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ICD-10 Clinical Talking Points: Medical Record 

April 2015 

 

1. What are the purposes of the Medical Record? 

 Evidence of how the organization and its practitioners perform their clinical and 

administrative responsibilities (Joint Commission, Medicare) 

 Documentation of care plans and discharge planning (Nursing) 

 A way for different caregivers to communicate concerning treatments and responses to 

treatment that occurred during the encounter (Physicians, Nursing, other ancillary  

staff) 

 Compilation of a patient medical history (Physician and Ancillary staff) 

 Research data (Pharmaceutical companies, Clinical trials, Government) 

 What was done to me (Patient) 

 A legal document (Subpoena) 

 Reimbursement (billing) 

 

2. If it wasn't documented, it wasn't done still rings true. The words in a  medical 

record as a legal document can: 

 Be one of the best ways to keep you out of the courtroom. 

 Be used to ensure organizational and professional compliance. 

 Prevent claims of fraud and abuse. 

 Assist in avoiding fines and penalties. 

 Be a determination of accreditations, credentialing and/or licensing for healthcare 

professionals. 

 

3. Revenue Cycle is not just about billing: it is the entire flow of a patient and 

medical record through the hospital. It affects all departments that contribute to 

the healthcare delivery system: 

 Patient Access/registration 

 Clinical Care/clinical documentation/case management 

 Ancillary services/lab/radiology/pharmacy/nuclear medicine, etc.. 

 HIM/record completion/coding 

 PFS/billing/collecting/denials/payment 
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4. Let's focus on Clinical care: 

 Clinical care is the planning and delivery of the patient's healthcare 

 The careful and complete documentation of care will allow the business of healthcare to 

create a bill. 

 For example; a nurse inserts a foley catheter and charges for the catheter. If the catheter 

was not ordered by the physician or documented in the medical record, it cannot be 

charged. 

 Nurses are responsible for a large percentage of the documentation in the medical 

record. They interpret physician's orders and document changes in clinical conditions 

and responses to treatments 

 Nurses are also involved in improving quality of patient care and outcome 

management. Correctly coded data is critical to this process. For example; infection 

control nurses monitor the incidences of CAUTI's. If the linkage of the infection to the  

urinary catheter is not documented and coded properly, the data is skewed and 

appropriate clinical decisions may not be made, which could improve outcomes. 

 Nursing documentation is the BRIDGE that connects the pieces of the medical record 

together 

 

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 June and will focus 

on Nursing Impact on Documentation. 

 

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

 


