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Guidance document for processing PM-JAY packages

Percutaneous Transluminal Coronary Angioplasty (PTCA)/

Systemic Thrombolysis, Coronary Artery Bypass Grafting &

Low Cardiac Output syndrome requiring IABP insertion post - operatively

Procedures covered/ procedure count: 4

Specialty: Cardiology/ Cardiothoracic Vascular Surgery

Package name

Procedure name

HBP 1.0 code

HBP 2.0 code

Package price

i. PTCA,

inclusive of
diagnostic angiogram

PTCA, inclusive of | S1200024

diagnostic
angiogram

MCO11A

40,600*

. Systemic

Thrombolysis
(for MI)

Systemic
Thrombolysis  (for
MI)

$1200013

MCO020A

17,900

Coronary artery bypass
grafting (CABG)

Coronary
bypass
(CABG)

grafting

artery | $1300001

SVO04A

1,18,100

. Low Cardiac

Output
syndrome requiring IABP
insertion post -
operatively

Low Cardiac Output | New package

syndrome requiring
IABP insertion post
- operatively

SV032A

50,000

*Dynamic

ALOS:

Package name

ALOS

i. PTCA, inclusive of diagnostic angiogram

3 days

ii. Systemic Thrombolysis (for Ml)

Upto 5 days

iii. Coronary artery bypass grafting (CABG)

5-7 days

iv. Low Cardiac Output syndrome requiring
IABP insertion post - operatively

7-10 days (including Stay for CABG)

Minimum qualification of the treating doctor:

Essential:

PTCA- DM/ DNB or equivalent (Cardiology)
CABG & Low cardiac output syndrome requiring IABP insertion post-operatively: M.Ch. or DNB or
equivalent (cardiovascular thoracic surgery)
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Systemic Thrombolysis - DM/ DNB (Cardiology)/ M.Ch. or DNB (cardiovascular thoracic surgery)/ MD/
DNB (Medicine) or equivalent

Special empanelment criteria/linkage to empanelment module:

Package name Cardiac Cccu/Iccu Qualified Qualified
Catheterisation cardiologist cardiothoracic
lab (DM/ DNB or | surgeon (MCh/

equivalent in | DNB/ equivalent in
cardiology) cardiovascular
thoracic surgery)
i. PTCA, Yes Yes Yes No
inclusive of
diagnostic
angiogram
ii. Systemic No Yes Yes (or MD, | No
Thrombolysis medicine)
(for MI)
iii. Coronary No Yes No Yes
artery bypass
grafting
(CABG)
iv. Low Cardiac | No Yes Yes Yes
Output
syndrome
requiring
IABP
insertion
post -
operatively

Cardiac catheterization lab, Cardiac Care Unit & qualified Cardiologist (for PTCA/ PCIl/ IABP)/
qualified cardiothoracic surgeon (for CABG)

Disclaimer:

ICMR has issued clinical guidelines for Stable Angina, ST elevation Myocardial Infarction
(STEMI), Unstable Angina/ NSTEMI to be followed in country. For monitoring and administering
the claim management process of PTCA (inclusive of diagnostic angiogram), Systemic
Thrombolysis (for M), Coronary artery bypass grafting (CABG), Low Cardiac Output syndrome
requiring IABP insertion post — operatively, NHA shall be following these guidelines. This
document has been prepared for guidance of PROCESSING TEAM and TRANSACTION
MANAGEMENT SYSTEM of AB PM-JAY for the claims of procedures mentioned above. The ICMR

National Health Authority Version 1.1 Dated June 2020
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guidelines are also included in the document for better understanding of the SHA teams,
Insurance companies and TPAs. The hospitals can also refer to this document so that they have
the insight on how the claims will be processed. However, this document doesn’t provide any
guidance on clinical and therapeutic management of patient. In that respect the hospitals and
physicians may refer to the ICMR poster and other relevant material as per the extant
professional norms.

PART I: Guidelines for Clinicians and Healthcare Providers

1.1 Objective:

The purpose of this section is to act as a guidance & a clinical decision support tool for the clinicians in
deciding the line of treatment, plan clinical management of patient and decide referral of cases to the
appropriate level of care (as required) for treatment of patients under PMJAY and selection of
corresponding Health Benefit Package.

It will also serve as a tool for hospitals to determine and submit the mandatory documents required for
claiming reimbursement of health benefit package under PMJAY.

1.2 Clinical key pointers:

a. Proceed for PTCA only if diagnosis made is backed by clinical signs, symptoms & investigation
findings

b. Look for other causes of chest pain as well (ongoing or within 12 hours): Dissection of
Aorta, Pleuritis/ pneumonitis/ embolism/ pneumothorax, pericardial rub, neuralgia or
herpes

c. Refer the patient to angioplasty (PTCA/ PCI)/ thrombolysis capable hospital, if required

d. Types of Stents used in PTCA/ PCl and their broad indications for use:

Stents Indications
Bare Metal Stents (i) Artery diameter > 3.5 mm & legion length
(Cobalt Chromium < 18mm & non-diabetic
platform) (i) If beneficiaries needs non- cardiac surgery
within 8 weeks of angioplasty
Drug Eluting Stents (i) Diabetic beneficiaries
(DES) (i) Small Arteries
(iii) Long Lesions
(iv) Left Main Complex Lesions
(v) Venous Graft (Post CABG)
(vi) Chronic Total Occlusion
(vii) In-stent restenosis
(viii)  Primary PCI In STEMI for Culprit Vessel

e. Prefer CABG over PTCA/PCI if patient is having diabetes mellitus with multi-vessel disease
or left main disease

National Health Authority Version 1.1 Dated June 2020
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f.  Absolute Contraindications for Systemic Thrombolysis:

i. Previous intra-cerebral haemorrhage/ stroke of unknown etiology
ii. Ischemic stroke in last 6 months

iii. CNS neoplasm or AV malformation

iv. Recent (within 1 month) major trauma/ surgery/ head injury

v. Recent (within 1month) major Gl bleed

vi. Known bleeding tendency (except menstrual bleed)

Severe uncontrolled hypertension

viii. Aortic Dissection

Vii.

g. Contraindications for Low Cardiac Output syndrome requiring IABP insertion post —
operatively:

i Severe Aortic regurgitation
ii.  Suspected or known aortic dissection
iii.  Severe Aorto-iliac Occlusive disease

1.4 STANDARD TREATMENT WORKFLOW (DHR-ICMR STW)'- For clinicians/ treating doctor

a. Stable Angina

Depariment af Health Research
Mirictry of Hoalth and Faniy Wellars. Goverrment of india

610 /3090330

Standard Treatment Workflow (STW) for the Management of

STABLE ANGINA
ICD-10-120.9

PATIENT PRESENTING e
WITH CHEST PAIN - Diffuse retrosternal pain. ACUTE COROMARY SYNDROME
heaviness or constriction, - Angina at rest or lasting more than 20 minutes
l radiating to arms or neck - Recent worsening of stable angina (crescendo) to
or back = CCS class 1l
= « New onset effort angina of less than 1 month in
S CCS class 11/ 11
: « Post Infarction angina
~
= For management: refer to STEMI/ NSTEMI STW
=3
2\ J
=T
-
& )
g:ouh?z'd more If known STABLE ANGINA
Any effort related pain fitting in previous category.
relieved by rest or NTG in 1-2 min
ANGENA UNLIKELY F \ P

« Variable location or
characteristic

- Long lasting (hours to days)
or short lasting (Jess than a

STABLE ANGINA: GEW

1. Manage factors potentaiting" ina
- Anemia. Thyrotoxicosis, Pri s
- Hypertension, Ventricular hy,

- Tachy or brady-arrhythmia
- Drugs:b i

rs.

1. Revascularize If anatomy Is suitable

Low/ Intermediate Risk
Group

1. Optimal anti-anginal therapy

2. Follow up 3-6 monthly at
primary/ secondary care
centre

3. Refer to tertiary centre when
change in symptomatic status

High Risk Group
1. Discuss pros and cons of possible
revascularization and dual anti-platelet therapy
2. Angiography, if any of following
- Angina not controlled on optimal medical
therapy
- High risk on non-invasive testing
- Cardiac arrest survivor or documented VT

National Health Authority

Version 1.1

2 Prefer CABG over PCI in DM with
muitivessel disease or left main disease
3. Complete re-vascularization Is preferable

4, Use invasive functional and imaging
modalities (FFR, IVUS, OCT) when
indicated

5. Stress on continuing dual anti-platelets
(aspirin and clopidogrel) after PCI
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Anti-platelets Anti-ischemie:
1. Aspirin 75 mg OD 1. Metoprolol:
2. Clopidogrel 75 mg OD (if intolerant to aspirin) Short acting: 25-100 mg BD
Long acting: 25 -100 mg OD
Statins: 2. Nitrates:
Atorvastatin: 40-80 mg OD Isosorbide mono-nitare: 20 to 60 mg In 2 devided dose
Rosuvastatin: 20-40 mg OD Nitroglycerine sustained release: 2.6 to 65 mg BD
3. Calcium channel blockers:
Ace-inhibitor Verapamil 40-80 mg TDS
Ramipril: 25-10 mg OD Diltiazem 30 to 90 mg TDS
Enalapril: 25-10 mg BD 4. Nicorandil: 5-10 mg BD

5. Ranolazine: 500 -1000 mg BD
6. Trimetazidine: 20 mg mg TDS

@ KEEP A HIGH THRESHOLD FOR INVASIVE PROCEDURES : STRENGTHEN SECONDARY PREVENTION WITH STATINS, BB & ACEJ

This STW has been prepared by national experts of India with feasibility considerations for various levels of healthcare system in the country. These broad guidelines are advisory. and
are based on expert opinions and available scientific evidence. There may be fons in the gement of an individual patient based on his/her specific condition, as decided by
the treating physiclan. There will be no Indemnity for direct or Indirect consequences. Kindly visit our web portal (stw.lemr.org.in) for more Information

® Indian Councll of Madical Research and Department of Health Research, Ministry of Health & Family Welfare. Government of Indla

b. ST elevation Myocardial Infarction (STEMI)

Department af Health Research
Miristry of Hesalth and Family Waltare, Goverrement af India

Standard Treatment Workflow (STW) for the Management of

ST ELEVATION MYOC@DRgIéI; INFARCTION (STEMI)

G1L0Z fiaqoyd0

CONSIDER ANGINA IF 'ORONAR'
- Diffuse retrosternal pain, heaviness or Acure ¢ ¥ STNDROME:
constriction 1. Angina at rest or lasting more than 20 minutes

: m};ﬁg‘ﬁ{?x&?ﬁk or back 2. Recent worsening of stable angina (crescendo) to CCS

srod ng class Il
: Egﬂlsmgr awﬁgﬁﬁé&rﬁgﬁoﬂﬁ:ﬁ%ﬁr 158 ITﬁTr onset effort angina of less than 1 month in CCS class

fatigue or breathlessness or profuse . . .
sweating or epigastric discomfort/ 4. Post infarction angina

ncope

syncop ECG: If ST Elevation: Follow ST Elevation MI (STEMI) protocol
More likelihood if known patient of CAD/ If no ST Elavation: UA/NSTEMI
multiple risk factors

PC INCAPABLE CENTRE
A. Tranfer to PCI capable hospital If PCI can be performed within 120 min

1. Proceed for PCI

2. Radlal route preferred B. If Transfer to PCl capable hospital not feasibl
3. Preferably within 90 minutes THROMBOLYSE
1. Within 12 hours of symptom onset, if no contra-indication
DURING PROCEDURE 2. Preferably with fibrin specific agent Ter plase/ TPA/ Retepl! or Streptokinase,
if fibrin-specific are unavailable
1. Use unfractionated heparin 3. Therapy to be started within 10 min preferably
2. No routine thrombosuction POST THROMBOLYSIS

3. Tackle culprit artery only unless shock
4. DES to be preferred

POST PROCEDURE
1. Continue dual antiplatelets for at least 1 year

-

. ECG to be done at 60-90 min after starting thrombolysis to assess whether thrombolysis
Is successful ( >509% ST settlement with pain relief) or not

If successful. transfer patient for PCl within 3-24 hours

If thrombolysis falled, transfer patient immediately for PCl capable h I

Enoxaparin (preferred over unfractionated heparin) to be continued till PCl OR discharge

PUN

LOOK FOR OTHER Unequal or absent peripheral pul \l" v. of Aorta
CAUSES OF CHEST
PAIN (ONGOING OR

WITHIN 12 HRS) " Pericardial rub

Respiratory evaluation ’_&um Pneumonitis/ embolism/ pneumothorax

Neuralgia or herpes

PATIENT WITH S5TEMI IN 12-24 HOURS

If ongoing pain, thrombolysis and transfer immediately

PATIENT WITH STEMI AFTER 24 HOURS
Angiography with a view to PCI only if any of following/ Contra indications of angiography:

Recurrent anginal Mecahnical Dynamic ST-T Life threatening
pain not controlled Cardi Acute LVF complication changes ventricular
by medical thnrlp‘ V- arrhythmias

National Health Authority Version 1.1 Dated June 2020
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ABSOLUTE CONTRA-INDICATIONS TO THROMBOLYIC THERAP

Previous intra-

Severe

cerebral 2 a‘iﬁ!’“k’ CNS neoplasm or  Recent (within 1 Knownbleeding . . . . Ak

hemorrhage or stroke of . in last 6 AV malformation ~ month) major tendency (except ;' p
unknown ~ months trauma/ surgey/ menstrual bleed) ypertension
etiology head injury

DRUGS & DOSAGE
Anti-platelets Anti thrombotics: v v
1. Aspirin: Loading dose 325 mg followed by 75 mg OD 1. Unfractionated heparin: Bolus
2. Clopidogrel: Loading dose 300 mg followed 75 mg OD of 60 U/Kg (maximum 5000 U) EMS
3. Prasugrel: Loading dose 60 mg followed by 10 mg OD followed by 12 U/Kg hourly Primary-PCI .m;;";g,
4. Ticagralor: Loading dose 180 mg followed by 90 mg BD infusion to maintain APTT at capable centre c.g:abte centre
Anti-ischemic: 50-70 sec
Metoprolol: 2. Enoxaparin: 1 mg/Kg SC 12 hrly -
Short acting: 25-100 mg BD Sy ‘j?zm
Long acting: 25 -100 mg OD Thrombolyic Therapy: r
Nitrates: Tenecteplase P 4 v
Isosorbide mono-nitare 20 to 60 mg in 2 divided dose 35 mg IV bolus if 60-70 Kg Primary PCI m:’" Yes No
Nitroglycerine sustained release 2.6 to 6.5 mg BD 40 mg IV bolus if 70-80 Kg Preteatly
Nitroglycerine IV 5-25 mcg/ min infusion 45 mg IV bolus if more than 0
Statins: 80 Kg Rescue PCl pressrien
High dose Atorvastatin 80 mg OD Reteplase ol 4
Ace-inhibitor 10 mg IV bolus, repeat after %0 mins
Ramipril 2.5 -10 mg OD 30 min A immediety

Enalapril 2.5 -10mg BD Alteplase
Oxygen: 15 mg IV bolus followed by L

If oxygen saturation below 90% 0.75 mg/Kg over 30 min upto N°4 Successful |_ o[ Immeciate
Morphine: 50 Kg weight, then 0.5 mg/Kg @D fibrinolsis e fibrinolysis

Titrated in a dose of 2-4 mg IV every 15 minutes

over 60 min up to 35 mg

Beta-blocker: Streptokinase
Oral beta-blocker if LVEF is less than 40% 1.5 million units IV over 60 ® The time point the diagnosis i
min confirmed with patient history &

c. Unstable Angina/ NSTEMI

ECG ideally within 10mins from
the First Medical Contract (FMC).
All delays are related to FMC.

SL0Z f18qo3>

@

Department of Health Research
Ministry of Health and Family Welfare, Government of India

Standard Treatment Workflow (STW) for the Management of
UNSTABLE ANGINA/ NSTEMI

ICD-10-120.0

CONSIDER ANGINA IF ) )

- Diffuse retrosternal pain, heaviness or
constriction. Radiation to arms or neck or
back to CCS class Il . i

- Associated with sweating , 3.New onset effort angina of less than 1 month in

- Easily reproduced with post-meal exertion CCS class I/ lll _

« Consider atypical presentation: Exertional _ 4 Post infarction angina
fatigue or breathlessness or profuse sweating
or epigastric discomfort

More likelihood if known patient of CAD/ multiple
risk factors

ACUTE CORONARY SYNDROME:
1.Angina at rest or lasting more than 20 minutes
2 Recent worsening of stable angina (crescendo)

ECG:
- If ST Elevation: Follow ST Elevation Ml (STEMI)
- If no ST Elavation: UA/NSTEMI

» Associated breathlessness, profuse sweating or syncope
- Hemodynamic instability

« Pain lasting for more than 20 minutes
- Recurrent or ongoing pain or rest pain

RED FLAG
SIGNS Refer as emergency to nearest Primary PCl/Thrombolysis capable centre

Rest pain beyond 2&hrs or without above features may be referred early for further evaluation

LOOK FOR OTHER
CAUSES OF PROLONGED
CHEST PAIN

National Health Authority Version 1.1 Dated June 2020



PHC/ CHC LEVEL
1, ECG, Troponin.
* sAsplli Clopidogrel
n, Clopidogrel
-Heparin/
-High dose atorvastatin
-Metoprolol
5 Risk strutil’y GRACE score or
- Refar nghl Intermediate
risk to

PCl ca e centre
- Refer risk for further

evaluation to DH
4. Refer to PCI capable centre if:
- Acute LVF
- Systolic murmur
- Arrythmia
1. GRACE SCORE: 2. TIMI SCORE:
Killip Points | SBP1 ints | Heart rate i i Creatinine . One point for each of following
Class mm Hg aiwts Beats/ min Y PoINtS | | evel, mg/dL Points 1. Age >65 yrs
2. More than 3 risk factors
I 0 <80 58 <50 0 <30 0 0-0.39 1 | 3. Known CAD (>50% lesion)
I 20 80-99 53 50-69 3 30-39 8 0.40-0.79 4 | 4 Recurrence of angina in 24 hrs
I 39 100-119 43 70-89 9 40-49 25 0.80-1.19 7 | 5. Aspirin use within 7 days
v 59 120-139 24 90-109 15 50-59 41 1.20-159 10 | 6.ST deviation 0.5 mV
140-159 24 110-149 24 60-69 58 1.60-1.99 13 7. Raised cardiac markerss
160-199 10 150-199 28 70-79 75 2.00-399 21
>200 0 2200 46 80-89 91 >4.0 28 | Sum total = TIMI score of patient
290 100
other sk factors -
Cardiac arrest at admission 39 — - = =
Very high risk High risk Intermediate risk Low risk
ST-Segment Deviation 28 Cﬁxca‘lglnstability | GRACE > 140, TIMI >4 | GRACE 1091 40, TIMIZ-3 | GRACE <109, TIMI <1
Elevated Cardiac Enzyme Levels 14

I I
Immedlate invasive Early invasive Deiayed invasive Medical/ non-invasive

Sum Total= GRACE score of patient 2-24h 25-72h strategy
If at non-PCl-capable hospital Clinical instability. rise in
Very high risk: Immediate transfer to cTn. or ECG changes

INVESTIGATIONS PCl-capable hospital !

High risk: same-day transfer * h
Intermediate risk: transfer for PCl withing 72 h ) ) . Non-invasive
Low risk: transfer if pursuing invasive Invasive evaluation > ischaemic testing
treatment

Based on clinical features, GRACE score & TIM| score A)low risk:
3 1.Conservative management: Aspirin, clopidogrel, BB
and statin

ypotensi 2TMT if ambulatory patient within a week to risk
-Unmntmllsd Ventricular arrhythmia

-Severe MR Z.Refer low risk for re-vascularization if

High Risk: -Recurrent pain

-GRACE score > 140 or TIMI score >4 -Hemodynamic deterioration
. Intermediate Risk: -New ECG change

-GRACE score 109-140 or TIMI score 2-3
. Low Risk: B. Intermediate/ Very High/ High risk:

-Grace score <108 or TIMI score 0-1 Re-vascularization

DRUGS & DOSAGE
Anti-ischemic:

1. ABpirimLoadingdoee?.ZSmgkllawedby?SmOD 1. Metoprolol:
2. Cl rel: Londl followed 75 oD Short acting 25-100 BD
z. Pmsugup'deg Euu mdbym;goo Lm\gmgmzs-mo"ngon
411eaglalor~LmdlngdoselBOmfollmmdby90mg 2. Nitrates:
BD Isosorbide mono-nitare 20 to 60 mgq in 2 devided
Antl thrombotics: dcne
1. Enoxaparin: 1 mg/Kg SC 12 hrly Nitre i 2.6to 65 mg BD

2. Unfractionated heparin: Bolus of 60 U/Kg (maximum Nmoquwm IV 5-25 mcg"mm infusion
5000 U) followed by 12 U/Kg hourly infusion to Statins:

maintain APTT at 50-70 sec High dose Atorvastatin 80 mg OD
Ace-inhibitor
Ramipril 25 -10 mg OD
Enalapril 25-10 mg BD

i KEEP A HIGH THRESHOLD FOR INVASIVE PROCEDURE

This STW has been prepared by national experts of India with feasibility considerations for various levels of healthcare system in the cauntry. These broad guidelines are advisory, and
are based on expert opinions and svailable scientific evidence. There may be variations in the management of an individual patient based on hisher specific condition, as decided by
the treating physician. There will be ne indemnity for direct of indirect consequences. Kindly visit our web portal [stw.iemr.org.dn) for more information.

& Indian Council of Medical Research and Department of Health Ressarch, Ministry of Health & Family Welfare, Government of India.

National Health Authority Version 1.1 Dated June 2020
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1.4 Mandatory documents- For healthcare providers
Following documents should be uploaded by the concerned hospital staff at the time of pre-authorisation
and claims submission:

Mandatory document PTCA Systemic Coronary Low Cardiac
Thrombolysis | Artery Bypass | Output syndrome
(for MI) Grafting requiring IABP
(CABG) insertion post -
operatively
i.At the time of Pre-
authorisation
a. Clinical notes Yes Yes Yes Yes
b. Investigation reports
i. Electrocardiogram Yes Yes Yes Yes
(ECG)
ii. Chest X-ray No No Yes Yes
iii. 2D ECHO Yes Yes Yes Yes
iv. Coronary Angiography Yes No Yes No
stills & reports (showing
blockage)
V. Cardiac enzymes Yes Yes Yes No
(Troponins T/ I (if not
available then CPK-MB)
Vi. Routine Biochemistry Yes Yes Yes No
(Haemogram, urea,
creatinine, electrolytes,
sugar, fasting lipids,
Liver function test,
Urinalysis)
c. Patient Photograph Yes Yes Yes Yes
ji. At the time of claim
submission
a. Stillimage of the patient Yes Yes Yes (With Yes
undergoing the procedure pic of the
with date & time site of
incision
post
procedure)
National Health Authority Version 1.1 Dated June 2020
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b. Angiogram stills & report Yes No No No
showing stent & post stent
flow
c. 2D ECHO (post procedure) No No Yes Yes
d. Serial ECGs Yes (Post Yes (serial) No No
Procedure)
e. Cardiac enzymes (Troponins Yes (Post Yes Yes No
T/ | (if not available then Procedure)
CPK-MB)
f. Procedure/ Operation notes Yes Yes Yes Yes
g. Detailed discharge summary Yes Yes Yes Yes
h. Barcode of the stent(s) used Yes No No No
(Bare metal/ Drug eluting
stent)
i. Invoice of thrombolytic No Yes No No
agent used
j. Barcode of IABP used No No No Yes
k. Post op Chest X-ray showing No No Yes Yes
sternal sutures
I.  Clinical notes / Indoor case No No No Yes
papers
m. showing poor
hemodynamics and high
usage of inotropic agents

PART Il: GUIDELINES FOR PROCESSING TEAM

2.1 Objective: To provide guidance to the pre-authorisation and claims processing team in
ascertaining the medical necessity of procedure carried out vis a vis the patient’s medical
condition as evidenced by supporting documents/investigation reports etc, in deciding the
admissibility and quantum of claim and compliance with mandatory documents by the hospital.

2.2 Following mandatory documents to be diligently reviewed by the pre-auth / claims
processing personnel:

2.2.1 (A) At the time of pre-authorization processing- For pre-authorisation processing doctor

(PPD):

National Health Authority

Version 1.1

Dated June 2020
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Mandatory document PTCA Systemic Coronary Low Cardiac
Thrombolysis | Artery Bypass | Output
(for MI) Grafting syndrome
(CABG) requiring IABP
insertion post -
operatively
At the time of Pre-authorisation
a. Clinical notes Yes Yes Yes Yes
b. Investigation reports
i Electrocardiogram (ECG) Yes Yes Yes Yes
ii. Chest X-ray No No Yes Yes
iii. 2D ECHO Yes Yes Yes Yes
iv. Coronary Angiography Yes No Yes No
stills & reports (showing
blockage)
V. Cardiac enzymes Yes Yes Yes No
(Troponins T/ I (if not
available then CPK-MB)
Vi. Routine Biochemistry Yes Yes Yes No
(Haemogram, urea,
creatinine, electrolytes,
sugar, fasting lipids,
Liver function test,
Urinalysis.
c. Clinical Photograph of the Yes Yes Yes Yes
patient
2.2.1 (B) *Absolute contraindications for Systemic Thrombolysis (for Ml)
i. Previous intra-cerebral haemorrhage/ stroke of unknown etiology
ii. Ischemic stroke in last 6 months
iii. CNS neoplasm or AV malformation
iv. Recent (within 1 month) major trauma/ surgery/ head injury
v. Recent (within 1month) major Gl bleed
vi. Known bleeding tendency (except menstrual bleed)
vii. Severe uncontrolled hypertension
viii. Aortic Dissection
2.2.2 At the time of claim processing- For claims processing doctor (CPD)
National Health Authority Version 1.1 Dated June 2020
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i. PTCA/PCI

a.

d.

Does the patient have indications (documentary evidence, physical examination) of
PTCA/ PCli.e. h/o Diffuse retrosternal chest pain, heaviness or constriction radiating
to arm or neck or back, with sweating with/ without ST elevation in ECG; +/- history
of coronary artery disease (CAD)/ multiple risk factors for MI

Do procedure notes detail the steps of PTCA/ PCl performed with Angiogram stills
showing stent & post stent flow, barcode of stent (Bare-metal/ drug eluting) &
outcomes of Procedure done?

Are indications for using Bare metal/ Drug eluting stent (DES) mentioned? For ref.
these may include:

Stents Indications
Bare Metal Stents (i) Artery diameter > 3.5 mm & legion length
(Cobalt Chromium < 18mm & non-diabetic
platform) (ii) If beneficiaries needs non- cardiac surgery
within 8 weeks of angioplasty
Drug Eluting Stents (ix) Diabetic beneficiaries
(DES) (x) Small Arteries, Diameter < 3mm
(xi) Long Lesions

(xii) Left Main Complex Lesions

(xiii)  Venous Graft (Post CABG)

(xiv)  Chronic Total Occlusion

(xv) In-stent restenosis

(xvi)  Primary PCI For Culprit Vessel in STEMI

Are the clinical notes and discharge documents available to show monitoring of vitals
(BP, Heart Rate), appropriate post-op care, medications- Gp2b/3a Antagonists,
Unfractionated Heparin, Anti-platelets (unless contraindicated), anti-thrombotics
(unless contraindicated), anti-ischemic, High Dose Statins, ACE inhibitors, Beta
blocker & advise including for follow-up?

ii.  Systemic Thrombolysis (for Ml)

a.

Does the patient have indications (documentary evidence, physical examination) of
Systemic thrombolysis (for MI) i.e. h/o Diffuse retrosternal chest pain, heaviness or
constriction radiating to arm or neck or back, with sweating, with ST elevation in ECG;
+/- history of coronary artery disease (CAD)/ multiple risk factors for Mi

Are there absolute contraindications for thrombolysis (Refer 2.2.1 (B))?

Do procedure notes detail the steps of thrombolysis performed with invoice of
thrombolytic agent used & outcomes of Procedure?

Are post procedure reports of 2D ECHO, Serial ECGs (Done 60-90 min after starting
thrombolysis), Serial Cardiac enzymes (Troponin / CPK-MB) available?

Are the documents available to show monitoring of vitals (BP, Heart Rate),
appropriate post-procedure care with continued medication (low molecular weight
heparin), anti-ischemics, High dose Statins, Ace inhibitors, Beta blockers till PCI/ PTCA
if indicated/required or discharge of patient?

National Health Authority Version 1.1 Dated June 2020
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Is the Discharge summary available with discharge advise, medication and Life-style
modification?

Has the patient been referred to another hospital for PCl/ PTCA? If Yes, was it done
within 3-24 hours if thrombolysis successful i.e. >50% ST settlement with pain relief
or immediately if thrombolysis failed?

Was the Hospital equipped for Primary PCl/ PTCA in case of documented STEMI? If
No, then was the transfer possible to PCI/ PTCA Enabled Hospital?

iii.  Coronary Artery Bypass Grafting (CABG)

a.

Does the patient have severe coronary artery disease (>70% stenosis in Two or Three
vessel disease/>50% stenosis in left main coronary artery) not amenable to PTCA/
PCl, basis angiography and clinical parameters?

Do OT notes detail steps of the Surgery undergone mentioning donor sites used for
grafts and outcomes of surgery?

Is Post Op Chest X-Ray available showing Sternal sutures & Post procedure Clinical
photograph showing chest scar?

Are the documents available to show monitoring of vitals (BP, Heart Rate),
appropriate post-procedure care with continued medication, anti-ischemics, High
dose Statins, Ace inhibitors, Beta blockers?

Is the Discharge summary available with discharge advise, medication and Life-style
modification?

iv.  Low Cardiac Output syndrome requiring IABP insertion post — operatively

a.
b.

Do the documents show history of recent CABG?

Is there a documentary evidence showing left ventricular ejection failure/
deterioration?

Do the clinical notes/ indoor case papers justify poor hemodynamics and high usage
of inotropic agents?

PART lll: GUIDELINES FOR IT

3.1 Objective: To enable setting up of cross check mechanisms/rule engines within the IT platform (TMS)
to ensure compliance with STGs and to prevent fraud / abuse of the Health Benefit Package.

3.2 Below mentioned are the scenarios where a provision would be built in TMS for pop-ups:

i. PTCA/PCI

a.

o o o0 T

Consent duly signed by Patient & treating Cardiologist- Yes

Stenosis of >/=70% in one or more of the main coronary artery - Yes

Angiogram stills showing stent & post stent flow- Yes

Barcode of All stents (Bare-metal/ drug eluting Available)- Yes

Is Drug Eluting Stent used- Yes, reasons for using Drug Eluting stent mentioned- Yes
If Bare metal stent used, is the artery diameter > 3.5 mm & legion length < 18mm
& patient is non-diabetic - Yes
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g. Stentis approved by a recognized national/ international regulatory body (such as
DCGI/ FDA/ CE/ ANDA, etc.)- Yes

h. Number of Stents used in </= 3- Yes

i. Reasons/ Justification if Multiple Stents Used- Yes
ii.  Systemic Thrombolysis (for Ml)

a. Significant ST Elevation in ECG — Yes

b. Positive Troponin Test/ Elevated Serial CPK-MB Levels- Yes

c. Absolute contraindications to Systemic Thrombolysis- No
iii.  Coronary Artery Bypass Grafting (CABG)

a. Consent duly signed by Patient & Cardiothoracic Surgeon- Yes
Stenosis of >/=70% in two or three of the main coronary artery- Yes
>50% stenosis in left main coronary artery- Yes
Documentary evidence revealing that the patient is not amenable to PTCA/ PCI- Yes
iv. Low Cardlac Output syndrome requiring IABP insertion post — operatively
Patient has a recent history of CABG- Yes
Patient developed deterioration in Cardiovascular Status Post CABG- Yes
Used as an add on package to CABG- Yes
Is the incidence of IABP use >15% in this hospital in the last one year- No
Do the clinical notes justify poor hemodynamics and high usage of inotropic agents-
Yes

o o T
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Till the time the functionality is being developed, the processing doctors shall check the above manually.
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(ii) Clinical management guidelines for Coronary Artery Disease for National Program for Prevention and Control of
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