CODING CORNER
to coronary artery disease or acute coronary syndrome” and
“acute MI” can be quite large (see box).
According to an expert consensus document published by
the Journal of the American College of Cardiology in October 2007,
“the term myocardial infarction should be used when there is
evidence of myocardial necrosis in a clinical setting consistent
with myocardial ischemia.”

When cardiac biomarkers . . . are
elevated in the absence of clinical
evidence of ischemia, the provider
should document the condition
determined to have been the cause
of the myocardial necrosis.

The diagnosis of MI is based on detection of rise and/or fall
of cardiac biomarkers (preferably troponin) with evidence of
ischemia, defined as the following:
■ symptoms of ischemia;
■ ECG changes indicative of new ischemia (new ST-T
changes or new left bundle-branch block);
■ pathological Q-waves on ECG; and
■ imaging evidence of new loss of viable myocardium, or
new regional wall motion abnormality.
For patients with normal baseline troponin after percutaneous
coronary intervention (PCI), troponin elevation greater than three
times the upper reference limit defines PCI-related MI.

In patients with normal baseline troponin after coronary
artery bypass grafting (CABG), a CABG-related MI may be defined as a troponin increase of five times the upper reference
limit plus:
■ new pathological Q-waves,
■ new left bundle-branch block,
■ angiographic evidence of new graft or coronary artery
occlusion, or
■ imaging evidence of new loss of viable myocardium.
When cardiac biomarkers (such as troponin or CK-MB) are
elevated in the absence of clinical evidence of ischemia, the
provider should document the condition determined to have
been the cause of the myocardial necrosis, such as myocarditis,
pulmonary embolism, or congestive heart failure.
For example, a patient is admitted with a condition such
as congestive heart failure that progresses to acute MI. After
study, the principal diagnosis in this example is the infarction, with an additional diagnosis of acute on chronic systolic heart failure. The diagnosis would be coded as MS-DRG
280, acute MI discharged alive with major CC, according to
the 2009 Official Guidelines for Coding and Reporting of
Diagnoses.
In a patient with chronic diastolic heart failure who is
admitted with unstable angina and experiences an infarction
three days later, the correct MS-DRG would be MS-DRG 281, the
infarction with a CC (acute MI discharged alive with CC).
If either of these patients died, the MS-DRG assignment
would be changed to MS-DRG 283-285, acute MI expired. ■
Deborah Hale, a certified coding specialist, is president of
Administrative Consultant Service, LLC, in Shawnee, Okla. For the
past 21 years, she has provided utilization management, coding,
billing and clinical documentation improvement consultation for
hospitals throughout the U.S., including the state of New York’s
severity-refined DRG system. E-mail your coding questions to
acphospitalist@acponline.org.

MS-DRGs for acute MI and unstable angina
MS-DRG

Description

Payment

210

Acute MI discharged alive with major CC

$10,675

280

Acute MI discharged alive with major CC

$10,675

281

Acute MI discharged alive with CC

$6,718

282

Acute MI discharged alive without CC/MCC

$4,784

283

Acute MI expired with major CC

$9,311

284

Acute MI expired with CC

$5,012

285

Acute MI expired without CC/MCC

$3,330

303

Unstable angina due to coronary artery disease or acute coronary syndrome

$3,118

Source: IPPS Final Rules, Federal Register, August 19, 2008.
CC= comorbid condition; MCC= major comorbid condition; MS-DRG= Medicare Severity-Based diagnosis-related group.
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