
  
 

 
 
500 N 5th Street, Minneapolis, MN 55401-1206 

 

November 1, 2018 

The Honorable Seema Verma 

Administrator 

Centers for Medicare & Medicaid Services 

Department of Health and Human Services 

7500 Security Boulevard 

Baltimore, MD  21244 

 

Re:  Follow-up to October 25, 2018 Meeting – Allogeneic Bone Marrow Transplant Payment 

Policy 

 

Dear Administrator Verma: 

 

The National Marrow Donor Program/Be The Match® (NMDP) greatly appreciated the 

opportunity to meet with Centers for Medicare & Medicaid Services (CMS) staff regarding 

allogeneic bone marrow transplant payment policy and cost report instructions clarification. As a 

follow-up to that meeting, NMDP is writing to request that CMS split MS-DRG 014 to better 

recognize clinical and cost differences of allogeneic transplant to be effective for FY 2020 and 

subsequent years.  This letter outlines the rationale for this request. 

The NMDP manages the largest and most diverse marrow registry in the world through a 

competitively-bid contract with the Health Resources and Services Administration (HRSA).  For 

the thousands of Americans diagnosed every year with life-threatening blood cancers like 

leukemia and lymphoma, bone marrow, peripheral blood stem cell (PBSC), and cord blood 

transplants is the only curative therapy available.  Recognizing the importance of providing 

access to these life-saving transplants for all Americans, each year the Congress appropriates 

funds to operate this federal program, which is designated by the Congress as the C.W. Bill 

Young Cell Transplantation Program (Program).  Since the mid-1980s, Congress has 

reauthorized the Program with virtually unanimous support.  Today, there are 19 million U.S. 

volunteers listed on the registry that are willing to donate, in addition to more than 249,000 cord 

blood units, making the cure available through transplant a reality for thousands of Americans 

each year.   

 

I. Allogeneic Bone Marrow Transplant Payment Policy 
 

The cells for allogeneic hematopoietic cell transplant (HCT) can come from either a related or 

unrelated matched donor. Seventy percent of patients do not have a matched sibling donor in 

their family, which is especially true for Medicare beneficiaries. Without a matched related 

donor, patients must search the NMDP’s marrow registry to find a matched unrelated donor.  

Medicare allogeneic HCT payment (Table 1) continues to create a significant access barrier for 

patients covered under the government program. The permanent solution to address 

inadequate reimbursement is to adopt a standard acquisition charge for donor search and cell 

acquisition costs. In this letter, we will provide detail around requests for technical solutions that 

would address outstanding issues with inpatient payment policy for allogeneic HCT and are 

needed even if the permanent solution is made.  
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Table 1. Current inpatient and outpatient reimbursement for HCT 

 

Inpatient Allogeneic HCT (MS-DRG 
014) 

Outpatient Allogeneic Bone Marrow 
Transplant (C-APC 5244) 

 FY 19 base reimbursement 
rate: $73,007 

 Average length of stay: 27.4 
days 

 952 cases 

 CY 19 proposed 
reimbursement rate: $25,645 

 36 cases 

 

 

Request: Split MS-DRG 014 to better recognize clinical and cost differences of allogeneic 

transplant 

MS-DRG 014 (Allogeneic Bone Marrow Transplant) is currently a blended MS-DRG for both 

related and unrelated transplants. We ask that CMS separate out allogeneic related and 

unrelated cases by splitting MS-DRG 014 into two distinct MS-DRGs. Related and 

unrelated HCT cases are clinically different and have significantly different donor search and 

cell acquisition charges (Table 2).  

 

Table 2. Average revenue code 0815 charge by cell source 

Cell Source  Average Revenue  
Code 0815 Charge  

Related $40,229 

Unrelated $91,424 

Unspecified  $99,804 
Source: FY 2017 Final Rule MedPAR Data 

Unrelated HCT cases are inherently more expensive than related HCT cases because of the 

donor search process, which includes a registry search for the best matched donor source, 

extensive donor screenings (including human antigen leukocyte (HLA) typing, evaluation, work-

up), cell acquisition, and transportation to the patient. By making the MS-DRG 014 split, CMS 

would be able to pay more appropriately for transplant cases recognizing clinical and cost 

differences.  

Request: Revise inpatient rate-setting methodology to mirror outpatient rate-setting 

In the CY 2017 Hospital Outpatient Prospective Payment System (HOPPS) final rule, CMS 

established a new revenue code, 0815, to replace revenue code 0819, with the intent to capture 

the costs of donor search and cell acquisition activities for allogeneic HCT. CMS noted in the 

final rule that outpatient claims in C-APC 5244 with CPT code 38240 will require revenue code 

0815, and if that code is missing the claim will be returned by the edit in the Integrated 

Outpatient Code Editor (I/OCE). We were and are supportive of this change and request that 

CMS apply the same code edit throughout the Medicare Code Editor (MCE) used in the 

inpatient setting, so that all inpatient allogenic transplant claims assigned to future 

allogeneic MS-DRG(s) will come through to CMS with charges reported under revenue 

code 0815. Mandatory reporting of revenue code 0815 will aid CMS in understanding the full 

cost of allogeneic HCT and enable hospitals to match this revenue with the purchased service 

expense appropriately on the cost report in the newly designated cost center, 77.  
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We used FY 17 Final Rule MedPAR data to model options for CMS to consider relative to the 

requested MS-DRG 014 split with the intent to capture correctly coded cases to be used in 

future rate-setting. Our parameters for modeling future MS-DRGs included claims that had an 

allogeneic ICD-10 PCS code (Table 3) and either revenue code 081x (both revenue codes 0819 

and 0815) or revenue code 0815 exclusively. It is important to note that many hospitals continue 

to report revenue code 0819, despite CMS’s creation of revenue code 0815 to capture 

allogeneic donor search and cell acquisition costs. Currently 75 percent of cases are reported 

with either revenue code 0819 or 0815, while only 38 percent of cases are reporting charges in 

revenue code 0815. We also debated the appropriate placement of 13 percent of allogeneic 

HCT claims with unspecified cell source, so we modeled unspecified cases grouping into either 

related or unrelated allogeneic HCT MS-DRGs. 

Table 3. ICD-10 PCS allogeneic donor source codes 

Unrelated 

30233G3 Transfuse Allo Unr Bone Marrow in Periph Vein, Perc 

30233X3 Transfuse Allo Unr Cord Bld Stem Cell in Periph Vein, Perc 

30243X3 Transfuse Allo Unr Cord Bld Stem Cell in Central Vein, Perc 

30243Y3 Transfuse Allo Unr Hemat Stem Cell in Central Vein, Perc 

30233Y3 Transfuse Allo Unr Hemat Stem Cell in Periph Vein, Perc 

30243Y3 Transfuse Allo Unr Hemat Stem Cell in Central Vein, Perc 

 

Related 

30243X2 Transfuse Allo Rel Cord Bld Stem Cell in Central Vein, Perc 

30233G2 Transfuse Allo Rel Bone Marrow in Periph Vein, Perc 

30243G2 Transfuse Allo Rel Bone Marrow in Central Vein, Perc 

30233Y2 Transfuse Allo Rel Hemat Stem Cell in Periph Vein, Perc 

30243Y2 Transfuse Allo Rel Hemat Stem Cell in Central Vein, Perc 

 

Unspecified  

30233G4 Transfuse Allo Unsp Bone Marrow in Periph Vein, Perc 

30233X4 Transfuse Allo Unsp Cord Bld Stem Cell in Periph Vein, Perc 

30243G4 Transfuse Allo Unsp Bone Marrow in Central Vein, Perc 

30243X4 Transfuse Allo Unsp Cord Bld Stem Cell in Central Vein, Perc 

30233Y4 Transfuse Allo Unsp Hemat Stem Cell in Periph Vein, Perc 

30243Y4 Transfuse Allo Unsp Hemat Stem Cell in Central Vein, Perc 

 

Our data modeling resulted in four possible scenarios, which we considered.  
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1. Use allogeneic HCT claims with revenue code 0815, split related and unrelated cases 
into distinct MS-DRGs and put unspecified cases with unrelated cases. (Figure 1) 

2. Use allogeneic HCT claims with revenue code 0815, split related and unrelated cases 
into distinct MS-DRGs and put unspecified cases with related cases. 

3. Use allogeneic HCT claims with revenue code 081x (both 0819 and 0815), split related 
and unrelated cases into distinct MS-DRGs and put unspecified cases with unrelated 
cases. 

4. Use allogeneic HCT claims with revenue code 081x (both 0819 and 0815), split related 
and unrelated cases into distinct MS-DRGs and put unspecified cases with related 
cases. 

 

Figure 1. MS-DRG 014 split recommendation 

 

 

 

  

 

 

We ask that CMS isolate unrelated donor cases that correctly report donor search and 

cell acquisition costs in revenue code 0815, including unspecified cases. Unspecified 

cases, as noted in Table 2, have an average revenue code 0815 charge of $99,804, leading us 

to believe that these cases are highly likely to be unrelated cases as the charge profile is much 

more similar than related cases which have an average revenue code 0815 charge of $40,229. 

The requested MS-DRG split coupled with the payment policy changes detailed above will 

enable CMS to capture donor search and cell acquisition costs appropriately and distinguish 

critical differences between related and unrelated allogeneic HCT cases.  

We understand that CMS may not prefer to set aside claims when it comes to rate-setting, but 

given that the volume of these cases is low compared to other MS-DRGs and the cost of 

services is very high, we believe the use of correctly coded claims is critically important to 

having Medicare pay appropriately for these transplants. To the best of our knowledge, the 

existing outpatient edit has not caused any operational burden for providers. Similarly, we do 

not believe the use of an inpatient edit will impose any administrative burden on hospitals, but 

rather help them to understand where gaps may exist in their processes.   

 

II. Medicare Cost Report 

 

The other component that CMS relies upon for rate setting is correct cost reporting.  CMS 

created dedicated cost center 77 to capture donor search and cell acquisition costs as of 

January 1, 2017.  However, CMS has not provided any manual instruction to hospitals on how 

to correctly aggregate donor search and cell acquisition costs to this cost center.  Identifying 

donor expense is relatively easy for unrelated donor cells because it is a purchased service 

from the NMDP and individual invoices for these services are sent to the hospital.  However, 

MS-DRG Weight Cases 

Unrelated or  

Unspecified Donor 
13.0092 249 

Related Donor 10.3774 117 

Description MS-DRG Weight Cases 

Replication of Rule 

Using Only Claim 

with revenue code 

081x 

014 12.5260 715 
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when providers work-up related donors such as siblings in-house, there is no guidance on how 

costs should be aggregated for related donors that receive services on behalf of the transplant 

patient directly from transplant centers.  Because the Medicare cost report and resultant 

departmental cost-to-charge ratios (CCRs) are used by CMS, but also by state Medicaid 

programs and by commercial payers, at times, it is important that the cost report result in 

accurate CCRs for all donor search and cell acquisition charges. 

Donor search and cell acquisition costs are enumerated in section 231.11.1 of Chapter 4 of the 

Medicare Claims Processing Manual.  However, there are no instructions about how a hospital 

should reclassify the expense associated with related donor services from the various 

departments such as lab, clinics, etc. that provide the service to cost center 77.  The revenue for 

these services are usually posted to each donor’s account under typical department revenue 

codes (e.g., 0300 for lab, 0510 for clinic) and held per CMS’ instructions and summed to be 

billed under revenue code 0815 on the recipient’s transplant claim.  The information on the 

accounts related to the original related donor detailed departmental charges can be used by the 

hospitals at cost reporting by applying the respective department’s cost to charge ratios (CCR) 

to the donor charges by department and then reclassifying the calculated expense from those 

departments to cost center 77.  We strongly believe if CMS is to achieve what it appears 

interested in which is isolating all donor revenues and expenses in order to use this information 

in future rate-setting, then it must provide detailed instructions to providers and MACs so that 

the expense in cost center 77 is complete and accurate for both related and unrelated donors, 

otherwise the resulting CCRs for transplant centers will be inaccurate not only for Medicare, but 

also for Medicaid.  Without detailed instructions from CMS, the NMDP is concerned that cost 

center 77 expense will be incomplete and merely reflect unrelated donor expense while the 

revenue billed under 0815 would have all charges for related and unrelated donors, thereby 

resulting in lower CCRs than appropriate.   

Additionally, now that a dedicated revenue code (i.e., 0815) and a dedicated cost center 
(77) exist for capturing these costs, we respectfully request CMS to publish this 
information in the final rule and all subsequent rules by including this in its cost center 
table. This level of transparency will facilitate transplant providers knowledge and 
understanding about the new cost center and new revenue code.  

We also have a question which arises from Section 231.11.1 of Chapter 4 of the Medicare 
Claims Processing Manual, where it lists “Physician pre-procedure donor evaluation services” 
as an example of acquisition costs for allogeneic HCT.  We do not believe these costs should 
be reported as facility costs in the new cost center 77 announced in Transmittal 12, November 
17, 2017, Part 2 Provider Cost Reporting Forms and Instructions.   

Rather, CMS has republished transmittal 1805 on its webpage for billing for HCT as recently as 
March 22, 2018 – and that transmittal instructs providers to bill physician services for bone 
marrow donors which would include “physician pre-procedure donor evaluation services” to 
MACs for Part B payment under the recipient’s name and number.  The transmittal indicates 
that physician pre-procedure donor evaluation services are Part B professional services. 

If pre-procedure donor evaluation services by physicians are Part B professional services as 
stated in transmittal 1805, then it seems clear to us that the costs associated with these 
services would be billed out in real-time rather than being held until the transplant recipient’s 
claim, and should not be reported as a hospital “cost” on the hospital’s institutional claim or in 
the hospital’s cost report in cost center 77. The NMDP respectfully requests CMS to review 
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the information above and if our understanding of CMS’ various guidance is correct, then 
we request the agency update section 231.11.1 to reflect Transmittal 1805 instructions so 
that providers have greater clarity on what donor acquisition charges to bill using 
revenue code 815 and the associated facility expense to report in the new dedicated cost 
center 77. 

We also ask that CMS consider allowing hospitals to submit amended cost reports back 
to their cost reporting periods on or after August 1, 2017 regarding cost center 77 as part 
of releasing the detailed instructions.  This will ensure the optimal accuracy of the 
resulting CCRs.   

Finally, we expect that CMS will use this new cost center as part of its 2020 rate setting 

methodology assuming the majority of hospitals that perform HCTs have used the new cost 

center beginning in cost reporting periods on or after January 1, 2017.  By our estimate 115 

hospitals should be using cost center 77 in their cost reports. 

Thank you again for providing us with the opportunity to provide recommendations for FY 2020 

rulemaking.  We look forward to being a resource for CMS on any cellular therapy issues, 

particularly around Medicare beneficiary access to care. Please feel free to contact Susan 

Leppke with any questions at sleppke@nmdp.org or (763) 406-8522.  

 

Sincerely,  

 

 

Brian L. Lindberg, JD 

Chief Policy Officer 
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