Section A — Medical & Acute Admissions

Source document: Curative Health Plan — Master Clinical Decision Criteria / Unified Reviewer Tool, Version 2.0 (Effective March 4,
2026)

Section: A of G (part of a 7-document set, A-G)

Conditions / procedures in this section: 74

Scope: 74 condition-specific criteria across 9 clinical specialties (Cardiovascular, Pulmonary, Neurological, Infectious Disease/Sepsis,
Gastrointestinal, Endocrine/Metabolic, Renal, Hematologic/Oncologic Emergencies, Surgical/Trauma). Includes embedded obstetric
criteria.

Use: Internal utilization-management criteria. Automated systems may approve but must not issue adverse determinations; all denials
require licensed clinician review.

CARDIOVASCULAR

ACUTE MYOCARDIAL INFARCTION — STEMI

ICD-10-CM: 121.01 (STEMI involving left main coronary artery), 121.02 (STEMI involving left anterior descending coronary artery),
121.09 (STEMI involving other coronary artery of anterior wall), 121.11 (STEMI involving right coronary artery), 121.19 (STEMI
involving other coronary artery of inferior wall), 121.21 (STEMI involving left circumflex coronary artery), 121.29 (STEMI involving
other sites), 121.3 (STEMI of unspecified site)

A. ADMISSION CRITERIA — Severity of lliness (Sl) / Intensity of Service (IS)
SEVERITY OF ILLNESS (SIl) — Must meet =1:

e ST elevation =1mm in =2 contiguous leads on 12-lead ECG

e New or presumably new LBBB with clinical presentation consistent with ACS

e Positive troponin (rising pattern) with ischemic symptoms

e Acute chest pain/pressure with diaphoresis, dyspnea, nausea, radiation to arm/jaw

¢ Hemodynamic instability: SBP <90 mmHg, HR >100 or <50, cardiogenic shock

e Killip Class lI-IV (pulmonary rales, S3, JVD, pulmonary edema, cardiogenic shock)

INTENSITY OF SERVICE (IS) — Must meet =1:

e Emergent cardiac catheterization/PCI (door-to-balloon target <90 min)
e Continuous cardiac monitoring (telemetry/ICU)

e |V heparin/bivalirudin anticoagulation

e |V nitroglycerin for ongoing ischemia/HTN

e |V vasopressors/inotropes for cardiogenic shock

e Dual antiplatelet therapy initiation (aspirin + P2Y12 inhibitor loading)
e Fibrinolytic therapy if PCI not available within 120 minutes

e |ABP or mechanical circulatory support (Impella) for cardiogenic shock

B. OBSERVATION vs INPATIENT DECISION MATRIX
ALWAYS INPATIENT — No observation for confirmed STEMI

o All STEMI patients require emergent inpatient admission

e Direct to cath lab or CCU/ICU

e Minimum stay: 48-72 hours post-uncomplicated PCI; longer if complications
IF STEMI RULED OUT during workup:

e Troponin negative x2 (6 hrs apart) + resolved symptoms + non-ischemic ECG - Observation or discharge with stress testing
within 72 hrs

C. CONTINUED STAY / CONCURRENT REVIEW
REVIEW INTERVAL: Every 24 hours
DAY 1 (Post-PCl/Presentation):
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e Cath/PCl completed or patient stabilized for next-day cath
e Access site hemostasis achieved (radial preferred)
e Troponin trending (peak and decline expected by 12-24 hrs)
e Echo ordered/completed to assess LV function
e DAPT, statin, beta-blocker, ACEi/ARB initiated (unless contraindicated)
e Continuous telemetry monitoring
DAY 2:
e Troponin trending downward
e Echo completed: LVEF documented
¢ Hemodynamically stable off vasopressors/IABP (if applicable)
e Ambulatory without symptoms
e Assess for ICD indication if LVEF =35% (ICD not placed acutely; reassess at 40 days)
e Cardiac rehab referral placed

DAY 3+: CONTINUED STAY JUSTIFIED IF:

e Recurrent chest pain or ischemia

¢ Hemodynamic instability (requiring vasopressors, IABP, mechanical support)

e Arrhythmia requiring treatment (sustained VT, new high-grade AV block, AF with RVR)
e Heart failure (Killip Il+) not stabilized

e Mechanical complication (free wall rupture, VSD, papillary muscle rupture, tamponade)
e Staged PCI for multivessel disease planned during same admission

e CABG required (transfer to surgical service)

e Cardiogenic shock ongoing

D. DISCHARGE CRITERIA — Safe Transition to Next Level of Care
ALL of the following met:

e Troponin trending downward for =12 hours

e No recurrent chest pain =12 hours

e Hemodynamically stable: SBP >90, HR 50-100, no vasopressors =24 hrs

e No significant arrhythmia =24 hours

e LVEF documented by echo

e Ambulating without symptoms (no dyspnea, chest pain, dizziness)

e GDMT initiated and tolerated: aspirin, P2Y12, statin, beta-blocker, ACEi/ARB (document reason if any withheld)

e Access site: no hematoma, distal pulses intact

e Patient/family educated: medication adherence, activity restrictions, signs to return to ED, follow-up scheduled 1-2 weeks
e Cardiac rehab referral documented

TRANSITION TO:

e Home (majority of uncomplicated STEMI post-PCl): day 2-3
e SNF if: significant deconditioning, unable to manage ADLs independently, complex medication management
o |RF if: stroke/cardiac arrest complication with rehabilitation needs

E. EVIDENCE SOURCES — Clinical Guidelines Used for Criteria Development

1. ACC/AHA Guideline for Management of STEMI. O'Gara PT, et al. Circulation. 2013;127:e362-e425. 2023 focused update. 2.
ACC/AHA Guideline for PCI. Lawton ]S, et al. JACC. 2022;79:e21-e129. 3. Killip Classification. Killip T, Kimball JT. Am J Cardiol.
1967;20:457-464. 4. CMS 2-Midnight Rule. 42 CFR §412.3. Federal Register 2013. 5. Fourth Universal Definition of Myocardial
Infarction. Thygesen K, et al. Circulation. 2018;138:e231-e264.

F. MS-DRG CROSSWALK & REVENUE CODES

MS-DRG CROSSWALK (FY2024, v41):
e DRG 280: Acute Myocardial Infarction, Discharged Alive w MCC (RW ~2.09)
e DRG 281: Acute Myocardial Infarction, Discharged Alive w CC (RW ~1.36)
e DRG 282: Acute Myocardial Infarction, Discharged Alive w/o CC/MCC (RW ~0.97)
e DRG 246-251: PCI w/wo MCC/CC (if PCI performed as principal procedure)
e DRG 233-236: Coronary Bypass (if CABG during same admission)
REVENUE CODES (UB-04):
e 0120-0129: Room & Board — Semi-private
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G.

0200-0219: ICU (Intensive Care Unit)

0210: Coronary Care Unit (CCU)

0250-0259: Pharmacy

0270-0279: Medical/Surgical Supplies
0300-0319: Laboratory

0320-0329: Radiology — Diagnostic

0350-0359: CT Scan

0360-0369: Operating Room

0481: Cardiology — Cardiac Catheterization Lab
0730-0739: EKG/ECG

0636: Drugs Requiring Detailed Coding (heparin, antiplatelets)

GOAL LENGTH OF STAY (UNCOMPLICATED CASE)

Goal LOS: 2-3 days Source: Curative Appendix A; CMS MS-DRG 280-282 GMLOS 3.0-4.0d

H.

LEVEL OF CARE (LOC) GRID — PUBLIC-SOURCE STANDARDIZED CRITERIA

ICU: Hemodynamic instability (MAP <65 on vasopressors), cardiogenic shock, post-arrest, IABP/Impella/VA-ECMO, refractory
arrhythmia requiring continuous IV antiarrhythmic, mechanical ventilation, active titration of vasoactives.

Stepdown (Telemetry/PCU): Continuous telemetry required, IV diuretic/vasoactive titration not requiring ICU, post-PCI
complication monitoring, BiPAP for ADHF, ongoing ischemia work-up, hemodynamics stable but not yet ambulatory.

Med-Surg: Hemodynamics stable, off vasoactives =24h, telemetry needed only for arrhythmia surveillance, transitioning to oral
GDMT, completing diuresis, awaiting procedure or disposition.

Observation (<2 midnights): Low-risk chest pain rule-out, single negative troponin pending second, rate-controlled AF awaiting
cardioversion, syncope work-up with normal initial telemetry per HEART/CHA2DS2-VASC/SF risk stratification.

Post-Acute (SNF/IRF/LTAC): Deconditioned post-prolonged ICU, requires daily skilled nursing or PT/OT =3 hours/day (IRF) or 5
days/week (SNF), or chronic vent/trach weaning (LTAC).

Home (with/without HHA): Hemodynamically stable on oral regimen, ambulatory at baseline or with adaptive equipment, follow-
up cardiology in 7-14 days, HHA for IV diuretic bridge or wound care when indicated.

LOC Grid Sources: SCCM Admission/Discharge Criteria (Nates 2016); 2022 AHA/ACC/HFSA HF Guideline; 2023 AHA/ACC/HRS AF
Guideline; CMS 2-Midnight Rule 42 CFR §412.3.

I. EXTENDED STAY CRITERIA & GUIDANCE

When Goal LOS is exceeded, continued inpatient stay requires documentation of ONE OR MORE of the following medical-necessity
triggers. Document the specific trigger, the clinical evidence supporting it, and the targeted intervention plan.

Persistent hemodynamic instability requiring vasoactive support beyond Goal LOS

Refractory arrhythmia requiring continued IV antiarrhythmic titration

Recurrent ischemia or new positive biomarkers during the index admission

Post-PCl complications: vascular access bleeding requiring transfusion, retroperitoneal hematoma, contrast-induced AKI
requiring monitoring

Initiation or up-titration of GDMT not yet at therapeutic doses with significant orthostasis or worsening renal function
New device implantation (pacemaker/ICD) requiring observation post-implant

Active infection (endocarditis, line-related sepsis) requiring continued IV antibiotics without OPAT feasibility

Extended Stay Sources: Sources: ACC/AHA HF Guideline 2022; AHA/ACC/HRS AF Guideline 2023; CMS 2-Midnight Rule.

ACUTE MYOCARDIAL INFARCTION — NSTEMI / UNSTABLE ANGINA
ICD-10-CM: 121.4, 121.9, 121.A1, 121.A9 (NSTEMI); 120.0, 120.1, 120.8, 120.9 (UA)

A.

ADMISSION CRITERIA — Severity of lliness (Sl) / Intensity of Service (IS)

SEVERITY OF ILLNESS (SI) — Must meet =1:

Troponin elevated above 99th percentile URL with rise and/or fall pattern (NSTEMI)

Troponin negative with ischemic symptoms at rest (UA)

Dynamic ST depression =0.5mm or T-wave inversion =1mm in =2 contiguous leads

New or worsening chest pain/pressure at rest or with minimal exertion

TIMI Risk Score =3 (age =65, =3 CAD risk factors, known CAD, ASA use, =2 anginal events in 24 hrs, ST deviation, elevated
troponin)

GRACE Risk Score >140 (high risk)

Hemodynamic instability: SBP <90 or HR >110 or new HF signs
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e Recurrent angina despite anti-ischemic therapy
INTENSITY OF SERVICE (IS) — Must meet =1:
e Continuous cardiac monitoring
e Serial troponin measurements (0, 3, 6 hrs or high-sensitivity protocol)
¢ |V anticoagulation (heparin/enoxaparin)
e |V nitroglycerin for recurrent ischemia
e Cardiac catheterization planned (within 24 hrs if high-risk, within 72 hrs if intermediate-risk)
e GP lIb/llla inhibitor if high-risk features

B. OBSERVATION vs INPATIENT DECISION MATRIX
INPATIENT if =1:
e NSTEMI (positive troponin with ischemic presentation) —» always inpatient
e UA with TIMI =3 or GRACE >140 - inpatient
e Dynamic ECG changes — inpatient
¢ Hemodynamic instability — inpatient/ICU
e Recurrent symptoms despite initial treatment — inpatient

OBSERVATION if ALL:

e TIMI 0-2 AND GRACE <109

e Troponin negative x2 (0 and 3-6 hrs with high-sensitivity assay)
e ECG non-ischemic (no dynamic changes)

e Symptoms resolved with initial treatment

e HEART score =3 — consider discharge with 72-hr stress test

DISCHARGE FROM ED if ALL:

e HEART score 0-3, troponin negative x2, ECG normal, symptoms resolved, no prior CAD with concerning features
e Stress test or cardiology follow-up within 72 hours arranged

C. CONTINUED STAY / CONCURRENT REVIEW
REVIEW INTERVAL: Every 24 hours
DAY 1:
o Serial troponin complete (peak identified)
e Risk stratification documented (TIMI/GRACE)
e Cath/PCl timing determined (early invasive vs. ischemia-guided strategy)
e Anticoagulation and antiplatelet therapy optimized
o If early invasive: cath lab scheduling confirmed

DAY 2:

e Catheterization completed (if early invasive strategy)

e Post-PCl care if intervention performed (same as STEMI Day 1-2)

e If no intervention needed (normal cath or medical management): transition to oral medications, mobilize
e Echo if LVEF not recently documented

DAY 3+: CONTINUED STAY JUSTIFIED IF:

e Awaiting cath (weekend delay acceptable if hemodynamically stable)

e Multivessel disease requiring surgical consultation (CABG vs. PCI decision)
e Recurrent symptoms post-PCI

e HF management ongoing

e Arrhythmia management

e Access site complication (retroperitoneal bleed, pseudoaneurysm)

D. DISCHARGE CRITERIA — Safe Transition to Next Level of Care
ALL of the following met:
e Troponin downtrending or at baseline =12 hours
e No recurrent chest pain =24 hours
e Hemodynamically stable: SBP >90, HR 50-100
e No high-grade arrhythmia =24 hours
e Catheterization completed (or ischemia-guided strategy with negative stress test)
e GDMT initiated and tolerated (aspirin, P2Y12 if stented, statin, beta-blocker, ACEi/ARB)
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e Ambulatory without symptoms
e Discharge education, cardiac rehab referral, follow-up 1-2 weeks

TRANSITION TO:

e Home: day 1-3 post-cath (uncomplicated)
¢ Home with outpatient stress test: if ischemia-guided strategy selected

E. EVIDENCE SOURCES — Clinical Guidelines Used for Criteria Development

1. ACC/AHA Guideline for Management of STEMI. O'Gara PT, et al. Circulation. 2013;127:e362-e425. 2023 focused update. 2.
ACC/AHA Guideline for PCI. Lawton ]S, et al. JACC. 2022;79:e21-e129. 3. Killip Classification. Killip T, Kimball JT. Am J Cardiol.
1967;20:457-464. 4. CMS 2-Midnight Rule. 42 CFR §412.3. Federal Register 2013. 5. Fourth Universal Definition of MI.
Thygesen K, et al. Circulation. 2018;138:e231-e264.

F. MS-DRG CROSSWALK & REVENUE CODES
MS-DRG CROSSWALK (FY2024, v41):
o DRG 280: Acute Myocardial Infarction, Discharged Alive w MCC (RW ~2.09)
o DRG 281: Acute Myocardial Infarction, Discharged Alive w CC (RW ~1.36)
o DRG 282: Acute Myocardial Infarction, Discharged Alive w/o CC/MCC (RW ~0.97)
e DRG 246-251: PCI w/wo MCC/CC (if PCI performed as principal procedure)
e DRG 233-236: Coronary Bypass (if CABG during same admission)

REVENUE CODES (UB-04):

0120-0129: Room & Board — Semi-private
0200-0219: ICU (Intensive Care Unit)

e 0210: Coronary Care Unit (CCU)

0250-0259: Pharmacy

0270-0279: Medical/Surgical Supplies
0300-0319: Laboratory

0320-0329: Radiology — Diagnostic

0350-0359: CT Scan

0360-0369: Operating Room

e 0481: Cardiology — Cardiac Catheterization Lab
0730-0739: EKG/ECG

e 0636: Drugs Requiring Detailed Coding (heparin, antiplatelets)

G. GOAL LENGTH OF STAY (UNCOMPLICATED CASE)
Goal LOS: 2-3 days Source: Curative Appendix A; CMS MS-DRG 280-282 GMLOS 3.0-4.0d

H. LEVEL OF CARE (LOC) GRID — PUBLIC-SOURCE STANDARDIZED CRITERIA

e |CU: Hemodynamic instability (MAP <65 on vasopressors), cardiogenic shock, post-arrest, IABP/Impella/VA-ECMO, refractory
arrhythmia requiring continuous IV antiarrhythmic, mechanical ventilation, active titration of vasoactives.

e Stepdown (Telemetry/PCU): Continuous telemetry required, IV diuretic/vasoactive titration not requiring ICU, post-PClI
complication monitoring, BiPAP for ADHF, ongoing ischemia work-up, hemodynamics stable but not yet ambulatory.

e Med-Surg: Hemodynamics stable, off vasoactives =24h, telemetry needed only for arrhythmia surveillance, transitioning to oral
GDMT, completing diuresis, awaiting procedure or disposition.

e Observation (<2 midnights): Low-risk chest pain rule-out, single negative troponin pending second, rate-controlled AF awaiting
cardioversion, syncope work-up with normal initial telemetry per HEART/CHA2DS2-VASC/SF risk stratification.

e Post-Acute (SNF/IRF/LTAC): Deconditioned post-prolonged ICU, requires daily skilled nursing or PT/OT =3 hours/day (IRF) or 5
days/week (SNF), or chronic vent/trach weaning (LTAC).

e Home (with/without HHA): Hemodynamically stable on oral regimen, ambulatory at baseline or with adaptive equipment, follow-
up cardiology in 7-14 days, HHA for IV diuretic bridge or wound care when indicated.

LOC Grid Sources: SCCM Admission/Discharge Criteria (Nates 2016); 2022 AHA/ACC/HFSA HF Guideline; 2023 AHA/ACC/HRS AF
Guideline; CMS 2-Midnight Rule 42 CFR §412.3.

I. EXTENDED STAY CRITERIA & GUIDANCE

When Goal LOS is exceeded, continued inpatient stay requires documentation of ONE OR MORE of the following medical-necessity
triggers. Document the specific trigger, the clinical evidence supporting it, and the targeted intervention plan.

e Persistent hemodynamic instability requiring vasoactive support beyond Goal LOS
o Refractory arrhythmia requiring continued IV antiarrhythmic titration
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Recurrent ischemia or new positive biomarkers during the index admission

Post-PCl complications: vascular access bleeding requiring transfusion, retroperitoneal hematoma, contrast-induced AKI

requiring monitoring

Initiation or up-titration of GDMT not yet at therapeutic doses with significant orthostasis or worsening renal function
New device implantation (pacemaker/ICD) requiring observation post-implant
Active infection (endocarditis, line-related sepsis) requiring continued IV antibiotics without OPAT feasibility

Extended Stay Sources: Sources: ACC/AHA HF Guideline 2022; AHA/ACC/HRS AF Guideline 2023; CMS 2-Midnight Rule.

ACUTE HEART FAILURE / HEART FAILURE EXACERBATION

ICD-10-CM: 150.1, 150.20, 150.21, 150.22, 150.23, 150.30, 150.31, 150.32, 150.33, 150.40, 150.41, 150.42, 150.43, 150.810, 150.811,
150.812, 150.813, 150.814, 150.9

A. ADMISSION CRITERIA — Severity of lliness (Sl) / Intensity of Service (IS)

SEVERITY OF ILLNESS (SI) — Must meet =2:

Dyspnea at rest or with minimal exertion (NYHA Class llI-1V)

Sp0O2 <90% on room air or requiring supplemental 02 >4L NC
Respiratory rate >24 breaths/min

Bilateral pulmonary rales/crackles on exam

Jugular venous distension >10 cm H20

Peripheral edema (new or worsening =2+)

Weight gain >2 kg in 24-48 hours (fluid retention)

BNP >400 pg/mL or NT-proBNP >900 pg/mL (age-adjusted: >1800 if =75)
Chest X-ray: pulmonary edema, pleural effusions, cardiomegaly

SBP <90 mmHg or MAP <65 mmHg (cardiogenic shock)

New or worsening renal function (Cr rise >0.3 mg/dL or 50% from baseline)
Lactate >2 mmol/L (hypoperfusion)

New-onset HF (first presentation requiring workup)

INTENSITY OF SERVICE (IS) — Must meet =1:

IV diuretics (furosemide =40mg IV or continuous drip)

Supplemental O2 or NIV (BiPAP/CPAP)

IV vasodilators (nitroglycerin, nitroprusside) for afterload reduction

IV inotropes (dobutamine, milrinone) for low-output state

IV vasopressors for cardiogenic shock

Continuous hemodynamic monitoring (Swan-Ganz, arterial line)
Echocardiography for new-onset HF or suspected decompensation trigger
Telemetry monitoring for arrhythmia

Mechanical circulatory support (IABP, Impella, ECMO) for refractory shock
Ultrafiltration or dialysis for diuretic-resistant volume overload

B. OBSERVATION vs INPATIENT DECISION MATRIX
INPATIENT if =1:

Sp02 <90% on RA or O2 requirement >4L NC

SBP <90 or requiring vasopressors/inotropes

Respiratory distress requiring NIV or intubation

BNP >400 or NT-proBNP >900 with clinical congestion

New-onset HF requiring workup (echo, cath, labs)

AKI (Cr rise >0.3 from baseline) attributed to HF/cardiorenal syndrome
Requires continuous IV diuretic infusion

Troponin elevated (rule out ACS as trigger)

New arrhythmia (AF with RVR, VT) as decompensation trigger

OBSERVATION if ALL:

Mild exacerbation (NYHA Ill from baseline NYHA II)

Sp0O2 >92% on <2L NC or room air

SBP >100 mmHg

BNP 100-400 range or only mildly elevated above patient's known baseline
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Responding to single IV diuretic dose (urine output >1L in 4 hours)
Expected discharge within 48 hours (oral diuretic optimization)
No AKI, no new arrhythmia, no troponin elevation

NOT INPATIENT (Outpatient Management):

Weight gain <2 kg, mild peripheral edema only, SpO2 normal
Oral diuretic dose increase with clinic follow-up in 48-72 hours sufficient

C. CONTINUED STAY / CONCURRENT REVIEW
REVIEW INTERVAL: Every 24 hours (ICU: every 12 hours)
DAY 1:

Net negative fluid balance target: =1-2L/24 hrs (1-2 kg weight loss)

Daily weight obtained (same scale, same time)

Strict 1&0 documented

BMP checked (monitor K+, Cr, Na+) — repeat q12-24h with IV diuretics

Echo ordered if not recently done or if new-onset

Trigger identification: medication non-compliance, dietary indiscretion, ACS, arrhythmia, infection, anemia, thyroid
GDMT optimization begun: ACEi/ARB/ARNI, beta-blocker, MRA, SGLT2i

DAY 2:

Continued negative fluid balance (=1L net negative/day)

Weight trending down (cumulative =2-3 kg from admission)

Sp0O2 improving, O2 requirement decreasing or off 02

Cr stable or improving (if AKI present: creatinine plateau or decline)

Transition from IV to oral diuretics if: symptoms improving, UOP adequate on equivalent oral dose
GDMT uptitration in progress

DAY 3-5:

Target dry weight approaching (euvolemic: JVP normal, no rales, edema improving to trace/none)
Stable on oral diuretic regimen =24 hours without significant weight rebound

Ambulatory without hypotension or dyspnea

Na+ stable, K+ 3.5-5.0, Cr at new baseline

CONTINUED STAY >5 DAYS JUSTIFIED IF:

D.

Diuretic resistance (not achieving =1L/day net negative despite IV furosemide =200mg/day + thiazide)
Cardiorenal syndrome (worsening Cr with diuresis)

Mechanical circulatory support evaluation (LVAD, transplant workup)

Arrhythmia management not yet controlled

Unable to tolerate oral medications (absorption issues, persistent nausea)

Persistent hypotension on GDMT requiring inotrope taper

DISCHARGE CRITERIA — Safe Transition to Next Level of Care

ALL of the following met:

Approaching dry weight: <1 kg weight gain from known dry weight OR edema resolved to trace or baseline
Sp0O2 >92% on room air (or at baseline 02 requirement)
Hemodynamically stable: SBP >90, HR <100, no orthostatic symptoms
Stable on oral diuretic regimen =24 hours (no significant weight rebound)
Cr stable (no rising trend for =24 hrs)

K+ 3.5-5.0 mEq/L

Ambulatory without exertional dyspnea at baseline activity level

Able to tolerate oral medications

Exacerbation trigger identified and addressed

GDMT optimized or uptitration plan documented for outpatient

Daily weight and fluid restriction instructions provided

HF clinic or cardiology follow-up within 7 days

Signs and symptoms of worsening HF reviewed with patient/caregiver
Medication reconciliation completed

TRANSITION TO:
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e Home Health: if daily weight monitoring support needed, medication management assistance, or transitional care nursing

e SNF: if significant deconditioning, unable to manage diuretics/daily weights independently, complex comorbidities

e Palliative care/hospice referral: if Stage D refractory HF, not LVAD/transplant candidate, recurrent admissions despite optimal
therapy

E. EVIDENCE SOURCES — Clinical Guidelines Used for Criteria Development

1. ACC/AHA/HFSA Guideline for Management of Heart Failure. Heidenreich PA, et al. Circulation. 2022;145:e895-e1032. 2. ESC
Guidelines for Acute and Chronic Heart Failure. McDonagh TA, et al. Eur Heart J. 2021;42:3599-3726. 3. DOSE Trial (Diuretic
Strategies). Felker GM, et al. NEJM. 2011;364:797-805. 4. BNP/NT-proBNP Thresholds. Januzzi JL, et al. JACC. 2018;71:1112-
1126.

F. MS-DRG CROSSWALK & REVENUE CODES
MS-DRG CROSSWALK (FY2024, v41):

e DRG 291: Heart Failure & Shock w MCC (RW ~1.63)
e DRG 292: Heart Failure & Shock w CC (RW ~1.07)
e DRG 293: Heart Failure & Shock w/o CC/MCC (RW ~0.74)

REVENUE CODES:
e 0120-0129: Room & Board | 0200-0219: ICU | 0210: CCU
e 0250: Pharmacy (IV diuretics, GDMT) | 0300: Laboratory (BNP, BMP, CBC)
e 0320: Radiology (CXR) | 0402-0409: Ultrasound (echocardiogram)
e 0730: EKG | 0636: Drugs Requiring Detailed Coding

G. GOAL LENGTH OF STAY (UNCOMPLICATED CASE)
Goal LOS: 3-5 days Source: Curative Appendix A; CMS MS-DRG 291-293 GMLOS 4.4d

H. LEVEL OF CARE (LOC) GRID — PUBLIC-SOURCE STANDARDIZED CRITERIA

e |CU: Hemodynamic instability (MAP <65 on vasopressors), cardiogenic shock, post-arrest, IABP/Impella/VA-ECMO, refractory
arrhythmia requiring continuous IV antiarrhythmic, mechanical ventilation, active titration of vasoactives.

e Stepdown (Telemetry/PCU): Continuous telemetry required, IV diuretic/vasoactive titration not requiring ICU, post-PClI
complication monitoring, BiPAP for ADHF, ongoing ischemia work-up, hemodynamics stable but not yet ambulatory.

e Med-Surg: Hemodynamics stable, off vasoactives =24h, telemetry needed only for arrhythmia surveillance, transitioning to oral
GDMT, completing diuresis, awaiting procedure or disposition.

e Observation (<2 midnights): Low-risk chest pain rule-out, single negative troponin pending second, rate-controlled AF awaiting
cardioversion, syncope work-up with normal initial telemetry per HEART/CHA2DS2-VASCc/SF risk stratification.

e Post-Acute (SNF/IRF/LTAC): Deconditioned post-prolonged ICU, requires daily skilled nursing or PT/OT =3 hours/day (IRF) or 5
days/week (SNF), or chronic vent/trach weaning (LTAC).

¢ Home (with/without HHA): Hemodynamically stable on oral regimen, ambulatory at baseline or with adaptive equipment, follow-
up cardiology in 7-14 days, HHA for IV diuretic bridge or wound care when indicated.

LOC Grid Sources: SCCM Admission/Discharge Criteria (Nates 2016); 2022 AHA/ACC/HFSA HF Guideline; 2023 AHA/ACC/HRS AF
Guideline; CMS 2-Midnight Rule 42 CFR §412.3.

I. EXTENDED STAY CRITERIA & GUIDANCE

When Goal LOS is exceeded, continued inpatient stay requires documentation of ONE OR MORE of the following medical-necessity
triggers. Document the specific trigger, the clinical evidence supporting it, and the targeted intervention plan.

e Persistent hemodynamic instability requiring vasoactive support beyond Goal LOS

e Refractory arrhythmia requiring continued IV antiarrhythmic titration

e Recurrent ischemia or new positive biomarkers during the index admission

e Post-PCl complications: vascular access bleeding requiring transfusion, retroperitoneal hematoma, contrast-induced AKI

requiring monitoring

e |nitiation or up-titration of GDMT not yet at therapeutic doses with significant orthostasis or worsening renal function

o New device implantation (pacemaker/ICD) requiring observation post-implant

e Active infection (endocarditis, line-related sepsis) requiring continued IV antibiotics without OPAT feasibility

Extended Stay Sources: Sources: ACC/AHA HF Guideline 2022; AHA/ACC/HRS AF Guideline 2023; CMS 2-Midnight Rule.

ACUTE PULMONARY EMBOLISM
ICD-10-CM: 126.01, 126.02, 126.09, 126.90, 126.92, 126.93, 126.94, 126.99
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A. ADMISSION CRITERIA — Severity of lliness (Sl) / Intensity of Service (IS)
SEVERITY OF ILLNESS (Sl) — Must meet =1:

CTA chest positive for pulmonary embolism (intraluminal filling defect)
V/Q scan: high probability (if CTA contraindicated)

Hypoxemia: Sp0O2 <95% on room air or Pa02 <80 mmHg
Tachycardia: HR >100 bpm

Hypotension: SBP <90 mmHg sustained >15 min (massive PE)

RV dysfunction on echo: RV dilation (RV:LV ratio >1.0), RV hypokinesis, McConnell sign, tricuspid regurgitation velocity >2.8 m/s

Elevated troponin (myocardial injury from RV strain)
BNP/NT-proBNP elevated (RV pressure overload)

PESI Score Class llI-V or sPESI =1

CT showing RV enlargement (RV/LV diameter ratio >0.9)
Bilateral or saddle PE on imaging

INTENSITY OF SERVICE (IS) — Must meet =1:

Continuous cardiac monitoring

Supplemental O2 or mechanical ventilation

IV anticoagulation (heparin drip) if massive/submassive

Systemic thrombolysis (alteplase) for massive PE with hemodynamic instability

Catheter-directed therapy (EKOS, suction thrombectomy) for submassive with clinical deterioration
Surgical embolectomy (massive PE, thrombolysis contraindicated/failed)

IVC filter placement (contraindication to anticoagulation with proximal DVT/PE)

Vasopressors for hemodynamic support

ECMO for refractory cardiogenic shock

B. OBSERVATION vs INPATIENT DECISION MATRIX
INPATIENT — MASSIVE PE (always):

SBP <90 mmHg or requiring vasopressors = ICU, thrombolysis/intervention

INPATIENT — SUBMASSIVE PE (RV strain without hypotension):

RV dysfunction on echo or CT AND elevated troponin/BNP

SPESI =1

Significant hypoxemia (Sp0O2 <92% on RA or requiring >2L 02)
Active bleeding concern requiring monitoring on anticoagulation
Bilateral or extensive clot burden

OBSERVATION if ALL:

Low-risk PE (sPESI = 0 and Hestia criteria negative)
Sp0O2 =95% on room air

Hemodynamically stable (SBP >100, HR <110)

No RV strain (echo and troponin normal)

No active bleeding or high bleeding risk

DOAC initiated and tolerated

Adequate outpatient follow-up confirmed

NOTE: Many low-risk PE patients can be managed as observation <24 hrs or direct discharge with DOAC per ACEP/ATS guidelines

OUTPATIENT (Direct Discharge from ED) if ALL Hestia criteria negative:
e SBP =100, HR <100, Sp0O2 =95%, no active bleeding, not on anticoagulant, no thrombolysis needed, no severe pain, no social

barrier, no prior PE on anticoagulation

C. CONTINUED STAY / CONCURRENT REVIEW
REVIEW INTERVAL: Every 24 hours (ICU every 12 hours for massive/submassive)
DAY 1 (Massive/Submassive):

Hemodynamic status: off vasopressors? BP stable?

Post-thrombolysis: monitor for bleeding complications q1h x 6h, then g4h

RV function: repeat echo at 24-48 hrs if initial RV strain

Oxygenation: SpO2 trend, O2 requirement decreasing?

Anticoagulation therapeutic: aPTT 60-80s (heparin), or transition to DOAC if stable
Troponin trending: peak and decline
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DAY 2-3:
e Transition from IV heparin to oral anticoagulation (DOAC preferred: rivaroxaban or apixaban) if: hemodynamically stable, no
ongoing need for IV heparin, tolerating oral
e Ambulation begun (early mobilization for stable PE — bedrest NOT required per ACEP 2024)
e 02 weaning
e DVT assessment: bilateral lower extremity duplex if not yet done

CONTINUED STAY >3 DAYS JUSTIFIED IF:

e Persistent hemodynamic instability or vasopressor requirement

e Post-thrombolysis bleeding complication

e Persistent significant hypoxemia (02 requirement not decreasing)

e Worsening RV function on repeat echo

e Cannot tolerate oral anticoagulation (Gl issues, absorption concerns)

e New PE or extension of clot while on anticoagulation

e Catheter-directed therapy being administered (24-48 hr treatment course)

D. DISCHARGE CRITERIA — Safe Transition to Next Level of Care
ALL of the following met:

e Hemodynamically stable: SBP >100, HR <100, no vasopressors =24 hrs

e Sp02 >92% on room air (or baseline 02 requirement)

e RV function stable or improving (if initially impaired)

e Troponin downtrending or normal

e Tolerating oral anticoagulation (DOAC or warfarin with bridge plan)

e [f warfarin: INR 2.0-3.0 OR adequate bridging plan with LMWH documented

e Ambulating without significant dyspnea or hypoxia

e No bleeding complications

e Follow-up scheduled: hematology/pulmonology 2-4 weeks, repeat CTA at 3 months if clot burden large
e Anticoagulation duration plan documented (minimum 3 months; indefinite if unprovoked per CHEST guidelines)
e Patient educated: signs of PE recurrence, bleeding precautions, medication compliance

TRANSITION TO:

e Home: majority of patients once stable on oral anticoagulation
o SNF: if significant deconditioning from prolonged ICU stay or massive PE with slow recovery

E. EVIDENCE SOURCES — Clinical Guidelines Used for Criteria Development

1. ESC Guidelines for Acute PE. Konstantinides SV, et al. Eur Heart J. 2020;41:543-603. 2. CHEST Guideline: Antithrombotic
Therapy for VTE. Stevens SM, et al. Chest. 2021;160:e545-e608. 3. PESI/sPESI Score. Aujesky D, et al. Lancet. 2005;365:1764.
4. Hestia Criteria. Zondag W, et al. ] Thromb Haemost. 2011;9:1500-1507.

F. MS-DRG CROSSWALK & REVENUE CODES

MS-DRG CROSSWALK (FY2024, v41):

e DRG 175: Pulmonary Embolism w MCC (RW ~1.64)
e DRG 176: Pulmonary Embolism w CC (RW ~1.10)
e DRG 177: Pulmonary Embolism w/o CC/MCC (RW ~0.82)

REVENUE CODES:

e 0120: Room & Board | 0200: ICU (if massive/submassive) | 0250: Pharmacy (anticoagulation)
e 0300: Laboratory | 0350: CT Scan (CTA chest) | 0402: Ultrasound (echo, duplex LE)
e 0730: EKG | 0636: Drugs (heparin, tPA if thrombolysis, DOAC)

G. GOAL LENGTH OF STAY (UNCOMPLICATED CASE)
Goal LOS: 2-4 days Source: Curative Appendix A; CHEST 2021 Antithrombotic Therapy Guideline

H. LEVEL OF CARE (LOC) GRID — PUBLIC-SOURCE STANDARDIZED CRITERIA
e |CU: Hemodynamic instability (MAP <65 on vasopressors), cardiogenic shock, post-arrest, IABP/Impella/VA-ECMO, refractory
arrhythmia requiring continuous IV antiarrhythmic, mechanical ventilation, active titration of vasoactives.
e Stepdown (Telemetry/PCU): Continuous telemetry required, IV diuretic/vasoactive titration not requiring ICU, post-PClI
complication monitoring, BiPAP for ADHF, ongoing ischemia work-up, hemodynamics stable but not yet ambulatory.
e Med-Surg: Hemodynamics stable, off vasoactives =24h, telemetry needed only for arrhythmia surveillance, transitioning to oral
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GDMT, completing diuresis, awaiting procedure or disposition.

e Observation (<2 midnights): Low-risk chest pain rule-out, single negative troponin pending second, rate-controlled AF awaiting
cardioversion, syncope work-up with normal initial telemetry per HEART/CHA2DS2-VASC/SF risk stratification.

e Post-Acute (SNF/IRF/LTAC): Deconditioned post-prolonged ICU, requires daily skilled nursing or PT/OT =3 hours/day (IRF) or 5
days/week (SNF), or chronic vent/trach weaning (LTAC).

o Home (with/without HHA): Hemodynamically stable on oral regimen, ambulatory at baseline or with adaptive equipment, follow-
up cardiology in 7-14 days, HHA for IV diuretic bridge or wound care when indicated.

LOC Grid Sources: SCCM Admission/Discharge Criteria (Nates 2016); 2022 AHA/ACC/HFSA HF Guideline; 2023 AHA/ACC/HRS AF
Guideline; CMS 2-Midnight Rule 42 CFR §412.3.

I. EXTENDED STAY CRITERIA & GUIDANCE

When Goal LOS is exceeded, continued inpatient stay requires documentation of ONE OR MORE of the following medical-necessity
triggers. Document the specific trigger, the clinical evidence supporting it, and the targeted intervention plan.

e Persistent hemodynamic instability requiring vasoactive support beyond Goal LOS

e Refractory arrhythmia requiring continued IV antiarrhythmic titration

e Recurrent ischemia or new positive biomarkers during the index admission

e Post-PCl complications: vascular access bleeding requiring transfusion, retroperitoneal hematoma, contrast-induced AKI

requiring monitoring

e [nitiation or up-titration of GDMT not yet at therapeutic doses with significant orthostasis or worsening renal function

e New device implantation (pacemaker/ICD) requiring observation post-implant

e Active infection (endocarditis, line-related sepsis) requiring continued IV antibiotics without OPAT feasibility

Extended Stay Sources: Sources: ACC/AHA HF Guideline 2022; AHA/ACC/HRS AF Guideline 2023; CMS 2-Midnight Rule.

ATRIAL FIBRILLATION / FLUTTER — ACUTE
ICD-10-CM: 148.0, 148.1, 148.2, 148.3, 148.4, 148.91, 148.92

A. ADMISSION CRITERIA — Severity of lliness (Sl) / Intensity of Service (IS)
SEVERITY OF ILLNESS (SI) — Must meet =1:
o New-onset AF with ventricular rate >130 bpm
e AF with rapid ventricular response (RVR) not controlled after initial ED treatment (=2 IV doses rate control agent)
¢ Hemodynamic instability: SBP <90, altered mental status, acute HF, chest pain
e Concurrent ACS, PE, sepsis, or other condition requiring inpatient management
e Pre-excited AF (WPW) with wide complex tachycardia
o AF with high-grade AV block or pauses >3 seconds requiring monitoring
e Stroke/TIA associated with AF
e Bleeding on anticoagulation requiring management
INTENSITY OF SERVICE (IS) — Must meet =1:
e Continuous cardiac monitoring
e |V rate control agents (diltiazem drip, metoprolol IV, amiodarone drip)
e Electrical cardioversion (requires sedation, monitoring)
¢ |V anticoagulation (heparin) for stroke prevention (AF >48 hrs or unknown duration without prior anticoagulation, pre-
cardioversion)
e TEE prior to cardioversion (if >48 hrs duration without anticoagulation)

B. OBSERVATION vs INPATIENT DECISION MATRIX
INPATIENT if =1:
e RVR not controlled after =2 IV doses in ED (requires IV drip)
¢ Hemodynamic instability or syncope
e Concurrent ACS, PE, acute HF, or sepsis
e New-onset AF with stroke (admit for stroke protocol)
e Pre-excited AF (WPW) — procainamide or cardioversion, no AV-blocking agents
e Significant bradycardia/pauses between AF episodes (tachy-brady syndrome)
OBSERVATION if ALL:

o New-onset AF with RVR that controlled with 1-2 IV doses in ED, now rate controlled (HR <110)
e Hemodynamically stable
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e No concurrent ACS/PE/HF/sepsis
e Cardioversion planned within 24-48 hrs (TEE + cardioversion)
e Transition to oral rate control or rhythm control in progress

OUTPATIENT (Discharge from ED) if ALL:
e Rate controlled (HR <110 at rest) on oral medications
¢ Hemodynamically stable, symptoms resolved
o CHA2DS2-VASc assessed, anticoagulation initiated or plan documented
e Cardiology or EP follow-up within 1-2 weeks confirmed
o Not requiring cardioversion urgently

C. CONTINUED STAY / CONCURRENT REVIEW
REVIEW INTERVAL: Every 24 hours
DAY 1:
e Rate control achieved? Target resting HR <110 (lenient) or <80 (strict if symptomatic)
e |V rate control weaning to oral? (PO metoprolol, diltiazem, or digoxin initiated)
e |f cardioversion planned: TEE scheduled if AF >48 hrs without anticoagulation
e CHA2DS2-VASc score calculated and documented
e Anticoagulation initiated if CHA2DS2-VASc =2 (men) or =3 (women)
e Trigger identified: thyroid (TSH checked), PE ruled out if appropriate, infection, alcohol, post-surgical
e Echo if: new HF symptoms, new AF in young patient, or valvular disease suspected

DAY 2:
e Stable on oral rate control =212-24 hrs?
o |If cardioversion done: maintaining sinus rhythm?
e Anticoagulation plan finalized (DOAC preferred per ACC/AHA 2023)
e If rhythm control strategy: antiarrhythmic initiated (flecainide, sotalol, or amiodarone per substrate)

CONTINUED STAY >2 DAYS JUSTIFIED IF:

e Rate not controlled on oral agents (still requiring IV drip)

e Post-cardioversion monitoring needed (antiarrhythmic loading, QT monitoring for sotalol/dofetilide)
o Dofetilide initiation (requires mandatory 3-day inpatient monitoring per FDA)

e Concurrent condition requiring inpatient management

e Recurrent AF after cardioversion requiring additional intervention

D. DISCHARGE CRITERIA — Safe Transition to Next Level of Care
ALL of the following met:
e Rate controlled: HR <110 at rest on oral medications (or maintaining sinus rhythm post-cardioversion)
¢ Hemodynamically stable: SBP >100, no symptoms (dyspnea, lightheadedness, palpitations at rest)
o Off IV rate control agents =12 hours
e Anticoagulation plan documented and initiated
o If antiarrhythmic started: QTc <500ms (sotalol, dofetilide), no proarrhythmia, drug interactions reviewed
e Trigger addressed (thyroid treatment, infection treated, alcohol counseling)
e Cardiology or EP follow-up within 2 weeks
e Patient educated: pulse check, symptoms to return for, medication adherence, bleeding precautions if anticoagulated
TRANSITION TO:

¢ Home: majority of patients
e Cardiology/EP follow-up for: ablation evaluation, rhythm control strategy optimization

E. EVIDENCE SOURCES — Clinical Guidelines Used for Criteria Development

1. ACC/AHA/ACCP/HRS Guideline for AF. Joglar JA, et al. Circulation. 2024;149:el-e156. 2. CHA2DS2-VASc Score. Lip GY, et al.
Chest. 2010;137:263-272. 3. Dofetilide FDA Label: Mandatory 3-day inpatient initiation. FDA. 1999.

F. MS-DRG CROSSWALK & REVENUE CODES
MS-DRG CROSSWALK (FY2024, v41):

e DRG 308: Cardiac Arrhythmia & Conduction Disorders w MCC (RW ~1.32)
e DRG 309: Cardiac Arrhythmia & Conduction Disorders w CC (RW ~0.89)
e DRG 310: Cardiac Arrhythmia & Conduction Disorders w/o CC/MCC (RW ~0.59)

Curative Health Plan — Master Inpatient Criteria v2.0 (Internal Use Only) Section A - Page 12 of 132



REVENUE CODES:
e 0120: Room & Board | 0210: CCU/Telemetry | 0250: Pharmacy (rate/rhythm control, anticoagulation)
e 0300: Laboratory | 0730: EKG | 0481: Cardioversion (if performed)

G. GOAL LENGTH OF STAY (UNCOMPLICATED CASE)
Goal LOS: 1-2 days Source: Curative Appendix A; AHA/ACC/HRS 2023 AF Guideline

H. LEVEL OF CARE (LOC) GRID — PUBLIC-SOURCE STANDARDIZED CRITERIA

e |CU: Hemodynamic instability (MAP <65 on vasopressors), cardiogenic shock, post-arrest, IABP/Impella/VA-ECMO, refractory
arrhythmia requiring continuous IV antiarrhythmic, mechanical ventilation, active titration of vasoactives.

e Stepdown (Telemetry/PCU): Continuous telemetry required, IV diuretic/vasoactive titration not requiring ICU, post-PCI
complication monitoring, BiPAP for ADHF, ongoing ischemia work-up, hemodynamics stable but not yet ambulatory.

e Med-Surg: Hemodynamics stable, off vasoactives =24h, telemetry needed only for arrhythmia surveillance, transitioning to oral
GDMT, completing diuresis, awaiting procedure or disposition.

e Observation (<2 midnights): Low-risk chest pain rule-out, single negative troponin pending second, rate-controlled AF awaiting
cardioversion, syncope work-up with normal initial telemetry per HEART/CHA2DS2-VASC/SF risk stratification.

e Post-Acute (SNF/IRF/LTAC): Deconditioned post-prolonged ICU, requires daily skilled nursing or PT/OT =3 hours/day (IRF) or 5
days/week (SNF), or chronic vent/trach weaning (LTAC).

¢ Home (with/without HHA): Hemodynamically stable on oral regimen, ambulatory at baseline or with adaptive equipment, follow-
up cardiology in 7-14 days, HHA for IV diuretic bridge or wound care when indicated.

LOC Grid Sources: SCCM Admission/Discharge Criteria (Nates 2016); 2022 AHA/ACC/HFSA HF Guideline; 2023 AHA/ACC/HRS AF
Guideline; CMS 2-Midnight Rule 42 CFR §412.3.

I. EXTENDED STAY CRITERIA & GUIDANCE
When Goal LOS is exceeded, continued inpatient stay requires documentation of ONE OR MORE of the following medical-necessity
triggers. Document the specific trigger, the clinical evidence supporting it, and the targeted intervention plan.

e Persistent hemodynamic instability requiring vasoactive support beyond Goal LOS

o Refractory arrhythmia requiring continued IV antiarrhythmic titration

e Recurrent ischemia or new positive biomarkers during the index admission

e Post-PCl complications: vascular access bleeding requiring transfusion, retroperitoneal hematoma, contrast-induced AKI

requiring monitoring

e [nitiation or up-titration of GDMT not yet at therapeutic doses with significant orthostasis or worsening renal function

¢ New device implantation (pacemaker/ICD) requiring observation post-implant

e Active infection (endocarditis, line-related sepsis) requiring continued IV antibiotics without OPAT feasibility

Extended Stay Sources: Sources: ACC/AHA HF Guideline 2022; AHA/ACC/HRS AF Guideline 2023; CMS 2-Midnight Rule.

AORTIC DISSECTION
ICD-10-CM: 171.00, 171.01, 171.010, 171.011, 171.012, 171.019, 171.02, 171.03

A. ADMISSION CRITERIA — Severity of lliness (Sl) / Intensity of Service (IS)
SEVERITY OF ILLNESS (SI) — All of following expected:

e Acute onset severe chest/back pain (tearing quality, migratory)

e Blood pressure differential >20 mmHg between arms

e CTA aorta confirming intimal flap/false lumen

¢ Type A (ascending): surgical emergency — mortality 1-2% per hour without surgery
¢ Type B (descending): complicated if malperfusion, rupture, refractory HTN/pain

¢ Wide mediastinum on chest X-ray

e D-dimer >500 ng/mL (screening; sensitivity >96%)

INTENSITY OF SERVICE (IS) — Patient must require =1 of the following services that can ONLY be provided in an inpatient setting:

e |CU admission — ALL dissections

e |V esmolol/labetalol: target HR <60, SBP 100-120 mmHg

e Arterial line for continuous BP monitoring

e Type A: emergent cardiac surgery (ascending aorta graft replacement)
e Type B complicated: TEVAR (endovascular stent graft) or open repair

e Type B uncomplicated: medical management in ICU with serial imaging
e Blood products available (type and cross =6 units PRBC)
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B. OBSERVATION vs INPATIENT DECISION MATRIX
ALWAYS INPATIENT/ICU — No observation status for aortic dissection

e Type A: emergent surgery, no delay
e Type B complicated: ICU, urgent TEVAR/surgery
e Type B uncomplicated: ICU for =48 hrs, then step down if BP/HR controlled and no expansion on imaging

C. CONTINUED STAY / CONCURRENT REVIEW
REVIEW INTERVAL: Every 12 hours (ICU); Every 24 hours (step-down)
ICU DAY 1-3 (All Types):
e BP at target: SBP 100-120, HR <60 on IV beta-blocker
e Pain controlled (morphine/fentanyl — avoid NSAIDs)
e Urine output =0.5 mL/kg/hr (monitor for renal malperfusion)
e Distal pulses checked g4h (limb malperfusion monitoring)
e Serial labs: Cr, lactate, CBC q12h
e Type A: post-operative care (ventilator weaning, mediastinal tube output, anticoagulation)
e Type B: repeat CTA at 48-72 hrs to assess for expansion or complications

DAY 4-7 (Step-down if criteria met):
e Transition from IV to oral antihypertensives (labetalol, amlodipine, ACEi) maintaining SBP <120
¢ Ambulation begun with BP/HR monitoring
e Dietary education: low sodium
e Type A post-surgical: sternal precautions, cardiac rehab planning

CONTINUED STAY >7 DAYS JUSTIFIED IF:

e Unable to achieve BP control on oral agents

e Malperfusion syndrome (renal, mesenteric, limb) requiring intervention
e Post-surgical complication (bleeding, stroke, renal failure, paraplegia)
e Aortic expansion on follow-up imaging requiring additional intervention
¢ New dissection extension

D. DISCHARGE CRITERIA — Safe Transition to Next Level of Care
ALL of the following met:

e SBP <120 and HR <70 on oral medications for =24 hours

e Pain controlled on oral analgesics

o No malperfusion signs: all pulses present, Cr stable, no abdominal symptoms, no limb ischemia
e Stable or improved dissection on last imaging

e Ambulatory without hemodynamic lability

e Cr at baseline, urine output adequate

e Type A post-op: wound clean, mediastinal tubes removed, ambulatory

o Lifelong antihypertensive regimen documented (target SBP <120)

e Activity restrictions reviewed (no heavy lifting >10 Ibs for 6-8 weeks, no Valsalva)

e Follow-up CTA at 1, 3, 6, 12 months then annually documented

e Vascular surgery/cardiothoracic follow-up 2 weeks

e Genetic testing discussed if young (<50), Marfan/Ehlers-Danlos features, or family history

TRANSITION TO:

e Home: if BP controlled, ambulatory, no complications
e SNF: if significant deconditioning, unable to manage BP independently
e Cardiac/vascular rehab referral for Type A post-surgical

E. EVIDENCE SOURCES — Clinical Guidelines Used for Criteria Development

1. ACC/AHA Guideline for Diagnosis and Management of Aortic Disease. Isselbacher EM, et al. Circulation. 2022;146:e334-e482.
2. ESC Guidelines for Acute Aortic Diseases. Erbel R, et al. Eur Heart ). 2014;35:2873-2926. 3. Stanford Classification. Daily PO,
et al. Am J Cardiol. 1970;25:72. 4. IRAD Registry Data. Hagan PG, et al. JAMA. 2000;283:897-903. 5. STS Expert Consensus:
Type B Dissection. MacGillivray TE, et al. Ann Thorac Surg. 2022;113:1073-1098.

F. MS-DRG CROSSWALK & REVENUE CODES
MS-DRG CROSSWALK (FY2024, v41):
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e DRG 237: Major Cardiovascular Procedures w MCC (RW ~7.70) — if surgical repair

e DRG 238: Major Cardiovascular Procedures w/o MCC (RW ~4.50)

e DRG 299: Peripheral Vascular Disorders w MCC (RW ~1.51) — if medical management
e DRG 300: Peripheral Vascular Disorders w CC (RW ~1.04)

REVENUE CODES:

e 0200: ICU | 0360: Operating Room (if surgical) | 0350: CT Scan (CTA)
e 0250: Pharmacy (esmolol, nicardipine drips) | 0300: Lab | 0710: Recovery Room

G. GOAL LENGTH OF STAY (UNCOMPLICATED CASE)
Goal LOS: 5-14 days Source: Curative Appendix A (Type A post-surgical); 2022 ACC/AHA Aortic Disease Guideline

H. LEVEL OF CARE (LOC) GRID — PUBLIC-SOURCE STANDARDIZED CRITERIA

e |ICU: Hemodynamic instability (MAP <65 on vasopressors), cardiogenic shock, post-arrest, IABP/Impella/VA-ECMO, refractory
arrhythmia requiring continuous IV antiarrhythmic, mechanical ventilation, active titration of vasoactives.

e Stepdown (Telemetry/PCU): Continuous telemetry required, IV diuretic/vasoactive titration not requiring ICU, post-PClI
complication monitoring, BiPAP for ADHF, ongoing ischemia work-up, hemodynamics stable but not yet ambulatory.

¢ Med-Surg: Hemodynamics stable, off vasoactives =24h, telemetry needed only for arrhythmia surveillance, transitioning to oral
GDMT, completing diuresis, awaiting procedure or disposition.

e Observation (<2 midnights): Low-risk chest pain rule-out, single negative troponin pending second, rate-controlled AF awaiting
cardioversion, syncope work-up with normal initial telemetry per HEART/CHA2DS2-VASCc/SF risk stratification.

e Post-Acute (SNF/IRF/LTAC): Deconditioned post-prolonged ICU, requires daily skilled nursing or PT/OT =3 hours/day (IRF) or 5
days/week (SNF), or chronic vent/trach weaning (LTAC).

o Home (with/without HHA): Hemodynamically stable on oral regimen, ambulatory at baseline or with adaptive equipment, follow-
up cardiology in 7-14 days, HHA for IV diuretic bridge or wound care when indicated.

LOC Grid Sources: SCCM Admission/Discharge Criteria (Nates 2016); 2022 AHA/ACC/HFSA HF Guideline; 2023 AHA/ACC/HRS AF
Guideline; CMS 2-Midnight Rule 42 CFR §412.3.

I. EXTENDED STAY CRITERIA & GUIDANCE

When Goal LOS is exceeded, continued inpatient stay requires documentation of ONE OR MORE of the following medical-necessity
triggers. Document the specific trigger, the clinical evidence supporting it, and the targeted intervention plan.

e Persistent hemodynamic instability requiring vasoactive support beyond Goal LOS

e Refractory arrhythmia requiring continued IV antiarrhythmic titration

e Recurrent ischemia or new positive biomarkers during the index admission

e Post-PCl complications: vascular access bleeding requiring transfusion, retroperitoneal hematoma, contrast-induced AKI

requiring monitoring

e Initiation or up-titration of GDMT not yet at therapeutic doses with significant orthostasis or worsening renal function

o New device implantation (pacemaker/ICD) requiring observation post-implant

e Active infection (endocarditis, line-related sepsis) requiring continued IV antibiotics without OPAT feasibility

Extended Stay Sources: Sources: ACC/AHA HF Guideline 2022; AHA/ACC/HRS AF Guideline 2023; CMS 2-Midnight Rule.

HYPERTENSIVE EMERGENCY
ICD-10-CM: 116.0, 116.1, 116.9

A. ADMISSION CRITERIA — Severity of lliness (Sl) / Intensity of Service (IS)
SEVERITY OF ILLNESS (SI) — Must meet =1:

e SBP >180 mmHg AND/OR DBP >120 mmHg

e WITH end-organ damage (must have =1):

e Neurologic: hypertensive encephalopathy (headache, confusion, visual changes, papilledema, seizure), ischemic/hemorrhagic
stroke

e Cardiac: acute MI, acute HF/pulmonary edema, aortic dissection

e Renal: AKI (Cr rise >0.5 from baseline, hematuria, proteinuria)

e Ophthalmologic: retinal hemorrhages, exudates, papilledema (Grade llI-1V retinopathy)

e Vascular: aortic dissection (see separate criteria)

e Eclampsia/preeclampsia with severe features (see OB criteria)

INTENSITY OF SERVICE (IS) — Patient must require =1 of the following services that can ONLY be provided in an inpatient setting:
e |CU admission with continuous arterial line BP monitoring
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e |V antihypertensive: nicardipine drip (preferred), clevidipine, labetalol IV, nitroprusside (for HF/aortic dissection)

e Target: reduce MAP by 20-25% in first hour, then to 160/100 over next 2-6 hours (avoid rapid normalization - watershed
infarction)

e Aortic dissection: target HR <60, SBP 100-120 within 20 min (IV esmolol first)

B. OBSERVATION vs INPATIENT DECISION MATRIX

INPATIENT/ICU: All hypertensive emergencies (end-organ damage present)

OBSERVATION: Hypertensive urgency (SBP >180/DBP >120 WITHOUT end-organ damage):
e Reinstate/adjust oral medications in ED

e Observe 4-6 hours for BP response
e Discharge with PCP follow-up in 24-72 hours if BP trending down and no symptoms

NOT INPATIENT: Asymptomatic BP elevation without end-organ damage — outpatient medication adjustment

C. CONTINUED STAY / CONCURRENT REVIEW
REVIEW INTERVAL: Every 6 hours (ICU); Every 12 hours (step-down)

DAY 1: IV antihypertensive titration to target, end-organ workup complete (CT head, echo, Cr, UA, fundoscopy), identify secondary
HTN causes (pheochromocytoma, renal artery stenosis, medication non-compliance) DAY 2-3: Transition IV to oral (overlap 6-12
hrs), BP stable on oral regimen =24 hrs before discharge

CONTINUED STAY >3 DAYS IF: BP not controlled on oral regimen, end-organ damage ongoing, secondary cause requiring
workup/treatment

D. DISCHARGE CRITERIA — Safe Transition to Next Level of Care
ALL met: BP <160/100 on oral regimen =24 hrs, off IV antihypertensive =24 hrs, end-organ damage stabilized, Cr stable, no
symptoms

e 3-drug oral regimen prescribed (typically ACEi/ARB + CCB + thiazide)

e PCP/cardiology follow-up within 1 week, home BP monitoring provided

TRANSITION TO: Home (majority); SNF if unable to manage medications independently
E. EVIDENCE SOURCES — Clinical Guidelines Used for Criteria Development

1. ACC/AHA Hypertension Guideline. Whelton PK, et al. JACC. 2018;71:e127-e248. 2. ESC/ESH Guidelines for Arterial
Hypertension. Williams B, et al. Eur Heart J. 2018;39:3021-3104. 3. AHA Statement: Treatment of Hypertensive Emergencies.
Varon J, Marik PE. Chest. 2000;118:214-227.

F. MS-DRG CROSSWALK & REVENUE CODES
MS-DRG CROSSWALK:

e DRG 304: Hypertension w MCC (RW ~1.16)

e DRG 305: Hypertension w CC (RW ~0.78)

e DRG 306: Hypertension w/o CC/MCC (RW ~0.55)

NOTE: DRG may shift based on end-organ damage (stroke, AKI, Ml codes as principal Dx).

REVENUE CODES:
e 0200: ICU | 0250: Pharmacy (IV nicardipine, labetalol) | 0300: Lab | 0350: CT (if stroke evaluation)

G. GOAL LENGTH OF STAY (UNCOMPLICATED CASE)
Goal LOS: 2-4 days Source: Curative Appendix A; 2017 ACC/AHA Hypertension Guideline

H. LEVEL OF CARE (LOC) GRID — PUBLIC-SOURCE STANDARDIZED CRITERIA

e |CU: Hemodynamic instability (MAP <65 on vasopressors), cardiogenic shock, post-arrest, IABP/Impella/VA-ECMO, refractory
arrhythmia requiring continuous IV antiarrhythmic, mechanical ventilation, active titration of vasoactives.

e Stepdown (Telemetry/PCU): Continuous telemetry required, IV diuretic/vasoactive titration not requiring ICU, post-PClI
complication monitoring, BiPAP for ADHF, ongoing ischemia work-up, hemodynamics stable but not yet ambulatory.

e Med-Surg: Hemodynamics stable, off vasoactives =24h, telemetry needed only for arrhythmia surveillance, transitioning to oral
GDMT, completing diuresis, awaiting procedure or disposition.

e Observation (<2 midnights): Low-risk chest pain rule-out, single negative troponin pending second, rate-controlled AF awaiting
cardioversion, syncope work-up with normal initial telemetry per HEART/CHA2DS2-VASCc/SF risk stratification.

e Post-Acute (SNF/IRF/LTAC): Deconditioned post-prolonged ICU, requires daily skilled nursing or PT/OT =3 hours/day (IRF) or 5
days/week (SNF), or chronic vent/trach weaning (LTAC).

¢ Home (with/without HHA): Hemodynamically stable on oral regimen, ambulatory at baseline or with adaptive equipment, follow-
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up cardiology in 7-14 days, HHA for IV diuretic bridge or wound care when indicated.

LOC Grid Sources: SCCM Admission/Discharge Criteria (Nates 2016); 2022 AHA/ACC/HFSA HF Guideline; 2023 AHA/ACC/HRS AF
Guideline; CMS 2-Midnight Rule 42 CFR §412.3.

I. EXTENDED STAY CRITERIA & GUIDANCE
When Goal LOS is exceeded, continued inpatient stay requires documentation of ONE OR MORE of the following medical-necessity
triggers. Document the specific trigger, the clinical evidence supporting it, and the targeted intervention plan.

e Persistent hemodynamic instability requiring vasoactive support beyond Goal LOS

e Refractory arrhythmia requiring continued IV antiarrhythmic titration

e Recurrent ischemia or new positive biomarkers during the index admission

e Post-PCl complications: vascular access bleeding requiring transfusion, retroperitoneal hematoma, contrast-induced AKI

requiring monitoring

e |Initiation or up-titration of GDMT not yet at therapeutic doses with significant orthostasis or worsening renal function

¢ New device implantation (pacemaker/ICD) requiring observation post-implant

e Active infection (endocarditis, line-related sepsis) requiring continued IV antibiotics without OPAT feasibility

Extended Stay Sources: Sources: ACC/AHA HF Guideline 2022; AHA/ACC/HRS AF Guideline 2023; CMS 2-Midnight Rule.

INFECTIVE ENDOCARDITIS
ICD-10-CM: 133.0, 133.9, 138, 139

A. ADMISSION CRITERIA — Severity of lliness (Sl) / Intensity of Service (IS)
SEVERITY OF ILLNESS (SI) — Modified Duke Criteria (2 major, or 1 major + 3 minor, or 5 minor): MAJOR: ¢ Blood cultures positive for
typical organisms (Staph aureus, viridans strep, enterococcus, HACEK) from =2 separate cultures

e Echo evidence: vegetation, abscess, new valvular regurgitation, prosthetic valve dehiscence
MINOR: ¢ Predisposing condition (IVDU, prosthetic valve, structural heart disease) * Fever >38°C « Vascular phenomena (Janeway
lesions, mycotic aneurysm, ICH, conjunctival hemorrhage) * Immunologic phenomena (Osler nodes, Roth spots, glomerulonephritis,
+ RF) ¢ Positive cultures not meeting major criteria

e New or worsening murmur (regurgitant murmur)

e Persistent bacteremia (positive cultures >48 hrs on appropriate antibiotics)

e Embolic phenomena (stroke, splenic infarct, renal infarct, pulmonary septic emboli)

e Heart failure from valvular dysfunction
INTENSITY OF SERVICE (IS) — Patient must require =1 of the following services that can ONLY be provided in an inpatient setting:

e |V antibiotics for 4-6 weeks (pathogen-directed per ID consultation)

e Blood cultures q24-48h until clearance (negative x 2 days)

e TTE followed by TEE (TEE sensitivity 90-95% vs TTE 50-60%)

e Surgical consultation per AHA indications: HF from valve dysfunction, uncontrolled infection, vegetation >10mm with embolic
event, abscess, prosthetic valve IE with dysfunction

B. OBSERVATION vs INPATIENT DECISION MATRIX
ALWAYS INPATIENT for confirmed or suspected endocarditis

e |nitial 2-4 weeks IV antibiotics as inpatient (minimum until blood culture clearance, clinical stabilization, and OPAT feasibility
assessed)
e [CU if: acute HF, septic shock, stroke, surgical intervention

C. CONTINUED STAY / CONCURRENT REVIEW
REVIEW INTERVAL: Every 24 hours

DAY 1-3: Blood cultures q24h until negative, ID consultation, TTE/TEE completed, surgical evaluation per AHA criteria DAY 4-14:
Cultures negative? Antibiotic tolerability? Embolic surveillance (neuroimaging if symptoms, CT chest/abdomen if febrile). Surgical
decision finalized. DAY 14-28: OPAT feasibility assessment (stable, cultures cleared, no surgery needed, reliable IV access, home
nursing available)

CONTINUED STAY IF: Positive cultures, HF not stabilized, planned surgery, abscess requiring drainage, embolic complications
requiring acute management

D. DISCHARGE CRITERIA — Safe Transition to Next Level of Care
e Blood cultures negative =48 hours
o Afebrile =48 hours, hemodynamically stable
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e No HF symptoms (or HF medically managed and stable)

e No new embolic events

e Tolerating IV antibiotics without adverse effects

e PICC line placed and functioning for OPAT

e OPAT plan: home infusion nursing arranged, antibiotic schedule, lab monitoring (CBC, CMP, vancomycin levels weekly)
e |D follow-up weekly during OPAT

e Remaining antibiotic duration documented (total 4-6 weeks from first negative culture)

TRANSITION TO: Home with OPAT (majority after 2-4 weeks inpatient); SNF if unable to manage OPAT at home
E. EVIDENCE SOURCES — Clinical Guidelines Used for Criteria Development

1. AHA/ACC Guideline for Infective Endocarditis. Baddour LM, et al. Circulation. 2015;132:1435-1486. 2024 update. 2. Modified
Duke Criteria. Li JS, et al. Clin Infect Dis. 2000;30:633-638. 3. ESC Guidelines for IE. Habib G, et al. Eur Heart J. 2015;36:3075-
3128. 4. POET Trial (Partial Oral Treatment of IE). Iversen K, et al. NEJM. 2019;380:415-424. 5. AATS Guidelines: Surgical
Treatment of IE. AATS. ] Thorac Cardiovasc Surg. 2017;153:1241-1258.

F. MS-DRG CROSSWALK & REVENUE CODES
MS-DRG CROSSWALK:

e DRG 288: Acute & Subacute Endocarditis w MCC (RW ~3.98)

e DRG 289: Acute & Subacute Endocarditis w CC (RW ~2.55)

e DRG 290: Acute & Subacute Endocarditis w/o CC/MCC (RW ~1.69)
e DRG 237-238: If valve surgery performed during admission

REVENUE CODES:
e 0120: Room & Board (extended stay 2-4+ weeks) | 0200: ICU (if HF/shock)
e 0250: Pharmacy (IV antibiotics 4-6 weeks) | 0300: Lab (cultures, CBC, CRP weekly)
e 0402: Echo (TTE/TEE) | 0360: OR (if surgical) | 0636: Drugs Requiring Detailed Coding

G. GOAL LENGTH OF STAY (UNCOMPLICATED CASE)
Goal LOS: 14-28 days Source: Curative Appendix A (inpatient portion of antibiotic course); AHA 2015 IE Guideline

H. LEVEL OF CARE (LOC) GRID — PUBLIC-SOURCE STANDARDIZED CRITERIA

e |CU: Hemodynamic instability (MAP <65 on vasopressors), cardiogenic shock, post-arrest, IABP/Impella/VA-ECMO, refractory
arrhythmia requiring continuous IV antiarrhythmic, mechanical ventilation, active titration of vasoactives.

e Stepdown (Telemetry/PCU): Continuous telemetry required, IV diuretic/vasoactive titration not requiring ICU, post-PClI
complication monitoring, BiPAP for ADHF, ongoing ischemia work-up, hemodynamics stable but not yet ambulatory.

e Med-Surg: Hemodynamics stable, off vasoactives =24h, telemetry needed only for arrhythmia surveillance, transitioning to oral
GDMT, completing diuresis, awaiting procedure or disposition.

e Observation (<2 midnights): Low-risk chest pain rule-out, single negative troponin pending second, rate-controlled AF awaiting
cardioversion, syncope work-up with normal initial telemetry per HEART/CHA2DS2-VASCc/SF risk stratification.

e Post-Acute (SNF/IRF/LTAC): Deconditioned post-prolonged ICU, requires daily skilled nursing or PT/OT =3 hours/day (IRF) or 5
days/week (SNF), or chronic vent/trach weaning (LTAC).

e Home (with/without HHA): Hemodynamically stable on oral regimen, ambulatory at baseline or with adaptive equipment, follow-
up cardiology in 7-14 days, HHA for IV diuretic bridge or wound care when indicated.

LOC Grid Sources: SCCM Admission/Discharge Criteria (Nates 2016); 2022 AHA/ACC/HFSA HF Guideline; 2023 AHA/ACC/HRS AF
Guideline; CMS 2-Midnight Rule 42 CFR §412.3.

I. EXTENDED STAY CRITERIA & GUIDANCE

When Goal LOS is exceeded, continued inpatient stay requires documentation of ONE OR MORE of the following medical-necessity
triggers. Document the specific trigger, the clinical evidence supporting it, and the targeted intervention plan.

e Persistent hemodynamic instability requiring vasoactive support beyond Goal LOS

e Refractory arrhythmia requiring continued IV antiarrhythmic titration

e Recurrent ischemia or new positive biomarkers during the index admission

e Post-PCl complications: vascular access bleeding requiring transfusion, retroperitoneal hematoma, contrast-induced AKI

requiring monitoring

e Initiation or up-titration of GDMT not yet at therapeutic doses with significant orthostasis or worsening renal function

¢ New device implantation (pacemaker/ICD) requiring observation post-implant

o Active infection (endocarditis, line-related sepsis) requiring continued IV antibiotics without OPAT feasibility

Extended Stay Sources: Sources: ACC/AHA HF Guideline 2022; AHA/ACC/HRS AF Guideline 2023; CMS 2-Midnight Rule.
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CARDIAC TAMPONADE / ACUTE PERICARDITIS
ICD-10-CM: 130.0, 130.1, 130.8, 130.9 (pericarditis), 131.0 (pericardial effusion), 131.4 (cardiac tamponade)

A. ADMISSION CRITERIA — Severity of lliness (Sl) / Intensity of Service (IS)
SEVERITY OF ILLNESS (SI) — TAMPONADE (=1):

e Beck's triad: hypotension, JVD, muffled heart sounds

e Pulsus paradoxus >10 mmHg (SBP drops >10 with inspiration)

e Echo: pericardial effusion with RA/RV diastolic collapse, IVC plethora, respiratory variation in mitral/tricuspid inflow
o Hemodynamic instability: SBP <90, tachycardia >110, narrowed pulse pressure

e Electrical alternans on ECG

PERICARDITIS SI (=1 high-risk feature):
e Temperature >38°C, immunosuppression, trauma, oral anticoagulation
e Troponin elevation (myopericarditis)
e Large effusion (>20mm diastolic) or tamponade physiology
e Failure to respond to =1 week of NSAID therapy
e Subacute onset (suggests non-viral: TB, malignancy, autoimmune)

INTENSITY OF SERVICE (IS) — Patient must require =1 of the following services that can ONLY be provided in an inpatient setting:

e Tamponade: emergent pericardiocentesis (echo or fluoro-guided) or surgical window

e Continuous cardiac monitoring, serial echo

e |V fluid bolus for tamponade (increases preload temporarily while preparing for drainage)
e Pericarditis: IV colchicine + NSAIDs if unable to tolerate oral

B. OBSERVATION vs INPATIENT DECISION MATRIX

INPATIENT: All tamponade (emergent), pericarditis with =1 high-risk feature listed above OBSERVATION: Acute pericarditis without
high-risk features, low-risk (young, viral, no effusion, NSAID-responsive) —» observe 24 hrs then discharge OUTPATIENT: Low-risk
pericarditis without effusion, responding to NSAIDs within 24 hrs

C. CONTINUED STAY / CONCURRENT REVIEW
REVIEW INTERVAL: q12h (tamponade/post-pericardiocentesis); q24h (pericarditis)

DAY 1: Tamponade — pericardiocentesis, drain left in 24-48 hrs, fluid sent for cytology/culture/protein/LDH/ADA/glucose. Pericarditis
— echo, troponin, inflammatory markers (CRP, ESR), etiology workup (ANA, RF, TSH, HIV, TB, blood cultures if febrile). DAY 2-3: Drain
output <25-50mL/24h - remove drain. CRP trending down? NSAID + colchicine regimen established. CONTINUED STAY IF: Recurrent
tamponade, hemodynamic instability, myopericarditis with arrhythmia, etiology requiring inpatient workup (TB, malignancy)

D. DISCHARGE CRITERIA — Safe Transition to Next Level of Care
¢ No tamponade physiology on echo, drain removed (if placed)
¢ Hemodynamically stable, no pulsus paradoxus
e Pain controlled on oral NSAIDs (ibuprofen 600mg TID or aspirin 650mg TID x 1-2 weeks) + colchicine 0.5mg BID x 3 months
e CRP trending down, troponin trending down (if elevated)
e Activity restriction counseled (no exercise/athletics until CRP normal and symptom-free per ESC/AHA)
e Cardiology follow-up 1-2 weeks with repeat echo

TRANSITION TO: Home (majority); SNF rare unless significant comorbidity
E. EVIDENCE SOURCES — Clinical Guidelines Used for Criteria Development

1. ESC Guidelines for Pericardial Diseases. Adler Y, et al. Eur Heart ). 2015;36:2921-2964. 2. COPE Trial (Colchicine for
Pericarditis). Imazio M, et al. Circulation. 2005;112:2012-2016. 3. CORP-2 Trial (Colchicine for Recurrent Pericarditis). Imazio
M, et al. Ann Intern Med. 2011;155:409-414. 4. AHA Statement on Pericardial Disease. LeWinter MM. Circulation.
2014;130:510-517.

F. MS-DRG CROSSWALK & REVENUE CODES
MS-DRG CROSSWALK (FY2024, v41):

e DRG 315: Other Circulatory System Diagnoses w MCC (RW ~1.68)

e DRG 316: Other Circulatory System Diagnoses w CC (RW ~0.99)

e DRG 317: Other Circulatory System Diagnoses w/o CC/MCC (RW ~0.69)

e DRG 166-168: Other Cardiothoracic Procedures (if pericardial window performed) (RW ~5.34 / 3.15/ 2.23)

REVENUE CODES:
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0200: ICU | 0360: OR (if pericardial window/pericardiocentesis under fluoro)
0481: Cardiac Cath Lab (if echo-guided pericardiocentesis) | 0402: Ultrasound (echo)
0250: Pharmacy | 0300: Lab | 0730: EKG

G. GOAL LENGTH OF STAY (UNCOMPLICATED CASE)
Goal LOS: 3-5 days Source: ESC 2015 Pericardial Diseases Guideline

H. LEVEL OF CARE (LOC) GRID — PUBLIC-SOURCE STANDARDIZED CRITERIA

ICU: Hemodynamic instability (MAP <65 on vasopressors), cardiogenic shock, post-arrest, IABP/Impella/VA-ECMO, refractory
arrhythmia requiring continuous IV antiarrhythmic, mechanical ventilation, active titration of vasoactives.

Stepdown (Telemetry/PCU): Continuous telemetry required, IV diuretic/vasoactive titration not requiring ICU, post-PCI
complication monitoring, BiPAP for ADHF, ongoing ischemia work-up, hemodynamics stable but not yet ambulatory.

Med-Surg: Hemodynamics stable, off vasoactives =24h, telemetry needed only for arrhythmia surveillance, transitioning to oral
GDMT, completing diuresis, awaiting procedure or disposition.

Observation (<2 midnights): Low-risk chest pain rule-out, single negative troponin pending second, rate-controlled AF awaiting
cardioversion, syncope work-up with normal initial telemetry per HEART/CHA2DS2-VASC/SF risk stratification.

Post-Acute (SNF/IRF/LTAC): Deconditioned post-prolonged ICU, requires daily skilled nursing or PT/OT =3 hours/day (IRF) or 5
days/week (SNF), or chronic vent/trach weaning (LTAC).

Home (with/without HHA): Hemodynamically stable on oral regimen, ambulatory at baseline or with adaptive equipment, follow-
up cardiology in 7-14 days, HHA for IV diuretic bridge or wound care when indicated.

LOC Grid Sources: SCCM Admission/Discharge Criteria (Nates 2016); 2022 AHA/ACC/HFSA HF Guideline; 2023 AHA/ACC/HRS AF
Guideline; CMS 2-Midnight Rule 42 CFR §412.3.

I. EXTENDED STAY CRITERIA & GUIDANCE

When Goal LOS is exceeded, continued inpatient stay requires documentation of ONE OR MORE of the following medical-necessity
triggers. Document the specific trigger, the clinical evidence supporting it, and the targeted intervention plan.

Persistent hemodynamic instability requiring vasoactive support beyond Goal LOS

Refractory arrhythmia requiring continued IV antiarrhythmic titration

Recurrent ischemia or new positive biomarkers during the index admission

Post-PCl complications: vascular access bleeding requiring transfusion, retroperitoneal hematoma, contrast-induced AKI
requiring monitoring

Initiation or up-titration of GDMT not yet at therapeutic doses with significant orthostasis or worsening renal function
New device implantation (pacemaker/ICD) requiring observation post-implant

Active infection (endocarditis, line-related sepsis) requiring continued IV antibiotics without OPAT feasibility

Extended Stay Sources: Sources: ACC/AHA HF Guideline 2022; AHA/ACC/HRS AF Guideline 2023; CMS 2-Midnight Rule.

DEEP VEIN THROMBOSIS — REQUIRING INPATIENT MANAGEMENT
ICD-10-CM: 182.401-182.4Z9 (acute DVT of lower extremity), 182.601-182.629 (upper extremity DVT)

A. ADMISSION CRITERIA — Severity of lliness (Sl) / Intensity of Service (IS)
SEVERITY OF ILLNESS (SI) — Must meet =1:

Extensive iliofemoral DVT with limb-threatening ischemia (phlegmasia cerulea/alba dolens)

Bilateral lower extremity DVT

Concurrent PE (see PE criteria — treat as PE admission)

Massive limb swelling with compartment syndrome concern

Contraindication to anticoagulation requiring IVC filter placement

High bleeding risk requiring monitored anticoagulation initiation (recent surgery, active Gl bleed history, severe
thrombocytopenia)

Unable to tolerate oral medications (DOAC not feasible)

Upper extremity DVT with catheter requiring removal and line replacement

INTENSITY OF SERVICE (IS) — Patient must require =1 of the following services that can ONLY be provided in an inpatient setting:

Catheter-directed thrombolysis (CDT) or pharmacomechanical thrombectomy for iliofemoral DVT with limb threat
IVC filter placement (IR procedure)

IV heparin infusion (when DOAC not appropriate)

Limb elevation, vascular surgery consultation

Fasciotomy for compartment syndrome
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B. OBSERVATION vs INPATIENT DECISION MATRIX

INPATIENT if =1: iliofemoral DVT requiring CDT/thrombectomy, phlegmasia, concurrent PE, IVC filter needed, IV heparin required,
bilateral DVT OBSERVATION if: proximal DVT in patient requiring initial IV heparin monitoring but expected transition to oral within
24-48 hrs OUTPATIENT (majority of DVT): uncomplicated proximal or distal DVT — DOAC initiated in ED, discharge with
hematology/PCP follow-up within 1 week

C. CONTINUED STAY / CONCURRENT REVIEW

REVIEW INTERVAL: Every 24 hours DAY 1: Anticoagulation strategy determined (DOAC vs heparin bridge to warfarin vs heparin
only), DVT extent mapped (duplex US), PE ruled out if symptoms, compression stocking education DAY 2-3: If CDT: catheter removal
when lysis adequate (repeat venography), transition to oral anticoagulation. If IV heparin: therapeutic aPTT achieved, transition to
oral. CONTINUED STAY IF: Ongoing CDT, compartment syndrome management, PE requiring separate management, unable to
achieve therapeutic anticoagulation

D. DISCHARGE CRITERIA — Safe Transition to Next Level of Care
e Anticoagulation therapeutic and transitioned to oral regimen
e Pain controlled, swelling stable or improving
e No limb-threatening ischemia
o |f CDT: catheter removed, access site hemostasis
e Anticoagulation duration plan: minimum 3 months, indefinite if unprovoked or recurrent (per CHEST guidelines)
e Compression stockings provided
¢ Hematology follow-up if: unprovoked DVT (thrombophilia workup at 3 months), recurrent VTE, unusual site

TRANSITION TO: Home (majority); SNF if deconditioning from phlegmasia/prolonged bed rest

E. EVIDENCE SOURCES — Clinical Guidelines Used for Criteria Development

1. CHEST Guidelines: Antithrombotic Therapy for VTE. Stevens SM, et al. Chest. 2021;160:e545-e608. 2. ATTRACT Trial (CDT for
lliofemoral DVT). Vedantham S, et al. NEJM. 2017;377:2240-2252. 3. ACCP Guidelines: VTE Treatment. Kearon C, et al. Chest.
2016;149:315-352. 4. ACR Appropriateness: IVC Filter. Towns GC, et al. JACR. 2022;19:536-546.

F. MS-DRG CROSSWALK & REVENUE CODES
MS-DRG CROSSWALK:
e DRG 294: Deep Vein Thrombophlebitis w CC/MCC (RW ~1.00)

e DRG 295: Deep Vein Thrombophlebitis w/o CC/MCC (RW ~0.69)
e DRG 270-272: Other Major Cardiovascular Procedures (if IVC filter/CDT) (RW ~3.82 / 2.38)

REVENUE CODES:

e 0120: Room & Board | 0250: Pharmacy (heparin drip, DOAC) | 0300: Lab (aPTT, CBC)
e 0402: Ultrasound (duplex venous) | 0350: CT (if CTV) | 0636: Drugs

G. GOAL LENGTH OF STAY (UNCOMPLICATED CASE)
Goal LOS: 1-3 days Source: CHEST 2021 Antithrombotic Therapy Guideline

H. LEVEL OF CARE (LOC) GRID — PUBLIC-SOURCE STANDARDIZED CRITERIA

e |CU: Hemodynamic instability (MAP <65 on vasopressors), cardiogenic shock, post-arrest, IABP/Impella/VA-ECMO, refractory
arrhythmia requiring continuous IV antiarrhythmic, mechanical ventilation, active titration of vasoactives.

e Stepdown (Telemetry/PCU): Continuous telemetry required, IV diuretic/vasoactive titration not requiring ICU, post-PClI
complication monitoring, BiPAP for ADHF, ongoing ischemia work-up, hemodynamics stable but not yet ambulatory.

¢ Med-Surg: Hemodynamics stable, off vasoactives =24h, telemetry needed only for arrhythmia surveillance, transitioning to oral
GDMT, completing diuresis, awaiting procedure or disposition.

e Observation (<2 midnights): Low-risk chest pain rule-out, single negative troponin pending second, rate-controlled AF awaiting
cardioversion, syncope work-up with normal initial telemetry per HEART/CHA2DS2-VASCc/SF risk stratification.

e Post-Acute (SNF/IRF/LTAC): Deconditioned post-prolonged ICU, requires daily skilled nursing or PT/OT =3 hours/day (IRF) or 5
days/week (SNF), or chronic vent/trach weaning (LTAC).

¢ Home (with/without HHA): Hemodynamically stable on oral regimen, ambulatory at baseline or with adaptive equipment, follow-
up cardiology in 7-14 days, HHA for IV diuretic bridge or wound care when indicated.

LOC Grid Sources: SCCM Admission/Discharge Criteria (Nates 2016); 2022 AHA/ACC/HFSA HF Guideline; 2023 AHA/ACC/HRS AF
Guideline; CMS 2-Midnight Rule 42 CFR §412.3.

I. EXTENDED STAY CRITERIA & GUIDANCE
When Goal LOS is exceeded, continued inpatient stay requires documentation of ONE OR MORE of the following medical-necessity
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triggers. Document the specific trigger, the clinical evidence supporting it, and the targeted intervention plan.
e Persistent hemodynamic instability requiring vasoactive support beyond Goal LOS
e Refractory arrhythmia requiring continued IV antiarrhythmic titration
e Recurrent ischemia or new positive biomarkers during the index admission
e Post-PCl complications: vascular access bleeding requiring transfusion, retroperitoneal hematoma, contrast-induced AKI
requiring monitoring
e Initiation or up-titration of GDMT not yet at therapeutic doses with significant orthostasis or worsening renal function
o New device implantation (pacemaker/ICD) requiring observation post-implant
e Active infection (endocarditis, line-related sepsis) requiring continued IV antibiotics without OPAT feasibility

Extended Stay Sources: Sources: ACC/AHA HF Guideline 2022; AHA/ACC/HRS AF Guideline 2023; CMS 2-Midnight Rule.

CARDIAC ARREST / POST-CARDIAC ARREST SYNDROME
ICD-10-CM: 146.2, 146.8, 146.9 (cardiac arrest), 197.12x (post-procedural), T75.1 (drowning resuscitation)

A. ADMISSION CRITERIA — Severity of lliness (Sl) / Intensity of Service (IS)

SEVERITY OF ILLNESS (SI) — Must meet =1: Return of spontaneous circulation (ROSC) after cardiac arrest of any etiology (VF/VT,
PEA, asystole), persistent neurological deficit post-ROSC, hemodynamic instability, ongoing myocardial dysfunction (post-arrest
stunning), evidence of end-organ injury (elevated lactate, AKI, hepatic injury, coagulopathy)

INTENSITY OF SERVICE (IS) — Must require =1: ICU, targeted temperature management (TTM) 32-36°C x 24 hrs per AHA/ILCOR 2020
(select target and maintain; TTM2 trial showed no benefit of 33°C vs normothermia but avoiding fever is critical), continuous EEG
monitoring (48-72 hrs for prognostication and seizure detection), coronary angiography within 2 hrs if STEMI on post-ROSC ECG or
high suspicion for cardiac etiology (per AHA 2020; timing for non-STEMI etiology debated), hemodynamic support (vasopressors,
inotropes, IABP/Impella for cardiogenic shock), mechanical ventilation with lung-protective strategy, serial neurological
prognostication at =72 hrs post-rewarming (NSE, SSEP, EEG, MRI per AAN guideline)

B. OBSERVATION vs INPATIENT DECISION MATRIX

ALWAYS ICU — All post-cardiac arrest patients require ICU EXCEPTION: Patients who arrest, achieve ROSC, and immediately return
to baseline neurological function (withessed VF arrest with immediate defibrillation, GCS 15 within minutes) may be admitted to
monitored bed for workup

C. CONTINUED STAY / CONCURRENT REVIEW

q6-12h ICU. HOURS 0-24: TTM protocol (cooling to 32-36°C), hemodynamic optimization (MAP >65, consider echo for LV function),
identify and treat cause (coronary angiography, CT PE, CT head, tox screen, electrolytes), continuous EEG. HOURS 24-72: Controlled
rewarming (0.25°C/hr), avoid fever (T <37.7°C x 72 hrs), sedation weaning after rewarming, neurological assessment. DAY 3-5:
Multimodal neuroprognostication at =72 hrs post-rewarming: clinical exam (pupillary/corneal reflexes, motor response), bilateral
absent N20 on SSEP, highly malignant EEG patterns, NSE >33 ug/L at 48-72h, MRI DWI showing extensive diffusion restriction.
CONTINUED STAY IF: Persistent coma requiring neuroprognostication, hemodynamic instability, ICD evaluation, arrhythmia
management, organ dysfunction recovery

D. DISCHARGE CRITERIA — Safe Transition to Next Level of Care
e Neurologically: awake/following commands OR neuroprognostication complete with goals of care established
¢ Hemodynamically stable off vasopressors/inotropes =24 hrs
e Extubated (if applicable) or tracheostomy for prolonged vent
e Cause identified and treated (PCI, ICD placed, electrolytes corrected, etc.)
e ICD placed or scheduled if indicated (LVEF =35% at 40+ days post-arrest per ACC/AHA; wearable defibrillator vest as bridge)
e Neurology/cardiology follow-up 2-4 weeks

TRANSITION TO: IRF (awakening with deficits), SNF (persistent but recovering neurological injury), LTAC (ventilator-dependent),
Home (good neurological recovery with ICD)

E. EVIDENCE SOURCES — Clinical Guidelines Used for Criteria Development

1. AHA/ILCOR Post-Cardiac Arrest Care Guidelines. Panchal AR, et al. Circulation. 2020;142:e366-e468. 2. TTM2 Trial. Dankiewicz
J, et al. NEJM. 2021;384:2283-2294. 3. AAN Practice Guideline: Neuroprognostication After Cardiac Arrest. Geocadin RG, et al.
Neurology. 2023;101:e1224-e1246. 4. COACT Trial (Angiography Timing). Lemkes JS, et al. NEJM. 2019;380:1397-1407.
F. MS-DRG CROSSWALK & REVENUE CODES
MS-DRG CROSSWALK:

e DRG 296: Cardiac Arrest, Unexplained w MCC (RW ~1.64)
e DRG 297: Cardiac Arrest, Unexplained w CC (RW ~0.86)
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e DRG 298: Cardiac Arrest, Unexplained w/o CC/MCC (RW ~0.54)
e DRG 215-217: Cardiac Valve & Oth Maj Cardiothoracic Proc (if ICD implanted) (RW ~8.72 /5.01)
e DRG 222-224: Cardiac Defib Implant (if ICD) (RW ~5.83/4.19 / 3.44)

REVENUE CODES:
e 0200: ICU (extended — TTM protocol) | 0250: Pharmacy (vasopressors, amiodarone, sedation)

e 0300: Lab (serial troponin, lactate, ABG) | 0610: MRI (brain, prognostication)
e 0350: CT Head | 0730: EKG | 0481: Cath Lab (if PCI for STEMI cause)

G. GOAL LENGTH OF STAY (UNCOMPLICATED CASE)
Goal LOS: 5-10 days Source: AHA 2020 ACLS/Post-Cardiac Arrest Care

H. LEVEL OF CARE (LOC) GRID — PUBLIC-SOURCE STANDARDIZED CRITERIA
e |ICU: Hemodynamic instability (MAP <65 on vasopressors), cardiogenic shock, post-arrest, IABP/Impella/VA-ECMO, refractory
arrhythmia requiring continuous IV antiarrhythmic, mechanical ventilation, active titration of vasoactives.
e Stepdown (Telemetry/PCU): Continuous telemetry required, IV diuretic/vasoactive titration not requiring ICU, post-PClI
complication monitoring, BiPAP for ADHF, ongoing ischemia work-up, hemodynamics stable but not yet ambulatory.

e Med-Surg: Hemodynamics stable, off vasoactives =24h, telemetry needed only for arrhythmia surveillance, transitioning to oral
GDMT, completing diuresis, awaiting procedure or disposition.

e Observation (<2 midnights): Low-risk chest pain rule-out, single negative troponin pending second, rate-controlled AF awaiting
cardioversion, syncope work-up with normal initial telemetry per HEART/CHA2DS2-VASCc/SF risk stratification.

e Post-Acute (SNF/IRF/LTAC): Deconditioned post-prolonged ICU, requires daily skilled nursing or PT/OT =3 hours/day (IRF) or 5
days/week (SNF), or chronic vent/trach weaning (LTAC).

¢ Home (with/without HHA): Hemodynamically stable on oral regimen, ambulatory at baseline or with adaptive equipment, follow-
up cardiology in 7-14 days, HHA for IV diuretic bridge or wound care when indicated.

LOC Grid Sources: SCCM Admission/Discharge Criteria (Nates 2016); 2022 AHA/ACC/HFSA HF Guideline; 2023 AHA/ACC/HRS AF
Guideline; CMS 2-Midnight Rule 42 CFR §412.3.

I. EXTENDED STAY CRITERIA & GUIDANCE

When Goal LOS is exceeded, continued inpatient stay requires documentation of ONE OR MORE of the following medical-necessity
triggers. Document the specific trigger, the clinical evidence supporting it, and the targeted intervention plan.

e Persistent hemodynamic instability requiring vasoactive support beyond Goal LOS

e Refractory arrhythmia requiring continued IV antiarrhythmic titration

e Recurrent ischemia or new positive biomarkers during the index admission

e Post-PCl complications: vascular access bleeding requiring transfusion, retroperitoneal hematoma, contrast-induced AKI

requiring monitoring

e Initiation or up-titration of GDMT not yet at therapeutic doses with significant orthostasis or worsening renal function

o New device implantation (pacemaker/ICD) requiring observation post-implant

e Active infection (endocarditis, line-related sepsis) requiring continued IV antibiotics without OPAT feasibility

Extended Stay Sources: Sources: ACC/AHA HF Guideline 2022; AHA/ACC/HRS AF Guideline 2023; CMS 2-Midnight Rule.

ACUTE MYOCARDITIS
ICD-10-CM: 140.0, 140.1, 140.8, 140.9 (myocarditis), 141 (myocarditis in diseases classified elsewhere)

A. ADMISSION CRITERIA — Severity of lliness (Sl) / Intensity of Service (IS)

Sl (=1): Acute chest pain with troponin elevation and non-obstructive coronaries (MINOCA presentation), new-onset HF (dyspnea,
pulmonary edema, cardiogenic shock), new arrhythmia (VT, high-grade AV block, AF), ECG: diffuse ST elevation or PR depression
(mimics STEMI or pericarditis), cardiac MRI: late gadolinium enhancement in non-coronary distribution (Lake Louise Criteria: =2 of
T2 edema, early gadolinium enhancement, late gadolinium enhancement), LVEF <50% on echo (new), recent viral illness (1-4 weeks
prior: COVID-19, Coxsackie, adenovirus, parvovirus B19, influenza)

INTENSITY OF SERVICE (IS) — Must require =1: Continuous cardiac monitoring (arrhythmia risk), echo for LV function, cardiac MRI
(when stable), endomyocardial biopsy (if fulminant: to diagnose giant cell myocarditis, eosinophilic myocarditis, cardiac sarcoidosis
which have specific treatments), standard HF management (ACEi/ARB, beta-blocker if hemodynamically tolerated — cautious in
acute phase), avoid NSAIDs (may worsen myocardial inflammation per animal models), activity restriction (no exercise x 3-6 months
per AHA/ESC), ICU if: cardiogenic shock, sustained VT, high-grade AV block, LVEF <30%

B. OBSERVATION vs INPATIENT DECISION MATRIX
INPATIENT: All acute myocarditis with troponin elevation, new HF, arrhythmia, or hemodynamic compromise ICU: Fulminant
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myocarditis (cardiogenic shock, VT, complete heart block), requiring vasopressors/inotropes/MCS OBSERVATION: Suspected
myocarditis with mild symptoms, preserved LVEF, no arrhythmia — monitoring x 24-48 hrs

C. CONTINUED STAY / CONCURRENT REVIEW

q24h (ICU g12h). DAY 1-2: Echo (LVEF, wall motion), troponin trend (peak and decline), telemetry for arrhythmia, cardiac MRI when
stable (Lake Louise criteria). DAY 3-5: Troponin declining? LVEF stable/improving? Any arrhythmia? If fulminant: endomyocardial
biopsy — giant cell myocarditis (immunosuppression: cyclosporine + steroids), eosinophilic (steroids), cardiac sarcoid (steroids +
methotrexate). Mechanical circulatory support for refractory cardiogenic shock (bridge to recovery in many fulminant cases).
CONTINUED STAY IF: LVEF declining, new arrhythmia, cardiogenic shock, awaiting biopsy results, MCS in place, HF management
optimization

D. DISCHARGE CRITERIA — Safe Transition to Next Level of Care
e Troponin trending down for =24 hrs
e LVEF stable or improving
e No hemodynamically significant arrhythmia =48 hrs
e Hemodynamically stable off vasopressors/inotropes
e HF medications initiated if LVEF <50% (ACEi/ARB, beta-blocker if tolerated)
e Cardiac MRI completed or scheduled within 1-2 weeks

e Activity restriction counseled: NO competitive sports or vigorous exercise x 3-6 months (per AHA/ESC; return to play only after
LVEF normalized, no arrhythmia on Holter, and resolution of

inflammation on cardiac MRI)

o Wearable defibrillator prescribed if LVEF =35% (bridge until reassessment at 3-6 months)
e Cardiology follow-up 1-2 weeks, repeat echo at 1-3 months

TRANSITION TO: Home (majority); Home with close cardiology follow-up

E. EVIDENCE SOURCES — Clinical Guidelines Used for Criteria Development

1. AHA Scientific Statement: Myocarditis. Caforio AL, et al. Circulation. 2013;128:2518-2527. 2. ESC Position Statement:
Myocarditis. Caforio AL, et al. Eur Heart J. 2013;34:2636-2648. 3. Lake Louise Criteria for Cardiac MRI. Friedrich MG, et al.
JACC. 2009;53:1475-1487. Updated 2018. 4. AHA/ACC Sports Eligibility: Return to Play After Myocarditis. Maron BJ, et al.
Circulation. 2015;132:e273-e280.

F. MS-DRG CROSSWALK & REVENUE CODES
MS-DRG CROSSWALK:

e DRG 314: Other Circulatory System Diagnoses w MCC (RW ~1.68) — primary myocarditis code
e DRG 291-293: Heart Failure & Shock (if cardiogenic shock/HF predominant) (RW ~1.63/1.07 / 0.74)

REVENUE CODES:
e 0200: ICU (if cardiogenic shock/arrhythmia) | 0120: Room & Board/Telemetry
e 0610: MRI (cardiac MRI — Lake Louise criteria) | 0402: Echo
e 0250: Pharmacy | 0300: Lab (troponin, BNP, inflammatory markers) | 0730: EKG

G. GOAL LENGTH OF STAY (UNCOMPLICATED CASE)
Goal LOS: 3-7 days Source: AHA Myocarditis Scientific Statement 2020

H. LEVEL OF CARE (LOC) GRID — PUBLIC-SOURCE STANDARDIZED CRITERIA

e |CU: Hemodynamic instability (MAP <65 on vasopressors), cardiogenic shock, post-arrest, IABP/Impella/VA-ECMO, refractory
arrhythmia requiring continuous IV antiarrhythmic, mechanical ventilation, active titration of vasoactives.

e Stepdown (Telemetry/PCU): Continuous telemetry required, IV diuretic/vasoactive titration not requiring ICU, post-PClI
complication monitoring, BiPAP for ADHF, ongoing ischemia work-up, hemodynamics stable but not yet ambulatory.

e Med-Surg: Hemodynamics stable, off vasoactives =24h, telemetry needed only for arrhythmia surveillance, transitioning to oral
GDMT, completing diuresis, awaiting procedure or disposition.

e Observation (<2 midnights): Low-risk chest pain rule-out, single negative troponin pending second, rate-controlled AF awaiting
cardioversion, syncope work-up with normal initial telemetry per HEART/CHA2DS2-VASCc/SF risk stratification.

e Post-Acute (SNF/IRF/LTAC): Deconditioned post-prolonged ICU, requires daily skilled nursing or PT/OT =3 hours/day (IRF) or 5
days/week (SNF), or chronic vent/trach weaning (LTAC).

o Home (with/without HHA): Hemodynamically stable on oral regimen, ambulatory at baseline or with adaptive equipment, follow-
up cardiology in 7-14 days, HHA for IV diuretic bridge or wound care when indicated.

LOC Grid Sources: SCCM Admission/Discharge Criteria (Nates 2016); 2022 AHA/ACC/HFSA HF Guideline; 2023 AHA/ACC/HRS AF
Guideline; CMS 2-Midnight Rule 42 CFR §412.3.
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I. EXTENDED STAY CRITERIA & GUIDANCE

When Goal LOS is exceeded, continued inpatient stay requires documentation of ONE OR MORE of the following medical-necessity
triggers. Document the specific trigger, the clinical evidence supporting it, and the targeted intervention plan.

e Persistent hemodynamic instability requiring vasoactive support beyond Goal LOS

e Refractory arrhythmia requiring continued IV antiarrhythmic titration

e Recurrent ischemia or new positive biomarkers during the index admission

e Post-PCl complications: vascular access bleeding requiring transfusion, retroperitoneal hematoma, contrast-induced AKI

requiring monitoring

e |Initiation or up-titration of GDMT not yet at therapeutic doses with significant orthostasis or worsening renal function

¢ New device implantation (pacemaker/ICD) requiring observation post-implant

e Active infection (endocarditis, line-related sepsis) requiring continued IV antibiotics without OPAT feasibility

Extended Stay Sources: Sources: ACC/AHA HF Guideline 2022; AHA/ACC/HRS AF Guideline 2023; CMS 2-Midnight Rule.

ACUTE LIMB ISCHEMIA

ICD-10-CM: 174.2 (embolism/thrombosis of arteries of upper extremities), 174.3 (embolism/thrombosis of arteries of lower
extremities), 174.4 (embolism/thrombosis of arteries of extremities, unspecified), 174.5 (iliac artery), 174.8 (other), 174.9 (unspecified)

A. ADMISSION CRITERIA — Severity of lliness (Sl) / Intensity of Service (IS)

SEVERITY OF ILLNESS (SI) — Rutherford Classification: Class | (Viable): No sensory loss, no muscle weakness, audible arterial/venous
Doppler - non-emergent Class lla (Marginally Threatened): Minimal sensory loss (toes), no weakness, inaudible arterial but audible
venous Doppler - salvageable with prompt treatment Class Ilb (Immediately Threatened): Sensory loss beyond toes, mild-moderate
weakness, inaudible arterial but audible venous Doppler — salvageable with immediate revascularization Class Ill (Irreversible):
Profound sensory loss (anesthetic), paralysis (rigor), inaudible arterial AND venous Doppler = primary amputation

e 6 P's of ischemia: Pain (acute onset, severe, out of proportion), Pallor, Pulselessness, Paresthesias, Paralysis, Poikilothermia (cool

to touch)

e Acute onset (<14 days) distinguishes from chronic limb-threatening ischemia

e CTA showing arterial occlusion (embolic vs thrombotic)

e Embolic source suspected: AF, Ml with LV thrombus, prosthetic valve, aortic aneurysm

INTENSITY OF SERVICE (IS) — Patient must require =1 of the following services that can ONLY be provided in an inpatient setting:
o Immediate IV heparin bolus (80 units/kg then 18 units/kg/hr) unless contraindicated
e Vascular surgery consultation emergently
e CTA from aorta to feet (or conventional angiography)
Revascularization: surgical thrombectomy/embolectomy (Class Ilb — within 6 hrs), catheter-directed thrombolysis (Class lla),
bypass grafting, hybrid approaches

Post-reperfusion monitoring for compartment syndrome (calf pressures if swelling, fasciotomy if compartment pressure >30
mmHg or within 30 of diastolic)

e Monitor for reperfusion injury: hyperkalemia, metabolic acidosis, myoglobinuria, AKI

B. OBSERVATION vs INPATIENT DECISION MATRIX
ALWAYS INPATIENT for acute limb ischemia (Rutherford Class I-lll all require inpatient workup and intervention planning)

e [CU if: revascularization procedure, reperfusion injury, compartment syndrome, hemodynamic instability
o Amputation: if Class lll irreversible ischemia (informed consent, goals of care discussion)

C. CONTINUED STAY / CONCURRENT REVIEW
REVIEW INTERVAL: q6-12h post-procedure; gq24h stable

DAY 1: Revascularization completed or initiated (thrombolysis may run 12-48 hrs with serial angiograms), limb viability checked gq1-
2h (pulses, Doppler, capillary refill, sensation, motor), post-reperfusion labs (K+, Cr, CK, lactate, ABG), heparin therapeutic (aPTT 60-
80s) DAY 2-3: Pulse checks g4h, wound assessment (if surgical), embolic source workup (TTE/TEE, ECG for AF, aortic imaging), long-
term anticoagulation plan (warfarin or DOAC if AF source) CONTINUED STAY IF: Thrombolysis still running, compartment syndrome
management (fasciotomy wound care), reperfusion AKI, re-occlusion, planned staged procedure, amputation recovery

D. DISCHARGE CRITERIA — Safe Transition to Next Level of Care
e Limb viable: palpable pulse or audible Doppler, warm, sensation intact, motor intact
e No compartment syndrome (or fasciotomy wounds stable/closed)
e Cr stable, CK trending down, K+ normal

e Anticoagulation therapeutic and plan documented (heparin bridge to warfarin/DOAC if embolic source, or antiplatelet if
thrombotic)
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e Embolic source identified and addressed (AF: rate control + anticoagulation; LV thrombus: anticoagulation x 3-6 months)
e Vascular surgery follow-up 1-2 weeks with duplex US
e [f fasciotomy: wound care plan, staged closure or skin graft timing

TRANSITION TO: Home (majority post-embolectomy); SNF if amputation rehabilitation, deconditioning, wound care; IRF if bilateral or
proximal amputation

E. EVIDENCE SOURCES — Clinical Guidelines Used for Criteria Development

1. ACC/AHA Guidelines for PAD. Gerhard-Herman MD, et al. Circulation. 2017;135:e686-e725. 2. ESVS Guidelines for Acute Limb
Ischemia. Bjorck M, et al. Eur J Vasc Endovasc Surg. 2020;59:173-208. 3. Rutherford Classification. Rutherford RB, et al. ] Vasc
Surg. 1997;26:517-538. 4. TOPAS/STILE Trials (Thrombolysis for ALI). Ouriel K, et al. ] Vasc Surg. 1998;28:482-492.

F. MS-DRG CROSSWALK & REVENUE CODES
MS-DRG CROSSWALK:

e DRG 252: Other Vascular Procedures w MCC (RW ~3.46)

e DRG 253: Other Vascular Procedures w CC (RW ~2.22)

e DRG 254: Other Vascular Procedures w/o CC/MCC (RW ~1.59)

e DRG 299: Peripheral Vascular Disorders w MCC (RW ~1.51) — if medical management only
e DRG 300: Peripheral Vascular Disorders w CC (RW ~1.04)

REVENUE CODES:

e 0200: ICU | 0360: OR (embolectomy/bypass) | 0481: Vascular Lab/Angio Suite (CDT/thrombolysis)
e 0350: CTA | 0250: Pharmacy (heparin, tPA) | 0300: Lab (CK, lactate, K+)

G. GOAL LENGTH OF STAY (UNCOMPLICATED CASE)
Goal LOS: 3-5 days Source: Curative Appendix A; SVS 2021 ALI Guidelines

H. LEVEL OF CARE (LOC) GRID — PUBLIC-SOURCE STANDARDIZED CRITERIA

e |CU: Hemodynamic instability (MAP <65 on vasopressors), cardiogenic shock, post-arrest, IABP/Impella/VA-ECMO, refractory
arrhythmia requiring continuous IV antiarrhythmic, mechanical ventilation, active titration of vasoactives.

e Stepdown (Telemetry/PCU): Continuous telemetry required, IV diuretic/vasoactive titration not requiring ICU, post-PClI
complication monitoring, BiPAP for ADHF, ongoing ischemia work-up, hemodynamics stable but not yet ambulatory.

e Med-Surg: Hemodynamics stable, off vasoactives =24h, telemetry needed only for arrhythmia surveillance, transitioning to oral
GDMT, completing diuresis, awaiting procedure or disposition.

e Observation (<2 midnights): Low-risk chest pain rule-out, single negative troponin pending second, rate-controlled AF awaiting
cardioversion, syncope work-up with normal initial telemetry per HEART/CHA2DS2-VASCc/SF risk stratification.

e Post-Acute (SNF/IRF/LTAC): Deconditioned post-prolonged ICU, requires daily skilled nursing or PT/OT =3 hours/day (IRF) or 5
days/week (SNF), or chronic vent/trach weaning (LTAC).

¢ Home (with/without HHA): Hemodynamically stable on oral regimen, ambulatory at baseline or with adaptive equipment, follow-
up cardiology in 7-14 days, HHA for IV diuretic bridge or wound care when indicated.

LOC Grid Sources: SCCM Admission/Discharge Criteria (Nates 2016); 2022 AHA/ACC/HFSA HF Guideline; 2023 AHA/ACC/HRS AF
Guideline; CMS 2-Midnight Rule 42 CFR §412.3.

I. EXTENDED STAY CRITERIA & GUIDANCE

When Goal LOS is exceeded, continued inpatient stay requires documentation of ONE OR MORE of the following medical-necessity
triggers. Document the specific trigger, the clinical evidence supporting it, and the targeted intervention plan.

e Persistent hemodynamic instability requiring vasoactive support beyond Goal LOS

o Refractory arrhythmia requiring continued IV antiarrhythmic titration

e Recurrent ischemia or new positive biomarkers during the index admission

e Post-PCl complications: vascular access bleeding requiring transfusion, retroperitoneal hematoma, contrast-induced AKI

requiring monitoring

e |Initiation or up-titration of GDMT not yet at therapeutic doses with significant orthostasis or worsening renal function

¢ New device implantation (pacemaker/ICD) requiring observation post-implant

¢ Active infection (endocarditis, line-related sepsis) requiring continued IV antibiotics without OPAT feasibility

Extended Stay Sources: Sources: ACC/AHA HF Guideline 2022; AHA/ACC/HRS AF Guideline 2023; CMS 2-Midnight Rule.

PULMONARY
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COMMUNITY-ACQUIRED PNEUMONIA (CAP)

ICD-10-CM: J13, J14, J15.0 (pneumonia due to Klebsiella pneumoniae), J15.1 (pneumonia due to Pseudomonas), J15.20 (pneumonia
due to staphylococcus unspecified), J15.211 (pneumonia due to MSSA), J15.212 (pneumonia due to MRSA), J15.29 (pneumonia due
to other staphylococcus), J15.3 (pneumonia due to streptococcus group B), J15.4 (pneumonia due to other streptococci), J15.5
(pneumonia due to Escherichia coli), J15.6 (pneumonia due to other Gram-negative bacteria), J15.7 (pneumonia due to Mycoplasma
pneumoniae), J15.8 (pneumonia due to other specified bacteria), J15.9 (unspecified bacterial pneumonia), J18.0, J18.1, J18.8, J18.9,
J12.0-J12.9 (viral), J69.0 (aspiration)

A. ADMISSION CRITERIA — Severity of lliness (Sl) / Intensity of Service (IS)
SEVERITY OF ILLNESS (SI) — Must meet =1:

CURB-65 score =3 (Confusion, Urea >7 mmol/L [BUN >19], RR =30, BP <90/60, age =65)
PSI/PORT Score Class IV (91-130) or Class V (>130)

Sp02 <90% on room air or Pa02 <60 mmHg

Respiratory rate =30 breaths/min

SBP <90 mmHg or DBP <60 mmHg

Heart rate >125 bpm

Temperature <35°C or >40°C

Altered mental status/confusion (new from baseline)

Multilobar infiltrates on chest imaging

WBC <4,000 or >30,000/mm?

BUN >20 mg/dL or Cr >1.5 (renal involvement)

Lactate >2 mmol/L

Pleural effusion (complicated parapneumonic or empyema)

Immunocompromised (HIV, transplant, active chemotherapy, chronic steroids >10mg/day)

INTENSITY OF SERVICE (IS) — Must meet =1:

IV antibiotics (cannot tolerate or failing oral antibiotics)
Supplemental 02 =4L NC or HFNC or NIV or mechanical ventilation
IV fluid resuscitation for hemodynamic instability

ICU-level care for: septic shock, mechanical ventilation, vasopressors
Thoracentesis or chest tube for complicated effusion/empyema

B. OBSERVATION vs INPATIENT DECISION MATRIX
INPATIENT if =1:

CURB-65 =3 OR PSI Class IV-V

Sp02 <90% on RA or requiring >4L 02

Hemodynamic instability (SBP <90 or requiring IV fluids/vasopressors)
Unable to tolerate oral medications/fluids

Immunocompromised

Multilobar disease or rapidly progressing infiltrates

Complicated parapneumonic effusion or empyema

ICU if =1 MAJOR or =3 MINOR ATS/IDSA criteria: Major: mechanical ventilation, vasopressors for septic shock Minor: RR =30,
Pa02/Fi02 =250, multilobar, confusion, BUN =20, WBC <4K, platelets <100K, temp <36°C, hypotension requiring fluids

OBSERVATION if ALL:

CURB-65 = 2 OR PSI Class IlI

Sp02 90-94% on =2L NC and improving

SBP >90 without IV fluid requirement
Tolerating oral antibiotics and fluids

Expected improvement and discharge <48 hrs

OUTPATIENT if ALL:

CURB-65 0-1 AND PSI Class I-11
Sp02 =94% on RA, vital signs stable, tolerating oral

C. CONTINUED STAY / CONCURRENT REVIEW
REVIEW INTERVAL: Every 24 hours (ICU every 12 hours)
DAY 1-2:
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e Blood cultures obtained before antibiotics (if not done in ED)

e Sputum culture if productive cough and not yet obtained

e Empiric antibiotics per ATS/IDSA CAP guidelines: non-ICU (ceftriaxone + azithromycin or respiratory fluoroquinolone); ICU
(ceftriaxone + azithromycin + consider MRSA coverage if risk factors)

e Procalcitonin to guide antibiotic duration

e Clinical improvement assessment: fever trending down? WBC improving? SpO2 improving?

e MRSA nasal screen if MRSA risk (prior MRSA, IV drug use, recent hospitalization)

DAY 3 (Critical Decision Point):
e Clinical improvement expected by 48-72 hrs: afebrile, HR <100, RR <24, Sp0O2 >90% on RA, tolerating oral, mentation at
baseline
o |F IMPROVING: transition IV to oral antibiotics (switch criteria: afebrile =24 hrs, HR <100, RR <24, SpO2 >90%, tolerating PO)

e |[F NOT IMPROVING: broaden antibiotics, repeat imaging (CT chest), consider bronchoscopy, evaluate for
empyema/abscess/resistant organism/alternative diagnosis

DAY 4-5+: CONTINUED STAY JUSTIFIED IF:

e Not meeting IV-to-oral switch criteria

e Empyema or lung abscess requiring drainage and IV antibiotics

e Respiratory failure not resolving (still on 02 >4L or NIV/ventilator)

e Sepsis/septic shock not resolved

e Unable to tolerate oral antibiotics

e Alternative/additional diagnosis identified requiring inpatient workup (cancer, PE, TB)

D. DISCHARGE CRITERIA — Safe Transition to Next Level of Care
ALL of the following met (IV-to-PO Switch + Discharge Criteria):

e Afebrile (T <37.8°C) for =24 hours

e HR <100 bpm

e RR <24 breaths/min

e Sp0O2 >90% on room air (or baseline 02 requirement)

e SBP >90 mmHg without IV fluids

e Mental status at baseline

e Tolerating oral medications and fluids

e WBC trending toward normal (need not be normal at discharge)

e Appropriate oral antibiotic regimen prescribed

e Total antibiotic duration determined: minimum 5 days per ATS/IDSA 2019 (procalcitonin-guided acceptable; stop if afebrile =48
hrs and =1 sign of instability)

e Follow-up CXR at 6-8 weeks recommended for smokers, age >50 (rule out underlying mass)

e Follow-up PCP/pulmonology 1-2 weeks

TRANSITION TO:

e Home: majority once oral switch criteria met
e SNF: if deconditioning, O2-dependent (new), unable to manage oral medications independently
¢ Home Health: if 02 management needed, medication oversight

E. EVIDENCE SOURCES — Clinical Guidelines Used for Criteria Development

1. ATS/IDSA Guideline for CAP. Metlay JP, et al. Am ] Respir Crit Care Med. 2019;200:e45-e67. 2. CURB-65 Score. Lim WS, et al.
Thorax. 2003;58:377-382. 3. PSI/PORT Score. Fine MJ, et al. NEJM. 1997,;336:243-250. 4. Procalcitonin-Guided Antibiotic
Duration. Schuetz P, et al. Cochrane Database. 2017;10:CD007498.

F. MS-DRG CROSSWALK & REVENUE CODES

MS-DRG CROSSWALK:

e DRG 177-179: Respiratory Infections & Inflammations w MCC/CC/w/o (RW ~2.15/1.41/1.03)
e DRG 193-195: Simple Pneumonia & Pleurisy w MCC/CC/w/o (RW ~1.46 / 0.99/0.72)
e DRG 207-208: Respiratory System Diagnosis w Ventilator Support (if intubated)
REVENUE CODES:
e 0120: Room & Board | 0200: ICU (if severe/ventilated) | 0250: Pharmacy (IV antibiotics)
e 0300: Lab (cultures, procalcitonin, CBC) | 0320: Radiology (CXR) | 0350: CT Chest
e 0410: Respiratory Services (02, nebulizers, ventilator) | 0636: Drugs
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G.

GOAL LENGTH OF STAY (UNCOMPLICATED CASE)

Goal LOS: 3-5 days Source: Curative Appendix A; ATS/IDSA 2019 CAP Guideline

H.

LEVEL OF CARE (LOC) GRID — PUBLIC-SOURCE STANDARDIZED CRITERIA

ICU: Mechanical ventilation, high-flow >50 LPM/FiO2 >60% with rising work of breathing, BiPAP failure, hemodynamic instability,
septic shock, severe asthma with rising CO-.

Stepdown (Telemetry/PCU): BiPAP/HFNC requirement, frequent nebulizers (q1-2h), pulmonary hypertension on IV therapy, post-
bronchoscopy with significant disease, large pneumothorax with chest tube.

Med-Surg: Stable on =4 L NC or room air with monitoring, IV antibiotics, nebulizers q4-6h, chest tube without persistent leak.
Observation: Mild-moderate exacerbation with rapid response to bronchodilator/steroid, oxygen requirement <2 L baseline, no
comorbid sepsis or hypercapnia.

Post-Acute (SNF/IRF/LTAC): Pulmonary rehab eligible but home unsafe; LTAC for vent weaning >21 days; SNF for skilled IV
antibiotic completion when home unsafe.

Home (with/without HHA): SpO2 =90% on room air or stable home Oz, afebrile =24h, tolerating oral antibiotics/steroids, follow-up
pulmonology or PCP in 1-2 weeks.

LOC Grid Sources: ATS/IDSA 2019 CAP Guideline; GOLD 2024 Report; GINA 2024 Strategy; BTS Pleural Disease Guideline 2023.

I. EXTENDED STAY CRITERIA & GUIDANCE

When Goal LOS is exceeded, continued inpatient stay requires documentation of ONE OR MORE of the following medical-necessity
triggers. Document the specific trigger, the clinical evidence supporting it, and the targeted intervention plan.

Persistent hypoxia or hypercapnia requiring continued NIV/HFNC beyond Goal LOS

New positive respiratory culture requiring antibiotic escalation (MRSA, Pseudomonas, fungal)
Persistent air leak (>5 days) from chest tube requiring further intervention

Empyema requiring continued IV antibiotics, tPA/DNase, or VATS decortication

Acute exacerbation overlapping with another acute process (pneumonia + CHF + AKI)
Failure to tolerate weaning of supplemental Oz to home baseline

Extended Stay Sources: Sources: ATS/IDSA 2019 CAP Guideline; GOLD 2024; BTS Pleural Disease 2023.

COPD ACUTE EXACERBATION
ICD-10-CM: J44.0 (COPD with acute lower respiratory infection), J44.1 (COPD with acute exacerbation)

A. ADMISSION CRITERIA — Severity of lliness (Sl) / Intensity of Service (IS)
SEVERITY OF ILLNESS (SI) — Must meet =2:

Increased dyspnea beyond baseline (unable to speak in full sentences, accessory muscle use, tripod positioning)
Sp0O2 <88% on room air or <90% on usual home 02

Respiratory rate >28 breaths/min

PaCO2 >50 mmHg or pH <7.35 (acute respiratory acidosis)

Pa02 <55 mmHg on room air

New or worsening bilateral wheezing with poor air movement
Altered mental status (CO2 narcosis, drowsiness, confusion)

Heart rate >110 bpm

Unable to eat, drink, or sleep due to dyspnea

FEV1 <30% predicted (if known, indicating severe COPD at baseline)
Significant comorbidity (CHF, CAD, renal failure, liver disease)

INTENSITY OF SERVICE (IS) — Must meet =1:

Continuous nebulized bronchodilators (albuterol + ipratropium ql-4h)

Systemic corticosteroids (prednisone 40mg or methylprednisolone 1V)

Supplemental O2 titrated to SpO2 88-92% (controlled O2 to avoid CO2 retention)

NIV (BiPAP) for acute hypercapnic respiratory failure (pH <7.35, PaCO2 >45)

Mechanical ventilation for respiratory failure not responding to NIV

ABG monitoring g4-6h for hypercapnic patients

IV antibiotics (if purulent sputum and =2 of: increased dyspnea, increased sputum volume, increased sputum purulence)
Continuous monitoring (pulse oximetry, telemetry if arrhythmia)

OBSERVATION vs INPATIENT DECISION MATRIX

INPATIENT if =1:
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Respiratory acidosis (pH <7.35, PaCO2 >50)

Altered mental status

Requiring NIV (BiPAP) or mechanical ventilation

Sp0O2 <88% on usual 02 or not improving with initial bronchodilators
Unable to tolerate oral medications

Significant comorbidity exacerbation (HF, pneumonia, PE)
Inadequate home support/unable to manage at home

OBSERVATION if ALL:

Moderate exacerbation responding to ED bronchodilator treatment

Sp02 88-92% on =2-3L NC (stable)

No respiratory acidosis (pH >7.35)

Alert and oriented, able to tolerate oral

Expected to respond to steroids + bronchodilators and discharge <48 hrs

OUTPATIENT if ALL:

Mild exacerbation (increased dyspnea/sputum but SpO2 =92%, no respiratory distress)
PEF/FEV1 >50% predicted after initial treatment
Able to manage at home with increased bronchodilator use + oral prednisone

C. CONTINUED STAY / CONCURRENT REVIEW
REVIEW INTERVAL: Every 24 hours (ICU every 12 hours if on NIV/ventilator)
DAY 1:

ABG if initial pH <7.35 or hypercapnic (repeat at 1-2 hrs post-NIV initiation, then g6-12h)

Bronchodilator response documented (subjective + Sp02)

Steroid initiated (prednisone 40mg/day x 5 days per GOLD 2024 — no taper needed)

Antibiotics if indicated (azithromycin or doxycycline x 5 days; amoxicillin-clavulanate if frequent exacerbations)
CXR to rule out pneumonia, CHF, pneumothorax

If on NIV: reassess at 1-2 hrs — if pH improving and RR decreasing, continue; if not improving, consider intubation

DAY 2-3:

Transition from continuous to g4h nebulizers if improving

SpO2 stable 88-92% on <2-3L NC

Weaning NIV: daytime NIV holiday if SpO2 and pH stable off BiPAP
Ambulation with SpO2 monitoring (6-minute walk test when able)
Transition nebulizers to MDI (metered dose inhaler) with spacer
Inhaler technique education

Home 02 evaluation if new O2 requirement persists

CONTINUED STAY >3 DAYS JUSTIFIED IF:

D.

Persistent respiratory acidosis or NIV dependence

Recurrent bronchospasm on g4h nebulizers

New complication (pneumothorax, PE, pneumonia, HF)

Unable to wean supplemental O2 to manageable level for discharge setting
Medication adjustment (initiating new controller therapy: LAMA/LABA)

DISCHARGE CRITERIA — Safe Transition to Next Level of Care

ALL of the following met:

Curative Health Plan — Master Inpatient Criteria v2.0 (Internal Use Only) Section A -

Sp02 88-92% on =2-3L NC (or baseline home 02) for =12 hours

Bronchodilator frequency =g4h (can transition to home nebulizer or MDI)

pH >7.35, PaCO2 at patient's baseline (if initial hypercapnia)

Off NIV for =24 hours (if used)

Able to ambulate at baseline level without significant desaturation (<88%)

Able to eat/drink, sleep without respiratory distress

Tolerating oral medications

Steroid course prescribed (remaining days of 5-day course)

Inhaler regimen optimized per GOLD guidelines (LAMA + LABA = ICS based on eosinophils/exacerbation history)
Inhaler technique confirmed

Home 02 ordered if new requirement (qualifying ABG or SpO2 =88% on RA at rest or with ambulation)
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e Action plan for future exacerbations provided

e Smoking cessation counseling documented (if current smoker)
e Pulmonology or PCP follow-up within 2 weeks

e Pulmonary rehabilitation referral

TRANSITION TO:
¢ Home: majority once nebulizer frequency =q4h and SpO2 stable

¢ Home Health: if new home 02, nebulizer management assistance, medication oversight
o SNF: if significant deconditioning, new 02 dependence with inability to manage at home, complex comorbidities

E. EVIDENCE SOURCES — Clinical Guidelines Used for Criteria Development

1. GOLD Report 2024: Global Strategy for COPD. https://goldcopd.org/ 2. REDUCE Trial (5-day steroid). Leuppi JD, et al. JAMA.
2013;309:2223-2231. 3. BTS Guideline for NIV. Davidson AC, et al. Thorax. 2016;71:iil1-ii35. 4. CMS Home Oxygen Qualifying
Criteria. CMS NCD 240.2.

F. MS-DRG CROSSWALK & REVENUE CODES
MS-DRG CROSSWALK:

e DRG 190: COPD w MCC (RW ~1.35)

e DRG 191: COPD w CC (RW ~0.96)

e DRG 192: COPD w/o CC/MCC (RW ~0.72)

e DRG 207-208: If ventilator support required

REVENUE CODES:

e 0120: Room & Board | 0200: ICU (if BiPAP/ventilator) | 0250: Pharmacy (steroids, bronchodilators)
e 0300: Lab (ABG, CBC) | 0320: Radiology (CXR) | 0410: Respiratory Services (02, nebs, BiPAP)

G. GOAL LENGTH OF STAY (UNCOMPLICATED CASE)
Goal LOS: 3-5 days Source: Curative Appendix A; GOLD 2024 Report

H. LEVEL OF CARE (LOC) GRID — PUBLIC-SOURCE STANDARDIZED CRITERIA

e |CU: Mechanical ventilation, high-flow >50 LPM/FiO2 >60% with rising work of breathing, BiPAP failure, hemodynamic instability,
septic shock, severe asthma with rising COa.

e Stepdown (Telemetry/PCU): BiPAP/HFNC requirement, frequent nebulizers (q1l-2h), pulmonary hypertension on IV therapy, post-
bronchoscopy with significant disease, large pneumothorax with chest tube.

e Med-Surg: Stable on =4 L NC or room air with monitoring, IV antibiotics, nebulizers q4-6h, chest tube without persistent leak.

e Observation: Mild-moderate exacerbation with rapid response to bronchodilator/steroid, oxygen requirement <2 L baseline, no
comorbid sepsis or hypercapnia.

e Post-Acute (SNF/IRF/LTAC): Pulmonary rehab eligible but home unsafe; LTAC for vent weaning >21 days; SNF for skilled IV
antibiotic completion when home unsafe.

e Home (with/without HHA): SpO2 =90% on room air or stable home Oz, afebrile =24h, tolerating oral antibiotics/steroids, follow-up
pulmonology or PCP in 1-2 weeks.

LOC Grid Sources: ATS/IDSA 2019 CAP Guideline; GOLD 2024 Report; GINA 2024 Strategy; BTS Pleural Disease Guideline 2023.

I. EXTENDED STAY CRITERIA & GUIDANCE

When Goal LOS is exceeded, continued inpatient stay requires documentation of ONE OR MORE of the following medical-necessity
triggers. Document the specific trigger, the clinical evidence supporting it, and the targeted intervention plan.

e Persistent hypoxia or hypercapnia requiring continued NIV/HFNC beyond Goal LOS

o New positive respiratory culture requiring antibiotic escalation (MRSA, Pseudomonas, fungal)
e Persistent air leak (>5 days) from chest tube requiring further intervention

¢ Empyema requiring continued IV antibiotics, tPA/DNase, or VATS decortication

e Acute exacerbation overlapping with another acute process (pneumonia + CHF + AKI)

e Failure to tolerate weaning of supplemental Oz to home baseline

Extended Stay Sources: Sources: ATS/IDSA 2019 CAP Guideline; GOLD 2024; BTS Pleural Disease 2023.

ACUTE RESPIRATORY FAILURE
ICD-10-CM: J96.00, J96.01, J96.02 (hypoxemic), J96.10, J96.11, J96.12 (hypercapnic), J96.20, J96.21, ]96.22 (combined), J80 (ARDS)

A. ADMISSION CRITERIA — Severity of lliness (Sl) / Intensity of Service (IS)
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SEVERITY OF ILLNESS (SI) — Must meet =1:
e Pa02 <60 mmHg on room air or Sp0O2 <90% on room air (hypoxemic failure)
e PaCO2 >50 mmHg with pH <7.35 (hypercapnic failure)
e Pa02/FiO2 ratio =300 (ALI) or =200 (ARDS per Berlin criteria)
e Respiratory rate >30 or <8 breaths/min
e Accessory muscle use, paradoxical breathing, or diaphoresis
o Bilateral opacities on CXR not fully explained by effusions/atelectasis (ARDS)
e Altered mental status from hypoxemia or hypercapnia
e Cyanosis

INTENSITY OF SERVICE (IS) — Must meet =1:

e High-flow nasal cannula (HFNC) =30L/min with FiO2 >40%

e Non-invasive ventilation (BiPAP/CPAP)

e Mechanical ventilation (intubation)

e Continuous pulse oximetry and/or ABG monitoring

e |CU-level monitoring and staffing

e Prone positioning for ARDS (P/F <150)

e Neuromuscular blockade for ventilator dyssynchrony in severe ARDS
e ECMO evaluation for refractory hypoxemia (P/F <80 for >6 hrs)

B. OBSERVATION vs INPATIENT DECISION MATRIX

ALWAYS INPATIENT — All acute respiratory failure requires inpatient admission
e [CU if: mechanical ventilation, HFNC >40L, BiPAP with persistent hypoxemia, vasopressor requirement, ARDS
e Step-down/Med-Surg if: supplemental 02 =6L NC, stable, resolving etiology

No observation status for true respiratory failure

C. CONTINUED STAY / CONCURRENT REVIEW

REVIEW INTERVAL: Every 12 hours (ICU); Every 24 hours (step-down)

ICU DAY 1-3:
e Etiology identified and treated (pneumonia - antibiotics; HF — diuretics; COPD - bronchodilators; PE = anticoagulation)
e Ventilator settings: lung-protective strategy for ARDS (Vt 6-8 mL/kg IBW, Pplat <30 cm H20, PEEP per ARDSNet table)
e P/F ratio trend: improving? worsening?

e Daily SBT (spontaneous breathing trial) when: FiO2 =40%, PEEP <8, hemodynamically stable, no vasopressors, adequate
mentation

e Prone positioning 16 hrs/day for moderate-severe ARDS (P/F <150)
e Fluid balance: conservative strategy for ARDS (target CVP <4 or net even-to-negative)

ICU DAY 4-7:
e |f extubated: monitor for re-intubation (8-15% re-intubation rate within 48 hrs)
o |[f still intubated: daily SBT attempts, weaning protocol, tracheostomy discussion at day 7-10 if unable to wean
e PT/OT early mobilization (even if intubated, when hemodynamically stable)
o Nutrition: enteral feeding initiated within 24-48 hrs of ICU admission
CONTINUED ICU STAY >7 DAYS JUSTIFIED IF:
e Still requiring mechanical ventilation (tracheostomy evaluation)
e ECMO
e Recurrent respiratory failure after extubation
e Ongoing vasopressor requirement
e Multiorgan failure

D. DISCHARGE CRITERIA — Safe Transition to Next Level of Care
ICU = STEP-DOWN CRITERIA:

e FiO2 =40% (or =6L NC) with Sp02 >92%

e PEEP =8 or off ventilator

¢ Hemodynamically stable off vasopressors =24 hrs

e No active hemorrhage

e Adequate mentation (GCS =13 or at baseline)

STEP-DOWN - DISCHARGE CRITERIA:
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e Sp0O2 >90% on =4L NC (or manageable home 02 level)
e Respiratory rate <24 at rest
e Underlying etiology treated and resolving
e Stable on current O2 for =24 hours without increase
e Ambulatory with acceptable desaturation (=88% with exertion)
e Able to manage 02 equipment at home (if new requirement)
e Follow-up pulmonology within 2 weeks
e Home 02 ordered with qualifying ABG/SpO2 documentation
TRANSITION TO:
e LTAC: if ventilator-dependent >21 days (prolonged mechanical ventilation)
e SNF (ventilator-capable): if tracheostomy with ventilator weaning protocol
e SNF: if deconditioning, O2-dependent, skilled nursing needs
¢ Home with Home Health: if stable on 02, can manage with support

E. EVIDENCE SOURCES — Clinical Guidelines Used for Criteria Development

1. Berlin Definition of ARDS. ARDS Definition Task Force. JAMA. 2012;307:2526-2533. 2. ARDSNet Low Tidal Volume Ventilation.
Brower RG, et al. NEJM. 2000;342:1301-1308. 3. PROSEVA Trial (Prone Positioning). Guerin C, et al. NEJM. 2013;368:2159-
2168. 4. ACURASYS Trial (Neuromuscular Blockade). Papazian L, et al. NEJM. 2010;363:1107-1116. 5. ATS/ACCP Clinical
Practice Guideline: Liberation from Mechanical Ventilation. Ouellette DR, et al. Chest. 2017;151:166-180. 6. EOLIA Trial
(ECMO). Combes A, et al. NEJM. 2018;378:1965-1975.

F. MS-DRG CROSSWALK & REVENUE CODES

MS-DRG CROSSWALK:
e DRG 207: Respiratory System Diagnosis w Ventilator Support =96 hrs (RW ~5.36)
o DRG 208: Respiratory System Diagnosis w Ventilator Support <96 hrs (RW ~3.14)
e DRG 189: Pulmonary Edema & Respiratory Failure (RW ~1.43)
e DRG 003-004: ECMO or Tracheostomy w MCC/w/o (RW ~18.86 / 10.54)

REVENUE CODES:

e 0200: ICU | 0410: Respiratory Services (ventilator, HFNC, BiPAP)
e 0250: Pharmacy | 0300: Lab (ABG q4-6h) | 0636: Drugs (sedation, paralytics)

G. GOAL LENGTH OF STAY (UNCOMPLICATED CASE)
Goal LOS: 3-21 days Source: Curative Appendix A (variable based on ventilator days); CMS MS-DRG 207-208

H. LEVEL OF CARE (LOC) GRID — PUBLIC-SOURCE STANDARDIZED CRITERIA

e |CU: Mechanical ventilation, high-flow >50 LPM/FiO2 >60% with rising work of breathing, BiPAP failure, hemodynamic instability,
septic shock, severe asthma with rising CO-.

e Stepdown (Telemetry/PCU): BiPAP/HFNC requirement, frequent nebulizers (q1-2h), pulmonary hypertension on IV therapy, post-
bronchoscopy with significant disease, large pneumothorax with chest tube.

e Med-Surg: Stable on =4 L NC or room air with monitoring, IV antibiotics, nebulizers g4-6h, chest tube without persistent leak.

e Observation: Mild-moderate exacerbation with rapid response to bronchodilator/steroid, oxygen requirement <2 L baseline, no
comorbid sepsis or hypercapnia.

e Post-Acute (SNF/IRF/LTAC): Pulmonary rehab eligible but home unsafe; LTAC for vent weaning >21 days; SNF for skilled IV
antibiotic completion when home unsafe.

e Home (with/without HHA): SpO2 =90% on room air or stable home Oz, afebrile =24h, tolerating oral antibiotics/steroids, follow-up
pulmonology or PCP in 1-2 weeks.

LOC Grid Sources: ATS/IDSA 2019 CAP Guideline; GOLD 2024 Report; GINA 2024 Strategy; BTS Pleural Disease Guideline 2023.

I. EXTENDED STAY CRITERIA & GUIDANCE

When Goal LOS is exceeded, continued inpatient stay requires documentation of ONE OR MORE of the following medical-necessity
triggers. Document the specific trigger, the clinical evidence supporting it, and the targeted intervention plan.

e Persistent hypoxia or hypercapnia requiring continued NIV/HFNC beyond Goal LOS

e New positive respiratory culture requiring antibiotic escalation (MRSA, Pseudomonas, fungal)

e Persistent air leak (>5 days) from chest tube requiring further intervention

o Empyema requiring continued IV antibiotics, tPA/DNase, or VATS decortication

e Acute exacerbation overlapping with another acute process (pneumonia + CHF + AKI)

e Failure to tolerate weaning of supplemental Oz to home baseline
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Extended Stay Sources: Sources: ATS/IDSA 2019 CAP Guideline; GOLD 2024; BTS Pleural Disease 2023.

ASTHMA — SEVERE ACUTE EXACERBATION
ICD-10-CM: J45.21, |45.22, J45.31, J45.32, J45.41, J45.42, |45.51, }45.52, }45.901, J45.902

A. ADMISSION CRITERIA — Severity of lliness (Sl) / Intensity of Service (IS)
SEVERITY OF ILLNESS (SI) — Must meet =1:

e Severe: PEF 25-50% predicted, RR >30, HR >120, unable to complete sentences, accessory muscle use, SpO2 90-95%

o Life-threatening: PEF <25% predicted, SpO2 <92%, silent chest, cyanosis, poor respiratory effort, altered consciousness,
bradycardia

e Near-fatal: PaCO2 >45 (rising CO2 = impending respiratory failure), requiring intubation
e Not responding to initial ED treatment: persistent wheeze/dyspnea after 3 nebulizer treatments (1 hour)

INTENSITY OF SERVICE (IS) — Patient must require =1 of the following services that can ONLY be provided in an inpatient setting:

e Continuous nebulization (albuterol 10-15mg/hr) or g1h intermittent nebulization

e Systemic corticosteroids (methylprednisolone 125mg IV or prednisone 40-60mg PO)

e |V magnesium sulfate 2g for severe/life-threatening (smooth muscle relaxation, not responding to bronchodilators)
e |pratropium bromide added to albuterol for severe exacerbation

e Continuous pulse oximetry, ABG if SpO2 <92% or rising CO2 suspected

e Mechanical ventilation or NIV for respiratory failure

e Epinephrine 0.3mg IM for anaphylaxis-triggered or near-fatal

B. OBSERVATION vs INPATIENT DECISION MATRIX

INPATIENT if =1: PEF <40% predicted after 3 nebulizers, Sp02 <92%, rising PaCO2, requiring continuous nebulization, ICU for life-
threatening/near-fatal OBSERVATION if: PEF 40-70% after treatment, SpO2 92-95%, improving but not ready for g4h
bronchodilators, expected DC <48 hrs DISCHARGE FROM ED if: PEF >70% predicted, SpO2 >95%, symptom-free on g4h
bronchodilators, can use MDI with spacer

C. CONTINUED STAY / CONCURRENT REVIEW

REVIEW INTERVAL: Every 12 hours (ICU); Every 24 hours (floor)

DAY 1: Nebulizer frequency trend (qlh—-qg2h—-qg4h), PEF measurements q6-12h, corticosteroids continued (5-7 day burst), trigger
identification (infection, allergen, GERD, medication non-compliance) DAY 2-3: Transition to MDI with spacer, PEF >70% sustained,
controller medications reviewed/optimized per GINA step-up (ICS, LABA, LTRA, biologic assessment for severe persistent)
CONTINUED STAY IF: Cannot space nebulizers to g4h, persistent SpO2 <92%, intubated, complicating pneumonia/pneumothorax

D. DISCHARGE CRITERIA — Safe Transition to Next Level of Care
e PEF >70% predicted and stable =12 hrs on g4h MDI/nebulizer
e Sp0O2 >94% on room air, RR <22
e Able to speak in full sentences, no accessory muscle use
e Tolerating oral medications
e Prednisone burst prescribed (40mg/day x 5-7 days, no taper needed per GINA 2024)
e Controller inhaler prescribed/optimized (ICS at minimum; step-up per severity)
e Inhaler technique confirmed, spacer provided
e Asthma action plan provided (green/yellow/red zones)
e Trigger avoidance counseling, smoking cessation if applicable
e PCP/pulmonology/allergy follow-up within 1-2 weeks

TRANSITION TO: Home (nearly all); referral for biologic assessment if =2 severe exacerbations/year
E. EVIDENCE SOURCES — Clinical Guidelines Used for Criteria Development

1. GINA Report 2024: Global Strategy for Asthma Management. https://ginasthma.org/ 2. NAEPP Expert Panel Report 4 (EPR-4).
NHLBI. 2020. 3. BTS/SIGN Guideline for Asthma Management. BTS. 2019 (2024 update). 4. Cochrane Review: IV Magnhesium
for Acute Asthma. Rowe BH, et al. Cochrane Database. 2000;2:CD002163.

F. MS-DRG CROSSWALK & REVENUE CODES
MS-DRG CROSSWALK:

e DRG 202: Bronchitis & Asthma w CC/MCC (RW ~0.98)
e DRG 203: Bronchitis & Asthma w/o CC/MCC (RW ~0.65)
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e DRG 207-208: Resp System Dx w Ventilator Support (if intubated) (RW ~5.36 / 3.14)

REVENUE CODES:
e 0120: Room & Board | 0200: ICU (if intubated/near-fatal)
e 0410: Respiratory Services (continuous nebs, BiPAP, ventilator) | 0250: Pharmacy (albuterol, steroids, Mg)
e 0300: Lab (ABG) | 0320: Radiology (CXR)

G. GOAL LENGTH OF STAY (UNCOMPLICATED CASE)
Goal LOS: 1-3 days Source: Curative Appendix A; GINA 2024 Strategy Report

H. LEVEL OF CARE (LOC) GRID — PUBLIC-SOURCE STANDARDIZED CRITERIA

e |ICU: Mechanical ventilation, high-flow >50 LPM/FiO2 >60% with rising work of breathing, BiPAP failure, hemodynamic instability,
septic shock, severe asthma with rising CO-.

e Stepdown (Telemetry/PCU): BiPAP/HFNC requirement, frequent nebulizers (ql-2h), pulmonary hypertension on IV therapy, post-
bronchoscopy with significant disease, large pneumothorax with chest tube.

e Med-Surg: Stable on =4 L NC or room air with monitoring, IV antibiotics, nebulizers q4-6h, chest tube without persistent leak.

e Observation: Mild-moderate exacerbation with rapid response to bronchodilator/steroid, oxygen requirement <2 L baseline, no
comorbid sepsis or hypercapnia.

e Post-Acute (SNF/IRF/LTAC): Pulmonary rehab eligible but home unsafe; LTAC for vent weaning >21 days; SNF for skilled IV
antibiotic completion when home unsafe.

e Home (with/without HHA): SpO2 =90% on room air or stable home Oz, afebrile =24h, tolerating oral antibiotics/steroids, follow-up
pulmonology or PCP in 1-2 weeks.

LOC Grid Sources: ATS/IDSA 2019 CAP Guideline; GOLD 2024 Report; GINA 2024 Strategy; BTS Pleural Disease Guideline 2023.

I. EXTENDED STAY CRITERIA & GUIDANCE
When Goal LOS is exceeded, continued inpatient stay requires documentation of ONE OR MORE of the following medical-necessity
triggers. Document the specific trigger, the clinical evidence supporting it, and the targeted intervention plan.

e Persistent hypoxia or hypercapnia requiring continued NIV/HFNC beyond Goal LOS

o New positive respiratory culture requiring antibiotic escalation (MRSA, Pseudomonas, fungal)

e Persistent air leak (>5 days) from chest tube requiring further intervention

o Empyema requiring continued IV antibiotics, tPA/DNase, or VATS decortication

e Acute exacerbation overlapping with another acute process (pneumonia + CHF + AKI)

o Failure to tolerate weaning of supplemental Oz to home baseline

Extended Stay Sources: Sources: ATS/IDSA 2019 CAP Guideline; GOLD 2024; BTS Pleural Disease 2023.

PNEUMOTHORAX

ICD-10-CM: J93.0 (spontaneous tension), J93.11 (primary spontaneous), J93.12 (secondary spontaneous), ]93.81-)93.83 (other), J93.9
(unspecified)

A. ADMISSION CRITERIA — Severity of lliness (Sl) / Intensity of Service (IS)
SEVERITY OF ILLNESS (SI) — Must meet =1:
¢ Tension pneumothorax: tracheal deviation, absent breath sounds, hypotension, JVD -» immediate needle decompression then
chest tube
e Large primary spontaneous: >2 cm at apex on upright CXR (or >3 cm per BTS)
e Secondary spontaneous: any size in patient with underlying lung disease (COPD, CF, ILD, cancer)
e Bilateral pneumothorax
e Hemopneumothorax (blood + air in pleural space)
e Mechanically ventilated patient with PTX (high risk of tension)
e Sp02 <92% or significant dyspnea

INTENSITY OF SERVICE (IS) — Patient must require =1 of the following services that can ONLY be provided in an inpatient setting:

e Chest tube (tube thoracostomy) or pigtail catheter placement

e Continuous suction (-20 cmH20) or water seal

e Supplemental 02 (high-flow increases PTX reabsorption rate 4x)

e Continuous pulse oximetry, serial CXR

e Surgical consultation (VATS) if: persistent air leak >5-7 days, recurrent PTX (2nd ipsilateral), bilateral, hemothorax

B. OBSERVATION vs INPATIENT DECISION MATRIX
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INPATIENT if: chest tube/pigtail placed, secondary spontaneous (any size), bilateral, hemopneumothorax, tension, mechanically
ventilated OBSERVATION if: small primary spontaneous (<2cm), needle aspiration successful, stable on room air OUTPATIENT if: tiny
primary spontaneous PTX, asymptomatic, SpO2 >96%, follow-up CXR in 2-4 weeks

C. CONTINUED STAY / CONCURRENT REVIEW
REVIEW INTERVAL: Every 24 hours

DAY 1: CXR post-chest tube (lung re-expanded?), air leak assessment (bubbling in water seal chamber), suction vs water seal DAY 2-
3: If no air leak x 24 hrs — trial of water seal. CXR after 6-24 hrs water seal trial: lung remains expanded? — clamp trial then remove
tube. If persistent air leak: continue suction, surgical consultation. DAY 5-7+: Persistent air leak - VATS with bleb resection +
pleurodesis. Autologous blood patch if not surgical candidate. CONTINUED STAY IF: persistent air leak, lung not fully expanded,
surgical intervention planned, secondary PTX with ongoing respiratory compromise

D. DISCHARGE CRITERIA — Safe Transition to Next Level of Care
e Lung fully re-expanded on CXR
e No air leak for =24 hours on water seal or post-clamp trial
e Chest tube removed, post-removal CXR stable
e Sp0O2 >94% on room air, no dyspnea
e Activity restrictions: no flying for 2-6 weeks, no diving (permanent relative contraindication), no heavy lifting or Valsalva x 2
weeks
e Return precautions (sudden dyspnea, chest pain - ED immediately)
e Pulmonology follow-up 2-4 weeks with CXR

TRANSITION TO: Home (majority)
E. EVIDENCE SOURCES — Clinical Guidelines Used for Criteria Development

1. ACCP Guideline: Spontaneous Pneumothorax. Baumann MH, et al. Chest. 2001;119:590-602. 2. BTS Guideline for Spontaneous
Pneumothorax. MacDuff A, et al. Thorax. 2010;65(Suppl 2):ii18-ii31. 3. PSP Trial (Conservative vs Interventional). Brown SGA,
et al. NEJM. 2020;382:405-415.

F. MS-DRG CROSSWALK & REVENUE CODES
MS-DRG CROSSWALK:
e DRG 163: Major Chest Procedures w MCC (RW ~4.71) — if VATS/thoracotomy
o DRG 164: Major Chest Procedures w CC (RW ~2.60)
e DRG 165: Major Chest Procedures w/o CC/MCC (RW ~1.81)
o DRG 204: Respiratory Signs & Symptoms (RW ~0.82) — if managed w chest tube only
e DRG 186: Pleural Effusion w MCC (RW ~1.53) — may group here

REVENUE CODES:
e 0120: Room & Board | 0360: OR (if VATS) | 0270: Med/Surg Supplies (chest tube, Pleur-Evac)
e 0320: Radiology (serial CXR) | 0300: Lab | 0250: Pharmacy

G. GOAL LENGTH OF STAY (UNCOMPLICATED CASE)
Goal LOS: 2-4 days Source: BTS Pleural Disease Guideline 2023; ACCP

H. LEVEL OF CARE (LOC) GRID — PUBLIC-SOURCE STANDARDIZED CRITERIA

e |CU: Mechanical ventilation, high-flow >50 LPM/FiO2 >60% with rising work of breathing, BiPAP failure, hemodynamic instability,
septic shock, severe asthma with rising CO-.

e Stepdown (Telemetry/PCU): BiPAP/HFNC requirement, frequent nebulizers (q1-2h), pulmonary hypertension on IV therapy, post-
bronchoscopy with significant disease, large pneumothorax with chest tube.

e Med-Surg: Stable on =4 L NC or room air with monitoring, IV antibiotics, nebulizers g4-6h, chest tube without persistent leak.

e Observation: Mild-moderate exacerbation with rapid response to bronchodilator/steroid, oxygen requirement <2 L baseline, no
comorbid sepsis or hypercapnia.

e Post-Acute (SNF/IRF/LTAC): Pulmonary rehab eligible but home unsafe; LTAC for vent weaning >21 days; SNF for skilled IV
antibiotic completion when home unsafe.

e Home (with/without HHA): SpO2 =90% on room air or stable home Oz, afebrile =24h, tolerating oral antibiotics/steroids, follow-up
pulmonology or PCP in 1-2 weeks.

LOC Grid Sources: ATS/IDSA 2019 CAP Guideline; GOLD 2024 Report; GINA 2024 Strategy; BTS Pleural Disease Guideline 2023.

I. EXTENDED STAY CRITERIA & GUIDANCE
When Goal LOS is exceeded, continued inpatient stay requires documentation of ONE OR MORE of the following medical-necessity
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triggers. Document the specific trigger, the clinical evidence supporting it, and the targeted intervention plan.
e Persistent hypoxia or hypercapnia requiring continued NIV/HFNC beyond Goal LOS
¢ New positive respiratory culture requiring antibiotic escalation (MRSA, Pseudomonas, fungal)
e Persistent air leak (>5 days) from chest tube requiring further intervention
¢ Empyema requiring continued IV antibiotics, tPA/DNase, or VATS decortication
e Acute exacerbation overlapping with another acute process (pneumonia + CHF + AKI)
e Failure to tolerate weaning of supplemental Oz to home baseline

Extended Stay Sources: Sources: ATS/IDSA 2019 CAP Guideline; GOLD 2024; BTS Pleural Disease 2023.

ACUTE PANCREATITIS

ICD-10-CM: K85.00-K85.02 (idiopathic), K85.10-K85.12 (biliary), K85.20-K85.22 (alcohol), K85.80-K85.82 (other), K85.90-K85.92
(unspecified)

A. ADMISSION CRITERIA — Severity of lliness (Sl) / Intensity of Service (IS)
SEVERITY OF ILLNESS (SI) — Classify by Revised Atlanta Classification: Mild: No organ failure, no local complications Moderate:
Transient organ failure (<48 hrs) or local complications (necrosis, pseudocyst, fluid collection) Severe: Persistent organ failure >48
hrs (=1 of: PaO2/FiO2 <300, Cr >1.9 or UOP <0.5mL/kg/hr, SBP <90 despite fluids)

e Epigastric/LUQ pain radiating to back, severe (NRS =7/10)

e Lipase >3x upper limit of normal (>180-200 U/L; lipase preferred over amylase)

e CT findings: pancreatic edema, peripancreatic fluid, necrosis (CT severity index)

e BISAP Score =3: BUN >25, Impaired mental status, SIRS =2 criteria, Age >60, Pleural effusion (predicts severity; mortality 22%

if =3)
e SIRS criteria present at admission (=2 of: T >38 or <36, HR >90, RR >20, WBC >12K or <4K)
e Hematocrit >44% or BUN >22 (hemoconcentration = predicted severity per HAPS)

INTENSITY OF SERVICE (IS) — Patient must require =1 of the following services that can ONLY be provided in an inpatient setting:

e Aggressive IV fluid resuscitation: Lactated Ringer's preferred, 1.5mL/kg/hr initially, reassess at 6 hrs (goal: decreased BUN,
adequate UOP)

e |V opioid analgesia (hydromorphone or fentanyl preferred; morphine acceptable despite historical Sphincter of Oddi concern —
ACG 2024 does not restrict morphine)

e NPO initially until pain improving, nausea resolved; then early oral feeding (within 24 hrs if tolerated — does NOT require NPO
until lipase normalizes per ACG 2024)

e ERCP within 24 hrs if: cholangitis (fever + jaundice + RUQ pain), OR CBD stone with biliary obstruction on imaging

e [CU for: organ failure, necrotizing pancreatitis, hemodynamic instability

B. OBSERVATION vs INPATIENT DECISION MATRIX

INPATIENT if =1: inability to tolerate oral intake, severe pain requiring IV analgesics, BISAP =3, SIRS criteria, lipase >3x ULN with
imaging findings, organ failure OBSERVATION if ALL: mild pain improving on oral analgesics, tolerating oral diet, lipase only mildly
elevated, no SIRS, BISAP 0-1 NOT INPATIENT: chronic pancreatitis without acute exacerbation, mild lipase elevation without
symptoms

C. CONTINUED STAY / CONCURRENT REVIEW

REVIEW INTERVAL: Every 12 hours (severe/ICU); Every 24 hours (mild-moderate)

DAY 1-2: Fluid resuscitation with BUN and HCT trending at 6, 12, 24 hrs; pain assessment; early oral feeding if pain improving; ERCP
if gallstone pancreatitis with cholangitis/obstruction; Ranson criteria calculated at 48 hrs DAY 3-5: Diet advancement (low-fat solid
diet tolerated?); IV-PO analgesic transition; Gallstone pancreatitis: cholecystectomy during same admission if mild (ACG 2024
strong recommendation) or within 2 weeks DAY 7-14+ (Severe/Necrotizing): CT at 72-96 hrs if not improving (assess for necrosis,
CTSI score); infected necrosis: step-up approach (percutaneous drain - endoscopic necrosectomy

- surgical necrosectomy); nutrition via NJ tube if not tolerating oral

CONTINUED STAY IF: unable to tolerate oral, persistent organ failure, infected necrosis, cholecystectomy planned during admission,
complications (pseudocyst, splenic vein thrombosis, ARDS)

D. DISCHARGE CRITERIA — Safe Transition to Next Level of Care
e Pain controlled on oral analgesics
e Tolerating low-fat solid diet without pain exacerbation
e Lipase trending down (need not be normal at discharge)
* No organ failure, hemodynamically stable
e Afebrile, WBC trending normal
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e [f gallstone pancreatitis: cholecystectomy done during admission (if mild) OR scheduled within 2 weeks

e Alcohol cessation counseling documented (if alcohol-related); AUDIT-C score, brief intervention, referral if indicated
e PCP/GI follow-up 2-4 weeks

o |f severe/necrotizing: Gl/surgery follow-up 1-2 weeks, repeat imaging as scheduled

TRANSITION TO: Home (mild-moderate, majority); SNF if: deconditioning, NJ tube management, wound care post-necrosectomy
E. EVIDENCE SOURCES — Clinical Guidelines Used for Criteria Development

1. ACG Clinical Guideline: Acute Pancreatitis. Tenner S, et al. Am ] Gastroenterol. 2024;119:419-437. 2. Revised Atlanta
Classification. Banks PA, et al. Gut. 2013;62:102-111. 3. BISAP Score. Wu BU, et al. Gut. 2008;57:1698-1703. 4. IAP/APA
Guidelines for Acute Pancreatitis. Working Group IAP/APA. Pancreatology. 2013;13:el-e15. 5. Dutch Pancreatitis Study Group
(Step-Up Approach). van Santvoort HC, et al. NEJM. 2010;362:1491-1502.

F. MS-DRG CROSSWALK & REVENUE CODES
MS-DRG CROSSWALK:

e DRG 405: Pancreas, Liver & Shunt Procedures w MCC (RW ~4.87) — if necrosectomy/drainage
o DRG 438: Disorders of Pancreas Except Malignancy w MCC (RW ~1.76)

e DRG 439: Disorders of Pancreas Except Malignancy w CC (RW ~1.10)

o DRG 440: Disorders of Pancreas Except Malignancy w/o CC/MCC (RW ~0.73)

e DRG 411-413: Cholecystectomy (if gallstone pancreatitis w same-admission CCY)

REVENUE CODES:
e 0120: Room & Board | 0200: ICU (severe/necrotizing) | 0250: Pharmacy (IV fluids, analgesics)
e 0300: Lab (lipase, BMP, CBC, CRP) | 0350: CT A/P | 0750: GI (ERCP if biliary)
e 0360: OR (if necrosectomy/CCY) | 0636: Drugs

G. GOAL LENGTH OF STAY (UNCOMPLICATED CASE)
Goal LOS: 3-7 days Source: Curative Appendix A (mild); 14+ severe; ACG 2013 AP Guideline

H. LEVEL OF CARE (LOC) GRID — PUBLIC-SOURCE STANDARDIZED CRITERIA

e |CU: Massive hemorrhage with hemodynamic instability (=4 U PRBC/6h), vasopressor support, mechanical ventilation, ALF with
grade llI-IV encephalopathy, severe pancreatitis with organ failure (BISAP =3).

e Stepdown (Telemetry/PCU): Active Gl bleed with stable hemodynamics on IV PPI drip, post-endoscopy with high-risk stigmata,
severe pancreatitis without organ failure, hepatic encephalopathy on lactulose titration.

e Med-Surg: Hemodynamically stable, tolerating diet (clears — regular), no transfusion =24h, completing IV antibiotics,
transitioning to oral.

e Observation: Uncomplicated cholecystitis bridging to lap chole within 1-2 midnights; mild pancreatitis with rapid pain control and
PO tolerance.

e Post-Acute (SNF/IRF/LTAC): Decompensated cirrhosis with rehab needs (SNF); LTAC for vent weaning; SNF for skilled nutrition or
wound care.

¢ Home (with/without HHA): Tolerating diet, pain controlled on oral, hemoglobin stable, follow-up Gl/hepatology in 1-2 weeks; HHA
for paracentesis or nutrition support.

LOC Grid Sources: ACG 2021 Upper Gl Bleeding Guideline; ACG 2013 Acute Pancreatitis Guideline; AASLD HE Practice Guideline
2014; Tokyo Guidelines 2018.

I. EXTENDED STAY CRITERIA & GUIDANCE

When Goal LOS is exceeded, continued inpatient stay requires documentation of ONE OR MORE of the following medical-necessity
triggers. Document the specific trigger, the clinical evidence supporting it, and the targeted intervention plan.

e Re-bleeding requiring repeat endoscopy or IR/surgery

e Persistent ileus or intolerance of oral intake requiring TPN initiation

e Worsening pancreatitis with new organ failure or necrosis on imaging

e Decompensated cirrhosis with hepatorenal syndrome or refractory ascites
e New infection (SBP, C. difficile, cholangitis) requiring antibiotics

e Surgical consult and planned intervention pending

Extended Stay Sources: Sources: ACG Practice Guidelines; AASLD Practice Guidance.

PLEURAL EFFUSION (COMPLICATED) / EMPYEMA / MASSIVE HEMOPTYSIS
ICD-10-CM: J86.0, J86.9 (empyema), J90, J91.0, J91.8 (effusion), R04.2, R04.81, R04.89 (hemoptysis)
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A. ADMISSION CRITERIA — Severity of lliness (Sl) / Intensity of Service (IS)

SEVERITY OF ILLNESS (Sl) — Patient must meet =1 of the following: EMPYEMA: v Pleural fluid: purulent, positive Gram stain/culture,
pH <7.2, glucose <40 mg/dL, LDH >1000

e Loculated effusion on CT/US not amenable to simple thoracentesis

e Fever, leukocytosis with parapneumonic effusion
MASSIVE HEMOPTYSIS: v >100-200 mL blood in 24 hours (or any amount causing hemodynamic instability or respiratory
compromise)

e Visible large-volume bright red blood from airway

e Sp02 <90%, respiratory distress, or inability to maintain airway
INTENSITY OF SERVICE (IS) — Patient must require =1 of the following services that can ONLY be provided in an inpatient setting:

e Chest tube (large-bore for empyema; consider image-guided pigtail for loculated collections)

o Intrapleural fibrinolytic therapy (tPA + DNase for loculated empyema per MIST-2 protocol)

e |V antibiotics (empyema)

e VATS or decortication if chest tube/fibrinolytics fail (empyema)

o Hemoptysis: CTA chest - bronchial artery embolization (IR), bronchoscopy (diagnostic + therapeutic), intubation with large ETT
or double-lumen tube for airway protection, bleeding side DOWN

positioning

B. OBSERVATION vs INPATIENT DECISION MATRIX

INPATIENT: All empyema, all massive hemoptysis OBSERVATION: Diagnostic thoracentesis with borderline complicated effusion,
monitoring for 24-48 hrs OUTPATIENT: Simple parapneumonic effusion responding to antibiotics, small hemoptysis with stable
imaging

C. CONTINUED STAY / CONCURRENT REVIEW

REVIEW INTERVAL: Every 24 hours DAY 1-3: Empyema — chest tube output, imaging (US/CT to assess drainage adequacy),
tPA/DNase if loculated (MIST-2: tPA 10mg + DNase 5mg ql12h x 3 days). Hemoptysis — CTA bronchial arteries, IR embolization,
bronchoscopy for source localization. DAY 4-7: Empyema — if no improvement with fibrinolytics: VATS/decortication. Hemoptysis —
if embolization failed: consider surgical resection. CONTINUED STAY IF: Ongoing drainage/irrigation, persistent sepsis, failed
fibrinolytics awaiting VATS, recurrent hemoptysis

D. DISCHARGE CRITERIA — Safe Transition to Next Level of Care

e Empyema: drain output minimal, imaging shows resolved collection, afebrile, WBC normal, oral antibiotics prescribed (total 2-6
weeks)

e Hemoptysis: no recurrence =48 hrs, stable Hgb, hemodynamically stable, etiology identified and treated/addressed

e Follow-up: pulmonology/thoracic surgery 2-4 weeks, repeat imaging 4-6 weeks

TRANSITION TO: Home (majority); SNF if prolonged chest tube/complex wound
E. EVIDENCE SOURCES — Clinical Guidelines Used for Criteria Development

1. ACR/STR/STS Guideline for Empyema. Rahman NM, et al. NEJM. 2011;366:1800-1810 (MIST-2). 2. BTS Guideline for Pleural
Infection. Davies HE, et al. Thorax. 2010;65(Suppl 2):ii41-ii53. 3. ATS/CHEST Practice Guideline: Massive Hemoptysis. Davidson
K, Shojaee S. Chest. 2020;157:1289-1299. 4. ACR Appropriateness: Hemoptysis. ACR. 2023.
F. MS-DRG CROSSWALK & REVENUE CODES
MS-DRG CROSSWALK:

e DRG 186: Pleural Effusion w MCC (RW ~1.53)

e DRG 187: Pleural Effusion w CC (RW ~1.03)

e DRG 188: Pleural Effusion w/o CC/MCC (RW ~0.78)

e DRG 163-165: Major Chest Procedures (if VATS decortication for empyema)
REVENUE CODES:

e 0120: Room & Board | 0270: Supplies (chest tube, drainage kit) | 0350: CT Chest
e 0300: Lab (fluid analysis: protein, LDH, glucose, cell count, culture, cytology)
e 0360: OR (if VATS) | 0250: Pharmacy (IV antibiotics for empyema)

G. GOAL LENGTH OF STAY (UNCOMPLICATED CASE)
Goal LOS: 3-7 days Source: ATS/STS/STR Pleural Disease Guidelines 2018

H. LEVEL OF CARE (LOC) GRID — PUBLIC-SOURCE STANDARDIZED CRITERIA
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e |CU: Mechanical ventilation, high-flow >50 LPM/FiO2 >60% with rising work of breathing, BiPAP failure, hemodynamic instability,
septic shock, severe asthma with rising COa.

e Stepdown (Telemetry/PCU): BiPAP/HFNC requirement, frequent nebulizers (q1l-2h), pulmonary hypertension on IV therapy, post-
bronchoscopy with significant disease, large pneumothorax with chest tube.

e Med-Surg: Stable on =4 L NC or room air with monitoring, IV antibiotics, nebulizers q4-6h, chest tube without persistent leak.

e Observation: Mild-moderate exacerbation with rapid response to bronchodilator/steroid, oxygen requirement <2 L baseline, no
comorbid sepsis or hypercapnia.

e Post-Acute (SNF/IRF/LTAC): Pulmonary rehab eligible but home unsafe; LTAC for vent weaning >21 days; SNF for skilled IV
antibiotic completion when home unsafe.

e Home (with/without HHA): SpO2 =90% on room air or stable home O2, afebrile =24h, tolerating oral antibiotics/steroids, follow-up
pulmonology or PCP in 1-2 weeks.

LOC Grid Sources: ATS/IDSA 2019 CAP Guideline; GOLD 2024 Report; GINA 2024 Strategy; BTS Pleural Disease Guideline 2023.

I. EXTENDED STAY CRITERIA & GUIDANCE

When Goal LOS is exceeded, continued inpatient stay requires documentation of ONE OR MORE of the following medical-necessity
triggers. Document the specific trigger, the clinical evidence supporting it, and the targeted intervention plan.

e Persistent hypoxia or hypercapnia requiring continued NIV/HFNC beyond Goal LOS

e New positive respiratory culture requiring antibiotic escalation (MRSA, Pseudomonas, fungal)

e Persistent air leak (>5 days) from chest tube requiring further intervention

e Empyema requiring continued IV antibiotics, tPA/DNase, or VATS decortication

e Acute exacerbation overlapping with another acute process (pneumonia + CHF + AKI)

e Failure to tolerate weaning of supplemental Oz to home baseline

Extended Stay Sources: Sources: ATS/IDSA 2019 CAP Guideline; GOLD 2024; BTS Pleural Disease 2023.

NEUROLOGICAL

ACUTE ISCHEMIC STROKE

ICD-10-CM: 163.00 (cerebral infarction due to thrombosis of unspecified precerebral artery), 163.011 (cerebral infarction due to
thrombosis of right vertebral artery), 163.012 (left vertebral), 163.013 (bilateral vertebral), 163.019 (unspecified vertebral)
(thrombosis of vertebral artery), 163.02 (thrombosis of basilar artery), 163.031 (cerebral infarction due to thrombosis of right carotid
artery), 163.032 (left carotid), 163.033 (bilateral carotid), 163.039 (unspecified carotid) (thrombosis of carotid artery), 163.09
(thrombosis of other precerebral artery), 163.10 (cerebral infarction due to embolism of unspecified precerebral artery), 163.111-
163.119 (embolism of vertebral arteries), 163.12 (embolism of basilar artery), 163.131-163.139 (embolism of carotid arteries), 163.19
(embolism of other precerebral artery) (cerebral infarction due to embolism of precerebral arteries), 163.20 (cerebral infarction due
to unspecified occlusion of unspecified precerebral artery), 163.211-163.219 (occlusion of vertebral arteries), 163.22 (occlusion of
basilar artery), 163.231-163.239 (occlusion of carotid arteries), 163.29 (occlusion of other precerebral artery) (cerebral infarction due
to unspecified occlusion of precerebral arteries), 163.30 (cerebral infarction due to thrombosis of unspecified cerebral artery),
163.311-163.319 (thrombosis of MCA), 163.321-163.329 (thrombosis of ACA), 163.331-163.339 (thrombosis of PCA), 163.341-163.349
(thrombosis of cerebellar artery), 163.39 (thrombosis of other cerebral artery) (cerebral infarction due to thrombosis of cerebral
arteries), 163.40 (cerebral infarction due to embolism of unspecified cerebral artery), 163.411-163.419 (embolism of MCA), 163.421-
163.429 (embolism of ACA), 163.431-163.439 (embolism of PCA), 163.441-163.449 (embolism of cerebellar artery), 163.49 (embolism of
other cerebral artery) (cerebral infarction due to embolism of cerebral arteries), 163.50 (cerebral infarction due to unspecified
occlusion of unspecified cerebral artery), 163.511-163.519 (occlusion of MCA), 163.521-163.529 (occlusion of ACA), 163.531-163.539
(occlusion of PCA), 163.541-163.549 (occlusion of cerebellar artery), 163.59 (occlusion of other cerebral artery) (cerebral infarction
due to unspecified occlusion of cerebral arteries), 163.6 (cerebral infarction due to cerebral venous thrombosis nonpyogenic), 163.81
(other cerebral infarction due to occlusion of small artery), 163.89 (other cerebral infarction) (other cerebral infarction), 163.9
(cerebral infarction unspecified) (all cerebral infarction codes)

A. ADMISSION CRITERIA — Severity of lliness (Sl) / Intensity of Service (IS)
SEVERITY OF ILLNESS (SI) — Must meet =1:
e Acute focal neurological deficit: hemiparesis/hemiplegia (arm or leg weakness), facial droop, aphasia (expressive or receptive),
dysarthria, visual field cut, neglect, ataxia
e NIHSS score =1 with acute onset (=24 hours from symptom onset or last known well)
e CT head negative for hemorrhage (or positive for ischemic changes)
e CT angiography showing large vessel occlusion (LVO) — ICA, M1/M2, basilar
e MRI DWI positive for acute infarction
e Blood glucose checked and not hypoglycemic (<60 mg/dL) as mimic
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INTENSITY OF SERVICE (IS) — Must meet =1:

IV alteplase (tPA): within 4.5 hours of symptom onset per AHA/ASA criteria

Mechanical thrombectomy: LVO with NIHSS =6 within 24 hours (DAWN/DEFUSE-3 criteria for 6-24 hr window)
Stroke unit or ICU monitoring (neuro checks qlh x 24h post-tPA)

Continuous cardiac monitoring (AF detection protocol)

BP management per protocol: permissive HTN <220/120 if no tPA; <185/110 pre-tPA, <180/105 post-tPA
Dysphagia screening before any PO intake

DVT prophylaxis within 24-48 hrs (SCDs immediately; pharmacologic after 24 hrs if no hemorrhagic conversion)

OBSERVATION vs INPATIENT DECISION MATRIX

ALWAYS INPATIENT — All acute ischemic strokes require inpatient admission

ICU/Stroke unit if: tPA administered, thrombectomy, NIHSS =10, LVO, declining neuro exam
Med/Surg (monitored bed) if: minor stroke (NIHSS 1-4), stable, no tPA/thrombectomy

TIA (Not stroke but often admitted):

INPATIENT if: ABCD2 =4, crescendo TIA, AF detected, carotid stenosis >50%, dual antiplatelet monitoring
OBSERVATION if: ABCD2 =3 with rapid workup available (MRI, carotid US, echo, telemetry within 24 hrs)
OUTPATIENT if: single TIA, low ABCD2, all workup available within 48-72 hrs through stroke clinic

C. CONTINUED STAY / CONCURRENT REVIEW
REVIEW INTERVAL: Every 24 hours (neuro checks qlh x 24 hrs post-tPA, then g4h)
DAY 1 (Acute Phase):

Neuroimaging complete (CT/CTA at minimum; MRI within 24 hrs preferred)

tPA given if within window — monitor for hemorrhagic conversion (repeat CT if neuro decline)

Thrombectomy if LVO — post-procedure monitoring in ICU/NICU

NIHSS documented at baseline, 2hr, 24hr

Dysphagia screen completed before PO (bedside water swallow; SLP formal eval if failed)

Telemetry x =24 hrs for AF detection

Stroke etiology workup initiated: echo (TTE + TEE), carotid imaging, lipid panel, HbAlc, hypercoagulable panel if
young/cryptogenic

Aspirin 325mg within 24-48 hrs (not within 24 hrs of tPA)

Statin high-intensity (atorvastatin 80mg or rosuvastatin 20mg)

DAY 2-3:

NIHSS reassessment (improving, stable, or worsening?)
PT/OT/SLP evaluation initiated
Etiologic workup results reviewed: AF detected? Carotid stenosis? PFO? Cardioembolic source?

Secondary prevention regimen finalized: antiplatelet vs anticoagulation, statin, BP target <130/80 after acute phase

Rehabilitation disposition planning: IRF vs SNF vs home based on functional assessment

DAY 4+: CONTINUED STAY JUSTIFIED IF:

D.

Neurological decline (hemorrhagic conversion, cerebral edema, progressive infarction)

Decompressive hemicraniectomy evaluation (malignant MCA syndrome: age <60, large territory, declining)
Carotid endarterectomy/stenting planned during same admission (within 2 weeks of stroke per guidelines)
Medical complications: aspiration pneumonia, DVT/PE, UTI, seizure

Awaiting rehab bed placement (IRF/SNF)

Heparin bridge for high-risk cardiac source (mechanical valve, intracardiac thrombus)

DISCHARGE CRITERIA — Safe Transition to Next Level of Care

ALL of the following met:
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Neurologically stable: NIHSS stable or improving for =24 hours

No hemorrhagic conversion on follow-up imaging (if tPA/thrombectomy)

Vital signs stable: BP at target (typically <140/90 or <130/80), afebrile, HR stable

Swallowing safe (SLP cleared for appropriate diet) or tube feeding plan in place

Secondary prevention initiated: antiplatelet or anticoagulation, statin, BP medication, diabetes management
DVT prophylaxis plan in place

Rehabilitation disposition determined: IRF, SNF, home with home health, or outpatient based on functional level
Driving restrictions discussed (typically no driving x 1-3 months depending on deficit and state law)
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e Follow-up neurology/stroke clinic 2-4 weeks
e Carotid intervention plan documented if indicated

TRANSITION TO:
o |IRF: moderate-severe deficits, can tolerate 3 hrs/day therapy, realistic goals (most common for moderate stroke)
e SNF: mild-moderate deficits but cannot tolerate IRF intensity, or medical complexity requiring skilled nursing
¢ Home with Home Health: minor deficits, adequate caregiver support, safe home environment
¢ Home with outpatient rehab: mild deficits, independent in basic ADLs

E. EVIDENCE SOURCES — Clinical Guidelines Used for Criteria Development

1. AHA/ASA Guideline for Acute Ischemic Stroke. Powers WJ, et al. Stroke. 2019;50:e344-e418. 2024 update. 2. DAWN Trial
(Extended Thrombectomy). Nogueira RG, et al. NEJM. 2018;378:11-21. 3. DEFUSE-3 Trial. Albers GW, et al. NEJM.
2018;378:708-718. 4. NIHSS Scale. Brott T, et al. Stroke. 1989;20:864-870. 5. AHA/ASA Secondary Prevention. Kleindorfer DO,
et al. Stroke. 2021;52:e364-e467.

F. MS-DRG CROSSWALK & REVENUE CODES
MS-DRG CROSSWALK:
e DRG 061: Acute Ischemic Stroke w Use of Thrombolytic Agent w MCC (RW ~3.68)
o DRG 062: Acute Ischemic Stroke w Use of Thrombolytic Agent w CC (RW ~2.63)
e DRG 063: Acute Ischemic Stroke w Use of Thrombolytic Agent w/o CC/MCC (RW ~2.01)
o DRG 064-066: Intracranial Hemorrhage or Cerebral Infarction w MCC/CC/w/o (RW ~1.89 /1.08 / 0.76)
e DRG 023-027: Craniotomy/Intracranial Procedures (if thrombectomy coded as surgical)

REVENUE CODES:
e 0120: Room & Board | 0200: ICU/Stroke Unit | 0250: Pharmacy (tPA, antiplatelets, statins)
e 0300: Lab | 0350: CT/CTA | 0610-0619: MRI | 0402: Ultrasound (carotid duplex, TTE/TEE)
e 0730: EKG | 0636: Drugs (alteplase — high-cost drug)

G. GOAL LENGTH OF STAY (UNCOMPLICATED CASE)
Goal LOS: 3-7 days Source: Curative Appendix A; AHA/ASA 2019 AIS Guideline

H. LEVEL OF CARE (LOC) GRID — PUBLIC-SOURCE STANDARDIZED CRITERIA

e [CU: NIHSS =20, large vessel occlusion post-tPA/thrombectomy, hemorrhagic conversion, ICP monitoring/EVD, status epilepticus
on continuous infusion, refractory autonomic instability (GBS, autonomic storming in TBI), GCS =8, mechanical ventilation.

e Stepdown (Telemetry/PCU): Continuous neuro checks g2h, BP titration IV = PO, post-tPA monitoring window (=24h),
plasmapheresis/IVIG for GBS/MG, vasospasm window for SAH on triple-H.

e Med-Surg: Neuro exam stable, transitioning to oral medications, swallow evaluation cleared, PT/OT engaged, secondary
prevention initiated.

e Observation: TIA work-up with negative imaging and resolved deficit per ABCD? <4; first uncomplicated seizure with normal
imaging and EEG planned outpatient.

e Post-Acute (SNF/IRF/LTAC): IRF for =3 hours/day of multidisciplinary therapy when patient can tolerate; SNF for skilled care with
lower therapy intensity; LTAC for vent/trach.

e Home (with/without HHA): Ambulating with or without assist, safe swallow, caregiver competent in medications, follow-up
neurology in 1-2 weeks; HHA for PT/OT/ST and skilled nursing.

LOC Grid Sources: AHA/ASA 2019 AIS Guideline; AHA/ASA 2022 ICH and 2023 aSAH Guidelines; AAN 2020 MG; NCS Status
Epilepticus Guidelines 2016; Brain Trauma Foundation 2017 TBI Guidelines.

I. EXTENDED STAY CRITERIA & GUIDANCE

When Goal LOS is exceeded, continued inpatient stay requires documentation of ONE OR MORE of the following medical-necessity
triggers. Document the specific trigger, the clinical evidence supporting it, and the targeted intervention plan.

e Worsening neurologic exam (new deficit, declining GCS, increased ICP)

e Hemorrhagic conversion or expansion of intracranial bleed

e Vasospasm with ischemia requiring HHT or intra-arterial intervention (SAH window through day 14)

o Refractory seizures requiring continuous EEG and second-line antiepileptics

e Aspiration pneumonia or new infection requiring IV antibiotics

e Failure to swallow (NPO) requiring NG or PEG before disposition

o Inability to safely discharge: rehab placement not yet finalized

Extended Stay Sources: Sources: AHA/ASA AIS 2019 / ICH 2022 / aSAH 2023 Guidelines; NCS Status Epilepticus 2016.
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HEMORRHAGIC STROKE — INTRACEREBRAL HEMORRHAGE (ICH) AND SUBARACHNOID
HEMORRHAGE (SAH)

ICD-10-CM: 161.0 (nontraumatic intracerebral hemorrhage in hemisphere subcortical), 161.1 (nontraumatic ICH in hemisphere
cortical), 161.2 (nontraumatic ICH in hemisphere unspecified), 161.3 (nontraumatic ICH in brain stem), 161.4 (nontraumatic ICH in
cerebellum), 161.5 (nontraumatic ICH intraventricular), 161.6 (nontraumatic ICH multiple localized), 161.8 (other nontraumatic ICH),
161.9 (nontraumatic ICH unspecified) (ICH), 160.00 (nontraumatic SAH from unspecified carotid siphon and bifurcation), 160.01 (right
carotid), 160.02 (left carotid) (nontraumatic SAH from carotid siphon and bifurcation), 160.10 (SAH from unspecified MCA), 160.11
(right MCA), 160.12 (left MCA) (SAH from middle cerebral artery), 160.20 (SAH from unspecified anterior communicating artery),
160.21 (right AComm), 160.22 (left AComm) (SAH from anterior communicating artery), 160.30 (SAH from unspecified posterior
communicating artery), 160.31 (right PComm), 160.32 (left PComm) (SAH from posterior communicating artery), 160.4 (SAH from
basilar artery), 160.50 (SAH from unspecified vertebral artery), 160.51 (right vertebral), 160.52 (left vertebral) (SAH from vertebral
artery), 160.6 (SAH from other intracranial arteries), 160.7 (SAH from unspecified intracranial artery), 160.8 (other nontraumatic SAH),
160.9 (nontraumatic SAH unspecified) (SAH)

A. ADMISSION CRITERIA — Severity of lliness (Sl) / Intensity of Service (IS)

SEVERITY OF ILLNESS (SI) — Patient must meet =1 of the following: ICH: v Acute onset focal neuro deficit + CT showing
intraparenchymal hemorrhage
e |CH Score (predicts 30-day mortality): GCS (3-4=+2, 5-12=+1, 13-15=0), ICH volume (>30cc=+1), IVH present (+1),
Infratentorial (+1), Age =80 (+1). Score =3: >72% 30-day mortality.
e GCS at presentation, hematoma volume, location (deep/lobar/cerebellar/brainstem)
e Anticoagulated: INR >1.5 or on DOAC (urgent reversal required)

SAH: v Thunderclap headache (worst headache of life, peak intensity in seconds)
e CT head positive for subarachnoid blood (sensitivity 95% within 6 hrs)
e LP: xanthochromia or RBC with non-clearing tubes if CT negative <6hrs (sensitivity 100%)
e CTA/DSA: aneurysm identified (85% of SAH have aneurysm)
e Hunt-Hess Grade I-V (I: mild HA; II: moderate HA, nuchal rigidity; Ill: drowsy; IV: stupor; V: coma)
e Modified Fisher Scale (predicts vasospasm risk based on blood pattern/thickness on CT)

INTENSITY OF SERVICE (IS) — Patient must require =1 of the following services that can ONLY be provided in an inpatient setting:

e [CU/neuro-ICU for ALL hemorrhagic strokes
e |CH: BP management (target SBP <140 if presenting SBP 150-220 per AHA/ASA 2022), reversal of anticoagulation (4-factor PCC
for warfarin; idarucizumab for dabigatran; andexanet for Xa

inhibitors), ICP monitoring if GCS =8, neurosurgical evaluation (EVD for hydrocephalus, hematoma evacuation per STICH-2 criteria
for lobar ICH 10-100cc)
e SAH: Aneurysm securing within 24 hrs (surgical clipping or endovascular coiling), nimodipine 60mg PO g4h x 21 days
(vasospasm prevention), EVD for hydrocephalus, vasospasm monitoring days

3-14 (TCDs daily, CTA if clinical concern), hypertensive therapy for symptomatic vasospasm (augment MAP)

B. OBSERVATION vs INPATIENT DECISION MATRIX
ALWAYS INPATIENT/ICU — No observation for any hemorrhagic stroke

e |CH: ICU with neuro checks gqlh, BP monitoring (arterial line), ICP monitoring as indicated
e SAH: neuro-ICU minimum 14 days for vasospasm monitoring period

C. CONTINUED STAY / CONCURRENT REVIEW
REVIEW INTERVAL: Every 6-12 hours (ICU)

ICH DAY 1-3: BP control (SBP <140 on IV nicardipine/labetalol - transition oral), repeat CT at 6-24 hrs (expansion?), anticoagulation
reversal confirmed, goals of care discussion if ICH score =3, DVT prophylaxis (SCDs immediately; pharmacologic at 24-48 hrs if
stable hematoma) ICH DAY 4-7: Clinical trajectory clear, BP controlled on oral, rehab evaluation, disposition planning SAH DAY 1:
Aneurysm secured (clip or coil), EVD if hydrocephalus, nimodipine started SAH DAY 3-14: CRITICAL vasospasm window — daily TCDs,
neurological exam q2-4h, if clinical vasospasm: CTA/DSA + hypertensive therapy (phenylephrine/norepinephrine to augment MAP) +
intra-arterial vasodilator/angioplasty SAH DAY 14-21+: Vasospasm window closing, EVD weaning trials, ventriculoperitoneal shunt if
hydrocephalus persists, rehab disposition CONTINUED STAY IF: Active vasospasm management, EVD in place, rebleeding,
hydrocephalus, medical complications

D. DISCHARGE CRITERIA — Safe Transition to Next Level of Care

ICH DISCHARGE: Neuro exam stable =48 hrs, BP controlled on oral medications, anticoagulation plan documented (restart vs
permanently discontinue per risk-benefit), rehab disposition determined SAH DISCHARGE: Past vasospasm window (day 14-21),
aneurysm secured, EVD removed or VP shunt placed, neuro stable, nimodipine course completing (can finish outpatient)
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