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Clinical Indications for Admission to Inpatient Care
Return to top of Chest Pain - ISC

Note: Some patients may be appropriate for Observation care. For 
consideration of observation care, see Chest Pain: Observation Care

ISC.

Admission[A] is indicated for 1 or more of the following(1)(2):

o Hemodynamic instability (7)(8)

o Presenting signs or symptoms (eg, chest pain) persist despite observation care.(8)
Return to top of Chest Pain - ISC

Alternatives to Admission
Return to top of Chest Pain - ISC

Alternatives include(1)(2)(8)(10):

o Emergency department, chest pain center, or rapid treatment site evaluation and 

treatment, including(5)(6)(12)(13)(14)(15):

Evaluation of suspected cardiac ischemia:

Troponin

ECG

Observation. See Chest Pain: Observation Care
ISC guideline as appropriate.

Stress testing

Cardiac imaging (eg, echocardiogram, coronary CT 

angiography, myocardial perfusion imaging, cardiac MRI)

Further evaluation as appropriate (possible chest x-ray, angiogram, 

echocardiography, endoscopy, or CT scan) for suspected noncoronary 

cause; examples include:

Pulmonary embolus, aortic dissection, aortic aneurysm, 

critical aortic stenosis, or hypertrophic 

cardiomyopathy(16)(17)

Pulmonary etiology (eg, pneumothorax, pneumonia, 

pleuritis)(12)

Gastrointestinal perforation, obstruction, or hemorrhage(1)

Mediastinal etiology (eg, tumor, pneumomediastinum)

Rib fracture



 Treatment of gastrointestinal, musculoskeletal, or pulmonary etiologies 

(eg, esophagitis, costochondritis, community-acquired 

pneumonia)(18)(19)(20) 

 Discharge when acute coronary syndrome is ruled out and studies are 

negative for other condition requiring inpatient care. 

o Office and outpatient evaluation (eg, x-rays, endoscopy) or symptomatic trials for 

nonemergent noncardiac conditions(21)(22) 

Hospitalization 
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Optimal Recovery Course 
Return to top of Chest Pain - ISC 

Day 
Level of 
Care 

Clinic
al 
Status Activity Routes 

Intervent
ions 

Medicati
ons 

1 ICU,[B] intermed
iate care,[C] or 
telemetry[D] 
Social 
Determinants 
of Health 
Assessment 
Adult 
Readmission 
Risk 
Assessment 
Discharge 
planning 

Clinical 
Indication
s met[E] 

Activity as 
tolerated 

Diet as 
tolerated 
IV or oral 
hydration 
IV or oral 
medications 

Serial ECGs 
Cardiac 
monitoring 
Troponin 
Oxygen[F] 
Arrange 
stress test, 
invasive 
procedures 
as needed 

Possible IV, 
oral, or 
topical 
nitroglycerin 
Possible 
antiplatelet 
agents, 
anticoagulan
ts 
Possible 
beta-blocker 
Possible 
statin 
Antihyperten
sive 
medication 
as needed to 
control 
blood 
pressure 

2 Intermediate 
care or 
telemetry 

Hypotensi
on absent 
Acute 
coronary 

Activity as 
tolerated 

Diet as 
tolerated 
IV or oral 
hydration 

Possible 
stress test or 
cardiac 

Possible 
aspirin and 
other cardiac 
medications 



Social 
Determinants 
of Health 
Assessment 
Adult 
Readmission 
Risk 
Assessment 

syndrome 
ruled out 
Presenting 
signs and 
symptoms 
absent or 
improved 
Dangerous 
arrhythmia 
absent 

IV or oral 
medications 

catheterizati
on 
Imaging and 
lab tests as 
needed for 
diagnosis 
Cardiac 
monitoring 

Discontinue 
IV 
medications 

3 Social 
Determinants 
of Health 
Assessment 
Adult 
Readmission 
Risk 
Assessment 
Intermediate 
care or 
telemetry to 
discharge 
Complete 
discharge 
planning 

Acute 
coronary 
syndrome 
ruled out 
Hemodyna
mic 
stability 
Presenting 
signs and 
symptoms 
absent or 
acceptabl
e for next 
level of 
care 
Dangerous 
arrhythmia 
absent 
Etiology of 
presenting 
signs and 
symptoms 
requiring 
continued 
inpatient 
care 
absent 
Discharge 
plans and 
education 

Ambulatory 
or 
acceptable 
for next level 
of care 

Oral 
hydration[G] 
Oral 
medications 
or regimen 
acceptable 
for next level 
of care 
Oral diet or 
acceptable 
for next level 
of care 

Imaging and 
lab tests as 
needed for 
diagnosis 

Medication 
regimen 
established 
for next level 
of care 



understoo
d

(1)(2)(4)(10)

Recovery Milestones are indicated in bold.

Goal Length of Stay: 2 days

Note: Goal Length of Stay assumes optimal recovery, decision making, and care. Patients may be discharged to a 

lower level of care (either later than or sooner than the goal) when it is appropriate for their clinical status and care 

needs.

Extended Stay
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Minimal (a few hours to 1 day), Brief (1 to 3 days), Moderate (4 to 7 days), and Prolonged (more than 7 
days).

Extended stay beyond goal length of stay may be needed for(4)(5)(6)(10):

o Failure to meet discharge criteria (recovery milestones within final day in Optimal 

Recovery Course)

Expect brief stay extension.

o Specific condition diagnosed that requires ongoing inpatient care (eg, aortic 

dissection)(24)

Stay extension varies depending on condition.

o Acute kidney injury (stage 2) or Acute renal failure (stage 3 acute kidney 

injury)

Expect brief stay extension.

o New need for ventilatory assistance[H] or supplemental oxygen (eg, respiratory failure, 

heart failure)

Expect brief stay extension.

o Persistent bleeding or symptomatic anemia (eg, red cell transfusion needed)

Expect brief stay extension.

o Significant exacerbation of comorbid illness

Expect brief stay extension.

See Common Complications and Conditions ISC for further information.



Discharge
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Discharge Planning
Return to top of Chest Pain - ISC[Expand All / Collapse All]

Discharge planning includes[I]:

o Assessment of needs and planning for care, including(26)(27):

Develop and modify treatment plan (involving multiple providers) as 

needed.

Evaluate and address preadmission functioning as needed.

Evaluate and address psychosocial status issues as indicated. 

See Psychosocial Assessment SR for further information.

Evaluate and address social determinants of health (eg, housing, food). 

See Social Determinants of Health Screening Tool SR for 

further information.(28)(29)

Evaluate and address patient or caregiver preferences as indicated.

Identify skilled services needed at next level of care, with specific 

attention to:

Cardiovascular status assessment(30)(31)

Medication management, adherence instruction, and side 

effects assessment(32)

Psychosocial assessment, management, and referrals(33)

o Early identification of anticipated discharge destination; options include(27)(34):

Home; considerations include:

Home safety assessment. See Home Safety 

Assessment SR for further information.

Patient safe to go home

Access to follow-up care

Self-management ability if appropriate. See Activities of 

Daily Living (ADL) and Instrumental Activities of 

Daily Living (IADL) Assessment SR for further 

information.

Caregiver need, ability, and availability

Post-acute skilled care or custodial care as indicated. See Discharge 

Planning Tool SR for further information.

o Transitions of care plan complete, including(27)(34)(38):

t

t



Patient and caregiver education complete.

See Teach-Back Tool SR for further information.

See Chest Pain: Patient Education for Clinicians

SR for further information.

Medication reconciliation complete

Plan communicated to patient, caregiver, and all members of care team, 

including(41):

Inpatient care and service providers

Primary care provider

All post-discharge care and service providers

Appointments planned or scheduled, which may include:

Primary care provider(2)(42)

Cardiologist(2)

Gastroenterologist(43)

Interventional cardiologist(33)(44)

Pulmonologist(45)(46)

Specialists for management of comorbidities as 

needed(43)

Other

Outpatient testing and procedure plans made, which may include:

Angiography(2)

Echocardiogram(33)

Endoscopy(47)

Esophagram(48)

Exercise stress test(2)

Nuclear medicine(49)

Other

Referrals made for assistance or support, which may include:

Educational program (eg, chronic condition management, 

self-management)(42)(50)

Financial, for follow-up care, medication, and 

transportation(33)

Self-help or support groups(33)

Tobacco use treatment(51)(52)

Other

Medical equipment and supplies coordinated (ie, delivered or delivery 

confirmed), which may include:

Other



Discharge Destination
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Post-hospital levels of admission may include:

o Home.

Evidence Summary
Return to top of Chest Pain - ISC

Background
Return to top of Chest Pain - ISC

The Angina ISC guideline is to be used when the diagnosis of unstable angina is made (ie, the etiology of 
signs and symptoms is myocardial ischemia in a pattern or presentation consistent with a diagnosis of unstable 
angina (not stable angina)). The Chest Pain guideline is to be used for patients with symptoms (eg, chest pain) of 

unknown etiology (eg, rule out MI). The Percutaneous Coronary Intervention ISC guideline, which is 
intended for planned elective PCI, is to be used for patients with chronic stable angina undergoing elective PCI.

Criteria
Return to top of Chest Pain - ISC

The evidence for the clinical indications found in this guideline includes 1 published peer reviewed article, 4 
specialty society or other evidence-based guidelines, and 1 book section.

Analysis of national hospital discharge data for a commercially insured population shows 0.7% of patients seen in 
an emergency department with a principal diagnosis of chest pain were admitted to inpatient care.(3) (EG 
3) Analysis of national hospital discharge data for a Medicare-insured population shows 3.9% of patients seen in 
an emergency department with a principal diagnosis of chest pain were admitted to inpatient care.(3) (EG 
3) Analysis of an all-payer database shows a mean length of stay of 2.2 days for patients admitted to inpatient 
care.(4) (EG 3)

Evidence-based specialty society guidelines conclude that chest pain patients identified as low risk (ie, 30-day 
event rate less than 1%) via a validated clinical decision pathway (eg, asymptomatic, HEART score 0 to 3, 2 serial 
troponin levels below assay-specific thresholds without a significant change in the troponin level between the 2 
tests, and a nonischemic ECG) can be discharged from the emergency department without further testing or risk 
stratification and without need of observation care.(1)(2)(5)(6) (EG 2) These risk assessments can be performed 
in 1 to 2 hours (high-sensitivity troponin) or 3 to 6 hours (conventional troponin) after emergency department 
presentation.(1)(2)(5)(6) (EG 2) The use of high-sensitivity troponin measurements are preferred due to more 
rapid and more accurate detection or exclusion of myocardial injury.(1)(5)(6) (EG 2) Depending on the patient 
population, 40% to 65% of patients presenting with chest pain can be classified as low risk.(1)(2) (EG 2) A HEART 
score calculator is available at www.mdcalc.com/heart-score-major-cardiac-events.

y



Patients are considered high risk if they have persistent symptoms or symptoms that recur with minimal exertion, 
evidence of myocardial ischemia on ECG, a HEART score of 7 to 10, or evidence of acute myocardial necrosis 
(eg, elevated troponin levels).(1)(2) (EG 2) These high-risk patients are routinely sent for invasive coronary 
angiography, with subsequent revascularization and treatment contingent upon the results.(1) (EG 2) These 
patients often qualify for care under the myocardial infarction guideline (eg, if elevated troponin levels) or the 

angina guideline (eg, meet definition of unstable angina). See Myocardial Infarction ISC or Angina
ISC guideline as appropriate.

Patients who do not qualify as low risk or high risk are considered to be at intermediate risk.(1)(2) (EG 
2) Evidence-based specialty society guidelines conclude that intermediate-risk patients should be further risk 
stratified via coronary CT angiography (CCTA) or a stress test before discharge, and that this evaluation can be 
performed in observation care rather than as a hospital inpatient.(1)(2) (EG 2) If a CCTA reveals no coronary 
artery disease or nonobstructive disease (no lesions with stenosis of 50% or more) or a stress test identifies no 
ischemia or minimal ischemia, discharge is appropriate.(1)(2) (EG 2)

Alternatives
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A multicenter study of 9690 patients who presented to an emergency department with chest pain and were 
evaluated for possible acute coronary syndrome found that 75.9% of patients were discharged from the 
emergency department, meaning they were neither placed in observation care nor admitted as an 
inpatient.(11) (EG 2) In this same cohort, 7.2% of patients underwent stress testing and 2.4% underwent left heart 
catheterization before discharge.(11) (EG 2) The same study found that only 0.8% of patients underwent 
revascularization within 30 days.(11) (EG 2)

Length of Stay
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Analysis of national hospital discharge data shows 73% of hospitalized patients with the principal diagnosis of 
chest pain were discharged in 2 days or less.(4) (EG 3)

Rationale
Return to top of Chest Pain - ISC

Use of this MCG care guideline helps the clinician identify patient-specific complex clinical factors that make it 
reasonable to expect a necessity for hospital care across 2 or more midnights. The evidence-based clinical criteria 
assist the clinician in the decision to appropriately admit a patient to inpatient care. For Medicare enrollees, MCG 
care guidelines also support the clinician in the decision to appropriately admit a patient to inpatient care when 
there is not an expectation of 2 or more midnights of hospital care (eg, CMS' Two-Midnight Rule exceptions).

Use of these evidence-based clinical criteria to support decision making around the need for inpatient treatment is 
of clinical benefit to the patient and is crucial for quality patient care. Use of evidence-based clinical criteria 
ensures patients receive the most appropriate care for their specific condition, reduces unnecessary risks, 



promotes recovery, and provides a standard that can reduce disparities in care. Evidence-based clinical criteria 
not only help align treatment decisions with best practice, but they can also help reduce unwarranted variation in 
care by fostering consistency and equality in healthcare provision across regions and facilities. Appropriate use of 
the evidence-based clinical criteria in conjunction with the Supplemental Medicare Criteria ensures Medicare 
patients receive full access to Medicare benefits (eg, inpatient care), without risk of delay or decreased access, 
based on variables such as clinical severity of illness, length of provision of medically necessary hospital-level 
care, or satisfaction of specified Medicare criteria as directed by CMS. Use of these criteria will help ensure that 
the patient receives necessary care in the appropriate setting. 

Related CMS Coverage Guidance 
Return to top of Chest Pain - ISC 

This guideline supplements but does not replace, modify, or supersede existing Medicare regulations or applicable 
National Coverage Determinations (NCDs) or Local Coverage Determinations (LCDs). 

Code of Federal Regulations (CFR): 42 CFR 412.3(9); 42 CFR 419.22(53); 42 CFR 422.101(54) 

Internet-Only Manual (IOM) Citations: CMS IOM Publication 100-02, Medicare Benefit Policy Manual, Chapter 1 
- Inpatient Hospital Services Covered Under Part A(55); CMS IOM Publication 100-02, Medicare Benefit Policy 
Manual, Chapter 6 - Hospital Services Covered Under Part B(56); CMS IOM Publication 100-02, Medicare Benefit 
Policy Manual, Chapter 15 - Covered Medical and Other Health Services(57); CMS IOM Publication 100-08, 
Medicare Program Integrity Manual, Chapter 6, Section 6.5 - Medical Review of Inpatient Hospital Claims for Part 
A Payment(58) 

Medicare Coverage Determinations: Medicare Coverage Database(59) 
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Footnotes
Return to top of Chest Pain - ISC

[A] Rather than chest pain, patients often report pressure, tightness, squeezing, heaviness, or burning. Chest 
discomfort may be a more accurate term. Further, locations other than the chest may be described, including the 
shoulder, arm, neck, back, upper abdomen, or jaw. Other symptoms of ischemia, such as dyspnea or nausea, are 
reported; however, chest discomfort is the predominant symptom reported in men and women ultimately 
diagnosed with myocardial ischemia.(1)(2) [ A in Context Link 1 ]

[B] ICU care is indicated for hemodynamic instability, suspicion of diagnosis needing ICU care, SBP less than 100 
mm Hg, new unstable or symptomatic arrhythmia or ECG finding, syncope or near syncope, pulmonary edema 
due to ischemia, or new or worsening mitral regurgitation murmur, S3, or rales.(5)(7)(23) See Intensive, 

Intermediate, and Telemetry Care Guidelines ISC for further information. [ B in Context Link 1 ]

[C] Intermediate care is indicated for unstable coronary artery disease, SBP less than 110 mm Hg, rales above the 
bases, major arrhythmia, or new-onset unstable angina at rest or with minimal exertion.(5) See Intensive, 

Intermediate, and Telemetry Care Guidelines ISC for further information. [ C in Context Link 1 ]

[D] See Intensive, Intermediate, and Telemetry Care Guidelines ISC for further information. [ D in 
Context Link 1 ]

[E] See Clinical Indications for Admission to Inpatient Care in this guideline. [ E in Context Link 1 ]

[F] Oxygen is recommended for patients with acute coronary syndromes who have an SpO2 less than 90%. 
Oxygen is not recommended for patients who are not hypoxic.(5)(6) [ F in Context Link 1 ]

[G] Some patients may have their hydration needs met via alternative means (eg, percutaneous endoscopic 
gastrostomy tube). [ G in Context Link 1 ]

[H] Ventilatory assistance includes noninvasive methods (eg, high-flow nasal cannula (HFNC), CPAP, BPAP) and 
invasive methods (intubation with mechanical ventilation). [ H in Context Link 1 ]

g



[I] Discharge instructions should be given in the patient's and caregiver's native language using trained language
interpreters whenever possible.(25) [ I in Context Link 1 ] 

Codes 
Return to top of Chest Pain - ISC 

ICD-10 Diagnosis: M94.0, R07.1, R07.2, R07.81, R07.82, R07.89, R07.9 
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