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CODING CORNER

Table 2. Types of MI, per the 2012
Third Universal Definition of
Myocardial Infarction
Type 1:

Spontaneous MI—related to atherosclerotic
plaque disruption and the resulting intraluminal
thrombosis

Type 2:

MI secondary to ischemic imbalance—a condition other than coronary artery disease contributes to an imbalance in myocardial oxygen
supply/demand

Type 3:

MI resulting in death (when cardiac biomarker
values are unavailable or nondiagnostic)

Type 4a: MI related to percutaneous coronary intervention
Type 4b: MI related to stent thrombosis
Type 5:

MI related to coronary artery bypass grafting

Source: Circulation. 2012;126:2020-2035.

release], where a condition other than CAD contributes to an
imbalance between myocardial oxygen supply and/or demand.”
Therefore, “demand ischemia” associated with release of cardiac biomarkers (to a level above the 99th percentile reference
limit) actually represents progression to myocardial infarction
(such as NSTEMI) as defined by this authoritative professional
consensus. This is also consistent with the AHA/ACC guidelines
for UA/NSTEMI discussed above.
Examples of conditions involving myocardial oxygen
supply/demand imbalance include those listed in Table 1 on the
previous page. Table 2 classifies the circumstances associated
with MI as specified by the Universal Definition of MI.
In summary, ACS is a provisional description for conditions
along a continuum of myocardial ischemia and infarction. A
more specific diagnosis should be established based on subsequent evaluation. In the setting of myocardial ischemia, the distinction between NSTEMI and UA is crucial and based on the
presence or absence of cardiac biomarker release (troponin or
CK-MB). Cardiac biomarker release in the setting of “demand
ischemia” actually represents type 2 MI. g
Dr. Pinson is a certified coding specialist and cofounder of HCQ
Consulting (www.hcqconsulting.com) in Houston. This content is
adapted with permission from HCQ Consulting.

ASK DR. PINSON

Q:

An attending is billing 45 minutes of inpatient critical
care. A nurse practitioner (NP) has documented the history
and exam, with no time recorded. The attending has documented time and stated that the critical care time s/he is
billing is his/her time only and does not include the time
of the NP.
Our hospital does not permit NPs to bill for inpatient
services. I am wondering if, for critical care, a billing
physician can include time spent by another clinician on
performing and documenting the history and exam,
which the billing physician reviewed and used in decision
making and treatment.

A: The following is my professional interpretation based upon
clear CPT and Medicare instructions. Each payer could have
differing policies that should be verified with the payer.
As far as using codes 92291/99292 for critical care services,
CPT states specifically: “The critical care codes 99291 and
99292 are used to report the total duration of time spent by a
physician providing critical care services to a critically ill or
critically injured patient, even if the time spent by the physician on that date is not continuous. For any given period of
time spent providing critical care services, the physician must
devote his or her full attention to the patient and, therefore,
cannot provide services to any other patient during the same
period of time.”

There is no provision in CPT for any other clinician
(including an NP) to serve as a surrogate for the physician in
providing critical care services. The billing physician must
directly provide the critical care services personally to the
patient. The billing physician is specifically prohibited from
billing critical care services when providing other services elsewhere during the critical care period.
Note that more than one clinician can claim critical care
time personally provided directly to a patient whether simultaneously with, or separately from, another clinician(s). This
could apply, for example, to an anesthesiologist managing the
airway, an intensivist personally directing the critical care
team, and a licensed independent nurse practitioner (who bills
with a unique provider number) personally assisting in the
critical care services provided.
Billing by a supervising physician using his/her provider
number for the services of another clinician (such as an NP)
are “incident-to” services that can only be billed to Medicare
for office-based services. You should confirm the inpatient
“incident-to” billing policies of other payers.
Keep in mind, too, that critical care services cannot be
billed directly by any clinician (such as an NP) who does not
have a unique provider number with the payer.
Got a billing or coding conundrum? E-mail your question to
acphospitalist@acponline.org.
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