Medical Policy

Joint Medical Policies are a source for BCBSM and BCN medical policy information only. These documents
are not to be used to determine benefits or reimbursement. Please reference the appropriate certificate or
contract for benefit information. This policy may be updated and is therefore subject to change.

*Current Policy Effective Date: 1/1/13

(See policy history boxes for previous effective dates)

Title: Liver-Kidney (Combined) Transplant

Description/Background
A combined liver-kidney transplant (CLKT) may be an option for patients with end-stage
disease in both the kidney and liver. Patients with hepatorenal syndrome receiving
hemodialysis (HD) for more than two months, polycystic liver or kidney disease, or those with
hyperoxaluria may be primary candidates for CLKT.
Hepatorenal syndrome (a potentially reversible renal failure caused by liver disease) is endstage disease of both the liver and kidneys and is usually caused by liver failure. Currently,
hepatorenal syndrome combined with cirrhosis or another liver disease is often treated with liver
transplant alone and not a combined liver/kidney transplant. Results of several studies show
that varying degrees of renal failure in patients with chronic liver disease are associated with
high mortality and morbidity after liver transplant alone.
Primary hyperoxaluria (sometimes referred to as oxalosis) is a genetic disorder that results in
an increased production of oxalate by the liver. The large amount of oxalate leads to high
concentrations in the urine which, over time, can cause kidney stones and kidney failure. This
disorder has two types, PH-I and PH-II (depending on the defective enzyme). Both types are
rare. Patients who are unresponsive to vitamin B6 (pyridoxine) therapy will require combined
liver and kidney transplantation. Long-term success with both transplants is good.
Another cause of end-stage kidney and liver disease is polycystic liver disease (PLD), a rare
hepatic disorder and frequently associated with polycystic kidney disease (PKD). Hepatic cysts
increase in frequency with aging and loss of renal function. This disease has autosomal
dominant inheritance and is characterized by the presence of multiple scattered cysts of biliary
origin in the liver parenchyma. Patients with adult polycystic kidney disease develop associated
hepatic cysts in 34 to 78 percent of the time. Transplant of both kidney and liver is an excellent
option with dramatic improvement in quality of life and acceptable morbidity.
1

The decision to transplant both the liver and kidney is more complicated in cases when kidney
dysfunction may be temporary as it may be difficult to predict whether there will be sufficient
return of native kidney function to recommend liver transplant alone. The model for end-stage
liver disease (MELD) replaced the United Network for Organ Sharing status classification for
the allocation of liver organs. Due to the heavily weighted serum creatinine value in the
calculation of the MELD score, candidates with renal failure have received organs more rapidly.
As a result there has been considerable increase in nation-wide volume of combined liverkidney transplants in the past three years.
Regulatory Status:
N/A
Medical Policy Statement
Combined liver-kidney transplants have been clinically established as safe and effective for
carefully selected members with end-stage disease in both organs.
Contraindications
Absolute and relative contraindications represent situations where proceeding with transplant
is not advisable in the context of limited organ availability. Contraindications may evolve over
time as transplant experience grows in the medical community. Clinical documentation
supplied to the health plan should demonstrate that attending staff at the transplant center
have considered all contraindications as part of their overall evaluation of potential organ
transplant recipients and have decided to proceed.
Relative Contraindications
• Cholangiocarcinoma
• Extensive previous biliary or upper abdominal surgeries
• Rapidly growing or extensive hepatocellular or kidney cancer
• AIDS could be considered a contraindication unless the following criteria are present:
o CD4 count > 200 cells/mm3 for > 6 months
o HIV-1 RNA undetectable
o On stable antiretroviral therapy > 3 months
o No other complications from AIDS (e.g., opportunistic infection, including aspergillus,
tuberculosis, coccidioses mycosis, resistant fungal infections, Kaposi’s sarcoma or other
neoplasm)
o Meeting all other criteria for transplantation
Absolute Contraindications for liver transplant include:
• Active alcoholism or drug abuse
• Severe impairment of vital organ system function such as cardiac, pulmonary or renal that
would limit anticipated survival
• Metastatic malignancy
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•
•
•
•

History of malignancy within five (5) years of transplantation, excluding non-melanomatous
skin cancers or hepatocellular carcinoma
Advanced extra-hepatic or extra-renal organ damage
Active sepsis outside the hepatobiliary and renal system
Social-economic issues identified by a social work evaluation including, but not limited to:
o Non-compliance issues
o Psychiatric disability
o Lack of social/economic support
o Irreversible brain damage

Inclusionary and Exclusionary Guidelines (Clinically based guidelines that may
support individual consideration and pre-authorization decisions)
Indications for combined liver-kidney transplant include but are not limited to progressive
chronic kidney/liver disease unresponsive to other medical and surgical therapy. In general,
patients are selected for combined kidney/liver transplant if one or more of the following apply:
• End-stage kidney/liver disease
• Quality of life judged sufficiently poor that the risk appears justified
• Polycystic kidney and liver disease, primary hyperoxaluria and hepatorenal syndrome with
terminal implications
• Fulminant or sub-acute hepatic/kidney failure
• No contraindication to post-operative immunosuppression
CPT/HCPCS Level II Codes (Note: The inclusion of a code in this list is not a guarantee of
coverage. Please refer to the medical policy statement to determine the status of a given procedure)
Established codes:
47399
Other codes (investigational, not medically necessary, etc.):
N/A

Rationale
The first simultaneous liver and kidney transplant was performed in 1983. There has been a
considerable increase in the number of combined kidney-liver transplants performed following
the 2002 introduction of the model for end-stage liver disease (MELD) organ-allocation system,
in which candidates with high serum creatinine receive organs more rapidly. Richard Ruiz, MD
and his colleagues at the University of California, Los Angeles reviewed data from 98 patients
who underwent 99 combined liver and kidney transplants at one academic medical facility
during a 16-year period from 1988 to 2004. The patients had an average age of 46 years; 76
had primary kidney disease and 22 had hepatorenal syndrome. For comparison, the
researchers also reviewed data from 148 patients with hepatorenal syndrome who underwent
a liver transplant alone between 1998 and 2002 and 743 patients who received kidney
transplants alone. Of the 99 combined transplant patients, 31 died at the end of the analysis.
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One, three and five-year survival rates were 76, 72 and 70 percent respectively. None of the
risk factors analyzed by the researchers including characteristics of the donor, age of the
recipient or previous transplants affected whether or not the patients would die after surgery.
In dual transplant patients, 70 percent of the transplanted livers and 76 percent of the
transplanted kidneys survived after one year; after three years, 65 percent of the livers and 72
percent of the kidneys survived and after five years, 65 percent of the livers and 70 percent of
the kidneys survived. Among those who underwent kidney transplants only, 23 percent of the
kidneys were rejected by the recipient’s body after one year, compared with 14 percent of
those who had liver-kidney transplants.

Government Regulations
National/Local:
There is no national or local coverage determination addressing a combined liver/kidney
transplant. However, Medicare does provide coverage for individual liver and kidney
transplant.
Michigan Department of Community Health:
MDCH requires prior authorization for organ transplant.
(The above Medicare information is current as of the review date for this policy. However, the coverage
issues and policies maintained by the Centers for Medicare & Medicare Services [CMS, formerly HCFA] are
updated and/or revised periodically. Therefore, the most current CMS information may not be contained in
this document. For the most current information, the reader should contact an official Medicare source.)

Related Policies
•
•
•
•
•
•
•

Heart Transplant
Heart/Lung Transplant
Liver Transplant
Lung and Lobar Lung Transplant
Pancreas Transplant
Small Bowel /Liver and Small Bowel/Multivisceral Transplant
Small Bowel Transplant-Isolated
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Comments

BLUE CARE NETWORK BENEFIT COVERAGE
POLICY: COMBINED LIVER/KIDNEY TRANSPLANT
I. Coverage Determination:
Commercial HMO
(includes Self-Funded
groups unless otherwise
specified)
BCNA (Medicare
Advantage)
BCN65 (Medicare
Complementary)
Blue Cross Complete of
Michigan

Covered, policy guidelines apply

Covered, policy and Medicare guidelines apply
Coinsurance covered if primary Medicare covers the
service.
MDCH requires PA for organ transplants for all
beneficiaries, donors, and potential donor services
related to organ transplants except for cornea and
kidney. PA is required if additional organ(s)
transplantation is to occur during the same operative
session, such as a cornea or kidney.
MDCH reimbursement for the following transplants is at
the hospital’s Medicaid cost to charge ratio:
Heart
Bone marrow
Liver
Lung
Simultaneous pancreas/kidney
Pancreas transplants
Transplantation and Lodging
MDCH reimburses for transportation and lodging
expenses associated with the evaluation and the
transplant for the beneficiary and one accompanying
individual (e.g., spouse, parent, guardian). The
beneficiary’s local Department of Human Services (DHS)
office should be contacted to make travel arrangements
if the beneficiary has CSHCS coverage only, they must
contact the CSHCS and Medicaid. If the beneficiary has
CSHCS coverage only, they must contact the CSHCS
office in the LHD of the county where they reside to
make travel arrangements. If the beneficiary is enrolled
in an MHP, contact the MHP regarding transportation
arrangements.

Note:

All services related to the transplant, except evaluation services, will not
be authorized until the transplant is approved.
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II. Administrative Guidelines:
•
•
•
•
•
•

The member's contract must be active at the time the service is rendered.
The service must be authorized by the member's PCP except for Self-Referral Option
(SRO) members seeking Tier 2 coverage.
Services must be performed by a BCN-contracted provider, if available, except for
Self-Referral Option (SRO) members seeking Tier 2 coverage.
Payment is based on BCN payment rules, individual certificate and certificate riders.
Appropriate copayments will apply. Refer to certificate and applicable riders for
detailed information.
CPT - HCPCS codes are used for descriptive purposes only and are not a guarantee
of coverage.
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