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Abstract
Purpose of Review With the announcement that members of
the military who identify as transgender are allowed to serve
openly, the need for Department of Defense behavioral health
providers to be comfortable in the assessment, diagnosis, and
treatment of this population becomes quickly evident. This
population has been seeking care in the community and stan-
dards have been developed to help guide decision-making, but
a comparable document does not exist for the military
population.
Recent Findings Previously published papers were written in
anticipation of the policy allowing for open service. The civil-
ian sector has treatment guidelines and evidence supporting
the same for reference. There is no similar document for the
military population, likely due to the recent change and
ongoing development. This paper attempts to provide an
overview of the recent Department of Defense policy and
walks the reader through key considerations when provid-
ing care to a transgender member of the military as it relates
to those who are currently serving in the military through
the use of a case example.
Summary The military transgender population faces some
unique challenges due to the need to balance readiness and

deployability with medically necessary health care. Also com-
plicating patient care is that policy development is ongoing—
as of this publication, the decision has not yet been made
regarding how people who identify as transgender will access
into the military nor is there final approval regarding coverage
for surgical procedures. Unique circumstances of this popula-
tion are brought up to generate more discussion and encourage
further evaluation and refinement of the process.
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Introduction

Prior to when Secretary Ash Carter signed the Transgender
Service Directive in July 2015 [1] Transgender Service
Members in all branches of Military Services were unable
to serve openly. This ban did not affect service; estimates
made prior to the policy change indicated there were be-
tween 12,800 and 15,500 transgender service members en-
listed or commissioned in the US military [2, 3]. Compared
to their cisgender peers, a disproportionate percentage of
the transgender population serves—twofold, as an estimat-
ed 21.4% of transgender individuals are believed to have
served in the military, compared to 10.4% of the general
adult US population [4]. And with this policy change, the
USA joined 18 countries already allowing open service of
transgender individuals [5].

With the policy change came concerns regarding integra-
tion into the military and healthcare needs unique to the trans-
gender patient. Healthcare is delivered based on a diagnosis of
gender dysphoria. The Diagnostic and Statistical Manual of
Mental Disorders, Fifth Edition (DSM-5) defines gender dys-
phoria in adolescents and adults as “incongruence between
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one’s experienced/expressed gender and assigned gender,
along with at least two other symptoms [as outlined in the
DSM-5] for at least six months” [6]. Further, DSM-5 requires
a degree of distress and dysfunction in areas such as social and
occupational arenas. There is an additional specifier that takes
into consideration post-transition state and is defined along
with other common terms in Table 1.

Transgender people are subject to harassment and discrim-
ination in all facets of their lives: unsupportive family mem-
bers, homelessness, unemployment, lack of access to health
care, harassment, concomitant behavioral health and medical
diagnoses, and widespread discrimination [7]. While
healthcare for the transgender population in the civilian sector
is increasingly guided by published policy as more research is
completed and there is an increased focus on this topic, access
to healthcare is complicated due to the likelihood of lower
socioeconomic status and lack of training within the medical
community, among other issues. Fifty percent of respondents
to the National Transgender Discrimination Survey said they
taught their physicians about transgender-related health care
[8]. And because open service was not allowed until 2016,
military medical providers are unlikely to have had exposure
to this population. Dr. Jamie Henry pointed out in an open
letter to JAMA, many clinicians have received little training
in the care of transgender patients [9] and Schvey’s survey of
military family physicians found 74.3% did not receive train-
ing in gender dysphoria during their medical education. 62.7%
reported having no transgender patients since receiving their
medical license. Of the 47.1% of respondents who would be
willing to prescribe cross-sex hormone therapy (CSHT), 0.6%
said they would independently (without additional education
and/or assistance from someone more experienced) [10]. Even
when the provider felt comfortable with and wanted to treat
patients for all of their concerns, this patient population is
hesitant to disclose identifying as transgender due to the threat
of being “outed” and receiving an administrative separation
(especially prior to 2016). Now, despite allowance of open
service, there is sufficient controversy, ongoing study, and
confusion about policy that leaves many transgender soldiers
very concerned for their future careers in the military.

Multiple studies have shown that transition-related care is
medically necessary and proven to relieve dysphoria related to
incongruence between assigned and identified gender [11••].
Open service will allow for members of the military to transi-
tion, with the goal of alleviating their dysphoria. A member of
the military who identifies as transgender faces similar
stressors to the civilian sector, though the construct of military
service alleviates some but adds other unique challenges.
While on active duty, these individuals have employment,
access to health care, and room and board covered as part of
their service. Harassment and discrimination are not tolerated
by regulation. But completing the mission takes precedence
over freedoms not necessarily considered elsewhere: where

you are stationed (and the city you are living in), when you
are moved elsewhere, when vacations are taken, when you
may be separated from your primary support system (deploy-
ments and remote assignments), and most important for this
topic—when elective health care (that is otherwise covered by
insurance) is provided—these are not decisions made unilat-
erally by the patient. The Department of Defense (DoD) has
taken considerable efforts to support open service and ensure
provision of appropriate medical care, all while balancing the
needs of the military and having a capable force.

It is anticipated that approximately 200 individuals in the
DoD will seek medical care related to gender dysphoria annu-
ally as a result of this policy change [4]. For consistency and
simplicity in this article, we will to refer to this population as
patients. Consistent with the general population, these patients
will seek transition-related medical care to the extent they feel
is appropriate for them as an individual. Approximately, 76%
of transgender individuals received CSHT and a small per-
centage will undergo gender-confirming surgery. From a read-
iness perspective, estimates regarding impact indicate the pa-
tient will be unavailable for worldwide missions during the

Table 1 Common terms and definitions

Sex: Classification, typically assigned at birth, as male or female based
on anatomy and function.

Gender: Behavioral, cultural, or psychological traits that are traditionally
assigned to a sex within a society or culture.

Gender identity: An internal sense of self as it relates to gender.

Cisgender: Having a gender identity or expression that is the same
as assigned or birth sex.

Transgender: Having a gender identity or expression that differs from
assigned or birth sex.

Transgender female: A person with a female gender identity and was
assigned male sex at birth.

Transgender male: A person with a male gender identity and was
assigned female sex at birth.

Transition: A complex, individualized process of developing and
expressing oneself consistent with one’s gender identity that occurs
over a period of time.

Cross-sex hormone therapy (CSHT): The hormone treatment used
to feminize or masculinize an individual as they transition
to their expressed gender.

Gender affirming/confirming surgery (GAS/GCS) or sex reassignment
surgery (SRS): Surgical procedures that further masculinize or feminize
an individual to be more reflective of their gender identity, sometimes
separated as “top” and “bottom” surgery.

Top surgery: Colloquial for breast augmentation or mastectomy/creation
of a male chest.

Bottom surgery: Colloquial for phalloplasty, metoidioplasty,
or vaginoplasty genital surgeries.

Post-transition: A specifier for the diagnosis of gender dysphoria,
indicating the person is living full-time in their identified gender and
has undergone/is undergoing at least one procedure or treatment (such
as hormonal therapy). This was developed to allow for ongoing
necessary medical care (such as the continuation of hormones).
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first 1–6 months of transitioning (initiation and stabilization of
CSHT). Gender-confirming surgeries such as mastectomies/
breast augmentation and gonadectomies are being completed
on a case-by-case basis. If supported, it becomes part of the
transition plan, and the surgery and recovery time would be
scheduled around unit mission requirements, and possibly ob-
tain additional evaluations from behavioral health providers
(all of which is currently in committee and not yet codified).

Gender confirming surgeries typically require 1–2 years of
treatment and transitioning before occurring (with mastecto-
my being an exception), so the patient’s unavailability to the
unit and mission will be split between two periods: initial
presentation (evaluation, development of a treatment plan,
initiation of CSHT if desired, changing their gender assign-
ment in the personnel system) and then surgery and recovery
after 1–2 years of stability in the identified gender. At publi-
cation, the support for surgeries is also still being discussed
and is not yet approved. However if gender-confirming sur-
geries are authorized, the impact to overall readiness is small
as an estimated ten male to female transgender patients and six
female to male transgender patients would be medically unfit
for service annually [5]. It should be noted that many of the
surgical options are already being electively completed within
the DoD medical system for other diagnoses.

With these policy changes, published guidance and train-
ings have come from the DoD and are then further developed
more specifically by each of the service branches (Army, Air
Force, Navy, Marine Corps, US Coast Guard, and US Public
Health Service). This is because each service branch has as-
pects that are either more common to or completely different
from the other services. Being Army psychiatrists, the authors
wish to note that some of the process details described herein
may be specific to the Department of the Army and are only as
current as the publication. Policies are still actively being de-
bated and developed at the highest levels of government.

Policy and procedure specifics as it relates to the adminis-
trative side of military medicine should not be confused with
the medical treatment plan that is developed with the patient
by a multi-disciplinary treatment team (typically behavioral
health, endocrinology, and internal medicine/primary care).
Themes of formulating a case, patient concerns, and provision
of care are applicable to all patients currently serving and
those who are interested in serving. The administrative pol-
icies have been left vague in places to ensure that each
patient receives an individualized plan as it relates to them
as a person and their need for meeting the military mission.
This has also though contributed to delays in initiating care
and inconsistencies in evaluation and treatment. For exam-
ple, one duty station may require neuropsychological test-
ing as their “gold standard” for ensuring that a patient does
not have any concomitant psychiatric problems that would
prevent successful treatment, while another relies on
clinical-based encounters alone.

To help demonstrate the process of both the administrative
and clinical aspects of caring for a military patient with gender
dysphoria, we will use the transition of soldier W, a 21-year-
old transgender female, whose case was created using com-
mon themes the authors have seen in their care of this
population.

Diagnostic Considerations and Military Process

Self-identifying and deciding to “come out” is the very first
aspect of seeking care for gender dysphoria. At least four
individuals are involved just to initiate care. A “military med-
ical provider” (hired by the DoD to provide medical care to
this population) must make the diagnosis, regardless of previ-
ous or current civilian care, a military behavioral health pro-
vider confirms the diagnosis and “medical necessity” for
transitioning, and both the soldier’s commander and a senior
medical provider must approve the transition plan before it
can be initiated.

After soldier W decided she was ready to initiate the pro-
cess, she went to her first line supervisor, who appropriately
advised her to go to her unit’s behavioral health team. There,
she was introduced to the local transgender care team
(TGCT), which is comprised of three specialties: behavioral
health, primary care, and case management. Consistent with
other provision of care policies, no providers are asked to
provide care if they feel unprepared either by lack of clinical
skill or ethical objection. The TGCT can be centralized to a
post and is comprised of self-selected individuals who help
create and execute local policies and provide care. The over-
arching document that outlines how care will be provided is
DoD Instruction (DoDI) 1300.28, “In-Service Transition for
Transgender Service Members” [12], effective since October
1, 2016. A key component of this policy is the need for deter-
mination of “medical necessity” of care for gender dysphoria.
This ensures that a patient who is healthy enough to serve in
the military is not denied care because of how well they are
otherwise functioning and would psychologically and emo-
tionally benefit from transitioning. The other unique compo-
nent is that the patient must be diagnosed by a behavioral
health professional working within the military system.

Initial diagnosis and engagement with the TGCT is often
facilitated by behavioral health, and in the Army, care is read-
ily available to the patient via their embedded behavioral
health clinic, a multi-disciplinary team located within
(ideally) walking distance of where the patient works. Since
smaller bases may not have Endocrinology within their hos-
pital system, there are regional TGCTs to support multiple
locations remotely with endocrine consultation to local prima-
ry care providers and a second behavioral health case review
to confirm the medical necessity to transition.
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When soldierW came forward, shewaswell versed in recent
policy changes and she understood there would be military-
specific considerations to her transition; beyond the new policy
changes there was also potential difficulty with future duty sta-
tion options and her ability to deploy with her unit [13•]. Her
command wanted to balance her medical care with unit readi-
ness. The patient is responsible for discussing her transition plan
with her command. In military medicine, it is not uncommon to
discuss medical concerns with the patient’s commander to en-
sure the command understands mission impact while still re-
specting patient privacy. Contacting someone’s employer and
openly discussing their medical care is not common medical
practice, but in the military, occasions exist where this must
occur, and transitioning is one of these instances as it impacts
readiness and the overall mission. DoDI 6490.08 “Command
Notification Requirements to Dispel Stigma in Providing
Mental Health Care to Service Members” guides the “Military
Command Exception” to the Health Insurance Portability and
Accountability Act Privacy Rule.

Policy thus far has emphasized the role behavioral health
providers and endocrinologists play within the diagnosis, de-
velopment of a treatment plan, and then its execution. But the
military serves worldwide, and not every area has ready access
to these specialists, laboratory support for monitoring, or un-
fettered access to a pharmacy formulary. The prioritization of
specialists to larger medical centers and limitations of care in
remote areas are frustrating to the patient and their com-
manders. Patients with other diagnoses that require special-
ist care are either seen in non-military medical centers or
moved to a location with the specialist they require.
However, for a proper diagnosis of gender dysphoria that
starts the process of transitioning, a military medical pro-
vider must make it. This automatically limits some access
to care, as these patients do not get referred to civilian pro-
viders. The authors of this paper would wonder if this, and
the close command involvement, leads to further increased
stigma associated with a DSM-5 diagnosis.

Soldier W was diagnosed with gender dysphoria because
she met more than the minimum criteria as outlined by the
DSM-5. She felt there existed incongruence between the out-
wardly male appearance of her assigned gender at birth and
her identified female gender. This incongruence was first rec-
ognized when she was in elementary school and found herself
identifying in traditional female roles—she enjoyed playing
house with other males because she could be the “mother”
role. She would also go into her sister’s room and wear her
dresses and shoes until she was old enough to purchase her
own clothing, which she hid in her closet. As an adult, soldier
W desired to be identified and treated as her identified female
gender. She saw herself as a heterosexual female, which
caused relationships with male partners to end if her partner
desired to view her as a homosexual male. Soldier W
expressed that prior to the policy change regarding open

service, she had been hopeless and at times suicidal. These
thoughts changed when she came forward to seek treatment.

Once soldier W received a diagnosis of gender dysphoria
from a military medical provider and was engaged with her
local TGCT, they worked together to develop a plan that
outlined her and the endocrinologist’s plan for CSHT and an
estimated time frame. These treatment plans can be modified
as needed based on the patient’s wants or needs (such as re-
sponse to treatment) and as policy is further developed (espe-
cially as it relates to surgical care). Coordination of so many
different clinicians and obtaining command approval does de-
lay the process of actually starting treatment, especially com-
pared to the civilian sector where there is no additional admin-
istrative review layer.

Evaluations

There are published consensuses regarding transgender eval-
uation and treatment. DoD currently follows the Endocrine
Society Clinical Practice Guideline “Endocrine Treatment of
Transsexual Persons” published in 2009 and is currently under
revision [14]. WPATH has since published the 7th Edition of
their “Standards of Care for the Health of Transsexual,
Transgender, and Gender-Nonconforming People” (SOC)
[11••], and there are differences between the two documents.
Of note to the Behavioral Health provider, WPATH removed
the requirement for psychotherapy prior to the initiation of
CSHT. Their recommendation for behavioral health providers
treating this population is to have at least a master’s degree or
its equivalent in a clinical behavioral science field with licen-
sure and training in psychotherapy or counseling.
Additionally, the provider should be able to recognize and
diagnose coexisting conditions and differentiate these from
gender dysphoria, have a fundamental understanding of the
topic (to include competency in DSM or International
Classification of Diseases verbiage when making the diagno-
sis) and how to assess and treat gender dysphoria. There is
also an expectation to participate in continuing education of
the same [11••]. Within the DoD, ongoing education at all
levels is being developed and distributed to providers to en-
sure all have the minimum required training to provide care.

Initial evaluations can help clarify motives and expecta-
tions, identify potential psychological changes that will be
associated with the physical ones, and assess how this will
affect the individual in all aspects of their life. The evaluation
should be from a biopsychosocial perspective in order to fully
understand the person as a patient, military member, and part
of society at large. Specifically for the diagnosis of gender
dysphoria, the American Psychiatric Association identifies
four “realms of assessment” in their best practice highlights:
gender identification, gender role and expression, sexual at-
traction, and sexual behavior. These four together comprise
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the consolidated sexual and gender identity, but sexual orien-
tation and gender identity are not the same and need to be
evaluated separately, in conjunction with race and ethnicity,
socioeconomic status, religion and spiritual beliefs, etc. [15].
In our case, soldier W saw herself as a heterosexual female,
not a homosexual male. Her gender identity is female, her
sexual orientation heterosexual. Understanding the patient’s
view on relationships, previous experiences and ongoing so-
cial support can better facilitate the ongoing discussion and
treatment planning beyond just making a diagnosis.

Recently there has been a shift to the “affirmative” ap-
proach to care, consistent with the American Psychological
Association’s guidance for evaluation and treatment [16, 17].
This shifts away from psychological testing as a mandatory
part of the diagnostic evaluation. Practitioners may find using
questionnaires helpful to assess how open the individual is
about their trans status, social support, sense of psychological
well-being, if the individual is open to seeking treatment, etc.
[18] If testing is used, results obtained from standardized met-
rics need to be viewed in the proper context and with mind-
fulness of where the individual is in their transition process.
The commonly usedMMPI-2 will report elevations in “almost
every scale” when used in the transgender population [16]. If
these findings are inaccurately applied, there is risk of over-
diagnosis and further maligning this population. It is better
suited for use to monitor progress over time. In one study, it
demonstrated an improvement towards health in a population
of transgender men who were prescribed testosterone [19],
which supports potential utility to monitor progress.

To proceed with treatment, mental health disorders need to
be “reasonably well controlled” per WPATH SOC [11••] but
the extent of how gender dysphoria contributes to the disorder
needs to also be weighed as many symptoms will resolve with
appropriate treatment. Given this population is subjected to
not only general life stressors but also stressors unique to a
minority population—discrimination, violence, isolation, and
the ongoing expectation of suffering the same [20•], it is likely
co-morbid psychiatric diagnoses are present. During the initial
evaluation period, specific attention should also be paid to
screening for and treating trauma, as there is a high prevalence
of military sexual trauma (15% of one population screened)
[21]. Also it is not unnoticed that these patients may have been
less than fully truthful with their gender identity up to this
point for various reasons, to include when being screened
for “pre-existing conditions” as part of their accessions into
active service. Further exploration of their untrustworthiness
or sociopathy is unhelpful, if solely based on these self-
protective behaviors such as enlistment in the military, despite
potentially identifying as transgender prior to then. Similar to
the “Don’t Ask Don’t Tell” era, these individuals volunteered
to serve, despite signing up to be part of an organization that
did not accept them until 2016. There is a risk of further
ostracizing the patient if the focus shifts from their desire to

transition to questioning honesty and trustworthiness not re-
lated to their ability to be compliant with medical
recommendations.

For all patients, additional evaluation is required prior to
gender-confirming surgeries, in addition to the TGCT evalua-
tion as previously described. The current community standard
for gender-confirming surgeries requires 1–2 letters (based on
procedure, insurance and/or surgeon) from different mental
health professionals unless the patient is receiving care as part
of a team.While it is not intended to pathologize the diagnosis
or the patient, it has the potential of putting the mental health
professional into the role of “gatekeeper”—treatment cannot
proceed without this letter writing process. [18] Viewing it
from the perspective of ensuring “informed consent” exists
prior to performing irreversible procedures that change the
physical appearance of someone’s gender [22] and the auspice
of “do not harm” may be one way of approaching this man-
date. Additionally, it can open the possibility of initiating a
therapeutic relationship should the need then present itself.

The DSM-5 included gender dysphoria as a diagnosis with
the intent to facilitate care, not because there is necessarily
serious mental illness—despite experiencing distress being
part of the criteria. Members of the military are provided
“medically necessary” care, so it is presumed that if a patient
is diagnosed with gender dysphoria, they will have a condition
that requires treatment. But, simultaneously, this population
has been successfully serving without transitioning due to the
ban on open service. This creates an inherent disconnect,
where the patient has to be functioning well enough for suc-
cessful military service but in sufficient distress to meet the
DSM-5 criteria of experiencing “distress.” This apparent con-
tradiction has led to some debate and discussion, especially as
distress is highly subjective for both patients and providers.

Like soldier W, patients will often continue to perform well
and promote up the ranks before presenting for treatment. This
population has been serving quietly without being “out” as a
matter of necessity. The authors feel it is unfair to use the
criteria of occupational dysfunction as justification to say a
transgender patient who wants to transition does not meet
criteria for gender dysphoria and therefore no treatment is
necessary. Worse, this could be counterproductive because
patients either will learn to say what is needed to meet criteria
for the diagnosis or become dysfunctional within the unit to
“meet” the criteria.

In support of medical necessity, in December 2016,
WPATH issued a position statement clarifying this debate.
The overarching guidance was that anything that supports
consolidation of gender identity (medical, surgical, legal, so-
cial) will lead to improved outcomes such as increased overall
well-being, improved social functioning, and decreased sever-
ity of other psychiatric illness [23]. Both CSHT and gender
affirming/confirming surgeries are considered medically nec-
essary and have been evaluated as effective treatment by the
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Centers of Medicare and Medicaid Services [24]. While not
everyone will have a medical need for all of the potential
interventions, WPATH’s Board of Directors wrote sufficient
evidence that treatments that are “properly indicated and per-
formed as provided by the SOC have proven to be beneficial
and effective.” Further, WPATH clearly stated that these sur-
geries are not “cosmetic,” “elective,” or “for the mere conve-
nience of the patient” [25].

As an aside, compared to the general active duty military
population, the military veterans have a unique history of expe-
riences that need to be considered in their evaluation and treat-
ment planning, since those who are post-transition will have
experienced military service in their natal gender. Women
may have been much more likely to serve in combat as men,
and men will have had different experiences serving as women.
It is important to ensure assumptions and conclusions about
experiences are not made due to this shifting of gender identity
that existed, as open service was not previously allowed.
Veteran populations have ongoing concerns that revealing their
true gender identity will still place them at risk for losing health
care benefits and may delay seeking care as a result [26].

Treatment

Ideally, treatment should begin before the diagnosis of gender
dysphoria is made. This population is a population at risk and
inherently reluctant to engage with health care providers due to
previous experience many have had with inexperienced or bi-
ased individuals. Many providers have not been active in the
care of this population, and there is a presumption that the
provider will lack understanding about the diagnosis and life
stressors, have an inability to ask questions, and, instead, will
make assumptions or avoid the topic altogether due to igno-
rance or being uncomfortable [27]. Like any other provider-
patient relationship, in order to facilitate treatment, a supportive
environment must be created. In a military treatment setting, a
full assessment similar to other chief complaints, with prioriti-
zation of identified problems and goal setting for care, can be
accomplished similar to other initial intake appointments.

A significant difference between the Endocrine Society’s
Clinical Practice Guidelines published in 2009 [14] and
WPATH SOC [11••] is the requirement by the Endocrine
Society for 3 months psychotherapy or real-life experience.
It was in the transition from the 6th edition to the 7th edition in
the Standards of Care where the requirement for psychother-
apy was removed because this population faces a significant
amount of discrimination and mandating psychotherapy was
thought to be reinforcing the belief that there is a psychiatric
illness that needs to be treated. Additionally, to force real-life
experience (RLE) before an individual is fully ready can lead
to increased harassment, discrimination, and violence against
the individual. It also reinforced the belief that the transgender

community had to prove themselves to have the diagnosis,
and diminished the therapeutic relationship much like any
other mandated treatment session. Even the requirement for
“full-time RLE” post-transition can be precarious because this
determination is made in the context of a wide variety of
gender expression and perpetuates a binary gender system that
can place additional stressors on the patient. Instead of living
their expressed gender experience, patients may feel obligated
to express rigid gender stereotypes of their identified gender.
In some patients, subsequent psychiatric symptoms developed
as a result of the requirements developed with the intention of
supporting them. So in a community that has high risk for
depression and anxiety symptoms, adding a barrier to access
mental health is counterproductive.

Consistent with that philosophy, psychotherapy is not man-
dated in the military patient seeking to transition. However, it
is strongly recommended through all aspects of transitioning.
Fortunately, patients have access to psychotherapy because in
the military all active-duty cases are approached with a multi-
disciplinary team model within the Embedded Behavioral
Health Clinics and these cases are no different [28]. In fact,
multiple appointments may be required for the entire picture
to be developed. Providers are encouraged to consult with
colleagues as clinically indicated. Ongoing psychotherapy
can be a support mechanism for the management of pre-
existing conditions and navigating new challenges that may
not have been anticipated. It can also be the start of education
and exploration of options for transitioning.

In the case of soldier W, her behavioral health appoint-
ments helped explore her understanding about potential treat-
ment options, cross-sex hormone therapies, “top” and “bot-
tom” surgeries, changes in legal documentation, and, ultimate-
ly, reaching the point of living full time in her identified gen-
der, after the military’s personnel system has been changed to
reflect the same.

It is important that patients like soldier W understand the
options they have moving forward. CSHT is the main aspect
of treating gender dysphoria, beginning the transition to the
identified gender. But this is not a treatment that all will
choose, and some may have medical contraindications that
prevents them from receiving CSHT. When CSHT is used, it
is proven to improve outcomes in mental health from reduced
symptoms of anxiety and depression to improved quality of
life [29•]. The process for obtaining CSHT and other gender-
confirming care in the military is more complicated than in the
civilian sector. Still, similar to the civilian sector, many mili-
tary patients are interested in and will initiate CSHT.

Soldier W wanted to start with CSHT. After meeting with
behavioral health and confirming the diagnosis and medical
necessity to transition, she then met with a primary care pro-
vider (internal medicine in this instance) and a case manager
to develop her treatment plan. Both someone in her military
leadership chain (the Brigade Commander) as well as a senior
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leader in the hospital leadership approved the treatment plan
before it could be initiated. The military leadership cannot say
“no” to a treatment plan, but based on mission requirements,
they do have the ability to say “not now” and delay
transitioning until a deployment or significant training event
is over. (Anecdotally, when patients are given the choice to
serve or to transition, many do choose to serve first and tran-
sition after returning from deployment.)

Surgical changes are a more individual decision, and cost
can be a significant factor. Not all insurance companies are
currently covering all surgeries, and as of this writing, ongoing
discussion is occurring regarding coverage for the active-duty
service member. As in the case of CSHT, improved outcomes
are seen when the phenotype is consistent with the identified
gender, which is often fully achieved through gender
affirming surgery. For example, as a male during the summer,
it is common to go without ones’ shirt on—however, as a
transgender male who has not yet had a subcutaneous mastec-
tomy (creation of a male chest) this societal norm is interfered
with due to persistent presence of breast tissue [30].

Once the treatment plan had been approved, soldier W saw
Endocrinology for initiation of hormone therapy in accor-
dance with the developed plan. It can take a few months be-
tween having the diagnosis made and starting CSHT due to
these additional administrative hurdles. As of the paper’s pub-
lishing, soldier W has not made a determination regarding
additional surgeries. The recommendation is a minimum of
12 months (per WPATH) on hormonal therapy before consid-
ering breast augmentation (which is generally considered cos-
metic). She is exploring her options and desire regarding fer-
tility before making a decision for gonadectomy. Keeping
with WPATH’s 7th Edition of Standards of Care recommen-
dations, she needs to be on 12 continuous months of hormone
therapy and 12 continuous months of living full time in her
identified gender for before considering sex-reassignment sur-
gery (and there is no current policy for active military mem-
bers to have this surgery).

Having legal identification in the assigned gender is cur-
rently viewed as the “end” of a treatment plan. There are
administrative aspects to this within the military system, sim-
ilar to any other name change that occurs such as in cases of
marriage or divorce. Once the gender marker is changed, the
patient will be expected to meet body composition and phys-
ical fitness standards of their gender and utilize the appropriate
berthing facilities.

DSM-5 has included the annotation of “post-transition” for
gender dysphoria to indicate these patients are currently living
in their identified gender but need ongoing treatment for this
diagnosis in order to be able to maintain their current func-
tioning. CSHT will likely continue and medically necessary
gender-confirming surgeries as well as optional surgeries gen-
erally considered to be cosmetic in nature may occur in this
post-transition period. The active-duty military member will

return to being able to support a worldwide mission consistent
with their specific job.

Patient W looks forward to continuing to serve her country
in a field she immensely enjoys with an improved sense of self
secondary to receiving treatment for her gender dysphoria.

Conclusions

In this article, we have attempted (through description of a
typical case) to describe gender dysphoria and how it is cur-
rently being evaluated and treated in the military medical sys-
tem. There have been similar shifts in the history of DSM
development where disorders were once regarded as patho-
logical, such as homosexuality, and later removed as a focus
on treatment. Conversion and reparative therapies are widely
recognized by leading organizations as ineffective and poten-
tially harmful. The diagnostic shift from gender identity dis-
order to gender dysphoria continues to embody this trend—
these individuals are experiencing a variation of normal hu-
man experience rather than a pathological disorder or disease
process. The military system is in place to ensure appropriate
treatment plans to support both the patient and the command
team needs—proceeding with cross-sex hormones and surger-
ies does have an impact on unit readiness, and while there are
times when cisgender soldiers have similar procedures (such
as a gynecomastia surgery in a male), these, too, are scheduled
around mission requirements. We have emphasized that the
verbiage of “dysphoria” does not equate to non-functional,
severely impaired, or grossly unstable. Rather, it is the inner
turmoil an individual experiences when their natal gender and
identified gender are not one and the same. The transgender
population volunteers for military service almost twice that of
the general population, but are at equal or greater risk of being
cared for by health care providers with little to no experience
working with the population [10]. We recommend ongoing
discussion and training, incorporating best practices used in
civilian facilities that have a high volume of transgender pa-
tients. It would be helpful to consolidate data about the pa-
tients who are presenting for initial evaluation and medical
transition across the military services to assess for common-
alities and differences in order to better resource and support
this minority population. Prospective research regarding their
military service, concomitant medical and behavioral health
diagnoses, response to treatment, and exploration of how
transitioning while on active duty can affect progress through
rank and leadership positions will help in further integration of
this population both in the military and society at large.
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