“What’s New” Medical Policy Updates November 2022

Listed below are the recent changes made to policies within the Geisinger Health Plan Medical Policy
Portfolio during the month of October that will become effective December 15, 2022 (unless otherwise
specified). The Plan uses medical policies as guidelines for coverage decisions made within members
written benefit documents. Coverage may vary by line of business and providers and members are
encouraged to verify benefit questions regarding eligibility before applying the terms of the policy.

MP187 Cryoablation — (Revised) — Add Indication

MP307 Gender Dysphoria and Gender Confirmation Treatment — (Revised) — Revise
Indication; Add Exclusion

1. Surgical Treatment
Gender confirming services may be considered medically necessary when supporting documentation is
provided by the clinicians (physicians and mental health professionals) confirms ALL of the following:

e The member is 18 years of age or older *; and

The member has been diagnosed with Gender Dysphoria; and

e The member has expressed a desire to transition his/her body to the preferred gender through
surgery and hormone replacement therapy** (if not otherwise contraindicated); and

-The member has completed a psychological assessment (psychotherapy may be recommended,
but is not required

e If considering vaginoplasty or phalloplasty, the member has completed a twelve (12) month
period of full-time experience functioning in the desired gender role; and
e A medical evaluation has been completed by a MD/DO; and
e The gender confirming surgery has been recommended by:
o “One referral from a qualified mental health professional is needed for breast/chest
surgery (e.g., mastectomy, chest reconstruction, or augmentation mammoplasty)”; or
o “Two referrals—from qualified mental health professionals who have independently
assessed the patient—are needed for genital surgery (i.e., hysterectomy/salpingo-
oophorectomy, orchiectomy, genital reconstructive surgeries). If the first referral is from
the patient’s psychotherapist, the second referral should be from a person who has only
had an evaluative role with the patient”.

WPATH Standards of Care for the Health of Transsexual, Transgender, and Gender- Nonconforming People v. 7



*Note: Per WPATH guidelines, “Chest surgery in FtM patients could be carried out earlier, preferably after
ample time of living in the desired gender role and after one year of testosterone treatment. The intent of
this suggested sequence is to give adolescents sufficient opportunity to experience and socially adjust in
a more masculine gender role, before undergoing irreversible surgery. However, different approaches
may be more suitable, depending on an adolescent’s specific clinical situation and goals for gender
identity expression.”

**Note: hormone therapy is not required when the requested surgery is solely a mastectomy for purposes
of female to male gender confirmation.

The following surgical services are considered medically necessary for gender transition:

Male to female transition

Female to male transition

Penectomy

Mastectomy (subcutaneous mastectomy or
simple/total mastectomy)

Orchiectomy

Nipple/areola reconstruction related to
mastectomy

Vaginoplasty

Penile prostheses

Labiaplasty

Salpingo-oophorectomy

Clitoroplasty

Scrotoplasty

Breast augmentation

Testicular prostheses

Colovaginoplasty Urethroplasty
Voice therapy Vaginectomy
Electrolysis of vaginoplasty donor site Metoidoplasty
Laryngoplasty Colpectomy
Voice modification surgery Hysterectomy
Voice/speech therapy Phalloplasty

Urethroplasty

Electrolysis of phalloplasty donor site

EXCLUSIONS: The following procedures are considered to be cosmetic and not medically necessary to

complete gender transition:

Collagen injections

Rhytidectomy (i.e. face lift)

Hair transplantation

Lip reduction or enhancement
Liposuction

Silicone injections

augmentation, etc.)

Reversal of genital surgery is NOT COVERED.

Electrolysis (other than noted above)

Medication to promote hair growth

Blepharoplasty (unless criteria per MP10 are met apart from gender reassignment)
Rhinoplasty (unless criteria per MP204 are met apart from gender reassignment)

Facial implants, injections, or bone reduction (may be considered on a per-case basis with
appropriate clinical documentation)
Hair removal (except as noted in the MtF indication tables)

Removal of redundant skin (unless criteria per MP56 are met apart from gender reassignment)

Body sculpting (e.g., masculinization or feminization of torso, body contouring, gluteal

Reversal of surgery to revise secondary sex characteristics is NOT COVERED.




MP322 Drug Testing in Substance Abuse Treatment — (Revised) — Revise frequency limits

DESCRIPTION: Drug Testing in Substance Abuse Treatment is divided into two categories: Qualitative
(also known as Presumptive) and Quantitative (also known as Confirmatory) immunoassay.

Presumptive (Qualitative) Testing: For baseline screening before initiating treatment or at the time
treatment is initiated: All criteria must be met:

1. Clinical assessment of the member’s history and risk of substance abuse is performed; and

2. The diagnosis, physical examination or exhibited behavior of the insured individual support the
need for urine drug testing; and

3. There is a plan of care outlining how to the test results will be used clinically

Confirmatory (Quantitative) testing: At least one of the criteria are met.

1. The presumptive test results are positive AND the confirmatory testing is limited to substances
identified as present or positive on the presumptive test; AND
a. The confirmatory test is ordered within 24 hours of a presumptive test; OR
b. The presumptive test result is negative and the result is inconsistent with the member’s
history or presenting behavior AND the confirmatory test is ordered within 24 hours of the
presumptive test.
OR
2. The criteria for presumptive testing are met, but there is no presumptive test available (e.g., some
synthetic or semi-synthetic opioids); or
3. Immunoassays for the relevant drug(s) are not commercially available; or
definitive drug levels are required for clinical decision making.

E



_;_—é_____



The following policies have been reviewed with no change to the policy section. Additional
references or background information was added to support the current policy.

MP020 Solid Organ Transplant Services



MPO023 Keratoplasty

MP047 Hyperbaric Oxygen Therapy

MPO50 Surgical Correction of Chest Wall Deformities

MPO058 Negative Pressure Wound Therapy

MP091 Sacral Nerve Stimulation

MP104 Subcutaneous Insulin Pump

MP159 Voice Therapy

MP197 Janus Kinase 2 (JAK 2) Gene Mutation Analysis

MP214 lontophoresis

MP243 Anorectal Fistula Repair Using an Acellular Plug

MP244 Pelvic Floor Stimulation

MP258 Hyperhidrosis

MP278 Hyperthermia in Cancer Therapy

MP292 Sympathetic Nerve Block

MP294 Intercostal Nerve Block

MP311 Genotyping or Phenotyping for Thiopurine Methyltransferase
MP336 Genetic Testing For Inherited Thrombophilia/ Hypercoagulability
MP348 LTAC



