
ICD-10 Clinical Talking Points: Nursing Impact on Documentation 

1. The key objectives of Clinical Documentation for a hospital are to: 
 

• Ensure that admission orders are clear and legible with the correct level 
of care to support the reason for admission. 

• Review and cross check patient demographics and payor information to 
be correct and complete. 

• Provide a complete, accurate and timely patient's medical history and 
physical within 24 hours of admission. 

• Ensure that patient's assessments, procedure notes, clinical plan, 
progress notes and all other documentation of diagnostic and therapeutic 
tests are completed timely. 

• Confirm that all treatments given have been documented in the medical 
record and reflect patient's severity of illness and use of services. 
 

2. Healthcare providers depend upon the documentation in the medical record. 
Without effective communication about test and procedure outcomes, the 
quality of patient care and data is compromised. Thus consistent and complete 
documentation by nursing and all levels of healthcare professionals is an 
essential component to quality patient care. 

 
3. Key clinical documentation elements associated with ICD-10: 

• Pain : 
 List the site of the pain 
 State the underlying cause of the pain (low back pain due to 

overexertion) Specify acute or chronic 
 Provide further specificityas being due to trauma, postop, 

neoplasms, presence of a device, graft, etc.. 
• Pressure Ulcers: 

 Identify pressure ulcers of the back by upper or lower, right or 
left 

 List the side of the body by right or left 
 List gangrene when present 
 Identify the stage as 1-4 or unstageable 

• Overweight/Obesity: 
 Obesity/morbid obesity due to excess calories 
 Drug induced obesity (list drug) 
 Morbid obesity with alveloar hypoventilation 

• Acute Myocardial Infarction: 



 Coronary vessel affected when known (ex. right coronary artery) 
 Documentation must be clear as to the timing of an initial and any 
subsequent MI's. 
 Documentation must list the timing and administration of tPa in a 
different facility within 24hrs. 

• Injuries: 
 How did the injury occur? 
 What type of injury was sustained? 
 What activity was taking place? 
 When did the injury occur in relation to the encounter? 
 Where was the pt when the injury occurred? 
 Why was this activity happening? 

• Alcohol, drug, or tobacco: 
 Abuse 
 Dependence 
 History 
 Environmental exposure 

 
 

4. These are just a few of the areas where more specificity regarding diagnoses 
will be required in ICD-10. 

5. Get to know who your Clinical Documentation Specialist is for your area. She is 
usually located in the Business Center reviewing charts. She will be a valuable 
resource to you for documentation/ICD-10 questions. 

6. The next ICD-10 Clinical talking Points will be distributed in September and will 
summarize  ICD-10 and any last minute tips. 

7. Thank you for helping ensure the successful transition to ICD-10! 
 


