
support organizational initiatives. (U/A) 3(2.1%) 3(1.9%)
5.02 - Apply knowledge necessary to collaborate on contract
management (e.g., vendors, outsourcing). (U/A) 2 (1.6%) 2 (1.3%)




Table 2. Number of Items by Domain and Objective as Recommended by SMEs During In-Person Meeting

Domain Multiplicative Consensus
Level Holistic | Model - Items | Decision - Items

Domain and Objective % Weight (% Weight) (% Weight)
5.03 - Apply knowledge necessary to perform human resource
management activities (e.g., recruiting staff, creating job
descriptions, resolving personnel issues). (U/A) 4 (2.4%) 4 (2.5%)
5.04 - Apply knowledge necessary to perform work design and
process improvement activities. (U/A) 4(2.3%) 5(3.1%)
5.05 - Apply knowledge necessary to facilitate training and
development. (U/A) 3(2.1%) 4 (2.5%)
5.06 - Apply knowledge necessary to assist with preparation of
budgets. (U/A) 2 (1.5%) 2 (1.3%)
5.07 - Assist with entity accreditation, licensing, or certification
processes. (U/A) 3 (2.0%) 3(1.9%)

Process Evaluation

As a final activity, the SMEs completed a process evaluation form designed to measure their perceptions of the JTA
training, activities, and outcomes. The purpose of the evaluation was to gather information that will contribute to the
procedural validity evidence for the program and to provide feedback to facilitators for future workshops. In addition to
the survey questions, the SMEs also had the opportunity to provide comments on the training and process of the JTA
meeting.

Specifically, the SMEs were asked to rate the following:

e Success of the provided training, the JTA activities, and the overall success of the meeting
e Performance and knowledge of the facilitator

e Time allocated for the training and the meeting activities

e Confidence in the outcomes of the meeting

e Organization of the meeting

The evaluation was completed by 9 of the 11 SMEs. Each rating was provided on a five-point Likert scale, except for the
questions related to time where the Likert scale included three points. The results of the evaluation are attached to this
report (AHIMA RHIA JTA Evaluation Results.xIsx). As indicated by the results, the panelists were generally comfortable
with the JTA process, confident in the outcomes, and felt the overall meeting was organized and successful. Panelists
were also given the opportunity to provide comments about the process, which also can be found in the same
attachment.



Online Survey

To gain broader input from representatives of the field on the proposed RHIA exam blueprint, an online survey was
conducted via Survey Monkey. This survey collected data from the field using the draft blueprint generated during the
in-person JTA meeting. A total of 9,099 current holders of the RHIA credential were contacted via email and provided
with the opportunity to share input regarding the job tasks of a health information administrator. An initial email was
sent to potential survey participants on October 17, 2018, by Desla Mancilla, the Vice President, Academic Affairs &
Certification for AHIMA. This email was sent to notify potential participants of the upcoming survey and to encourage
participation. A link to the survey was then distributed via email on the October 19, 2018. The survey was available from
that date until October 27, 2018. A reminder email was sent on October 25. Survey recipients were told they would be
entered in a drawing for a $250 gift card if they completed the survey. A copy of the initial email, survey invitation, and
reminder emails are attached to this report (RHIA Pre-Survey First Communication Email 20181015.docx, RHIA Survey
cover letter 20181015.docx, and RHIA Survey follow up email 20181015.docx respectively).

The survey was completed by 808 people. Survey data was used to validate the work done by the SMEs during the first
step of the JTA and to compute proposed weightings for the RHIA exam.

Survey Participants

A total of 9,099 surveys were emailed to individuals. All survey recipients had previously taken and achieved a passing
score on the RHIA exam, and their contact information was compiled and maintained by AHIMA. Of these emails, 52
were not received because of invalid contact information and 81 opted out of further communication. Therefore, of the
9,099 emails sent, 8,966 were received. Table 3 describes the action that was taken by the recipients as of the time of
this report.

The completed response rate for the survey was 9.0% (808/8,966). Of these 808, 14 were removed because they had
zero variability in their ratings across the 43 tasks for either frequency or criticality. It was considered unlikely that all 43
tasks were at the same level of frequency or criticality, and the respondents were required to complete all ratings before
they could be entered in the gift card drawing; therefore, these 14 were deemed questionable and removed.

AHIMA felt that since the RHIA exam target audience is entry-level practitioners, it would be best to limit the analysis to
those who were reasonably close to initial certification. In order to balance the need for a high enough number of
responses to obtain reliable results with the need to focus on respondents who were somewhat close to entry level, the
analysis was limited to the 229 respondents who were within 10 years of initial certification.

Table 3. Action Taken by Recipients of the Survey Invitation Email

Recipient Action Count
Provided complete response to survey 808
Opened the survey email 4,474
Did not open survey email 4,492
SURVEYS RECEIVED 8,966
Opted out of further communication 81
Bounced back due to invalid contact information 52
TOTAL SENT 9,099




The margin of error for the survey frequency and criticality data was computed using the method described by Dillman
(2014). The number of respondents included in the survey analysis was 229. Applying the most conservative estimate of
sampling error in which there is maximum disagreement within criticality ratings across the population, the sampling
error associated with the survey is about 6%. Specifically, there is 95% confidence that the frequency and criticality
rating estimates computed from this sample are within a 6% range (plus or minus) of the rating estimates that would
result from the entire population of RHIAs who were certified within the last 10 years (if the entire population had
completed the survey). For example, 58% of respondents rated objective 1.01 as High risk of a negative result.
Therefore, it can be conservatively stated that the approximate 95% confidence interval for the 1.01. high risk category
is 58% + 6%. Given that there was agreement in the ratings, the actual sampling error is less than the conservative
estimate of 6%. See Figures 2, 3, 4, and 5 for the proportion of respondents selecting each frequency and criticality
rating for all objectives.

In order to determine the extent to which the respondents were consistent, or reliable, in their ratings, a statistic known
as the intraclass correlation (Guilford, 1956) was used to estimate the reliability with which the respondents rated the
tasks in the inventory. The reliability coefficient for the criticality ratings was 0.97 and the reliability coefficient for the
frequency ratings was 0.98, which are both quite acceptable. Since 1.00 represents a maximum reliability coefficient
and the intraclass coefficients for the criticality and frequency ratings were 0.97 and 0.98 respectively, these data can be
considered reliable. That is, if the survey were sent again to the same population of Registered Health Information
Administrators within 10 years of certification, another sample of 229 respondents would likely provide very similar
ratings.

In order to consider the representativeness of the survey participants, demographic and background information was
collected. Specifically, this included information regarding state of practice, year certified, organization type, job role,
years of experience, gender, ethnicity, education level, and age. All 229 survey participants completed the demographic
and background questions.

Forty-one states were represented by the survey participants as well as Puerto Rico; California (19) and Florida (18) had
the largest numbers of participants. There were 12 to 17 participants from Minnesota, Texas, Ohio, and lllinois while 1
to 10 participants were from each of the remaining states and Puerto Rico. The sample was limited to those certified
between 2008 and 2018. Between 6% and 13% of the sample listed each of these years as their year of initial
certification. Inpatient hospital was the most common organization type (43%) among the respondents. Figure 1 shows
that the rest of the sample was widely distributed across other organization types.

Director/manager was the most common job role listed (39%); no other role comprised more than 12% of the sample.
Although the sample was limited to those certified in 2008 or later, 45% of the participants listed 11 or more years’
experience working in health information. Approximately 89% of the participants were female while about 11% were
male. A majority of participants identified their ethnicity as White (68%). Of the remaining participants, about 17%
identified as Black or African American and another 7% each identified as Hispanic or Asian. The proportion of all other
ethnicities was less than 3%. About 64% of participants had a baccalaureate degree, 35% had their master’s degree, and
1% had a doctorate. Most of the sample was between the ages of 31 and 60 with 34% in the 31-40 age group.

The demographic questions asked on the survey were not identical to those used in the AHIMA certification
management system. However, it appears the 229 survey respondents were generally representative of the 9,099

RHIAs who received the survey in terms of organization type and job role. The similarity of the 229 analyzed respondents
to the 9,099 identified certification holders provides empirical evidence of the representativeness of the analyzed
sample to the population to be certified. The complete data from the AHIMA survey demographic and background
questions are attached to this report (AHIMA RHIA Survey Respondent Demographics.xlsx). This attachment includes
comparative analyses on the 9,099 recipients for organization type and job role.
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Figure 1. Type of organization respondents work in

Description of the Survey

The survey included six sections. The survey began with introductory information including the purpose of the survey
and the expected amount of time needed to complete it. This was followed by the demographic questions. The
minimally qualified candidate (MQC) was then described along with an explanation of the rating scales. Then
participants were asked to rate each task using the frequency and criticality rating scales developed during the in-person
JTA meeting. A set of survey questions then asked participants for their holistic estimate of the amount of the RHIA
exam that should be devoted to each of the five domains. Finally, respondents were asked to list any important RHIA
job tasks they felt the survey did not cover and to rate the overall adequacy of the survey coverage. The complete
survey is attached to this report (AHIMA RHIA BP Survey Questions 20181029.pdf).

Survey Analysis Results

Based on the outputs of the in-person JTA meeting, the survey included five domains and 43 tasks. Results from the
blueprint survey were analyzed with the purpose of developing the RHIA exam blueprint. Recommended weights by
domain and task were computed from the survey data using the mean ratings. Specifically, the weights were determined
using the same multiplicative model applied during the in-person JTA meeting where frequency and criticality
contributed equally (Kane et al., 1989).

Domain-Level Analysis

Within the survey, data were collected regarding the domains of the RHIA exam in two ways. First, a set of survey
questions asked participants for their holistic estimate of the amount of the RHIA exam that should be devoted to each
of the five domains. The mean participants’ responses were used to consider these domain data. The second type of
data was collected by asking participants to rate the frequency and criticality of each task and then combining these
ratings using the multiplicative model to compute domain-level weights. The results of both types of domain-level data
are included in Table 4. The domain-level analysis based on respondent holistic estimates and multiplicative model
weightings were noted as a topic for discussion in the final step of the JTA process, the follow-up meeting with SMEs.
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Table 4. Comparison of Domain Percent Weights Based on Survey Questions and the Multiplicative Model
Holistic Estimate | Multiplicative

Domain N Mean (SD) Model
1 - Data Content, Structure and Standards (Information Governance) 229 20.1% (6.4) 22.7%
;a—cl:rf%rlmation Protection: Access, Disclosure, Archival, Privacy and 299 21.7% (7.5) 29.6%
3 - Informatics, Analytics and Data Use 229 20.7% (8.9) 20.8%
4 - Revenue Management 229 18.4% (7.5) 13.8%
5 — Leadership 229 19.2% (9.1) 13.1%

Objective-level data were collected during the survey through the use of the frequency and criticality weighting scales
and analyzed using the multiplicative model, as described above. Table 5 displays the objective-level and domain-level
mean ratings for both frequency and criticality as well as the resulting weight using the multiplicative model. Tasks with
lower frequency ratings indicate that participants reported doing the task less often. Similarly, those with lower
criticality ratings indicate that participants reported less risk of a negative consequence if the task was not performed or
performed incorrectly. The lowest frequency ratings were for objectives 4.01 (mean rating = 2.09) and 4.05 (mean rating
= 2.17), but these ratings are reasonably high. The lowest criticality ratings were also for objectives 4.01 (mean rating =
2.42) and Task 4.05 (mean rating = 2.49). The distribution of the frequency and criticality ratings for each objective are
shown in Figures 2, 3, 4, and 5. The data are included in Appendix B.

Table 5. Task and Domain Mean Ratings and Resulting Percent Weights

Domain and Task Frequency | Criticality %
Mean (SD) | Mean (SD) | Weight

Domain 1 - Data Content, Structure and Standards (Information Governance) 3.51(1.41)  3.60(1.33) 22.7%

1.01 - Validate the integrity of health data 4.26 (1.11) @ 4.17(1.19) 4.6%
1.02 - Process the required clinical data elements for quality reporting (e.g.

facility committees, payers) 3.61(1.32) | 3.74(1.27) 3.4%
1.03 - Manage data dictionaries according to standardization policies 2.42(1.38) | 2.97(1.47) 1.7%
1.04 - Manage data standards based on organizational policy 3.56 (1.34) | 3.58(1.23) 3.2%
1.05 - Complete data analysis to inform management 3.69 (1.18) | 3.65(1.10) 3.4%
1.06 - Develop policies and procedures for data management and information

governance 3.02(1.35) | 3.21(1.31) 2.4%
1.07 - Manage health record content and documentation 4.03 (1.35) | 3.88(1.38) 4.0%
Domain 2 - Information Protection: Access, Disclosure, Archival, Privacy and

Security 3.36 (1.61) 3.52(1.54) 29.6%
2.01 - Manage patient access to their health information. 3.22(1.63) | 3.37(1.59) 2.7%
2.02 - Advocate for patients and families in the process of obtaining health

information 3.00(1.59) | 3.01(1.45) 2.2%
2.03 - Process healthcare information requests according to legal and regulatory

standards 3.21(1.64) | 3.48(1.60) 2.8%

2.04 - Monitor access to PHI within the organization 3.09 (1.57) | 3.40(1.61) 2.6%



Table 5. Task and Domain Mean Ratings and Resulting Percent Weights

Domain and Task Frequency | Criticality %
Mean (SD) | Mean (SD) | Weight
2.05 - Comply with retention and destruction policies for healthcare
information 3.28(1.66) | 3.43(1.53) 2.8%
2.06 - Monitor release of information workflows 3.09 (1.56) | 3.19(1.54) 2.4%
2.07 - Follow breach of information protocols 3.41(1.67) | 3.76(1.56) 3.2%
2.08 - Ensure compliance with privacy initiatives 3.94(1.44) | 3.92(1.38) 4.0%
2.09 - Ensure compliance with security initiatives 3.71(1.55) | 3.84(1.43) 3.6%
2.10 - Monitor organizational compliance with health laws, regulations, or
standards 3.61(1.52) | 3.76 (1.45) 3.4%
Domain 3 - Informatics, Analytics and Data Use 2.81(1.47) | 2.84(1.37) 20.8%
3.01 - Develop productivity reports 3.09(1.45) | 2.85(1.19) 2.1%
3.02 - Support end users in EHR applications 2.89(1.50) | 2.79(1.36) 1.9%
3.03 - Create visual representations of data for decision-making 2.83(1.38) | 2.89(1.23) 1.9%
3.04 - Provide summary reports based on trends 2.93(1.34) | 2.91(1.20) 2.0%
3.05 - Conduct queries using database management techniques (e.g. data
mining) 2.74(1.39) | 2.80(1.30) 1.8%
3.06 - Manage the integrity of the master patient index 2.73(1.65) | 3.05(1.71) 2.0%
3.07 - Audit documentation using a focused tool (e.g. CDI, quality, safety) 3.14(1.53) | 3.15(1.45) 2.4%
3.08 - Optimize health information technology to improve work flow 3.27(1.42) | 3.03(1.26) 2.4%
3.09 - Support health information exchange solutions 2.44 (1.41) | 2.56(1.37) 1.4%
3.10 - Examine clinical, administrative, and specialty service applications 2.41(1.34) | 2.58(1.31) 1.4%
3.11 - Validate healthcare statistics for organizational stakeholders 2.40(1.40) | 2.60(1.42) 1.4%
Domain 4 - Revenue Management 2.56 (1.57) 2.82(1.61) 13.8%
4.01 - Educate providers on value-based care programs and guidelines 2.09 (1.34) | 2.42(1.44) 1.1%
4.02 - Validate coding accuracy 3.14(1.66) | 3.29(1.65) 2.5%
4.03 - Monitor health plan clinical documentation requirements 2.67 (1.53) | 2.90(1.50) 1.8%
4.04 - Conduct clinical documentation improvement (CDI) 2.44 (1.52) | 2.72 (1.57) 1.5%
4.05 - Verify the claims management process 2.17 (1.41) | 2.49(1.51) 1.2%
4.06 - Assign diagnoses and procedure codes and groupings according to official
guidelines 2.96 (1.72) | 3.16(1.72) 2.3%
4.07 - Conduct revenue integrity activities 2.47 (1.53) | 2.68(1.58) 1.5%
4.08 - Perform fraud prevention 2.51(1.60) | 2.92(1.73) 1.7%
Domain 5 — Leadership 2.76 (1.46) 2.83(1.38) 13.1%
5.01 - Implement strategies to support organizational initiatives 3.27(1.38) | 3.03(1.22) 2.4%
5.02 - Collaborate on contract management (e.g., vendors, outsourcing) 2.51(1.41) @ 2.69(1.36) 1.6%
5.03 - Perform human resource management activities (e.g., recruiting staff,
creating job descriptions, resolving personnel issues) 2.65(1.48) | 2.69(1.40) 1.7%
5.04 - Perform work design and process improvement activities 3.24(1.35) | 3.08 (1.22) 2.4%
5.05 - Facilitate training and development 3.24(1.39) | 3.17(1.26) 2.5%
5.06 - Assist with preparation of budgets 2.21(1.37) | 2.57(1.45) 1.3%
5.07 - Assist with entity accreditation, licensing, or certification processes 2.20(1.39) | 2.59(1.61) 1.3%
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Figure 3.

Distribution of frequency ratings by task — Domains 3, 4, and 5
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Throughout the survey, participants were provided with several opportunities to provide additional comments and
feedback. Specifically, after questions for each domain, participants were asked to provide any additional comments
about that domain. Then again, near the end of the survey participants were asked to provide comments about the
survey content as well as any job-related tasks that were not included in the survey. These comments were compiled
and sent to the SME panel before the post-survey follow-up call. The SMEs were asked to identify any comments that
warranted attention during the call. A complete list of the participants’ comments is attached to this report (RHIA survey
comments.xlsx). Two objectives (3.05, 3.07) and an enabler (5.01) were edited by the SME panel during the follow-up
meeting as a result of these comments (see AHIMA RHIA Work Model Expansion FINAL.docx in Attachments).

Survey participants were asked to rate the overall survey in terms of how well they felt it covered the tasks of an RHIA's
job. Thirty-three percent of the participants selected Completely as their response, 64% selected Adequately, and 3%
selected Inadequately. Details are included in AHIMA RHIA Survey Respondent Demographics, attached to this report.

Follow-up Meeting

After the analysis of the online survey data, two post-survey follow-up web conferences were held on November 16,
2018 with subject matter experts (SMEs). The purpose of the web conferences was to review the RHIA exam weighting
values from the previous steps of the JTA process, the in-person meeting and the online survey, and to resolve any
discrepancies through a group discussion. This web conferences yielded a final, recommended RHIA exam blueprint that
was provided to AHIMA for review.

Participants
The 11 SMEs that participated in the in-person JTA meeting were invited to attend the follow-up web conferences. The
web conference times were selected with the goal to maximize attendance. The following three SMEs attended the call:
e Brianna Kelly
o Kelly Miller

e Chantay Sullivan

Additional information about these SMEs can be found in Table 1, as well as attached to this report.

Meeting Activities

The blueprint finalization web conferences on November 16, 2018 were conducting in order to:

review the demographic information from the 229 respondents to ensure that as a group they appeared to be
representative of the Registered Health Information Administrator population

e review the survey comments
e make edits to the objectives and the Work Model Expansion (WME) document

e review the weighting recommendations derived from the survey analysis and finalize the weightings

make final exam related decisions concerning allowable blueprint deviations

Jeff Kelley of Alpine facilitated the meeting.



Review of Demographics

The first step in the process was to review the responses to the state of practice, organization type, job role, years of
experience, gender, ethnicity, highest level of education, and age. The panelists agreed that, on the whole, the
demographic composition of the survey respondents was in alignment with their understanding of the demographics of
the profession. The panel also noted that 97% of the survey respondents felt the survey completely or adequately
covered the tasks of an RHIA’s job. The complete demographic analysis is attached to this report (AHIMA RHIA Survey
Respondent Demographics.xlIsx).

Survey Comment Review and Edits

The next step in the process was to review the comments that were collected via the blueprint survey. Survey
respondents were given the opportunity to provide suggestions for tasks they felt were omitted from the survey.
Comments were collected on each domain, as well as on the blueprint as a whole. The facilitator asked the committee to
consider each comment in the context of whether or not it revealed any gaps, omissions, or necessary edits to the
blueprint or the WME.

Based on the comment review, the SME panel made edits to two objectives (3.05, 3.07) and an enabler under objective
5.01. The survey comments, classifications, and committee actions are attached to this report (RHIA survey
comments.xlsx) and the edits can be seen in the AHIMA RHIA Work Model Expansion FINAL.docx attachment.

Blueprint Weighting Process

The next step in the blueprint finalization workshop was to define final weights for the blueprint domains and objectives
(tasks), respectively. The SMEs were informed as to the purpose of the blueprint weighting component of the test
development process. The SMEs were then presented with the suggested blueprint weightings as determined by the
survey results compared with the results from the weighting activity they conducted at their September 2018 meeting.
Both the multiplicative model weightings (derived from the frequency and criticality ratings of survey respondents) and
the holistic domain weightings from the survey were presented to the SMEs for their consideration.

The facilitator presented and discussed with the panelists the results of these analyses. Through a group discussion of
the analyses results, the committee then reconciled their earlier weighting activity ratings with the survey ratings for
each objective to obtain their final recommended objective weights. The information the panel reviewed during this
weighting activity is shown in the SME Committee Discussion 11162018.xIsx attachment. Final blueprint
recommendations are shown in Table 6.

Final Exam Decisions

The committee decided to allow for a deviation of + or - one item for all objectives as long as the exact number of items
specified at the domain level is met. All items written for each objective are expected to meet the cognitive complexity
level specified in the final blueprint. The total amount of seat time for the current RHIA exam is 4 hours. There are 160

scored items and 20 unscored pretest items. All items are standard 4-option multiple choice. At the time of this report,
the seat time, number of items, and item type were not expected to change.



Table 6. Final Blueprint Recommendations

Final
Recommendations
Domain and Objective Exam
Items .
Weight
Domain 1 - Data Content, Structure and Standards (Information Governance) 30 18.8%
1.01 - Evaluate the integrity of health data. (A/E) 6 3.8%
1.02 - Apply knowledge necessary to process the required clinical data elements for quality
reporting (e.g., facility committees, payers). (U/A) 4 2.5%
1.03 - Understand and apply data dictionary standardization policies. (U/A) 3 1.9%
1.04 - Manage data standards based on organizational policy. (U/A) 4 2.5%
1.05 - Complete data analysis to inform management. (A/E) 4 2.5%
1.06 - Apply knowledge necessary to develop policies and procedures for data
management and information governance. (U/A) 3 1.9%
1.07 - Manage health record content and documentation. (U/A) 6 3.8%
Domain 2 - Information Protection: Access, Disclosure, Archival, Privacy and Security 43 26.9%
2.01 - Manage patient access to their health information. (U/A) 4 2.5%
2.02 - Apply knowledge necessary to advocate for patients and families in the process of
obtaining health information. (U/A) 3 1.9%
2.03 - Apply knowledge necessary to process healthcare information requests according to
legal and regulatory standards. (U/A) 5 3.1%
2.04 - Monitor access to PHI within the organization. (U/A) 4 2.5%
2.05 - Apply knowledge necessary to comply with retention and destruction policies for
healthcare information. (U/A) 5 3.1%
2.06 - Apply knowledge necessary to monitor release of information workflows. (U/A) 4 2.5%
2.07 - Follow breach of information protocols. (U/A) 4 2.5%
2.08 - Apply knowledge necessary to ensure compliance with privacy initiatives. (A/E) 5 3.1%
2.09 - Ensure compliance with security initiatives. (A/E) 5 3.1%
2.10 - Monitor organizational compliance with health laws, regulations, or standards. (U/A) 4 2.5%
Domain 3 - Informatics, Analytics and Data Use 38 23.8%
3.01 - Develop productivity reports. (U/A) 3 1.9%
3.02 - Prepare to support end users in EHR applications. (A/E) 5 3.1%
3.03 - Apply knowledge necessary to create visual representations of data for decision-
making. (U/A) 3 1.9%
3.04 - Provide summary reports based on trends. (U/A) 4 2.5%
3.05 - Apply knowledge necessary to use database management techniques (e.g. data
mining). (U/A) 3 1.9%
3.06 - Manage the integrity of the master patient index. (U/A) 4 2.5%
3.07 - Apply knowledge necessary to audit documentation using a focused tool (e.g., CDI,
quality, safety, vendor). (U/A) 3 1.9%
3.08 - Apply knowledge necessary to optimize health information technology to improve
work flow. (U/A) 4 2.5%
3.09 - Support health information exchange solutions. (U/A) 3 1.9%

3.10 - Examine clinical, administrative, and specialty service applications. (U/A) 3 1.9%



Table 6. Final Blueprint Recommendations

Final
Recommendations
Domain and Objective Exam
Items .
Weight
3.11 - Validate healthcare statistics for organizational stakeholders. (U/A) 3 1.9%
Domain 4 - Revenue Management 25 15.6%
4.01 - Apply knowledge necessary to educate providers on value-based care programs and
guidelines. (U/A) 3 1.9%
4.02 - Validate coding accuracy. (U/A) 3 1.9%
4.03 - Monitor health plan clinical documentation requirements. (U/A) 4 2.5%
4.04 - Conduct clinical documentation improvement (CDI). (U/A) 3 1.9%
4.05 - Verify the claims management process. (U/A) 3 1.9%
4.06 - Assign diagnoses and procedure codes and groupings according to official guidelines.
(U/A) 3 1.9%
4.07 - Apply knowledge necessary to conduct revenue integrity activities. (U/A) 3 1.9%
4.08 - Apply knowledge necessary to perform fraud prevention. (U/A) 3 1.9%
Domain 5 — Leadership 24 15.0%
5.01 - Apply knowledge necessary to implement strategies to support organizational
initiatives. (U/A) 4 2.5%
5.02 - Apply knowledge necessary to collaborate on contract management (e.g., vendors,
outsourcing). (U/A) 3 1.9%
5.03 - Apply knowledge necessary to perform human resource management activities (e.g.,
recruiting staff, creating job descriptions, resolving personnel issues). (U/A) 4 2.5%
5.04 - Apply knowledge necessary to perform work design and process improvement
activities. (U/A) 4 2.5%
5.05 - Apply knowledge necessary to facilitate training and development. (U/A) 4 2.5%
5.06 - Apply knowledge necessary to assist with preparation of budgets. (U/A) 2 1.3%
5.07 - Assist with entity accreditation, licensing, or certification processes. (U/A) 3 1.9%

Next Steps

The JTA process yielded valid, practice-based, and thoroughly reviewed recommendations for the RHIA exam blueprint.
The final blueprint recommendations, along with this report and the attached materials, are provided to AHIMA for
review. AHIMA may choose to accept the RHIA exam blueprint recommendations or make changes to it. Alpine
recommends that AHIMA document decisions made regarding the RHIA exam, including any changes made to the
blueprint and the associated rationales.
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Appendix A: List of Attached Files

The following files are attached to this report:

1. AHIMA RHIA JTA SME Bios.pdf — This file contains the biographical information for the SMEs that took part in the in-
person and follow-up JTA meetings.

2. RHIA Test Design Document FINAL 20180910.docx — This file is the Test Design Document (TDD) and includes edits
made by SMEs during the in-person meeting to the Minimally Qualified Candidate (MQC) description.

3. AHIMA RHIA Work Model Expansion FINAL.docx — This file contains the Work Model Expansion, including the job
tasks and enablers, created by the SMEs during the in-person JTA meeting.

4. AHIMA RHIA JTA Evaluation Results.xlsx — This file contains the results of the SME panelist evaluation of various
aspects of the September meeting including success of the training, time allocated, and confidence in the outcomes.

5. RHIA Pre-Survey First Communication Email 20181015.docx — This file contains the introductory email sent to
potential survey participants announcing the RHIA online survey.

6. RHIA Survey cover letter 20181015.docx — This file contains the email invitation to take the survey.

7. RHIA Survey follow up email 20181015.docx — This file contains the e-mail reminder that was sent to potential
respondents to remind them to take the survey.

8. AHIMA RHIA Survey Respondent Demographics.xlsx — This file is the analysis of the demographic questions asked on
the survey.

9. AHIMA RHIA BP Survey Questions 20181029.pdf — This file is a copy of the survey that was administered.

10. RHIA survey comments.xlsx — This file contains comments that respondents made on the survey related to missing
tasks.

11. SME Committee Discussion 11162018.xIsx — This file contains the information used to discuss the results of the in-
person JTA meeting and the online survey during the follow-up meeting. Final recommendations for number and
percentage of items for each domain and task are included.



Appendix B: Details of the Online Survey Results

Table B1. Frequency Ratings (N = 229)

5 = Always 4 = Frequently 3 = Half the time 2 = Infrequently | 1 =Seldom or never
(applies 100% of (Approximately (Approximately (Approximately (Approximately 0-

Task the time) 75% of the time) | 50% of the time) | 25% of the time) 5% of the time)
1.01 59% 23% 7% 7% 1%
1.02 35% 22% 17% 18% 7%
1.03 11% 14% 14% 26% 34%
1.04 31% 29% 18% 10% 12%
1.05 30% 34% 17% 14% 5%
1.06 20% 17% 24% 23% 16%
1.07 57% 16% 12% 5% 10%
2.01 34% 19% 8% 14% 25%
2.02 26% 18% 13% 14% 29%
2.03 34% 17% 10% 12% 26%
2.04 28% 18% 14% 15% 25%
2.05 39% 13% 10% 14% 24%
2.06 28% 20% 12% 17% 24%
2.07 45% 12% 6% 15% 23%
2.08 57% 12% 11% 8% 12%
2.09 52% 9% 12% 12% 15%
2.10 44% 16% 12% 13% 15%
3.01 22% 24% 13% 23% 18%
3.02 21% 17% 15% 21% 25%
3.03 17% 17% 20% 26% 21%
3.04 17% 17% 24% 25% 17%
3.05 15% 17% 19% 25% 24%
3.06 26% 11% 10% 15% 38%
3.07 29% 17% 15% 17% 21%
3.08 26% 24% 17% 18% 15%
3.09 12% 15% 13% 24% 35%
3.10 11% 12% 18% 26% 33%
3.11 10% 17% 14% 21% 38%
4.01 9% 11% 10% 22% 48%
4.02 33% 16% 11% 11% 29%
4.03 18% 17% 12% 20% 33%
4.04 16% 13% 12% 17% 42%
4.05 10% 13% 11% 17% 49%
4.06 33% 12% 9% 12% 34%
4.07 16% 14% 14% 14% 42%
4.08 21% 10% 11% 17% 42%
5.01 25% 22% 21% 17% 14%
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1 = Seldom or never

5 = Always 4 = Frequently 3 = Half the time 2 = Infrequently
(applies 100% of (Approximately (Approximately (Approximately (Approximately O-
Task the time) 75% of the time) | 50% of the time) | 25% of the time) 5% of the time)
5.02 14% 14% 16% 25% 32%
5.03 17% 16% 15% 21% 32%
5.04 23% 22% 23% 18% 14%
5.05 25% 21% 18% 21% 14%
5.06 11% 9% 13% 24% 43%
5.07 10% 11% 13% 20% 46%
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Table B2. Criticality Ratings (N = 229)

4 = Moderate risk 1 = Not applicable -
5 = High risk of a of a negative 3 =Slight risk of a 2 =Norisk of a | do not perform
Task negative result result negative result negative result this task
1.01 58% 19% 13% 5% 6%
1.02 35% 28% 21% 5% 10%
1.03 15% 32% 17% 7% 29%
1.04 25% 37% 20% 9% 10%
1.05 24% 37% 23% 11% 4%
1.06 18% 28% 25% 14% 15%
1.07 50% 18% 14% 7% 11%
2.01 37% 17% 16% 6% 24%
2.02 20% 21% 24% 11% 24%
2.03 39% 21% 10% 7% 23%
2.04 38% 21% 10% 8% 24%
2.05 34% 24% 15% 6% 21%
2.06 27% 23% 17% 8% 25%
2.07 52% 16% 8% 6% 18%
2.08 52% 18% 11% 8% 10%
2.09 49% 19% 11% 8% 13%
2.10 45% 22% 11% 7% 14%
3.01 10% 19% 33% 23% 15%
3.02 14% 18% 27% 17% 25%
3.03 13% 15% 34% 21% 16%
3.04 13% 16% 35% 22% 14%
3.05 12% 18% 30% 18% 22%
3.06 33% 15% 9% 8% 34%
3.07 23% 23% 22% 10% 22%
3.08 15% 21% 31% 17% 15%
3.09 11% 16% 25% 15% 33%
3.10 9% 18% 25% 19% 29%
3.11 13% 16% 26% 10% 35%
4.01 11% 14% 23% 10% 42%
4.02 36% 18% 12% 7% 27%
4.03 19% 21% 21% 9% 30%
4.04 19% 17% 18% 8% 38%
4.05 12% 20% 16% 8% 44%
4.06 37% 14% 8% 9% 32%
4.07 18% 20% 15% 8% 40%
4.08 30% 15% 10% 6% 39%
5.01 13% 23% 32% 18% 14%
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1= Not.applicable -

4 = Moderate risk
5 = High risk of a of a negative 3 =Slight risk of a 2 =Norisk of a | do not perform
Task negative result result negative result negative result this task
5.02 11% 19% 26% 15% 29%
5.03 14% 17% 24% 16% 29%
5.04 15% 21% 34% 17% 13%
5.05 17% 24% 30% 17% 13%
5.06 13% 17% 21% 12% 37%
5.07 20% 16% 11% 10% 43%
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Survey Comments

		You might have thought of important job tasks that were not included in the task list.
If so, please type any missing job tasks in the fields provided below. 

		Assertive communication 

		With technology constantly changing, the HIM curriculum must change as well. Many program directors lack the experience needed to ensure that the curriculum adequately represents what may employers need, thus I feel that the organization should be proactive in implementing program changes to ensure that our workforce stays relevant. 

		Six Sigma and efficiency improvement models to think innovatively with interoperability and at-or-near-the-time-of-the-event documentation.  It amazes me how many organizations are still stuck in the after discharge scanning, manually assigning deficiencies, and taking a passive seat to data integration for the complete legal medical record. 

		Implementing EHR

		Customer Service, dealing with the insurance company's and learning all insurance regulations not just the government,  also accounting and math functions .

		Job preparation, Professionalism, soft skills

		My job role at my facility is the HIM/credentialing manager. I handle all HIM matters as well as the medical staff. School program did not prepare me for any medical staff credentialing activities. 

		EMPLOYEE ENGAGEMENT / PROCESS TO BEST HANDLE ISSUES WITH EMPLOYEES

		I feel information technology is very important and should be included in the curiculums in schools.  Without this a RHIA in any organization will be lost.  Maybe we should ever consider changes our degrees to more of a technology area.  I do know that if we do not do something RHIA's are going to lose their place in organizations.

		I believe there should be more focus on claims. We focus so much on the provider viewpoint, there are just as many professionals that work to pay claims. There are also a large number of professionals that work in non-traditional settings. Including a space to accommodate some of these additional job functions, particularly teaching, is important.

		Project Management  Critical thinking  Problem Solving

		I think the stress of understanding the electronic health record and how health information management is integrated with all aspects of the EHR should be taught. 

		Professional communication with physicians and leadership. Clear understanding of HIPAA guidelines and breach notifications. 

		PIVOT TABLES  MEDICAL TERMINOLOGY

		Design and contribute with clinical application development.  

		Process improvement, workflow analysis, database design and management

		It was well covered. It is not what it used to be, everything evolves, including Health Information. 

		Preparing and providing reports to committees  Providing education - HIM professionals are expected to be subject matter experts and be able to educate others, including executive leaders, on HIM terminology, regulation, etc. Even the beginner should be able to educate others RE: the importance of HIM activities.   

		performance improvement in the department on account of Revenue Cycle Management,CDI, ROI, and information governence0

		More emphasis on information security should become required curriculum for the RHIA. As a guardian of privacy, more understanding of information security protocols and safeguards would provide for a stronger human firewall to protect the confidentiality of PHI, PII and credit card handling (PCI DSS). 

		The missing gap in the RHIA exam is the professional practice exposure.  We are experiencing a decline in sites allowing students to intern.  There are multiple factors such as outsources, technology advances, etc.  Meanwhile, we have colleagues(RHIAs)in the field who will not take students.  With these barriers, we will experience a higher number of new professionals who lack the basic skill sets.

		Individualized training, and mentoring of staff.

		Survey seemed fairly thorough.  I really cannot think of anything that I do frequently enough that is not included.  

		Integration of EHR best practices should be discussed as should current leading vendors of products.  AHIMA should endorse best practices of hospitals and reference use of tools for different hospitals based on bed size.  More transparency is needed to facilitate hospitals communicating about their models openly rather than competitively as I believe we will see more long lasting facilities and stronger healthcare in general with shared knowledge 

		I am involved with other tasks at my facility, including physician on boarding and monitoring, monitoring of facility transcription services, and various other duties. In speaking with other RHIAs I believe that each job role is unique and this survey did capture a vast majority of what we do.

		I have had a variety of job tasks some of which included revenue integrity, provider enrollment with payers and credentialing. I have also been responsible for the chargemaster. That was an eye-opening experience. CPT and HCPCS codes were not a strong place for me. I struggled to learn as much as I could as quickly as possible.    I also worked hard to improve consistent support and organizational understanding of the patient portal.    I found myself doing lots and lots of process and workflow management.    Mostly, I found my first year to be filled with release of information, documentation analysis, and forms management.

		Team-building/leadership activities.

		patient portal activities  physician education

		Communication in healthcare  Project management  

		Professional development tasks - presenting, technical writing, documentation preparation. 

		was covered extremely well

		Coding education 

		Basic computer application uses (i.e. Microsoft word, excel, outlook).  Professionalism with staff, co-workers, and patients.  Also, how to properly use email and basics of how to deal with tough situations.

		ROI

		The process of auditing outside entities that do duties for your facility. If say scanning is outsourced. Making sure that they are indexing to correct patient and using the correct form(s). This has been an issue that I have seen, and I think will and can cause problems with the rate of turnover in that area. Training the scanners on the floor(s), as well as in departments of Admitting, and in out clinics can be security and accuracy risks.

		Learning: A significant portion of RHIA responsibility involves training, educating, and building learning opportunities.  Given the extent to which we are expected to lead in these areas, we really ought to demonstrate basic proficiency with concepts, theories, and models for adult learning, instructional design, and program development.

		Project Management - identifying key stakeholders and impacted users when implementing a new EMR and/or rolling out a new application. 

		The job of a RHIA will vary slightly depending upon the work setting. For instance hospital versus insurance company. All in all, leadership skills, data analytics utilizing excel, and revenue management are the areas we specialize in across the board. Privacy and security are important, but because of HIPAA training being mandatory for all employees across the board, most of us have had this exposure outside of the HIM profession. 

		Change management  Education to include adult learning  Informatics  Audit tracing of software applications (and related interfaces) and tasks/functions you check for/do with interfaces, fee schedule updates and annual coding changes

		provider education  auditing records

		Hiring appropriate people for various roles within the department.

		Future planing, forecasting critical concerns, crisis prevention intervention, critical conversations on bad behavior in the workplace, employee motivation and work flow analysis. 

		I have not practiced as an RHIA and have no applicable skills or experience to support what an RHIA would, could or should do.  I cannot comment.  I do not know what an RHIA typically is hired to do because they are considered generalists who do a number of different EHR, coding, revenue, patient registration process, census, master patient index management, data reporting, supervisory, management and data analytics roles.

		Please provide any additional comments you have on the survey content.

		Most Health Information Management jobs are now driven towards Informatics and Revenue Managment, thus any professional with an information technology, business, and clinical background will qualify for these positions. It is imperative that HIM professionals are also equipped with the knowledge and skill sets necessary to compete and thrive in the market.

		for an entry level RHIA, my expectation is that they care coming as subject matter expert and Leadership skills though needed is also a skill that can be acquired with experience. in an EMR environment data security is a much bigger risk and that's why i gave it a slightly higher % than others     thanks for this opportunity 

		See my note on the previous section...leadership skills that are inter-professionally focused is key.  Leadership must include communication skills.

		They are all equally important for the RHIA and HIM job functions. 

		The RHIA of the future needs to be well rounded in all of these areas!

		I feel Section 2 and Section 5 are the most important in being a manager/director.  The future RHIA need to get more involved in Informatics, Analytics and Data use.  This is where the future is trending.

		Some of the areas that I found I needed to learn on the job and wished I had more focus around was the legal portions and regulatory body requirements. I found that that there was a lot of focus around coding, when that is a very small portion of what I am involved in doing on a daily basis.     Leadership is extremely important but when it comes to the credential itself I believe that that knowledge around the other functional areas should be first and foremost. 

		The industry is changing so fast, it is uncertain what is needed. Informatics can be done by computer.

		The percentages should align with organizational criticality. In other words, where do the biggest risks to the organization lie.  Regulation and associated risks with privacy and information security could carry the biggest financial threat to healthcare. Data content and IG are right behind regulation.  Leadership is scored high because the organization must have strong leadership in HIM in order to garner respect from other managers and have the qualities to influence decision-making. Thank you for the opportunity to participate in this survey

		The HIM field is headed towards technology with a reduction in human capital.  Therefore, students must learn about IG, technology architecture, system analysis and other tools/resources to stimulate positive expansion. 

		Greater emphasis on data analytics/analysis

		RHIAs are not CHDAs. An RHIA needs to be able to understand the data but not necessarily abstract it.    Revenue Management in my realm is not as important a factor. Having basic understanding is important but I feel that RHIAs should be leading health INFORMATION and not revenue. That said, HIM is part of the revenue cycle and should be educated on it and the role that correct and timely information and adherence to standards plays.    Leadership should be strengthened; not just management but leadership. Management practices, etc. are important but I feel I am weak on the leadership side. I want to see RHIAs looked upon as leaders and champions of the patient record. Understanding how to introduce information governance to an organization or to strengthen the importance of standards to upper level management is necessary to advance.

		All sections above should be equally included on the exam.  Different positions call for different amounts of knowledge of each of these sections, so a good well-rounded base is appropriate.  All the listed subjects are important to know.

		all areas carry important information and should be covered equally

		The test should focus on each topic equally. Each individual will end up with a different career path but having vast knowledge in the industry will definitely prepare the to see the bigger picture. Even when you’re not working in that career sometimes you cross paths.

		The exam need to be tailored to cover most of section one and two 

		Having taken the test recently, I think it is very important for new students who are taking the test to know all the aspects of HIM and not just one specific area. 

		On this, I believe that the Revenue Management is and could be based if you are a coder, and is more specific. Privacy is the most important, I feel. I could give them all a high percentage rating but..  

		They are all equally important.

		Leadership is thr driving force of my job, that and legal issues. 

		I am not a minimally qualified candidate (MQC).  I have worked in HIM as a medical coder, medical auditor, clinical documentation specialist, HIM Director and now a Compliance Officer (for the last six years).  Am I supposed to be answering questions based on what I think the stereotypical MQC would be doing or what I am currently doing?  You should discard my survey data.  I am not your target audience.  I simply was forced to take the RHIA under the proviso by my academic employer (not even my compliance employer-they don't know AHIMA or care).

		Please provide any comments on the information in Section 1.

		Information Governance is not one of my current duties so that portion of the question did not apply to me.

		1.07 should be two separate questions.  Manage content (forms) is different than managing documentation (completion).    All seem to depend on the organization.  Smaller organizations will require the HIM department to be more involved while larger organizations look to keep each department in their own lane.  These tasks are everyone's responsibility, but the oversight doesn't always fall on HIM.  CIO, CNO, CDI and EMR implementation are too often not in the perview of HIM departments.  These are altruistic notions that all HIM departments still do these things.

		This section is one of the most important in the role of HIM Director

		I am a leader in education.  When working in the industry, I did do many of these things.

		I do inpatient, psychiatric coding and record analysis for deficiencies. I also file loose paper. The facility that I work for is 100% paper. 

		It is important for HIM professional Know those task or process for their organizations. 

		1.03 this is managed by clinical informatics

		Considering categories above contextually, performance annually these tasks are addressed and completed on a daily basis. 

		This is very confusing, the rating explanation should be accessible on this page.  As an educator you teach towards these measures, but as a consultant these measures are executed.  Therefore my selections are two fold, educator and revenue cycle consultant.

		Always follows companies policies and procedures to be in compliance

		Need more emphasis in small hospitals for data governance and funds to back it up

		Noke

		Projects/Committee assignments

		An MQC would be performing the work and analysis required for data management but would not have heavy involvement in managing and developing standards. An MQC would be working to learn and maintain current standards and potentially identifying some gaps.

		No comment to be made at this time in regards to the answers above 

		My answers for these questions if I were working in a healthcare facility would be different. 

		Critical areas of health information management.

		Always useful 

		HIM must protect the integrity of the medical record.  That means, anyone who documents, they must make sure that information is as accurate as possible.  This also includes demographic information.

		There are too many RHIA and RHIT in the industry now. Very saturated thats why it’s hard to move up or find a job despite ofthe certifications. RHIA and RHIT certifications are not really required in some of the HIM field such ROI, birth registry, Risk management, revenue cycle and others

		Auditing claims data for quality improvement

		I'd say data integrity is the biggest aspect of my role. 

		Because I am in an educational setting we use data constantly and need to be aware of legal requirements for data. 

		I am not a minimally qualified candidate (MQC).  I have worked in HIM as a medical coder, medical auditor, clinical documentation specialist, HIM Director and now a Compliance Officer (for the last six years).  Am I supposed to be answering questions based on what I think the stereotypical MQC would be doing or what I am currently doing?  You should discard my survey data.  I am not your target audience.  I simply was forced to take the RHIA under the proviso by my academic employer (not even my compliance employer-they don't know AHIMA or care).

		Please provide any comments on the information in Section 2.

		These tasks apply to my current position but not in regards to release of information. 

		Although I'm the HIM Director, I'm not the privacy officer but I often assist with HIPAA privacy issues and investigations.  Our Director of IT is the security officer and again, I'm consulted infreq. if it deals with PHI

		2.01 and 2.02: I am responsible for the management of access to my health systems patient portal under Data Integrity, not Release of Information. 

		The Regulatory Compliance and Privacy and Security departments monitor primarily these tasks. 

		Compliance officers 

		Some of these tasks are performed by others in the organization. They are important but not the sole responsibility of the HIM Professional.

		As an educator, I do monitor PHI on students that is submitted for their practicum courses.

		With those organizations that are affiliated with a University some of the privacy and security areas may fall under more of a legal discipline then an RHIA.

		2.04 now falls under software monitoring. We are notified of potential violations and then an investigation is completed. I would not say that the audit is performed manually by many with EHR's.  2.05Compliance is important to ensure that destruction is not occurring prior to the allowable destruction date, but many organizations hold records for longer periods.

		Although I am a medical coder, I do sometimes assist with ROI. We have an abundance of requests; whether they are walked in, faxed or mailed in, and/or called in. Everyone, regardless of their job title, helps out with the ROI. We also make sure that we are operating within the scope of the HIPAA guidelines.

		HIPAA Compliance and Security is the domain field I aspired for ,but never could get past volunteer work.

		Because more work is being done on-line, this is becoming increasingly more difficult to monitor. 

		My role focuses on regulatory billing processes so compliance with health laws, regulations and standards is 100% of what I do. I focus very little on ROI, but disseminate and educate when the issue is in conjunction with a billing compliance concern. 

		Security initiatives at my facility fall mainly on the information technology department.  Monitoring access to PHI does as well.

		Educating and monitoring staff of the hospital is key, however I rated certain items as slight risk because if they do not adhere to applicable policies and laws there is slight risk involved with these processes.

		An MQC would not be responsible for organizational compliance outside of their own position and workflow. An MQC would not be responsible for monitoring workflows. However, an MQC is always responsible for these elements within their own sphere of influence and should be working to learn and identify areas where their knowledge can better the organization.

		The subset of my management position is HIPAA Administration, so privacy and security is a priority.

		My answers would be way different if I were working in a healthcare facility. 

		Information protection is vital in this field

		Very useful 

		Most of these pertain to a different manager within our organization that also has obtained an RHIA. 

		I am required to follow hipaa and roi but I am not in charge of initiating the steps for following those protocols 

		I am not a minimally qualified candidate (MQC).  I have worked in HIM as a medical coder, medical auditor, clinical documentation specialist, HIM Director and now a Compliance Officer (for the last six years).  Am I supposed to be answering questions based on what I think the stereotypical MQC would be doing or what I am currently doing?  You should discard my survey data.  I am not your target audience.  I simply was forced to take the RHIA under the proviso by my academic employer (not even my compliance employer-they don't know AHIMA or care).

		Please provide any comments on the information in Section 3.

		I work for company still using paper charts:/

		There are many other ways to include informatics in the job description for an RHIA. We've just touched the surface here. We need to consider big data, different levels of analysis, and ways this data can be utilized. The RHIA should be able to come to the job with informatics skills. 

		The only thing that I assist the HIM Manager with are the periodic Medicare and Medicaid audits for our corporate company. We have to make sure that they are sent to the correct auditor and they are shipped in accordance to our facility's policies. 

		Audits/surveys/reports

		An MQC would not be responsible for most data abstraction as she/he would not be fully qualified to identify and understand the data fully. An MQC, unless hired in an IT capacity, would not be providing support for the EHR outside of their own job tasks. An MQC would be able to quickly learn and identify methods to streamline their own tasks and the tasks of those around them. An MQC would be able to quickly understand the EHR and provide SME support. An MQC would quickly become a resource regarding the MPI.

		My answers would be way different if I were working in a healthcare facility. 

		Data availability and precise is one of the main tools in HIMs

		Useful 

		Our organization has a CIO that does most of the IT  applications.

		I am not a minimally qualified candidate (MQC).  I have worked in HIM as a medical coder, medical auditor, clinical documentation specialist, HIM Director and now a Compliance Officer (for the last six years).  Am I supposed to be answering questions based on what I think the stereotypical MQC would be doing or what I am currently doing?  You should discard my survey data.  I am not your target audience.  I simply was forced to take the RHIA under the proviso by my academic employer (not even my compliance employer-they don't know AHIMA or care).

		Please provide any comments on the information in Section 4.

		Revenue Cycle is extremely important for HIM professionals to be comfortable with...not just coding!!!!!!!!!!!!!!!!!!!!    Patient registration, treatment, discharge, payment posting, quality improvement.

		I instruct students in how to do these things and the importance of doing them correctly and the possible outcomes of not doing so.

		We've really scratched the surface in revenue management. The RHIA should be able to perform many skills in this area, some that are performed routinely. 

		As a coder, I have to make sure that I am following the general coding guidelines; as well as the facility's coding guidelines. I have to ensure that all of the audits are at an accuracy level of 95% or above. This also ensures that the claims are paid at a 100% in addition to coding the discharges on a timely basis. 

		Revenue management is becoming more and more important within the HIM world. If updating/establishing a new curriculum for HIM professionals, revenue cycle and revenue cycle management needs to be heavily discussed.

		At my facility, Revenue Cycle management is handled outside of the HIM department.

		Core Measures

		An MQC for an RHIA is NOT a coder. RHIA's are not coders. THIS one fact is the most annoying to me as an RHIA. Most job searches for RHIA ends up with coding and not management and should be addressed by AHIMA. RHIAs are administrators who may or may not oversee coding groups. A good understanding of coding and its role in the organization is important, but intensive coding knowledge is not required to oversee coders at an administrative level. Again, RHIAs are NOT CODERS nor are we trained to be coders. Educate the industry.

		I do not perform these tasks in my role.

		My answers would be way different if I were working in a healthcare facility. 

		Very Important as well in terms of budgeting for the facility or department

		Very useful 

		This is more my world!

		I am not a minimally qualified candidate (MQC).  I have worked in HIM as a medical coder, medical auditor, clinical documentation specialist, HIM Director and now a Compliance Officer (for the last six years).  Am I supposed to be answering questions based on what I think the stereotypical MQC would be doing or what I am currently doing?  You should discard my survey data.  I am not your target audience.  I simply was forced to take the RHIA under the proviso by my academic employer (not even my compliance employer-they don't know AHIMA or care).

		Please provide any comments on the information in Section 5.

		HIM professionals have not been good leaders (overall).  The personality of the individuals who traditionally went into HIM managerial positions were there more because they understood requirements, not because they were good leaders.  Leadership skills can be taught, and should be taught at a high level.  It cannot be missed, that HIM professionals need to lead non-HIM professionals too.  The focus must be cross-departmental to "encourage" or force HIM professionals to learn and become comfortable working with and leading healthcare professionals with a variety of backgrounds.

		Most of these job roles/tasks and handled by our corporate office

		Provide providers case lists and reports for accreditation and oral boards recertification processes

		Regulatory/State, CMS and Joint Commission Surveys

		An MQC would only be hired directly into leadership if they also had HIM experience. I came into my RHIA from the tech side and not from the healthcare side. I was definitely an MQC when I started. I had minimal understanding of the inner workings of healthcare and hospital requirements. My RHIA gave me enough understanding to learn quickly and rise up fast but I was definitely not qualified to lead in this industry immediately. I may have been qualified to manage staff but I would not have been an integral member of leadership within the organization during my first year.

		My answers would be way different if I were working in a healthcare facility. 

		Organization leadership I very important as to what need to be done and direction for moving forward.

		I am not a minimally qualified candidate (MQC).  I have worked in HIM as a medical coder, medical auditor, clinical documentation specialist, HIM Director and now a Compliance Officer (for the last six years).  Am I supposed to be answering questions based on what I think the stereotypical MQC would be doing or what I am currently doing?  You should discard my survey data.  I am not your target audience.  I simply was forced to take the RHIA under the proviso by my academic employer (not even my compliance employer-they don't know AHIMA or care).






Blueprint

		Tasks		Weights		Items per task - survey FC		Rounded		Items per task - F/C survey ratings		Items per task - Panel Estimate at September Meeting		Items per task - Final Decision

Jeff Kelley: Jeff Kelley:
For report + or - 1 item at task level, hard number at domain level		Weight per task - Final Decision		Domain Weight - F/C survey ratings		Domain Weight - survey % allocate question		Domain Weight - Panel Estimate at September Meeting		Domain Weight - September Meeting % allocate question		Items per domain - Final Decision		old test plan

		Data Content, Structure and Standards (Information Governance)												30		18.8%

		1.01 - Validate the integrity of health data 		4.6%		7.39		7		7		5		6		3.8%		35		32		29		31		30												20.1304347826		21.6434782609		20.6565217391		18.3826086957		19.1869565217

		1.02 - Process the required clinical data elements for quality reporting (e.g. facility committees, payers) 		3.4%		5.45		5		5		4		4		2.5%

		1.03 - Manage data dictionaries according to standardization policies 		1.7%		2.74		3		3		4		3		1.9%												34										19.44%		22.78%		22.78%		14.44%		20.56%

		1.04 - Manage data standards based on organizational policy 		3.2%		5.10		5		5		4		4		2.5%

		1.05 - Complete data analysis to inform management 		3.4%		5.41		5		5		3		4		2.5%

		1.06 - Develop policies and procedures for data management and information governance 		2.4%		3.77		4		4		3		3		1.9%

		1.07 - Manage health record content and documentation 		4.0%		6.39		6		6		6		6		3.8%

		Information Protection: Access, Disclosure, Archival, Privacy and Security												43		26.9%

		2.01 - Manage patient access to their health information. 		2.7%		4.27		4		4		4		4		2.5%		47		35		41		36		43

		2.02 - Advocate for patients and families in the process of obtaining health information 		2.2%		3.45		3		3		4		3		1.9%

		2.03 - Process healthcare information requests according to legal and regulatory standards 		2.8%		4.43		4		4		5		5		3.1%

		2.04 - Monitor access to PHI within the organization 		2.6%		4.15		4		4		4		4		2.5%

		2.05 - Comply with retention and destruction policies for healthcare information 		2.8%		4.46		4		5		3		5		3.1%

		2.06 - Monitor release of information workflows 		2.4%		3.83		4		4		4		4		2.5%												41-42

		2.07 - Follow breach of information protocols 		3.2%		5.19		5		5		4		4		2.5%

		2.08 - Ensure compliance with privacy initiatives 		4.0%		6.32		6		6		4		5		3.1%

		2.09 - Ensure compliance with security initiatives 		3.6%		5.79		6		6		5		5		3.1%

		2.10 - Monitor organizational compliance with health laws, regulations, or standards 		3.4%		5.48		5		6		4		4		2.5%

		Informatics, Analytics and Data Use												38		23.8%

		3.01 - Develop productivity reports 		2.1%		3.33		3		3		3		3		1.9%		32		33		41		36		38

		3.02 - Support end users in EHR applications 		1.9%		3.02		3		3		5		5		3.1%

		3.03 - Create visual representations of data for decision-making 		1.9%		3.10		3		3		3		3		1.9%

		3.04 - Provide summary reports based on trends 		2.0%		3.24		3		3		4		4		2.5%

		3.05 - Conduct queries using database management techniques (e.g. data mining) 		1.8%		2.89		3		3		3		3		1.9%

		3.06 - Manage the integrity of the master patient index 		2.0%		3.20		3		3		5		4		2.5%												38-39

		3.07 - Audit documentation using a focused tool (e.g. CDI, quality, safety) 		2.4%		3.83		4		4		3		3		1.9%

		3.08 - Optimize health information technology to improve work flow 		2.4%		3.79		4		4		4		4		2.5%

		3.09 - Support health information exchange solutions 		1.4%		2.30		2		2		4		3		1.9%

		3.10 - Examine clinical, administrative, and specialty service applications 		1.4%		2.29		2		2		3		3		1.9%

		3.11 - Validate healthcare statistics for organizational stakeholders 		1.4%		2.31		2		2		4		3		1.9%

		Revenue Management												25		15.6%

		4.01 - Educate providers on value-based care programs and guidelines 		1.1%		1.84		2		2		3		3		1.9%		24		29		26		23		25

		4.02 - Validate coding accuracy 		2.5%		4.04		4		4		3		3		1.9%

		4.03 - Monitor health plan clinical documentation requirements 		1.8%		2.93		3		3		4		4		2.5%

		4.04 - Conduct clinical documentation improvement (CDI) 		1.5%		2.47		2		3		4		3		1.9%

		4.05 - Verify the claims management process 		1.2%		1.97		2		2		3		3		1.9%												24

		4.06 - Assign diagnoses and procedure codes and groupings according to official guidelines 		2.3%		3.62		4		4		2		3		1.9%

		4.07 - Conduct revenue integrity activities 		1.5%		2.46		2		3		3		3		1.9%

		4.08 - Perform fraud prevention 		1.7%		2.79		3		3		4		3		1.9%

		Leadership												24		15.0%

		5.01 - Implement strategies to support organizational initiatives 		2.4%		3.79		4		4		3		4		2.5%		22		31		23		33		24

		5.02 - Collaborate on contract management (e.g., vendors, outsourcing) 		1.6%		2.51		3		3		2		3		1.9%

		5.03 - Perform human resource management activities (e.g., recruiting staff, creating job descriptions, resolving personnel issues) 		1.7%		2.65		3		3		4		4		2.5%

		5.04 - Perform work design and process improvement activities 		2.4%		3.84		4		4		5		4		2.5%												22

		5.05 - Facilitate training and development 		2.5%		3.97		4		4		4		4		2.5%

		5.06 - Assist with preparation of budgets 		1.3%		2.09		2		2		2		2		1.3%

		5.07 - Assist with entity accreditation, licensing, or certification processes 		1.3%		2.10		2		2		3		3		1.9%
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