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INSTRUCTIONS FOR USE 
The following Coverage Policy applies to health benefit plans administered by Cigna companies. Coverage Policies are intended to provide 
guidance in interpreting certain standard Cigna benefit plans. Please note, the terms of a customer’s particular benefit plan document 
[Group Service Agreement, Evidence of Coverage, Certificate of Coverage, Summary Plan Description (SPD) or similar plan document] may 
differ significantly from the standard benefit plans upon which these Coverage Policies are based. For example, a customer’s benefit plan 
document may contain a specific exclusion related to a topic addressed in a Coverage Policy. In the event of a conflict, a customer’s benefit 
plan document always supersedes the information in the Coverage Policies. In the absence of a controlling federal or state coverage 
mandate, benefits are ultimately determined by the terms of the applicable benefit plan document. Coverage determinations in each specific 
instance require consideration of 1) the terms of the applicable benefit plan document in effect on the date of service; 2) any applicable 
laws/regulations; 3) any relevant collateral source materials including Coverage Policies and; 4) the specific facts of the particular 
situation. Coverage Policies relate exclusively to the administration of health benefit plans. Coverage Policies are not recommendations for 
treatment and should never be used as treatment guidelines. In certain markets, delegated vendor guidelines may be used to support 
medical necessity and other coverage determinations. Proprietary information of Cigna. Copyright ©2014 Cigna 
 
 
Coverage Policy 
 
Cigna covers liver transplantation as medically necessary for individuals with ANY of the following 
indications: 
 

• end-stage liver failure 
• hepatocellular carcinoma (i.e., single lesion ≤ 5 cm, up to three separate lesions, none larger than 3 cm, 

no evidence of gross vascular invasion and no regional nodal metastasis) 
• hepatoblastoma which is confined to the liver (children) 
• metabolic disease with intact hepatic synthetic function (e.g., type I hyperoxaluria, familial homozygous 

hypercholesterolemia, familial amyloidosis) 
• unresectable hilar cholangiocarcinoma when the individual has received a Model for End-Stage Liver 

Disease (MELD) score exception by a United Network for Organ Sharing (UNOS) Regional Review 
Board for all of the following considerations: 

 a UNOS approved treatment protocol 
 mass ≤3cm on imaging studies 
 absence of metastasis 
 completion of neoadjuvant therapy 
 subsequent operative staging 

• neuroendocrine/gastroenteropancreatic (GEP) tumors with ALL of the following: 
 unresectable liver metastasis 
 prior complete resection of the primary GEP 
 absence of extrahepatic metastasis 
 failure to respond to medical and/or interventional treatment 

https://cignaforhcp.cigna.com/public/content/pdf/coveragePolicies/medical/mm_0282_coveragepositioncriteria_transcath_arterial_chemoembol_tace.pdf
https://cignaforhcp.cigna.com/public/content/pdf/coveragePolicies/medical/mm_0282_coveragepositioncriteria_transcath_arterial_chemoembol_tace.pdf
https://cignaforhcp.cigna.com/public/content/pdf/coveragePolicies/medical/mm_0132_coveragepositioncriteria_transplant_donor_charges.pdf
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 severe hypoglycemia, poorly controlled hyperglycemia, cardiac distress, respiratory distress or 
other symptoms directly attributable to aberrant GEP tumor production of life-threatening hormones 
such as insulin, catecholamines, or histamine 

 
Cigna covers liver retransplantation as medically necessary for individuals considered to have a 
significant chance of success and who still meet eligibility criteria for primary transplantation for ANY of 
the following indications: 
 

• primary graft failure 
• hepatic artery thrombosis 
• severe rejection 
• recurrence of the disease which prompted the initial liver transplantation 

 
Cigna does not cover liver transplantation for individuals with ANY of the following contraindications to 
transplant surgery because it is considered not medically necessary (this list may not be all-inclusive):  
 

• ongoing alcohol abuse 
• active extrahepatic malignancy that is expected to significantly limit future survival 
• persistent, recurrent or unsuccessfully treated major or systemic infections 
• systemic illness or comorbidities that would be expected to substantially negatively impact the 

successful completion and/or outcome of transplant surgery 
• a pattern of demonstrated noncompliance which would place a transplanted organ at serious risk of 

failure 
• human immunodeficiency virus (HIV) disease unless ALL of the following are noted: 

 cluster determinant (CD)4 count >100 cells/mm3 
 HIV-1 ribonucleic acid (RNA) undetectable 
 stable antiretroviral therapy for more than three months 
 absence of serious complications associated with HIV disease (e.g., opportunistic infection, 

including aspergillus, tuberculosis, coccidioidomycosis; or resistant fungal infections; or 
Kaposi’s sarcoma or other neoplasm) 

• known intrahepatic or central cholangiocarcinoma 
• donor with: 

 ongoing alcohol abuse 
 active malignancy, with the exception of non-melanotic skin cancer 
 persistent, recurrent or unsuccessfully treated infections, including hepatitis A, B or C or HIV 
 active systemic illness or serious comorbidities that would be expected to substantially 

negatively impact the successful completion and/or outcome of transplant surgery 
 active systemic illness that is likely to negatively affect survival 

 
 
General Background 
 
Liver transplantation is a complex operation requiring vascular reconstruction of the hepatic artery, the portal 
vein, and the hepatic venous system. Surgical techniques, which continue to evolve, include the orthotopic 
approach, involving replacement of the recipient liver with the donor liver, and the heterotopic approach in which 
the recipient liver is left in place and the donor liver is transplanted to an ectopic site. The whole liver, a reduced 
liver, or a liver segment may be transplanted depending on whether the donor is cadaveric (deceased) or living. 
 
Living-donor liver transplantation was introduced as an alternative to deceased donor transplantation in 
response to the shortage of available cadaveric donor organs and is used for both adults and children. The graft 
from a living donor is more commonly from a relative of the recipient. The success of this type of transplantation 
is based on the ability of the liver to regenerate in both the donor and the recipient. The graft must be of 
adequate size in order to function in the recipient (Emond, 2001).The risks and benefits of using a living-donor 
graft must be considered as there are surgical risks to both the recipient and the donor. Benefits to the recipient 
include a reduced chance of mortality related to waiting for a cadaveric-donor organ, a reduced likelihood of 
primary non-function of the graft, and a potential decrease in the chance of graft rejection and the need for 
immunosuppression (OPTN, 2014). 
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A major factor in patient survival following transplantation is the degree of hepatic decompensation and 
associated debility at the time of transplantation. Using the Model for End Stage Liver Disease (MELD) scoring 
model for an individual who is ≥12 years, and the Pediatric End-Stage Liver Disease (PELD) scoring model for a 
child <12 years, a donor organ is allocated to a transplant candidate designated as having the greatest risk of 
death. Exceptions to this policy, which result in the assignment of additional MELD/PELD points and therefore a 
higher priority for allocation of donor organs, can be requested of a United Network for Organ Sharing (UNOS) 
regional review board by the transplanting physician and/or facility for individuals with certain diagnoses, such 
as unresectable hilar cholangiocarcinoma (CCA). 
 
Outcomes of liver transplantation have improved due to effective immunosuppression, improved surgical 
preservation techniques, and better strategies to treat postoperative complications. Both patient and graft 
survival rates are calculated to determine overall survival. Based on primary liver transplants performed 
between 1997 and 2004, one- and five-year patient survival rates for cadaveric (deceased) donor recipients 
were 87.7% and 74.3%, respectively, with one- and five-year graft survival rates of 83.3% and 67.3%, 
respectively (OPTN, 1997-2004).  
 
Indications for Liver Transplantation 
Although liver transplantation has not been studied in randomized controlled clinical trials it is considered the 
standard of care for selected individuals with liver failure not amenable to alternative medical or surgical care. In 
the absence of absolute contraindications, liver transplantation is considered a standard treatment option for 
selected individuals with acute and chronic end-stage liver failure. Important indications remain disease severity 
reflective of hepatocellular failure, complications of portal hypertension, or the combination of portosystemic 
shunting and diminished hepatocellular function, as occurs in hepatic encephalopathy (Martin, 2010). These 
conditions include, but are not limited to, the following: (Lee, 2011; Manns, 2011; Bruix, 2010, Chapman, 2010; 
O‘Shea, 2010; UNOS, 2010; O’Leary, 2008; Ahmed, 2007; Keefe, 2007; Feldman, 2006; van Vilsteren, 2006; 
Murray, 2005; Markman, 2003; McDiarmid, 2001; Steinman, 2001; Carithers, 2000): 
 

• cholestatic disease 
• chronic hepatitis 
• alcoholic liver disease 
• cirrhosis of unknown causes 
• unresectable hepatocellular carcinoma (HCC) confined to the liver (i.e., single lesion ≤ 5 cm, up to three 

separate lesions none larger that 3 cm, no evidence of gross vascular invasion and no regional nodal 
metastasis) 

• hepatic vein occlusion 
• polycystic liver disease 
• hepatoblastoma which is confined to the liver 
• unresectable hilar cholangiocarcinoma when the individual has received a Model for End-Stage Liver 

Disease (MELD) score exception by a United Network for Organ Sharing (UNOS) Regional Review 
Board for all of the following considerations: 

 a UNOS approved treatment protocol 
 mass ≤3cm on imaging studies 
 absence of metastasis 
 completion of neoadjuvant therapy 
 subsequent operative staging 

• neuroendocrine/gastroenteropancreatic (GEP) tumors with ALL of the following: 
 unresectable liver metastasis 
 prior complete resection of the primary GEP 
 absence of extrahepatic metastasis 
 failure to respond to medical and/or interventional treatment 
 severe hypoglycemia, poorly controlled hyperglycemia, cardiac distress, respiratory distress or 

other  
symptoms directly attributable to aberrant GEP tumor production of life-threatening hormones 
such as insulin, catecholamines, or histamine 

• liver failure secondary to mushroom poisoning, hepatic vein thrombosis, and acetaminophen-induced 
acute liver failure. 
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Metabolic Disease: Metabolic liver disease encompasses a heterogeneous group of disorders, many of which 
may be successfully treated with liver transplantation. Metabolic disorders resulting in hepatic decompensation 
(e.g., hereditary hemochromatosis, Wilson’s disease, alpha1-antitrypsin deficiency, non-alcoholic 
steatohepatitis) or severe extrahepatic organ damage with intact hepatic synthetic function (e.g., type I 
hyperoxaluria, familial homozygous hypercholesterolemia, hereditary oxalosis, familial amyloidosis) may be 
indications for liver transplantation in selected individuals. Less common indications include erythropoietic 
protoporphyria, cystic fibrosis, glycogen storage diseases, and Byler’s disease (Bruix, 2010; O’Leary, 2008; 
Ahmed, 2007; Feldman, 2006; Murray, 2005; Markman, 2003; McDiarmid, 2001; Steinman, 2001; Carithers, 
2000). 
 
Cholangiocarcinoma (CCA): Cholangiocarcinomas are distinguished by anatomic site and typically classified 
as intrahepatic (i.e., located within the hepatic parenchyma), or extrahepatic, (i.e., occurring at, or near, the 
junction of the left or right hepatic ducts, or the common bile duct). The most common type of extrahepatic 
cholangiocarcinoma is hilar cholangiocarcinoma. Hilar cholangiocarcinoma is an uncommon, but aggressive 
malignancy. Prognosis is poor; in resectable disease five-year survival is reported to be 20% to 40% (Heimbach, 
2008). Several retrospective studies have examined the outcomes of patients undergoing liver transplantation 
for hilar cholangiocarcinoma (Becker, 2008; Rosen, 2008; Rhea, 2005). Patients received neoadjuvant 
chemoradiation therapy prior to transplantation. One- and five-year overall survival rates after transplantation 
were 74%–92% and 38%–71%, respectively. Liver transplantation may be considered an appropriate treatment 
option for select individuals who have received a MELD/PELD point exception by a UNOS regional review 
board. 
 
According to the National Comprehensive Cancer Network Guidelines™ (NCCN Guidelines™) (20141) for 
Hepatobiliary Cancers, liver transplantation is a potentially curative therapeutic option for patients with early 
HCC. The consensus of the NCCN panel is that initial treatment with either partial hepatectomy or 
transplantation can be considered for patients with liver function characterized by a Child-Pugh class A score 
who fit UNOS criteria. In addition, patients must have operable disease on the basis of performance status and 
co-morbidity.” Regarding unresectable disease the Guidelines (2014) note “Liver transplantation is indicated for 
patients who meet the UNOS criteria.” The United Network for Organ Sharing (UNOS) policy (2014): Organ 
Distribution: Allocation of Livers indicates liver transplantation candidates with cholangiocarcinoma may be 
eligible for MELD exception points. Patients must satisfy certain criteria to be eligible for MELD exception as 
follows: 
 

• “Centers must submit a written protocol for patient care to the Organ Procurement and Transplantation 
Network (OPTN)/United Network for Organ Sharing (UNOS) Liver and Intestinal Organ Transplantation 
Committee before requesting a Model for End-Stage Liver Disease (MELD) score exception for a 
candidate with cholangiocarcinoma (CCA). This protocol should include selection criteria, administration 
of neoadjuvant therapy before transplantation, and operative staging to exclude patients with regional 
hepatic lymph node metastasis, intrahepatic metastasis, and/or extra-hepatic disease. 

• Candidates must satisfy diagnostic criteria for hilar CCA: malignant-appearing stricture on 
cholangiography and one of the following: carbohydrate antigen 19-9 100 U/mL or biopsy or cytology 
results demonstrating malignancy, or aneuploidy. The tumor should be considered unresectable on the 
basis of technical considerations or underlying liver disease. 

• If cross-sectional imaging studies (computerized tomography [CT] scan, ultrasound, magnetic 
resonance imaging [MRI]) demonstrate a mass, the mass should be ≤ 3 cm. 

• Intra- and extrahepatic metastases should be excluded by cross-sectional imaging studies of the chest 
and abdomen at the time of the initial exception and every three months before score increases. 

• Regional hepatic lymph node involvement and peritoneal metastasis should be assessed by operative 
staging after completion of neoadjuvant therapy and before liver transplantation. Endoscopic 
ultrasound-guided aspiration of regional hepatic lymph nodes may be advisable to exclude patients with 
obvious metastasis before neoadjuvant therapy is initiated.” 

 
Neuroendocrine/Gastroenteropancreatic (GEP) Tumors: Liver transplantation has been proposed as a 
potentially curative therapy for selected individuals who have neuroendocrine/GEP tumors that are metastatic to 
the liver. GEP tumors are often slow-growing and can be confined to the liver for an extended period of time; 
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however, as the disease progresses survival is limited with average five-year survival of 30% (van Vilsteren, 
2006; Murray, 2005). 
 
Neuroendocrine/GEP tumors have the capacity to secrete higher than normal amounts of hormones such as 
insulin and gastrin; alternately they can be nonfunctioning (van Vilsteren, 2006). Individuals may experience a 
variety of symptoms, some of which may be considered life-threatening. Hyper- or hypoglycemia, cardiac or 
respiratory distress, congestive heart failure, acromegaly, and Cushing’s syndrome may be noted with 
neuroendocrine/GEP tumors. Gastrointestinal carcinoid tumors may also produce serotonin which can cause a 
specific set of symptoms, known as the carcinoid syndrome. Symptoms include flushing, diarrhea, 
bronchoconstriction, cardiac valvular lesions, and telangiectasia. The carcinoid syndrome rarely occurs in the 
absence of liver metastases (NCI, 2014b). 
 
Although the number of individuals undergoing liver transplantation for neuroendocrine/GEP tumors is limited, 
improved survival outcomes have been demonstrated (Olausson, 2007; van Vilsteren, 2006; Florman, 2004). 
Estimated one- and two-year survival rates are 73%–88%, and 87%, respectively. Estimated one-year 
recurrence-free rate is 77% (van Vilsteren, 2006). 
 
Long-term data are limited; however, liver transplantation may be an acceptable treatment option for selected 
individuals with neuroendocrine/GEP tumors that are metastatic to the liver and meet the following criteria:  
 

• unresectable, prior complete resection of the primary GEP 
• absence of extrahepatic disease 
• life-threatening hormonal symptoms that are persistent despite optimal medical and/or interventional 

therapy, such as chemotherapy, surgical resection, and radiation therapy (van Vilsteren, 2006; Murray, 
2005). 

 
Contraindications to Liver Transplantation 
Many factors affect the outcome of solid organ transplantation. Prior to transplantation a rigorous assessment of 
the recipient’s medical status should be conducted to confirm that transplantation constitutes the best option for 
managing the patient’s disease and that no absolute contraindications exist (Martin, 2010). 
 
Contraindications for liver transplantation are similar to those for other types of solid organ transplantation. 
Absolute contraindications include the following: 
 

• ongoing alcohol abuse 
• severe uncontrolled infection 
• multi-organ failure 
• nonresectable or disseminated extrahepatic malignancy 
• significant cardiopulmonary insufficiency 
• and human immunodeficiency virus (HIV) unless the cluster determinant (CD)4 count is >100 cells/mm3,  

HIV-1 ribonucleic acid (RNA) is undetectable, the patient is on stable antiretroviral therapy for more than 
three months, and there is an absence of serious complications associated with HIV disease.  

• existence of life-threatening uncontrollable intra-abdominal or systemic infections, noncompliance, and 
known intrahepatic cholangiocarcinoma are also considered absolute contraindications to liver 
transplantation (Martin, 2010; O’Leary, 2008; Ahmed, 2007; Braun, 2007; Matarese, 2006; Abu Elmagd, 
2001; Kaufman, 2001; Steinman, 2001).  

 
In addition to the absolute contraindications noted, relative contraindications which may also negatively affect 
survival, may include, but not be limited to (Kaufman, 2007; Abu-Elmagd, 2001): 
 

• profound  neurologic disabilities 
• severe congenital or acquired immunological deficiencies 
• multisystem autoimmune diseases 
• progressive neuropathy or myopathy that is not amenable to rehabilitation 
• any active medical process that is currently not optimally treated and/or stable and that is likely to result 

in end-organ damage or medical emergency without appropriate management, such as active peptic 
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ulcer disease, diverticular disease, active hepatitis, cholecystitis, pancreatitis, diabetes mellitus, 
hypertension, autoimmune disease, or cytopenia 

• advanced age 
• positive cross-match 

 
Human Immunodeficiency Virus (HIV): Historically, HIV positivity has been considered a contraindication to 
solid organ transplantation. Access to liver transplantation was limited due to questions regarding life 
expectancy, clinical efficacy, and complications post-liver transplantation caused by interactions between 
antiviral therapy and immunosuppressive medications, and the increased risk of opportunistic infections (di 
Benedetto, 2008; Rafecas, 2004;). 
 
More recently liver transplantation has become an acceptable treatment option for selected individuals who are 
HIV-positive (di Benedetto, 2008; Roland, 2008; Stock, 2008; Murray, 2005; Steinman, 2001).  While overall 
survival is generally lower for individuals with HIV-infection compared to HIV-negative persons, monoinfection 
(i.e. HIV infection only) does not seem to be a significant risk factor for survival after liver transplantation 
(Mindikoglu, 2008). Orthotopic liver transplantation appears to be a safe therapeutic option in the short term for 
selected persons with HIV infection who have end-stage liver disease (di Benedetto, 2008; Mindikoglu, 2008; 
Roland, 2008; Moreno, 2005; Vogel, 2005; Norris, 2004; Ragni, 2003). 
 
At present, criteria for liver transplantation include a CD 4 count >100 cells/mm3 , HIV-1 ribonucleic acid (RNA) 
undetectable, stable antiretroviral therapy for more than three months, and absence of serious complications 
associated with HIV disease (e.g., opportunistic infection, including aspergillus, tuberculosis, 
coccidioidomycosis; or resistant fungal infections; or Kaposi’s sarcoma or other neoplasm). 
 
Donor Health 
The health of the donor is also an important factor in liver transplantation outcomes. Hepatitis C virus (HCV) 
infection in the donor can affect the health of the donor liver, making individuals with persistent, recurrent, or 
untreated HCV infection unacceptable donors. Likewise, donor candidates who are hepatitis B surface antigen- 
(HbsAg) positive are also generally excluded from living-donor liver transplant donation to prevent transmission 
of disease to recipients (Baltz and Trotter, 2003). Factors which may negatively affect recipient outcomes after 
liver transplantation including ongoing alcohol abuse, active systemic illness, and malignancy, are also 
considered contraindications to donation. 
 
Retransplantation of the Liver 
Retransplantation may be appropriate for carefully selected patients experiencing graft loss if an improvement in 
survival is expected; however, according to the AASLD (Murray, 2005), liver retransplantation should be used 
with discretion in the emergency setting and avoided in patients with little chance of success. In adults, the most 
common condition resulting in the need for retransplantation of the liver is recurrent infection with hepatitis C 
virus (HCV). Retransplantation in patients with HCV is controversial due to concerns of aggressive disease 
recurrence post retransplantation, and decreased patient and graft survival (Bahril, 2008). Several retrospective 
cohort studies have examined the outcomes of patients retransplanted for recurrent HCV (Pelletier, 2005; 
McCashland, 2007; Bahra, 2008; Ghabril, 2008) demonstrating lower patient and graft survival in some studies.  
 
Survival outcomes following liver retransplantation are inferior to primary liver transplantation (OPTN, 1997-
2004). The outcome depends on many variables, including graft quality, cold ischemia time, and perioperative 
factors (Gustafsson, 2007). The urgency of retransplantation, serum bilirubin and creatinine levels, Child-
Turcotte-Pugh (CTP) score of 10 or more, and Model for End-Stage Liver Disease (MELD) score of more than 
25 are associated with a poor prognosis after retransplantation (Murray, 2005). For deceased donor liver 
retransplantation performed between 1997 and 2004, patient survival was 73.7% and 54.5%, at one and five 
years, respectively, while graft survival was 68.7% and 45.9% for one and five years, respectively (OPTN, 1997-
2004).  
 
Professional Societies/Organizations 
Indications for Transplantation 
American Association for the Study of Liver Disease (AASLD): The Practice Guidelines Committee of the 
AASLD has published several Position Papers and Practice Guidelines regarding the management of liver 
disease and liver transplantation. These include guidelines for the evaluation of the patient for liver 
transplantation, management of acute liver failure, diagnosis, management and treatment of hepatitis C, 
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hepatocellular carcinoma, chronic hepatitis B, biliary cirrhosis, primary sclerosing cholangitis, and alcoholic liver 
disease. 
 
American Society of Transplantation (AST): On behalf of the AST, Steinman et al. (2001) published Referral 
and Management Guidelines of Patients Eligible for Solid Organ Transplant with criteria for organ 
transplantation. According to Steinman, acquired immunodeficiency syndrome (AIDS) remains a 
contraindication for transplantation, unless certain parameters are met, including a CD4 count >200 cells/mm3 
for >6 months, HIV-1 RNA undetectable, on stable anti-retroviral therapy >3 months, and no other complications 
from AIDS (e.g., opportunistic infection, including aspergillus, tuberculosis, coccidioide-mycosis, resistant fungal 
infections, Kaposi’s sarcoma or other neoplasm). Guidelines note the current definition of AIDS is a CD 4 count 
of 200 cells/mm3 in a patient who is human immunodeficiency virus (HIV) positive; however, in regards to liver 
transplantation Guidelines note “There is growing experience that HIV-positive patients who have below 
detectable levels of HIV, no other stigmata of HIV, and with a CD4 count <200 cells/mm3 can do well after 
transplantation.” 
 
Human Immunodeficiency Virus and Transplantation 
United Network for Organ Sharing (UNOS): UNOS notes that a potential candidate for organ transplantation 
whose test for HIV is positive but who is in an asymptomatic state should not necessarily be excluded from 
candidacy for organ transplantation, but should be advised that he or she may be at increased risk of morbidity 
and mortality because of immunosuppressive therapy (2008). 
 
National Cancer Institute (NCI): The NCI (2014a) notes that adults with localized and locally advanced 
unresectable liver cancer may be considered for liver transplantation. Liver transplantation has been associated 
with five-year survival rates of 20% to 30% for individuals with hemangioendothelioma, fibrolamellar 
hepatocellular carcinoma, and small (<5 cm) hepatocellular carcinoma in patients with or without cirrhosis. In 
selected patients with localized and locally advanced unresectable hepatoma, particularly patients with 
fibrolamellar hepatomas, liver transplantation may offer a potentially curative treatment option. When re-
resection is not possible, treatment options for patients with recurrent hepatocellular cancer may include the use 
of liver transplantation.” 
 
For children with hepatoblastoma the NCI (2013) notes “Orthotopic liver transplantation provides an additional 
treatment option for patients whose tumor remains unresectable after preoperative chemotherapy.” Regarding 
children with hepatocellular carcinoma, the NCI notes “Orthotopic liver transplantation has been successful in 
selected children with hepatocellular carcinoma”  
 
National Comprehensive Cancer Network Guidelines™ (NCCN Guidelines™): The Guidelines for resectable 
hepatobiliary cancers note that liver transplantation may be a potentially curative treatment option for highly 
selected patients with extrahepatic cholangiocarcinoma (2014). Initial treatment with either partial hepatectomy 
or transplantation can be considered with liver function characterized by a Child-Pugh class A score who fit 
UNOS criteria. In addition, patients must have operable disease on the basis of performance status and co-
morbidity. Regarding candidates who have unresectable disease, the Guidelines note that patients who meet 
UNOS criteria may be appropriate for transplantation. 
 
Use Outside of the US 
British Human Immunodeficiency Association (BHIVA), United Kingdom (UK) and Ireland Liver 
Transplantation Centres, and British Transplantation Society Standards Committee: On behalf of the 
BHIVA, and the UK and Ireland Liver Transplantation Centres, and reviewed and endorsed by British 
Transplantation Society Standards Committee, O’Grady et al. (2005) published Guidelines for Liver 
Transplantation in Patients with HIV Infection. HIV specific issues include CD4 counts >200 cells/uL or >100 
cells/uL in the presence of portal hypertension, absence of viraemia, absence of AIDS defining illness after 
immune reconstitution, and therapeutic options available if HIV disease activates. The author notes that these 
are somewhat empirical and may change with experience. 
 
Pediatric Gastroenterology Chapter of Indian Academy of Pediatrics/Indian Academy of Pediatrics 
(2013): A published consensus statement regarding the management of acute liver failure (ALF)  in infants and 
children notes liver transplantation is the only definite treatment for ALF. Contraindications for pediatric liver 
transplantation are active uncontrollable and untreatable sepsis, severe cardiopulmonary disease, multi-organ 
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failure, extrahepatic malignancy, mitochondrial disease, active substance abuse, and HE grade IV  
encephalopathy with severe neurological impairment. 
 
Spanish Consensus Conference (2005): Mira et al. published criteria on behalf of the Spanish Consensus 
Conference regarding human immunodeficiency virus (HIV) infection and solid organ transplantation for HIV-
infected individuals who meet, or do not meet criteria for highly active antiretroviral therapy (HAART). For 
individuals who do not meet criteria for HAART, the Conference note that CD4 lymphocyte count should be 
>350cells. For HIV-infected patients who meet the criteria for HAART, individuals: 
 

• Must not have had an acquired immunodeficiency syndrome (AIDS) defining opportunistic infection 
except tuberculosis, oesophageal candidiasis or P. jiroveci pneumonia 

 
• Must have a CD4 count of >200 or in the case of liver transplant a CD4 count of >100 

 
• Must have an undetectable viral load in plasma < 50 copies at time of transplant or have effective and 

durable therapeutic options for HIV infection during the post-transplant period 
 
National Agency for Accreditation and Evaluation in Health (l’Agence nationale d’accre´ditation et 
d’e´valuation en sante) (AANES]: The Consensus Conference (2005) also published indications for liver 
Transplantation for HIV-positive individuals which note that liver transplantation in HIV-infected patients seems 
feasible, but its benefit-risk ratio in the medium-term is unknown. It can only be currently recommended under 
the following conditions, “stable control of HIV infection (undetectable viral load, without a well-defined CD4 
level); no history of acquired immunodeficiency syndrome defining opportunistic illness (except if it occurred 
before the highly active antiretroviral therapy implementation); and no general contraindications, which 
especially implies screening for tumors; with the same indications as patients without HIV infection.” 
 
Summary 
Liver transplantation is a complex surgical procedure involving the replacement of the recipient liver with a liver 
from a deceased (i.e., cadaveric) or living donor. In the absence of contraindications, liver transplantation and 
retransplantation are considered appropriate treatment options for selected adults and children. 
 
 
Coding/Billing Information 
 
Note: 1) This list of codes may not be all-inclusive. 
          2) Deleted codes and codes which are not effective at the time the service is rendered may not be eligible 
              for reimbursement 
 
Covered when medically necessary: 
 
CPT®* 
Codes 

Description 

47133 Donor hepatectomy (including cold preservation), from cadaver donor 
47135 Liver allotransplantation; orthotopic, partial or whole, from cadaver or living 

donor, any age 
47136 Liver allotransplantation; heterotopic, partial or whole, from cadaver or living 

donor, any age 
47140 Donor hepatectomy (including cold preservation), from living donor; left lateral 

segment only (segments II and III) 
47141 Donor hepatectomy (including cold preservation), from living donor; total left 

lobectomy (segments II, III and IV) 
47142 Donor hepatectomy (including cold preservation), from living donor; total right 

lobectomy (segments V, VI, VII and VIII) 
47143 Backbench standard preparation of cadaver donor whole liver graft prior to 

allotransplantation, including cholecystectomy, if necessary, and dissection and 
removal of surrounding soft tissues to prepare the vena cava, portal vein, hepatic 
artery, and common bile duct for implantation; without trisegment or lobe split 
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47144 Backbench standard preparation of cadaver donor whole liver graft prior to 
allotransplantation, including cholecystectomy, if necessary, and dissection and 
removal of surrounding soft tissues to prepare the vena cava, portal vein, hepatic 
artery, and common bile duct for implantation; with trisegment split of whole liver 
graft into two partial liver grafts (ie, left lateral segment (segments II and III) and 
right trisegment (segments I and IV through VIII)) 

47145 Backbench standard preparation of cadaver donor whole liver graft prior to 
allotransplantation, including cholecystectomy, if necessary, and dissection and 
removal of surrounding soft tissues to prepare the vena cava, portal vein, hepatic 
artery, and common bile duct for implantation; with lobe split of whole liver graft 
into two partial liver grafts (ie, left lobe (segments II, III, and IV) and right lobe 
(segments I and V-VIII)) 

47146 Backbench reconstruction of cadaver or living donor liver 
graft prior to allotransplantation; venous anastomosis, each 

47147 Backbench reconstruction of cadaver or living donor liver 
graft prior to allotransplantation; arterial anastomosis, each 

 
HCPCS 
Codes 

Description 

S2152 Solid organ(s), complete or segmental, single organ or combination of organs; 
deceased or living  donor(s), procurement, transplantation, and related 
complications; including: drugs; supplies; hospitalization with outpatient follow-
up; medical/surgical, diagnostic, emergency, and rehabilitative services, and the 
number of days of pre- and post-transplant care in the global definition 

 
 *Current Procedural Terminology (CPT®) ©2013 American Medical Association: Chicago, IL. 
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