
Every clinic has a version of the same quiet problem. A patient encounter ends, the chart looks complete, the
diagnosis is selected, and the claim eventually gets challenged. Sometimes it is an obvious mismatch, sometimes it
is subtler: the documentation describes one thing, the coding captures another, and the system never forces them
to reconcile.

ICD-10 coding does not live in isolation. It depends on what clinicians document, how coders interpret that
documentation, and how the EHR structures both the clinical record and the billing workflow. When those pieces
are out of alignment, you get rework, delays, denied claims, and a team that starts to spend more time “fixing
charts” than caring for patients.

Aligning documentation with coding needs is not about making clinicians write for billing. It is about building a
chart that can withstand coding review because it consistently reflects the clinical reality. The EHR can help, but
only if it is configured to support the chain from documentation to diagnosis selection to code assignment.

The real reason documentation misses ICD-10 expectations
ICD-10 is far more specific than the older systems many teams grew accustomed to. That specificity is intentional,
but it places a heavy burden on the documentation you collect at the point of care. The ICD-10 index and coding
guidelines often require you to capture things like laterality, episode of care, severity, causality, type, manifestation,
and the presence or absence of complications.

In a busy setting, clinicians tend to document in a way that is clinically meaningful to them in the moment. They
might document “diabetic foot ulcer” or “pneumonia” without enough descriptors that map cleanly to ICD-10
categories. The EHR might even have diagnosis shortcuts or a problem list that makes those broad labels feel
adequate.

Here is a common pattern I have seen: the clinician documents a condition in narrative form, but the EHR uses
structured fields that default to more generic electronic health record (EHR) selections. For example, a provider
might write in the note that a patient has “acute bronchitis due to respiratory syncytial virus,” yet the diagnosis
picker captures only “acute bronchitis.” Coders can sometimes locate the specificity in the narrative, but it takes
time, and it is vulnerable when documentation is brief or inconsistent.

Another pattern is the difference between “what was evaluated” and “what is ultimately coded.” The ICD-10
system typically expects the coded diagnosis to match the provider’s final clinical assessment, not a speculative
differential. If the note reads like “rule out” language without a clear conclusion, the coding outcome becomes a
judgment call. Coders can be conservative, but that conservatism can trigger denials if payers consider the
documentation insufficient.

The EHR is the bridge where this tension shows up. If the EHR does not capture the descriptors that ICD-10
requires, you do not just make coding harder. You risk making the record defensible or not defensible depending
on what a coder can infer.

ICD-10 specificity meets EHR design
A diagnosis in ICD-10 is rarely just a label. Many common encounters require additional qualifiers. In practice,
those qualifiers must appear somewhere in the chart in a way that coders can reliably find and interpret.

EHR design influences this reliability. Consider three design choices that matter more than people expect:
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First, whether the EHR uses structured elements for clinical qualifiers. Second, whether the documentation
templates prompt for them. Third, how the diagnosis selection screen is implemented, including whether it forces
selection from a constrained list or allows free-text entry.

If your EHR is set up so that diagnosis selection is mostly free text, you might get clinical variety, but you also get
inconsistent phrasing. Coders can map free text, yet mapping depends on human interpretation and internal
conventions. That is workable when volumes are low and coding review time is plentiful. It gets shaky when
volumes rise or when you need to turn around claims quickly.

If your EHR is set up with structured fields, you still need alignment. A field that exists in the EHR does not
guarantee that clinicians use it at the right moment. A template might include “laterality” as a dropdown, but if it is
buried in a section that providers skip, the value never gets captured. Or worse, the field might be required at
documentation time, so clinicians quickly pick a default value without clinical support, which then propagates into
the problem list and the claim.

The goal is not rigid data entry for its own sake. The goal is to make the EHR prompts match the clinical thinking
and capture the descriptors that coding guidelines need.

The chart should support both clinical clarity and coding defensibility
Coding defensibility does not mean copying coding language into the note. It means writing enough clinical detail
to show what the clinician assessed and why the diagnosis fits.

A note can be clinically clear and still fail coding requirements if it lacks the descriptors ICD-10 requires.
Conversely, a note can include billing-oriented details that sound unnatural or repetitive, which can create other
issues, like inconsistencies between narrative and structured fields.

The best notes tend to look like real clinical documentation, with specificity added where it matters. In a
musculoskeletal visit, for example, it helps if the note identifies the side, the anatomical region, and whether the
clinician is documenting an injury, an overuse condition, or a flare. In infections, it helps if the note distinguishes
between viral and bacterial when that distinction has clinical support. For chronic diseases, it helps when the
clinician documents whether the diagnosis is uncomplicated or has a complication, and if the complication is
present at the time of the encounter.

Where teams often stumble is in mixing time frames. Clinicians sometimes document a condition history (“patient
had pneumonia last year”) while coding expects the current encounter diagnosis (“patient currently has
pneumonia”). ICD-10 does not always tolerate loose time language. The EHR can reduce confusion when it clearly
separates history from current assessment and when templates encourage the provider to label “current status” or
“reason for visit” in a consistent way.

One practical lesson: if your EHR allows diagnoses to be pulled from the problem list automatically without review,
you can accidentally code chronic or historical conditions. The claim might then include codes that do not match
the visit’s medical necessity. That mismatch often shows up late in the workflow, when it is expensive to fix.

Common breakdown points between EHR documentation and ICD-10
coding
Even when teams train on ICD-10, breakdowns happen at predictable junctions. These are rarely mysterious. They
are workflow and structure issues.

1) The problem list becomes a silent source of coding errors



A problem list is meant to help continuity. In the real world, it also becomes a dumping ground for old diagnoses,
tentative labels, and diagnoses that should have been removed or updated. When the EHR automatically
populates coded diagnoses from the problem list, coders can end up reviewing the wrong set of candidates.

A solution is not simply “clean the problem list.” It is about defining how the problem list feeds the encounter.
Some systems treat the problem list as recommendations. Others treat it as actual diagnosis content for the visit.
The alignment work includes deciding what gets pulled forward, what requires confirmation, and how clinicians
indicate that a diagnosis is active, resolved, or clinically relevant for that encounter.

2) Narrative specificity is not captured in the right place

Coders can interpret a well-written narrative. But in many organizations, the coder workflow is built around
structured diagnosis fields first, then narrative second. If the specificity is only in narrative and not reflected in the
structured diagnosis picker, the coder may choose codes that match the structured selection, then miss the deeper
narrative details.

That can happen even when coders are diligent. It is not a fault of competence. It is a consequence of how the
workflow is optimized. If coders are scanning a list of selected diagnoses rapidly, they will match what is most
prominent.

Aligning documentation with coding needs often means ensuring that when clinicians document specificity, they
also select diagnoses that correspond to that specificity, or at least that the EHR records that specificity in a way
that is easily searchable during coding review.

3) “Clinically documented” does not always mean “coder-visible”

In some EHR setups, clinicians write details in free-text fields that are hard to access in the coding interface. Maybe
the information is embedded in the middle of a long assessment and plan section, or it is attached to a scanned
document, or it lives in a locked template that is not easily presented to coding staff.

If coding staff cannot see the same content that clinicians intended to record, coding accuracy drops. The fix is
often operational, not clinical. https://www.jotform.com/hipaa/is-hipaa-compliant/epic-ehr/ It can include adjusting
what gets displayed to coders, improving note formatting, and ensuring that structured elements are used
consistently for critical qualifiers.

4) Diagnosis selection defaults create undercoding or denial risk

EHR diagnosis pickers often have search logic. If providers type quickly or select from a limited set, they may end
up choosing the least specific option that appears first. That can lead to undercoding when ICD-10 requires more
specificity for the category to match the clinical scenario.

Under the hood, this is an interaction between interface design and human behavior. A provider under time
pressure is more likely to choose the first acceptable-looking code. If the EHR does not nudge the provider toward
specificity when it is clinically indicated, the record may never contain the correct qualifiers, and coding will either
guess or choose a safer category.

The risk is not just lower reimbursement. It is also the downstream inconsistency that prompts payer scrutiny
during post-payment review.

A workflow that actually aligns: build the feedback loop
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If you only focus on templates and training, you will get short-lived improvements. The more durable approach is
to create a feedback loop between coding outcomes and documentation patterns.

Coders see denials, edits, and returned claims. They also see which ICD-10 categories get selected most often and
where documentation fails. When those insights come back to the clinical team, you can target the specific gaps in
documentation behavior rather than rolling out generic ICD-10 education.

A mature workflow typically includes regular chart review meetings, with data that highlights patterns. For
example, you might notice a cluster of denials where the diagnosis picker shows “type 2 diabetes without
complications,” but the narrative includes neuropathy. Or you might see that clinicians often document “acute
respiratory infection” without specifying bacterial versus viral, leading to inconsistent coding.

The key is to make it actionable. Feedback that says “documentation needs to be better” usually disappears into
the noise. Feedback that says “we are repeatedly missing laterality in wound cases, and the coders are not finding
it in the narrative quickly enough” is the kind of detail that changes the next week’s documentation habits.

You can also use targeted EHR refinements based on observed gaps. If coders frequently have to infer severity,
consider whether your templates need severity prompts in the section where providers naturally document clinical
findings.

Practical examples of alignment in real notes
It helps to look at scenarios where ICD-10 requires more than a general label.

Example: diabetes with and without complications

A provider may document “diabetes mellitus type 2” and then, in the note, mentions numbness in the feet and
reduced sensation. ICD-10 commonly distinguishes between diabetes with certain manifestations and diabetes
without complications depending on coding rules and clinical documentation. If the diagnosis selection only
captures the generic diabetes category, the coded outcome may omit the complication.

Alignment here often involves two steps that do not require a clinician to write a second note. The first step is
ensuring that the EHR prompts for diabetes complications when the provider documents neuropathic symptoms.
The second step is improving how the provider selects diagnoses at the end of the encounter, so the diagnosis
picker reflects the clinical assessment rather than only the general condition.

If your EHR supports problem list coding tied to the visit, you also want to ensure that active complications get
pulled forward correctly. Otherwise, coders may repeatedly see the same mismatch.

Example: pneumonia classification and reason for specificity

Pneumonia is another area where specificity matters. ICD-10 can encode different forms depending on the
scenario. When clinicians document pneumonia but omit qualifiers that coding guidelines require, the coding
outcome becomes constrained.

In many settings, the provider includes a short narrative: “Cough, fever, infiltrate on CXR, consistent with
pneumonia.” If the chart does not clarify whether it is bacterial versus viral, or whether it is community-acquired
versus another context when such distinctions are required, coding may not select the most accurate category.

The alignment work is about prompting the provider for the qualifiers that are clinically supportable and easy to
document. If the distinction is based on testing results, the EHR can help by tying the diagnosis prompt to the
relevant test section.



Example: laterality in injuries

Laterality seems simple until you see how often it gets missed. A patient with a laceration may have the wound
documented clearly in narrative, but the diagnosis selection may only capture “open wound of hand” without left
or right. If ICD-10 categories distinguish laterality, the absence of laterality forces coders to choose a default or to
request clarification.

Clarification requests cost time and create friction for clinicians and staff. Better alignment means laterality is
captured in the same workflow moment where the clinician is already describing the wound. A template section
that includes a laterality dropdown next to the wound location field often reduces the misses, especially when it is
required only when the provider selects the relevant condition type.

How to decide what to capture in structured fields
It is tempting to require every possible qualifier in the EHR. That usually backfires. Providers get annoyed, they skip
required fields, or they enter something just to satisfy a prompt. Then you end up with inaccurate structured data,
which can be worse than missing structured data because it becomes harder to detect.

A better approach is to decide what to capture based on coding impact and frequency of misses. When
documentation gaps frequently result in denials, clinical risk, or expensive edits, those are prime candidates for
structured capture.

Here is a practical way to prioritize EHR improvements when you are aligning documentation with coding needs:

Identify the top denial or edit reasons linked to ICD-10 specificity, not just the top diagnoses.

Map those reasons back to what clinicians document today, both in narrative and structured fields.

Focus prompts on qualifiers that are usually known at the time of the encounter, such as laterality, episode
type, and complication presence.

Avoid making fields required unless you can support the clinician’s ability to answer accurately in real workflow
time.

If you can implement this prioritization, the EHR becomes a tool for correctness, not a new source of friction.

Guardrails for code accuracy without overburdening clinicians
Alignment does not mean forcing clinicians into a rigid script. It means building guardrails that reduce preventable
misses.

One guardrail is to separate “symptoms considered” from “diagnosis assessed.” A provider may list “possible
urinary tract infection” while ordering tests. If the EHR carries that forward as a coded diagnosis too early, you can
get claims that do not match medical necessity.

Another guardrail is to prevent diagnoses from auto-populating without review when clinical context changes. If
an encounter is for an acute issue but the problem list suggests a chronic condition is active, the EHR can either
prompt the clinician to confirm relevance or it can default to only the visit reason diagnosis. The best choice
depends on your documentation style and payer expectations, but the principle remains: the claim should reflect
what was medically addressed during that encounter.

A third guardrail is to support coders with the right presentation of documentation. Even the best structured data
can be incomplete. Coders still rely on narrative, but they should not have to search through multiple collapsed



sections or scanned attachments. When EHR note formatting is consistent and the most relevant content is visible,
coding review becomes faster and more accurate.

Edge cases that require judgment
Not every coding scenario is a simple mapping from a single structured field. There are edge cases where the
clinician’s judgment matters and where the EHR cannot fully automate the outcome.

For instance, when documentation uses conditional language like “suspected” or “possible,” the coder may need to
interpret whether the provider treated it as a confirmed diagnosis at the time of the encounter. If the clinician later
confirms the diagnosis in follow-up, the original claim might need adjustment. Some workflows handle this by
delaying billing for certain diagnoses until results return, but that is not always feasible.

Another edge case is historical documentation. Clinicians often document past diagnoses to provide context. But
ICD-10 coding needs to distinguish whether a condition is present during the encounter. The EHR can help by
encouraging consistent use of headings, like “history of” versus “assessment of today.” However, even with good
structure, there will be cases where the coding decision hinges on how the note reads.

Finally, there are cases involving complex chronic conditions where the relationship between conditions matters for
coding selection. Providers may document multiple conditions without explicitly linking them. Coders can
sometimes infer relationships based on standard coding rules, but the safest path is documentation that states the
clinical linkage when it is clinically supported and relevant to the coded category.

These edge cases highlight why alignment must include people and training, not just system configuration. The
EHR can improve the surface area of accuracy, but judgment remains central.

Keeping alignment measurable: what to track
You cannot manage what you do not measure. Alignment between ICD-10 documentation and EHR coding needs
a metric strategy that looks beyond raw claim acceptance rates.

Common metrics that tend to reveal real problems include:

1) Denial categories that map to missing specificity or mismatch between documentation and coded diagnosis.

2) Coding edit rates that require clarification from providers, including the average time to resolve and the most
frequent requested documentation items.

3) Discrepancies between what clinicians document in narrative and what ends up selected in structured diagnosis
fields, where your system can detect that difference.

4) Trends over time after template changes, because improvements often show up after a lag as clinicians adapt.

When you track those metrics, you can connect changes in the EHR workflow to changes in coding outcomes. That
prevents “improvement theater,” where everyone feels busy but claims quality does not actually rise.

A short, realistic checklist for better ICD-10 alignment
If you want a quick starting point for a team that is midstream in workflow fixes, use this as a practical audit lens:

Confirm that encounter documentation clearly states the diagnosis assessed for that visit, not just history.

Check whether ICD-10-required qualifiers (like laterality or complications) are captured where coders can find
them quickly.



Review whether the EHR auto-populates diagnosis selections from the problem list without clinician
confirmation.

Validate that any structured fields used for coding are required only when clinicians can answer accurately in
workflow time.

That checklist will not solve everything, but it catches many of the recurring misses that create downstream
rework.

Where to invest next: templates, training, or interface changes?
Teams often argue about the “right” fix. Should you retrain clinicians? Should you rewrite templates? Should you
adjust the interface?

In practice, it has to be a coordinated effort, but not every problem needs all three. Here is a helpful way to decide
where to invest.

If the documentation gap is a knowledge issue, training matters. If clinicians repeatedly use the right concepts but
fail to capture qualifiers in the right place, templates and prompts matter. If the correct data exists but coders
cannot see it efficiently, interface changes matter.

For example, if clinicians consistently document “left-sided” in narrative but diagnosis selection frequently omits it,
that is not a knowledge issue. It is an interface and workflow issue, likely tied to how diagnosis selection is
performed. If coders are returning notes because they cannot locate laterality, a template prompt or structured
laterality field will usually help.

If the issue is frequent denials due to complication coding, training might help, but templates and problem list
maintenance are also likely involved. Complications are often documented inconsistently, and problem list
carryover can either help or harm depending on how the EHR treats active versus resolved diagnoses.

The human part of alignment: reducing friction, not just improving
accuracy
Even the best-aligned system will not work if clinicians feel the documentation process is purely punitive.
Alignment works best when clinicians understand the purpose: it supports accurate coding, reduces claim delays,
and avoids time-consuming chart addendums.

It also helps when coding teams communicate with clinicians in a respectful, concrete way. Clarification requests
that cite the missing descriptor and point to where it should appear in the note are easier to act on than vague
requests like “please add diagnosis specificity.”

A culture that treats documentation quality as part of patient safety and operational reliability changes behavior.
Clinicians begin to write with slightly more precision not because they fear denials, but because they see that
precision helps the whole team move faster.

From a coder’s perspective, better documentation reduces uncertainty and improves coding consistency. From a
billing perspective, fewer edits means fewer delays. From a clinic’s perspective, it means staff time can shift from
chasing fixes to handling actual exceptions.

That is the real endpoint: less friction, better record quality, and coding outcomes that match clinical reality.

Bringing it all together



ICD-10 and EHR alignment is not a one-time project. It is an ongoing collaboration between clinical
documentation practice, coding interpretation, and system design. ICD-10 requires specificity. EHRs can capture
that specificity, but only if the interface and templates support how clinicians document in real time. Coding teams
can interpret narrative, but the workflow should make it easy to find what matters.

When you align the chart with coding needs, you reduce denial risk and avoid repetitive clarification cycles. More
importantly, you create a record that is clearer for everyone who touches it, including future clinicians who rely on
it months later.

The win is subtle: the note reads like real medicine, but it also contains the descriptors ICD-10 expects. And when
the claim goes out, it does so from a chart that holds up under review.


