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I. organ Transplants covered 

A. Medicaid coverage shall be limited t o  t k  f o l l ~  orgw transplant prccdmes, when 
ansidered reacnable and d a l l y  necessary: 

1. Renal transplants 
2 .  Heart transplants 
3. Liver transplants 
4. Corneal transplants 
5. Bcne Marrow transplants 

Exceptim to  the above l i s t  of transplants may be made for other ncn-experinmtal 
transplants i f  it i s  found to  be nedically necessary and cost effective as determined by 
Medicaid. The allowable inpatient dsys w i l l  be the average length of stay for that 
transplant. 

B. Medicaid m e r a g e  shall be limited t o  the ntmber of inpatient hospital days listed below 
for &. procedure. 

1. Heart transplants 
2. Liver transplants 
3. Bcne Marnw t r a n s p h t s  

Nder of Allcwable 
Days Per Transplant 

C. Orgw pnxllrement and services related to organ p x a m m m t  shall not be a covered sen7ice 
except for wto loga~s  bcne mrrw aollectim. 

11. Gerrral Requirements cn O r p  Trwsplwts  

A. All transplwts except for m e a l  and renal require pr im approval £ran the Ned~ca id  
Medical Director. Prior apprwal i s  good for six (6) mxlths. Hospitalization pre- 
ah i s s icn  apprclval is required for m e a l  wd -1 transplants. 
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1. The Prysician or pmvider i s  required to s u b i t  a d c a l  authorizaticn request form 
for prior approval. ?be fom is to  inclwle the follaring Monraticn: 

XECipient'S WCd history and physical eXE&ath  
age 
diagnosis 
prognosis 
other therapies used 
descripticn of pnqerat ive workup 
&script icn of surgical pmedure 
recipient's Medicaid eligibility date 
if the pmedure i s  available in-state or art-of-state 
recipient's Medicaid identificaticn nuher 

C. For an organ t r a n s p h t  to be covered under the W c a i d  Progrm, there must be sane 
likelihood that the transplwt w i l l  achieve i t s  pupose. For plrposes of this detenninatim, 
the prognosis nust be that there i s  a reascnable expectatim the pat ient ' s  health or 
ccnditicn will be hpnrJed by the transplant. 

Reiuhrsannt shall be pmvided for organ trwsplwts d y  to  the extent that the services 
provided do not exreed the reintxlrserent and service 1imit.atia-s as outlined h the Tennessee 
Medicaid p m .  

A. Secticn 1862 of the Social Security Act requires W c a r e  recipients to  have transplwt 
p m e h x s  perfomxi in  Medicare certified transplant centers. In accordance with th i s  
policy, recipients who am dually eligible for Medicare and H c a i d  w i l l  be required to 
adhere to these q u i f m m t s .  Transplants rmy be appruved a t  centers other than those 
epproved by M c a r e  for recipients with M c a i d  d y .  R e i u b u s m t  shall be limited to 
the M c a r e  applied inpatient deductible methods in accordance with current pricing 
mthodologies as cutlined in the Tennessee W c a i d  p q m .  

B. Transplant procedures per fond  in hospitals that are located mt-of-state and outside the 
rredical mdceting area shall be subject t o  the Medicaid out-of-state reimbursement 
e t s  as mtlined in the Tennessee M c a i d  State P h .  
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I V ,  Qualification of Facility and kdical Staff, 

The hospital and physician performing the transplant must be recognlzed 
by the Hedicaid Program as being competent to perform the transplant. 
A staffed and functioning unit at the hospital designed for and/or 
accustomed to performing transplants of the nature envisioned, recognized 
as competent by the medical community, will ordinarily be considered 
competent by the program. 




