
    

 

      
     
        

           
 
 

            
             

             
                

               
            

          
 
 

   
 

             
            

            
          

        
 

          
        

 
             

           
        

 
              

           
             
    

 
 

   
 

            
           
           

 
               

               
         
    

 
             

 

New Yo k State Depa tment of Health 
Office of Health Insu ance P og ams 
C ite ia Standa ds fo the Autho ization and Utilization Management 
of Ho mone The apy and Su ge y fo the T eatment of Gende Dyspho ia 

Effective September 1. 2018, mainstream Medicaid Managed Care plans’, HIV Special Needs 
Plans’ and Health and Rec very Plans’ (MMCPs) p licies, pr cedures and c verage criteria f r 
the auth rizati n and utilizati n management  f h rm ne therapy and surgery f r the treatment 
 f gender dysph ria under 18 NYCRR 505.2(l) must c mply with the f ll wing standards. Such 
p licies, pr cedures and c verage criteria must be submitted t and appr ved by the New Y rk 
State Department  f Health (the Department) bef re use in making Service Auth rizati n 
Request determinati ns  r requiring pri r appr val f r such services. 

i. Submission 

A. Each MMCP that ch  ses t ad pt criteria f r the auth rizati n and utilizati n 
management  f h rm ne therapy and surgery f r the treatment  f gender dysph ria 
must submit the criteria and related p licies and pr cedures (and any subsequent 
amendment t such inf rmati n), electr nically t the Department’s Bureau  f 
Managed Care Certificati n & Surveillance (BMCCS) BML: 
bmccsmail@health.ny.g v 
Subject: Attenti n: Medical Direct r – gender dysph ria treatment standards f r 
Department review and appr val pri r t use. 

B. The submissi n must include the MMCP’s Chief Medical Officer’s appr val  f its 
criteria f r the auth rizati n and utilizati n management  f h rm ne therapy and 
surgery f r the treatment  f gender dysph ria. 

C. Any change t a MMCP’s criteria  r related p licies and pr cedures f r the 
auth rizati n and utilizati n management  f h rm ne therapy and surgery f r the 
treatment  f gender dysph ria must be submitted t the Department f r review and 
appr val pri r t use. 

ii. Autho ization Requi ements 

T be c nsidered satisfact ry, MMCP p licies and pr cedures f r the review  f 
Service Auth rizati n Requests and plan appeals related t h rm ne therapy and 
surgery f r the treatment  f gender dysph ria must, at a minimum: 

A. C mply with all relevant statutes and regulati ns, including but n t limited t 42 CFR 
Part 438, New Y rk State Public Health Law Article 49, 18 NYCRR 505.2(l) and the 
Medicaid Managed Care/Family Health Plus/HIV Special Needs Plan/Health and 
Rec very Plan M del C ntract; 

B. C mply with all billing and c verage guidance issued by the Department; 
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C. Ensure that all service auth rizati n determinati ns f r h rm ne therapy and surgery 
f r the treatment  f gender dysph ria are determined as fast as the enr llee’s 
c nditi n requires; 

D. N t include time limits  r requirements f r submissi n  f clinical d cumentati n in 
supp rt  f a Service Auth rizati n Request that have the effect  f delaying  r barring 
access t medically necessary services; 

E. Pr vide f r at least  ne attempt t c nduct a peer t peer c nsultati n with the 
 rdering pr vider pri r t issuing an adverse determinati n; 

F. Ensure that at least  ne clinical peer inv lved in adverse determinati ns and plan 
appeals has clinical expertise in the treatment  f gender dysph ria; and 

G. In the case  f an adverse determinati n  r upheld denial  n appeal, ensure the 
n tice  f decisi n includes: 

i. If the decisi n is administrative, the specific benefit c verage criteria that has n t 
been met  r  ther specific reas n f r denial;  r 

ii. If the decisi n is regarding medical necessity/utilizati n review, the clinical 
rati nale specifying; 

a. H w the d cumentati n pr vided d es n t supp rt the enr llee’s diagn sis  f 
gender dysph ria,  r 

b. H w the d cumentati n pr vided d es n t supp rt the medical necessity  f 
the pr p sed treatment f r the enr llee’s gender dysph ria,  r 

c. There was n t en ugh inf rmati n t make a decisi n, and, f r initial adverse 
determinati ns, what specific inf rmati n w uld be necessary f r review  n 
appeal. 

iii. C ite ia  equi ements 

T be c nsidered satisfact ry, MMCP criteria f r the auth rizati n and utilizati n 
management  f h rm ne therapy and surgery f r the treatment  f gender dysph ria 
must, at a minimum: 

A. Be based  n evidenced-based practice and/ r well-established clinical practice 
guidelines, when available; 

B. Be specific t the treatment  f gender dysph ria and n t transfer review t criteria 
designed f r determining medical necessity  f the pr p sed therapy, service, surgery,  r 
pr cedure f r individuals with ut the diagn sis  f gender dysph ria; 

C. Include a definiti n  f gender dysph ria that is c nsistent with DSM-5; rec gnize that 
gender dysph ria affects pe ple  f all genders, and is n t limited t pe ple with binary 
gender identities; 

Page 2  f 4 



    

 

                
    

 
              

           
         

 
             

           
 

            
 

         
          

       
 

          
          
         

         
   

 
         

        
        

         
   

 
              

          
           

          
 
            

           
             
 

 
            

           
 

            
      

   
 

              
            

            
 

 
           

D. Be free fr m prejudicial criteria  r criteria that limits the sc pe  f Medicaid c verage f r 
treatment  f gender dysph ria; 

E. C nsider the best interests  f the enr llee’s health, including the unique clinical pr file 
and unique clinical needs, when determining the appr priateness  f h rm ne therapy 
and surgery f r the treatment  f gender dysph ria; 

F. C mply with regulati ns specified in 18 NYCRR 505.2(l), taking int acc unt the 
f ll wing standards pertaining t surgery f r the treatment  f gender dysph ria: 

i. Regarding the pr cedures listed under pa ag aph (4)  f 18 NYCRR 505.2(l): 

a. MMCPs may apply administrative pri r auth rizati n requirements, h wever, 
MMCPs may not conduct utilization  eview and must accept the 
en ollee’s t eating p ovide ’s dete mination of medical necessity; 

b. F r pr cedures that require specific anat mical/b dy part size, shape, 
feature, presentati n  r assessment as part  f th se pr cedures’ service 
c verage criteria, MMCPs must accept the enr llee’s treating pr vider’s 
determinati n  f the enr llee’s anat mical/b dy part size, shape, feature, 
presentati ns and/ r assessment; 

i. MMCPs shall n t include the evaluati n  f ph t graphic 
d cumentati n in the administrative pri r auth rizati n pr cesses  f 
pr cedures that require specific anat mical/b dy part size, shape, 
feature, presentati n  r assessment as part  f th se pr cedures’ 
service c verage criteria. 

ii. H rm ne therapy is necessary if it is appr priate t the enr llee’s gender g als, 
rec mmended by the enr llee’s treating pr vider, clinically appr priate f r the 
type  f surgery requested, n t medically c ntraindicated, and the enr llee is 
 therwise able t take h rm nes. Ref 18 NYCRR 505.2(l)(2); (3)(i)(b); 

iii. The tw qualified New Y rk State licensed health pr fessi nals, wh must 
independently assess and refer the enr llee f r the surgery, service  r 
pr cedure, d n t have t be practicing at different  rganizati ns. Ref 18 NYCRR 
505.2(l)(3)(i); 

iv. Letters written by the qualified New Y rk State licensed health pr fessi nals, 
wh are referring the enr llee f r the surgery, service  r pr cedure: 

a. Must be accepted as an attestati n  f the member’s c nditi n and 
circumstances with ut additi nal supp rting d cumentati n  r 
justificati n; and 

b. Must n t be l  ked at individually, but rather must be l  ked at t gether 
in their t tality. MMCPs must accept the referral letters as being 
satisfact ry, if the t tality  f the referral letters t gether indicate that the 
enr llee: 

i. Has a persistent and well-d cumented case  f gender dysph ria, and; 
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ii. Has received h rm ne therapy appr priate t the enr llees gender 
g als, which shall be f r a minimum  f 12 m nths in the case  f an 
enr llee seeking genital surgery, unless such therapy is medically 
c ntradicted  r the enr llee is  therwise unable t take h rm nes, 
and; 

iii. Has lived f r 12 m nths in a gender r le c ngruent with the enr llee’s 
gender identity, and has received mental health c unseling as 
deemed medically necessary by the enr llee’s treating NYS licensed 
health pr fessi nal, and; 

iv. Has n  ther significant medical  r mental health c nditi ns that 
w uld be a c ntraindicati n t the surgery,  r if s , that th se are 
reas nably well-c ntr lled pri r t the surgery; and 

v. Has the capacity t make a fully inf rmed decisi n and t c nsent t  
the treatment. Ref 18 NYCRR 505.2(l)(3)(i); 

v. The durati n and frequency  f mental health c unseling is dependent  n the 
enr llee’s unique clinical pr file and bi psych s cial circumstances. There is n  
requirement that mental health c unseling be pr vided c ntinu usly f r 12 
m nths pri r t surgery. Ref 18 NYCRR 505.2(l)(3)(i)(c); and 

vi. Regarding the pr cedures menti ned unde pa ag aph (5)  f 18 NYCRR 
505.2(l), which a e subject to medical necessity  eview and p io app oval, 
c verage c nsiderati n must be given t pr vider requested surgeries, services, 
and pr cedures (regardless  f the perceived nature, type,  r categ ry  f the 
requested service, surgery  r pr cedure) in cases where the requesting pr vider 
dem nstrates that the requested surgeries, services, and pr cedures are 
medically necessary f r the treatment  f the enr llee’s gender dysph ria. 

a. Requested services, surgeries, and pr cedures f r the treatment  f 
gender dysph ria shall n t be aut matically denied  n basis that they are 
c smetic in nature, but must be reviewed t determine medical necessity 
f r the treatment  f the enr llee’s gender dysph ria. 
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