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Re: Health Benefits

Mr. Drozdoff and Members of the Board,

It is my understanding that you are gathered today to discuss the Health Benefits coverage offered by the
State of Nevada to its employees. One of the items for consideration is to remove the cunent exclusion of
transition related medical costs for transgender employees. The current HMO plan states: Any procedure or
treatment designed to alter physical characteristics of you to those of the opposite sex and any other seruices,
trcatments, drugs, or diagnostic prccedures orsfudies retated fo sex transiormations are exctuded.

Cuffent medical practices state that transition is a medical necessity for some transgender people. Exclusions,
such as those found in the current Benefit Plan, are the result of long outdated medical opinions and the
language often remains because no one has seen fit to eliminate it. In order to help your understanding of theissues concerning insurance coverage of transition related medical cost coverage in today's medical, labor,
and legal paradigms, l've put together a compilation of fact based reasons for an affirmative decision to provide
coverage by the State of Nevada.

Transition is medically necessary:

Medically Necessary, as stated in the Hometown Health Plan summary of Benefits for state of Nevada
Employees, is:

Medically Necessary means health care services or products that a prudent physician would provide to apatient to prevent, diagnose or treat an lllness, Injury or disease, or any symptoms thereof, that are:

a. Provided in accordance with generally accepted standards of medical practice;b. Clinically appropriate with regard to type, frequency, extent, location, and duration;
9' Not primarily provided for the convenience olthe paiient, Physician or other provider of health care;d' Required to improve a specific health condition of a Membeior to pr"."r" his existing state of health;e. The most clinically appropriate level of health care that may be saiety provided to the insured;f. EJfective as proven by scientific evidence, in materially changing neanir outcomes;g. Not experimental, investigational, or subject to an exciusion injer this policy;
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h. Cost-effective compared to alternative interventions, including no intervention ("cost effective" is not
construed to mean lowest cost), and

i. Obtained from a Physician and/or licensed, certified or registered Provider.

For purposes of this EOC, the phrase 'generally accepted standards of medical practice" is defined as
standards that are based on credible scientific evidence published in peer-reviewed medical literature generally
recognized by the relevant medical community, endorsed through national Physician specialty society
recommendations, and the views of medical practitioners practicing in relevani clinical areas with regard to a
patient's condition.

(1) Published reports in authoritative medical and scientific literature include:

' AMA HOD Resolution 122,2008: Resolved, that ourAmerican MedicalAssociation support public and
private health.insurance coverage for treatment of gender identity disorder as recommended'by the
patient's physician.

' American PsychologicalAssociation Statement, 2008: APA recognizes the efficacy, benefit and
medical necessity of gender transition treatments for appropriatel! evaluated individuals and calls uponpublic and private insurers to cover these medically necessary treatments.

' NationalAssociation of SocialWgtlgl" Policy Statement on Transgender and Gender ldentity lssues,
in Social Work Speaks, 2009: NASW supports the rights of all indiiriduals to receive health insurance
and other health coverage without discrimination on the basis of gender identity, and specifically
without exclusion of services related to transgender or transsexual transition (or'"sex change";,ln order
to receive medical and mental health services {...} which may include hormone replacement t'herapy,
surgical interventions, prosthetic devices, and other medical procedures.

' The World ProfessionalAssociation for Transgender Health WPATH), June 200g: The medical
procedures attendant to sex reassignment are not "cosmetic'; or "eleciive" or for the mere convenience
of the patient' These reconstructive procedures are not optional in any meaningful sense, but are
understood to be medically necessary for the treatment oi the diagnosed cond[ion. [...] professionals
who provide services to patients with gender conditions understand the necessity of SnS, and concur
that it is reconstructive, and as such should be reimbursed, as would any other medically necessary
treatment.

' The American Psychiatric Association, Position Statement July 2012: The American psychiatric
Association 1) Recognizes that appropriately evaluated transgender and gender individuals can benefitgreatly from medical and surgical gender transition treatmenti; 2) Advocates for removal of barriers tocare and supports both public and private health care insurance toverage for gender transition
treatment, 3) Opposes categorical exclusions of coverage for such medically riecessary treatment whenprescribed by a physician.

(2) Regulations, reports, publications or evaluations issued by government agencies such as the National
Institute of Health, the Food and Drug Administration (FDAi and the Centers for Medicare and
Medicaid Services (CMS) include:
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' Department of Health and Human Services, NCD 140.3, Transsexual Surgery, Docket No. A-13-87,
Decision No. 2576, May 30, 2014: The Board has determined that the National Coverage
Determination (NCD) denying Medicare coverage of alltranssexual surgery as a treatment for
transsexualism is not valid under the "reasonableness standard" the Board applies. The NCD was
based on information compiled in 1981. The record developed before the Board in response to a
complaint filed by the aggrieved party (AP), a Medicare beneficiary denied coverage, shows that even
assuming the NCD's exclusion of coverage at the time the NCD was adopted waJreasonable, that
coverage exclusion is no longer reasonable. This record includes expert medicaltestimony and studies
published in the years after publication of the NCD. The Centers for Medicare & Medicaid 
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(CMS), which is responsible for issuing and revising NCDs, did not defend the NCD or the NCD record
in this proceeding and did not challenge any of the new evidence submitted to the Board.

Costs:

The Williams Institute published a cost-benefit study in Septemb er 2013, of companies that have provided
transition related healthcare to their employees. The study indicates that:

' Reports of cost are characterized as "negligible" and "minimal", ranging from 0.004 percent of total
health expenditures to "less than 1 percent of total claims paid."

' For employers with 10,000 to 49,999 employees, average annualized utilization was 0.044, with an
upper bound of 0.054 claimants per thousand employees.

Transition related health coverage helps the organization meet strategic goals:

' Make the organization competitive as an employer within their industries and help them with
recruitment and retention of employees

' Reflect their corporate values, including equality and fairness.
' Provide for the health care needs of their employees and improve employee satisfaction and morale.
' Demonstrate their commitments to inclusion and diversity.
' Provides necessary medical benefits for transitioning employees
' Allows employees and managers, etc. to work collaborativety tnrougn the process. Reduces employee concerns about medical costs. lt's the right thing to do!

Transition related health coverage conforms with National and State legal direction:

' The Affordable Care Act prohibits sex discrimination in hospitals and other health programs orfacilities receiving federal financial assistance. In recent years, courts have increasiirgrihero that sexnondiscrimination protections prohibit discrimination against people who are transgerio-er or who fail toconform to gender stereotypes.

' The ACA creates new rights and protections for appealing coverage denials by your plan for anyreason' In addition, it may be unlawful for a plan tb'deny ioveragjfor servicei that a're included in yourplan solely because you are transgender or because oithe g"ni'er under which you are enrolled in theplan. For example, it may be unlawful for a plan that receives federalfinancial assistance to denycoverage for a prostate screening for a trans woman or a pelvic exam for a trans man if these services



Transgender Allies Group

are othenuise covered.

Under the Affordable Care Act, if you are a transgender person, you have the right to expect that your
plan will cover the services you need as long as those services are covered for other peopte on your
plan. These services include preventive screenings such as mammograms, Pap tests, and prosiate
exams; hormone therapy; and mental health services.

The surgical procedures performed for SRS are not exclusive to transgender patients, but were
developed to correct physical abnormalities or trauma on non-transgender paiients. lf those
procedures are covered on a health plan for non-transgender employees, yet denied for a transgender
employee, that health plan is discriminating against transgender people under the AffordaOle Care Rct.

Section 1557of theAffordableCare Act(42 U.S.C. 18116),providesthatanindividuatshalnotbe
excluded from participation in, be denied the benefits of, or be subjected to discrimination on the
grounds prohibited under Title Vl of the Civil Rights Act of 1964,42 U.S.C. 20OOd et seq. (race, color,
national origin), Title lX of the Education Amendments of 1 972, 20 U.S.C. 1681 et seq. (sex), the Age
Discrimination Act of1975, 42 U.S.C. 6101 etseq. (age), or Section 504 of the RehabiiitationAct of
1973, 29 U.S.C. 794 (disability), under any health program or activity, any part of which is receiving
Federal financial assistance, or under any program or activity that is admlnistered by an Executivd
Agency or any entity established under Title I of the Affordable Care Act or its amendments.

Nevada State Law: NRS 613.330 Unlawfulemployment practices: Discrimination on basis of race,
color, religion, sex, sexual orientation, gender identity or expression, age, disability or national origin;
interference with aid or appliance for disability; refusal to permit service animal at ptace of employ-ment.L Except as othenrise provided in NRS 613.350, it is an unlawful employment practice ior in
employer:

(a) To fail or refuse to hire or to discharge any person, or othenrise to discriminate against any
person with respect to the person's compensation, terms, conditions or privileges of employment,
because of his or her race, color, religion, sex, sexual orientation, gender identity or expression, age,
disability or national origin; or

(b) To limit, segregate or classify an employee in a way which would deprive or tend to deprive the
employee of employment opportunities or othenrvise adversely affect his or her status as an employee,
because of his or her race, color, religion, sex, sexual orientation, gender identity or expression, age,
disability or national origin.

2. lt is an unlawful employment practice for an employment agency to:
(a) Fail or refuse to refer for employment, or otherwise to discriminate against, any person because

of the race, color, religion, sex, sexual orientation, gender identity or expresJion, age, disability or
nationalorigin of that person; or

(b) Classifu or refer for employment any person on the basis of the race, color, religion, sex, sexual
orientation, gender identity or expression, age, disability or national origin of that persoi.3. lt is an unlawful employment practice for a labor organization:

(a) To exclude or to expel from its membership, or otherwise to discriminate against, any person
because of his or her race, color, religion, sex, sexual orientation, gender identity or expression, age,
disability or national origin;

(b) To limit, segregate or classiff its membership, or to classify or fail or refuse to refer for
employment any person, in any way which would deprive or tend to deprive the person of employment
opportunities, or would limit the person's employment opportunities or othenrise'adversely afecittre

?c#
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person's status as an employee or as an applicant for employment, because of his or her race, color,
religion, sex, sexual orientation, gender identity or expression, age, disability or national origin; or

(c) To cause or attempt to cause an employer to discriminate against any person in violation of this
section.

4. lt is an unlawful employment practice for any employer, labor organization or joint labor-
management committee controlling apprenticeship or other training or retraining, including, without
limitation, on-the-job training programs, to discriminate against any person beciuse of hiJor her race,
color, religion, sex, sexual orientation, gender identity or expression, age, disabili$ or national origin in
admission to, or employment in, any program established to provide afprenticeship or other trainiirg.

Summation:

Based on the published medical opinions that confirm the medical necessity of GRS, in addition to the findings
of the Medicare decision of May 30,2014, as well as the facts in the cost analysis by the \Mlliams tnstitute of
september 2013, there is no reasonable basis to deny coverage.

Since many of the procedures that are involved in GRS are procedures that are often performed to ,,correct,,
birth abnormalities, trauma, or other medical conditions on an ordinary basis, when classified as for the
purpose of "altering physical characteristics to those of the opposite sex" or for "sex transformation" they are
denied.

That leaves the sole reason for the exclusionary language to remain in the EoB...outright discrimination. lt is
discriminatory to declare that a sub-set of coveied worfers are denied medically necessary procedures based
solely on their gender identity or gender expression.

Some people are distressed by the idea or reality of gender reassignment surgery, but mere distress is not
enough to justify a denial of coverage.

I hope that these facts and principles have led to an informed, affirmative decision. lf assistance is needed tohelp employees and others understand the cultural and personal issues of being transgender, TAG is ready tobe of assistance. Please consider us a resource for information and understanding.

Respectfully,O--<4
Brock Maylath t

President
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EXECUTIVE SUMMARY

1) This commission has been convened to determine whether US military policies that
ban transgender service members are based on medically sound reasons. We find that
there is no compelling medical rationale for banning transgender military service, and
that eliminating the ban would advance a number of military interests, including enabling
commanders to better care for their service members_

2) Medical regulations requiring the discharge of all transgender personnel are
inconsistent with how the military regulates medical and psychological conditions, and
arbitrary in that medical conditions related to transgender identity appear to be the only
gender-related conditions requiring discharge irrespective of fitness for duty.

3) The American Psychiatric Association's Diagnostic and Statistical Manual of Mental
Disorders 5th ed. (DSM-S) no longer classifies gender non-conformity as a mental
illness. While military regulations are updated to reflect revisions of DSM for non-
transgender-related conditions, regulations have not been amended to reflect scientific
consensus about gender non-conformity.

4) The prohibition on medically necessary cross-sex hormone treatment is inconsistent
with the fact that many non-transgender military personnel rely on prescribed
medications, including anabolic steroids, even while deployed in combat zones, and is
based on inaccurate understandings of the complexity, risks and efficacy of such
treatments.

5) Regulations that prohibit transgender service members from obtaining medically
necessary gender-confirming surgery are harmful to the service members and inconsistent
with policy concerning other reconstructive surgeries that service members are allowed to
have.

6) The ban on transgender military service compromises continuity of care between the
Military Health Service and Veterans Health Administration, undermining an important
goal that officials from both systems have endorsed.

7) Military regulations should be stripped of enlistment disqualifications for transgender
conditions, whether defined physically or mentally, as well as retention provisions that
specifu gender identity disorder as grounds for administrative separation. Transgender
personnel should be treated in accordance with established medical standards oi"*", u,
is done with all other medical conditions.

8) Senior leaders should rely on the experiences and standards of other militaries and US
federal agencies in formulating administrative policy to address fitness testing, records
and identification, uniforms, housing and privacy.



1) OVERVTEW

This Commission came together with the modest goal of assessing whether US military policies
that ban transgender service members are based on medically sound rationales.t In the piocess of
answering this questior! we came to have a deeper appreciation for the consequences of these
policies, and we were troubled by what we learned. We determined not only that there is no
compelling medical reason for the ban, but also that the ban itself is an expensive, damaging and
unfair barrier to health care access for the approximately 15,450 transgender personnel who
serve cunently in the active, Guard and reserve components.2 Medical regulations requiring the
discharge of transgender personnel are inconsistent with how the militarylegulates all other
medical and psychological conditions, and transgender-related conditions uppr* to be the only
gender-related conditions that require discharge irrespective of fitness for drity.

Medical standards for enlistment are generally designed to ensure that applicants are free of
conditions that would interfere with duty performance, endanger oneselior others, or impose
undue burdens for medical care. The regulations, however, bar the enlistment of transgender
individuals regardless of ability to perform or degree of medical risk. Unlike other medical
disqualifications, which are based on modern medical expertise and military experience, the
transgender enlistment bar is based on standards that are decades out ofdate.

Medical standards for retention are generally designed to identify permanent medical conditions
that cannot be corrected and are likely to affect, or have already Lff".t.d, performance of
duty. Existing regulations, however, give commanders compleie discretion to separate
transgender individuals without medical review ("for the convenience of the government"),
regardless of ability to perform or degree of medical risk. As with the enlistment regulations, the
retention regulations are inconsistent with modern medical understanding. They include
transgender conditions on a list of disqualiffing, maladaptive traits assumed to be resistant to
treatment and inconsistent with either fitness for duty or good order and discipline. By
regulation, service members are simultaneously barred from treatment and also presumed to be
unfit, despite the lack of medical evidence to support the policy.

Research shows that depriving transgender service members ofmedically necessary health care
poses significant obstacles to their well-being.3 According to one recent rt,rdy, ..Mintal health,
medical and substance abuse services obtained outside oithe military *. r.rppored to be
communicated back to the military, so transgender people who seekihep r"iui.., elsewhere still
risk exposure...This leads individuals to go withouitreatment, allowing symptoms to exacerbate,
and causing some to treat symptoms with alcohol or drugs, which could tiaO to substance abuse
or dependence."4 Research hai confirmed, as well, tfrat p'oiicies that force individuals to conceal
their identities can have significant mental health consequences.t

Transgender medical care should be managed in terms of the same standards that apply to all
medical care, and there is no medical reason to presume transgender individuals are unfit for
duty. Their medical care is no more specialized or difficult thin other sophisticated medical care
the military system routinely provides. Transgender service members should not be required to
meet a higher standard of medical self-sufficiency than the military requires of anyone



else. Existing policies and practices are adequate for identiffing rare and extreme circumstances
that may affect duty performance.

Removal of the military's blanket ban on transgender service members would improve health
outcomes, enable commanders to better care for their troops, and reflect the federal
govemment's commitment to reducing disparities in health care access for transgender people.
According to a20I3 resolution introduced by the United States and passed unanimously by
delegates to the Pan American Health Organization, member states agree to "work to promote
the delivery of health services to all people...taking into account the diversity of gender
expression and gender identity" and to "give priority to promoting equal access to health services
in national po ficlies. "6

In20I2, a federal appellate court affrmed that dpnying prisoners medically necessary health care
for transgender-related conditions violates the 8tr Amendment's prohibition against cruel
treatment.' While acknowledging significant differences that distinguish military and prison
environments, when it comes to accessing health care, US service members' dependence on the
Military Health System resembles prisoners' reliance on prison medical facilities. The ban on
transgender military service should be eliminated, and the health care needs of transgender
personnel should be addressed in the same way that medical needs sf nsn-{lansgender personnel
are managed.

2) DEMOGRAPHTCS

The term transgender is a broad, umbrella term that refers to individuals who do not identifi,
with the physical gender that they were assigned at birth. Being transgender does not mean that
one has already transitioned to a different gender, or that such a transition will occur in the
future. It means recognizing that the gender one has always had does not match the physical
gender that was assigned at birth. The transgender community includes people who have already
transitioned to the other gender, those who have not yet transitioned bufwho plan to do so, thos!
who identi& with the other gender but do not wish to ftansition, and others.s individuals
assigned female at birthwho identifu as male are referred to as female-to-male (FTM), while
individuals assigned male at birth who identifi as female are referred to as male-to-female
(MTF).' There is no single medical treatment for transgender individuals who undergo gender
transition. Surgical transition refers to the use of gender-confirming surgery to changl it '.
gender, while medical transition refers to the use of surgery and/or crosi-sex hormone treatment
(CSH) to do so.

Social scientists estimate that there are 700,000 transgender American adults, representing .3
percent of the nation's adult population. In additiorl Dr. Gary Gates and Dr. Jody Herman
estimate that 15,450 transgender service members serve currently in the US ar-ed forces,
including 8,800 in the active component and 6,650 in the National Guard and reserve
components, and that 134,350 veterans are transgender. Transgender adult citizens are more than
twice as likely as non-transgender Americans (2.2 percent transgender vs .9 percent non-
transgender) to serve currently in the military.r0 Survey data suggest that approximately 90
percent of transgender service members are MTF transgender women.ll



Despite their service in the armed forces, little is known about transgender service members.
Almost no scholarly research has been published on transgender military service, and the
available body of literature includes just seven peer-reviewed and tluee non-peer-reviewed
studies." Of those ten studies, seven offer original empirical research, including five that include
data on active-duty service members and veterans and two that focus exclusiveiy on veterans.

3) REGULATTONS

3.a) Rationale for Regulations that Ban Transgender Service Members

Four themes characterize regulations banning transgender service members. In particular, the
rules are (1) binding, in that there is no option or procedure for commanders or doctors to waive
ruleg that disqualifu transgender individuals for military service, either for accession or retention;
(2) decentralized, in that they are articulated in different provisions of various Department of
Defense Instructions; (3) unclear, in that regulatory terminology that references transgender
identity is inconsistent; and (4) regulatory, not statutory. Because policies that prohibit
transgender service are spelled out in Defense Department as well as service-specific regulations,
but not in congressional statute, the Comrnander in Chief could change policy without oltaining 
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congressional approval. That said, provisions ofthe Uniform Code of Military Justice that are
not specific to transgender service members, such as conduct unbecoming, have been used as the
basis for discharging these service members.

US military policies that ban transgender service members do not include rationales that explain
why the armed forces prohibit them from serving, although the policies are embedded in
comprehensive medical and other regulations that are designed, broadly speaking, to preserve
health and good order. While regulations do not offer reasons for banning transgendei service
members, several transgender individuals have challenged the ban's lawfulness in court, and
military representatives have presented rationales via testimony and affidavit. In Doe v.
Alexan"der (1981), a federal district court noted "evidence that transsexuals would require
medical maintenance to ensure their correct hormonal balances and continued psychological
treatment and that the army would have to acquire the facilities and e4pertise tb treat the
endocrinological complications which may stem fromthe hormone theiapy. The army might
well conclude that those factors could cause plaintiffto lose excessive duty time and impair her
ability to serve in all comers of the globe."r3 In testimony for Leyland n. bo eggT),a'Air
Force consulting physician testified that assigning individuals wilo had undergone a sex change
operation to remote geographic areas, "would be equivalent to placing an indiridual with known
cororury artery disease in a remote location without readily available coronary care."14

Finally, tn DeGroat v. Townsend (2007), an Air Force consulting physician stated that,

The known and p^otential complications of sex change operations are many and
varied and can affect the long term health and duty performance ofthe individual.
Additionally, many ofthese patients are maintained on hormone therapy which
independently has potential side effects. Further, individuals undergoing male to
female gender conversions may encounter prostatic diseases which are more
difficult to diagnose and to manage. Air Force duties require individuals from all



career fields to serve in a variety of locations around the globe, often changing
assignments on short-term notice. Military medical providers in the field are not
familiar with the problems these patients may encounter. Individuals who have
undergone sex change procedures would not be qualified for world-wide service
and if the Air Force assigned them even to remote domestic locations they would
be without access to potentially acute specialized tertiary medical care, which
would only be available at major medical centers. Overall, it is neither in the best
interest of the individual patient to have their access to necessary health care
limited during potential Air Force duties, nor is it in the best interest of the Air
Force to have to provide the medical care that these individuals may require. 15

Scholars have been unable to uncover any documentation on the history of the rules or the
reasons why they were enacted. Hence, the trial records discussed above offer the only available
offrcial rationales for US military policies banning transgender service members.

3.b) Regulations Banning Transgender Service Members

Policies governing transgender service can be broken down into two categories: accession
disqualifications and retention disqualifications.

Accession disqualification: Department of Defense Instruction (DODD 6130.03 establishes
medical standards for entry into military service.16 The purpose of the Instruction, as explained in
an introductory section, is to ensure that individuals under consideration are free of contagious
diseases that could endanger the health of other personnel, free of conditions or defects ttiat may
require excessive time lost from duty or that probably would result in separation, and medically
capable of completing required training, adapting to military environments without geographic
limitations, and performing duties without aggravating existing conditions.rT

Enclosure 4 of DODI 6130.03 contains a list of disqualifuing physical and mental conditions that
preclude applicants from joining the military, and the list includes the following conditions,
some of which are transgender-related: 14f, Female genitalia: History of major-abnormalities or
defects of the genitalia including but not limited to change of sex, hermaphroditisnr,
pseudohermaphroditism, or pure gonadal dysgenesis...15r. Male genitalia: History of major
abnormalities or defects ofthe genitalia such as change of sex, heimaphroditism,
pseudohermaplroditism, or pure gonadal dysgenesis...25l. Endocrineand metabolic: Male
hypogonadism...29r. Learning, psychiatric and behavioral: Current or history of psychosexual
conditions, including but not limited to transsexualisrn, exhibitionism, transvestism, voyeurism,
and other paraphiliai.' s

Medical regulations generally allow for waivers of accession standards under some
circumstances. Under DODI 6130.03, the services shall "Authorize the waiver of the standards
[for entry] in individual cases for applicable reasons and ensure uniform waiver
determinations."le Service-specific-implementing rules affirm the possibility of accession
waivers. By Army rules, for example, "Examinees initially reported as med-ically unacceptable
by reason of medical unfitness...may request a waiver of the medical fitness standards in
accordance with the basic administrative directive governing the personnel action."20



While accession standards allow for the possibility of waivers, they also specifii that accession
waivers will not be granted for conditions that would disqualify an individual for the possibility
of retention: "Waivers for initial enlistment or appointment, including entrance and retention in
officer proc-urement programs, will not be granted if the applicant does not meet the retention
standards."'t As disc.ttt"d b"lo*, because some conditions related to transgender identity are
grounds for discharge, and because recruiters cannot waive a condition upon enlistment that
would be disqualifying for retention, transgender individuals cannot obtain medical waivers for
entrance into the military. In response to a2013 Freedom of Information Act (FOIA) request, the
Pentagon disclosed that between 2008 and2}l2,three individuals had been denied entry into the
military for transgender-related conditions. We are unaware of any instances in which
transgender-related conditions have been waived for accession.

Retention disqualification:Medical standards that apply to the retention of individuals already in
military service generally are more accommodating and flexible than accession standards, dul to
the investment that the military makes in training. DODI 1332.38 contains rules for retiring or
separating service members because ofphysical disability, and includes an Enclosure 4 (similar
to the Enclosure 4 of DODI 6130.03 discussed above) listing medical conditions and physical
and psychiatric diagnoses that require referral for physical disability evaluation.22

Not all medical conditions, however, are eligible for physical disability evaluation. Unlike
regulations governing entry, regulations governing retention divide potentially disqualifuing
conditions into two tacks. Individuals with conditions deemed "physical disabilities" (dnclosure
4 conditions) are tracked into a medical system ofphysical disability evaluation, leading to a
detennination of fitness for duty or entitlement to benefits for medical separation or retirement.
However, service members with conditions 'trot constituting a physical dlsability" (Enclosure 5
conditions) can be separated administratively from military service at a commander;s discretion,
without the same opportunity to demonstrate medical fitness for duty or eligibility for disability
compensation. Enclosure 5 of DODI 1332.33 diverts service members out of the medicine-based
physical disability system and into the comrnander-based system for administrative separatiorl
and renders them ineligible for physical disability evaluation. Enclosure 5 lists more than twenty
conditions and circumstances defined by the regulation as "not constituting a physical
disability," including o'sexual Gender and Identity Disorders, including sexuat Dysfunctions and
Paraphilias."23

DODI 1332-14 controls administrative separations for enlisted persons (DODI 1332.30 controls
for officers), and the policies behind administrative separation emphasize conduct and discipline,
not medical fitness.2a A service member may be r"p*ut.d for the convenience of the gorr*.n-"nt
and at the discretion of a commander for'bther designated physical or mental conditions," a
category defured to include "sexual gender and identity disorders.'o2s However, the regulation
contains no specific guidance for determining whether, or under what circumstances, '.sexual
gender and identity disorders" interfere with assignment or performance of duty. The regulation
appears to conclude that any ofthe conditions listed in DODI 1332.38 Enclosure 5 automatically
meet that standard, giving commanders unguided discretion to proceed. Unlike the regulation
governing physical disability evaluation, DODI I332.t4 does not offer service members the



opportunity to concede that a condition exists and then to demonstrate that it does not affect their
fitness for duty.

Commanders do not of course seek out every individual with an Enclosure 5 condition and
discharge thern, and whether a "convenience of the government" separation will be initiated, or
not, is at the discretion of the commander. But when Enclosure 5 of DODI 1332.38lists "sexual
qender and identity disorders" as conditions that are inherently maladaptive in military service,
that is a strong statement about disqualification, and there is no suggestion in any of the
regulations that transgender-related conditions may under some circumstances be consistent with
military service. To the contrary, the regulations suggest that separations for transgender-related
conditions would always be appropriate.

Some commanders do appear to believe that they have the discretion to retain transgender
service members in the same way that they may retain people with other Enclosure 5 conditions
if they are performing well enough. But that is not a distinction written into the regulations. In
response to a recent FOIA request for discharge data, a Pentagon spokesperson said that the
military does not track the number of service members who have been separated for transgender-
related reasons. We are aware, however, of approximately two dozen service members who have
been discharged because oftheir transgender identity in recent years.

In addition to the accession and retention regulations discussed above, some aspects of
transgender military service are governed by other rules. For example, transgender service
members may violate orders for receiving undisclosed or prohibited medical treatment if they
obtain health care from non-military doctors without receiving permission from commanderi.26

4) MEDICAL ASPECTS OF TRANSGENDER SERVICE

4.a) Mental Health

As discussed above, some regulatory provisions that prohibit transgender service emphasize
psychological factors. In turru scholars have found that some transgender service members report
poor mental health. One recent study concluded that the transgender community faces, "elevalted
rates of suicide, risk for HIV infection, exposure to trauma, and other health challenges."2T Ina
sample of 1,261transgender respondents with prior military service, 40 percent had attempted
suicide.2s Among 70 veterans evaluated for gender identity disorder between 1987 and 2007,4
percent "had actively harmed their genitals," 61 percent "revealed a history of serious suicidal
thoughts,"and 43 percent'had additionalpsychiatric diagnoses exclusive of [gender identity
disorder]."2e -

Despite such data, arguments based on mental health are not convincing rationales for
prohibiting transgender^military service, and DODI 6130.03 is not consistent with modem
medical understandiog." Indeed, scientists have abandoned psychopathological understandings
of transgender identity, and no longer classifr gender non-conformity as a mental illness.

"Transsexualism" was eliminated as a diagnosis by the DSM-N rr-Igg4 and replaced by gender
identity disorder. Yet DSM-N did not classiff gender identity disorder as a paraphilia. inihe



newest edition ofthe Diagnostic and Statistical Manual (DsM-5),gender identity disorder has
been replaced with gender dysphoria, a diagnostic term that refers to an incongruence between a
person's gender identity and the physical gender that they were assigned at birth, and to
ciinically significant distress that may follow from that incongruence.3t While gender identity
disorder was pathologized as an all-encompqpsing mental illness, gender dysphoria is understood
as a condition that is amenable to treatment." And, mental health professionals agree that not all
transgender individuals suffer from dysphoria.

The World Health Organization's Working Group onthe Classification of Sexual Disorders and
Sexual Health (WGCSDSH) has recommended that the forthcoming version ofthe International
Statistical Classification of Diseases and Related Health Problerns (ICD-11), due for publication
in 2015, "abandon the psychopathological model of transgender people based on 1940's
conceptualizations of sexual deviance."33 According to a recent publication by WGCSDSH
members, "once-prevailing views that reject the aim of supporting transition are no longer part of
the mainstream of either psychiatric or general medical thought and practice . . . [and] the
continued linkage of gender identity diagnoses with paraphilias and diagnoses of sexual
dysfunction in the classification system appears to be both outdated and inappropriate."34

The reclassification of transgender identity in both DSM and ICD is based, in part, on the
understanding among scientists and medical practitioners that distress can be the result of
prejudice and stigmatuatiory not mental illness, and that many individuals who do not identify
with the physical gender that they were assigned at birth do not suffer from clinically significant
distress, and therefore do not have a medical or psychological condition.3s WGCSDSH members
wrote recently that, "there are individuals who today present for gender reassignment who may
be neither distressed nor impaired."36 The high reported rates of distress *ong transgender
veterans and service members have been based on clinical samples that over-represented patients
requiring psychological care. And, a significant body of evidence shows that treatment can
alleviate symptoms among those who do experience distress. A meta-analysis of more than 2,000
patients in 79 studies published between 1961 and 1991 found "Favorable effects oftherapies
that included both hormones and surgery...Most patients reported improved psychosocial
outcomes, ranging between 87Yo for MTF patients andgTYo for FTM patients."37 Satisfaction
rates have increased over time: "studies have been reporting a steady improvement in outcomes
as the field becomes more advanced."38

Defense Department rules concerning mental healtlr, deployment and fitness for duty do not
regulate gender identity in a manner that is consistent with the management of other
psychological conditions, and have the effect of singling out transgender personnel for
punishment even when they are mentally healthy. For example, DODI 6130.03 prohibits
individuals suffering from serious mental illnesses such as autistic, schizophrenic and delusional
disorders from enlisting in the armed forces. Yet for less serious disorders, regulations strike a
careful balance between admitting those whose conditions can be managed without imposing
undue burdens on commanders or doctors while excluding those whose conditions would irnpair
their service. Thus, individuals with Attention Deficit Hyperactivity Disorder are prohibited from
enlisting unless they meet five criteria including documenting that they maintained a2.0 grade
point average after the age of 14. Similarly, individuals with simple phobias are banned from
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enlisting unless they meet three criteria including documenting that they have not required
medication for the past24 continuous months.

Retention regulations strike a balance as well. For those who develop mood or anxiety disorders
while in the military, regulations require a referral for physical disability evaluation only if their
condition requires extended or recurrent hospitalization or interferes with duty performance.
And, service members requiring medication for mood and anxiety disorders are not categorically
barred from deployment. The determination depends on the seriousness and stability of the
conditiorq logistical difficulties in providing medication, and the need for clinical monitoring.

Finally, empirical data suggest that many non-transgender service members continue to serve
despite psychological conditions that may not be as amenable to treatment as gender dysphoria.
42012 meta-analysis of available scholarship estimated that 5.7 percent of active-duty service
members who had never been deployed suffered from major depressive disorder, and that the
prevalence rate among deployed service members was approximately 12 percent.3e In 2009, at
least 15,328 service members were hospitalued for mental health disorders, and the Los Angeles
Times reported lrl2012 that, "110,000 active-duty Army troops last year were taking prescribed
antidepressants, natcotics, sedatives, antipsychotics and anti-anxiety drugs."a0 According to the
congressional Research Service, "Between 2001 and 2011...[a] total of 936,2g3
servicemembers, or former servicemembers during their period of service, have been diagnosed
with at least one mental disorder over this time period...Nearly 49oh of these servicemembers
were diagnosed with more than one mental disorder.'/l During manpower shortages, non-
transgender individuals whose psychological well-being has not met entrance standards outlined
in DODI 6130.03 have been able to obtain waivers allowing themto enlist in the military.
Accordng to the National Academy of Sciences , 1 ,468 of the 4,303 applicants (34 percent) who
failed to meet psychiatric entrance standards from May 1,2003,thru April30, 200i, received
waivers.a2

Despite its legitimate need to screen out individuals suffering from mental illnesses that would
impair their service, the Defense Department allows those with manageable conditions to enlist
and serve. For psychological conditions that fall short of schizophrenia, autism, and other serious
illnesses, military regulations strike a thoughtful balance between these two goals. In contrast,
Defense Department regulations that govern service by transgender personnel, who frequently do
not suffer from distress, make no such distinction, banning all transgender individuals who seek
entrance into the military and requiring the automatic discharge of all transgender personnel.
And, military regulations conflate transgender identity with mental illness, even though ApA and
WHO have abandoned psychopathological models, and even though scientists have concluded
that transgender and transsexual identity do not always entail distress and that treatments are
effective for alleviating symptoms among those who do experience distress.

The British regulatory provision on mental health and transgender military service may warrant
consideration at this point: "Although transsexual people generally may have an increased risk of
suicide, depression and self-harrn, transsexual applicants should not automatically be referred to
a Service Psychiatrist. Transsexual applicants with no history of mental health problems or
deliberate self-harm who meet other fitness standards should be passed as being fit to join the
Armed Forces.'/3
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EXECUTIVE SUh{MARY
A growing number of employers, both public
and private, are providing coverage in employee
health beneflts plans for transition-related health
care to treat gender dysphoria. ln order to inform
employer-based decisions and current policy
debates regarding provision of this coverage, this
study describes the experiences of 54 employers
who provide transition-related coverage in their
health benefits plans. Overall, we find that
transition-related health care benefits have zero or
very low costs, have low utilization by employees,
and yet can provide benefits for employers and
employees alike.

Employers report very low costs, if any, from
adding transition-related coverage to their
health benefits plans or from actual utilization of
the benefit after it has been added - with many
employers reporting no costs at all.

Based on data collected in this study, costs of
providing transition-related health care coverage
are very low, including for employers that cover
a wider range of medical treatments or surgical
procedures for transition.
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Twenty-six of the 34 employers in this study provided
information about the cost of adding transition-
related coverage to existing health care plans.
. Eighty-five percent (85o/o) of these 26 employers

reported no costs associated with adding the
coverage, such as increases in premiums in the
first year.

. Four employers (15%) reported costs due to
adding the coverage. Three employers provided
information about the costs they incurred from
adding the coverage based on projections of
utilization. These costs based on projections
seem high in light of the findings from prior
research and this study regarding actual costs
and utilization rates. These projections may
reflect actuarial overestimates of the utilization
of these benefits and subsequent cost of claims.
For instance, two employers reported a I percent
increase in total cost to their transition-inclusive
plans, based on projected benefit utilization,
whereas two similarly-sized employers reported
lower costs due to actual benefit utilization.

Twenty-one of the 34 employers in the study
provided informatlon about the actual costs from
employees utilizing the transition-related health
care coverage.
. Two-thirds (14 employers) reported no actual

costs resulting from employees utilizing the
coverage.

. One-third (7 employers) reported some actual
costs related to utilization by employees.

. However only three of the seven employers
reported the actual costs with any degree
of specificity. All three of these employers
reported that their actual costs from utilization are
very low:

- In one case, actual cost over two years was
only $5500, which comprised only O.OO4
percent of total health care expenditures. The
other two employers characterized the costs
as "negligible" and "minimal" at less than'l
percent of total costs or total claims oaid.

Few people will utilize transition-related health
care benefits when they are provided.

When an employee utilizes transition-relateo
health care benefits, their claims may result in
costs to their employer. The type, number and
cost of services accessed by individuals will
vary, yet as described above, the costs of these
benefits, if any, are very low, as is the uUlization
of the benefit. While utilization rates depend on
the size of the employer, estimates based on the
best data gathered in the survey result in annual
utilization rates of approximately:
. I out of IO,OOO employees for employers with

I,OOO to IO,OOO employees, and
. I out of 2O,OOO employees for employers with

'lO,OOO to 5O,OOO employees.

More specifically:
. Two employers with less than I,OOO empioyees

reported zero transition-related claims over a
combined six years of providing this type of
coverage in their health benefits plans.

. For employers with I,OOO to 9,999 employees,
average annualized utilization was O.IOZ with a
lower bound of O.O27 and an upper bound of
O.214 claimants per 1,OOO employees.

. For employers with 1O,OOO to 49,999 employees,
average annualized utilization was O.O44, with an
upper bound of O.O54 claimants per thousanq
employees.

Employers reported that providing transition-
related health care coverage benefits them in a
variety of ways. Employers reported that they
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provide the coverage in order to:
. Make them competitive as an employer within

their industries and help them with recruitment
and retention of employees (60%);

. Reflect their corporate values, including equality
and fairness (60%);

. Provide for the health care needs of their
employees and improve employee satisfaction

elsewhere in the U.S., or in another country.
However, twenty-five employers (74%) offer
transition-related benefits with no dollar limit.
Almost all employers with a limit reported a
$75,OOO lifetime limit or higher (21%).

In this sample, there was no relationship
between the scope of the coverage provideo
and reported costs of adding the coverage,
meaning providing broader coverage did not
result in higher costs for surveyed employers.
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Of the 33 employers responding to questions
about the process of adding transition-related
health care benefits, 94 percent (31 employers)
reported that there were no significant barriers
to adding the coverage. Employers also provided
practical guidance to other employers to aid
them in adding the coverage for their employees.
Employers recommended that other employers:
. Work with their insurers and Third party

Administrators to discuss the coverage they can
offer and to address any shortcomings in their
medical guidelines.

. Conduct research and consult with other
employers that provide the coverage to better
understand costs they may incur and to be
better informed to negotiate with their insurers.

. Work with benefits administrators to make sure
they are providing competent customer service
to employees who inquire about transition-
related health care benefits.

Overall, we find that transition-related health care
benefits have very low costs, have low utilization
rates by employees, and yet can provide benefits
for employers and employees alike. Future
research regarding transition-related health care
coverage should consider the negative impact on
employees, and therefore on employers, of not
providing medically necessary care for treatmenr
of gender dysphoria. Future research should also
consider the cost savings to employers over time
that result from providing the health care that their
employees need.

and morale (48o/o), and
. Demonstrate their

commitments
to inclusion and
diversity (44o/o>.

Not surprisingly, then, a
majority of employers
also reported that they
would encourage other
employers to add the
coverage, and none
would advise against adding the coverage.

With regard to the scope of transition-related
health care coverage that employers are providing,
while many transition-related claims would be
covered under these employers' plans, some do
not provide coverage for many medical treatments
or surgical procedures that the WPATH Standards
of Care describe as medically necessary when
clinically indicated for an individual.
. Employers provide coverage in their health

benefits plans that cover many medical
treatments and surgeries that an individual
may need for treatment of gender dysphoria.
For most of the hormone therapies and genital
surgeries asked about In the survey, 1OO percent
of transition-related benefits plans provide
coverage,

. Plans are less likely to cover certain
reconstructive procedures such as breast/
chest surgeries, electrolysis, facial surgeries and
related procedures, and voice-related care.

. Only 59 percent of employers cover breasr
or chest reconstruction, with only a quarter
covering electrolysis, certain facial procedures,
and voice-related procedures.

. Plans also have other specified limitations in
coverage:

- Forty-eight percent (47o/o> of transition-
inclusive plans have some type of restrictron
on access to transition-related healthcare
provided out-of-network, including restrictions
of services provided outside of the United
States. These restrictions may limit access to
transition-related care since providers in the
United States may not participate in certain
health benefits plans. In this case, employees
may seek services outside of their plan,



A growing number of employers, both public
and private, are providing coverage in employee
health benefits plans for transition-related health
care to treat gender dysphoria. Since 2OO8, the
Human Rights Campaign has collected data for its
Corporate Equality lndex (CEl) on the provision of
transition-related health care benefits by the largest
U.S. employers (Fortune 1OOO and AmLaw 2OO).
A total of 49 employers reported providing this
coverage in 2OO9. That number has grown to 287
as of the 2013 CEl, a nearly 600 percent increase
over four years. Growing numbers of cities and
universities are providing coverage for employees
as well. Currently nine cities, three counties,
and fourteen universities are known to oroviqe
this benefit to employees. California, Coloraqo,
Oregon, Vermont, and the District of Columbia
have also issued insurance regulations, directives,
or bulletins informing private insurers and managed
care plans that discrimination against transgenoer
people in health care is not permissible.

The increasing number of employers providing
transition-related health care coverage as part
of their benefit suite may be related to new
requirements for earning points in the CEI's
rating system. Beginning with the 2012 CEl.
the Human Rights Campaign has required
participating employers to make available to
employees at least one transition-inclusive health
benefits plan in order to receive full credit. and
a possible score of 1OO, in the CEl. In addition
to the CEI requirements, recent statements by
professional associations, such as the American
Medical Association (AMA) and the American
Psychological Association (APA), explain thar care
for the treatment of gender dysphoria is a medical
necessity and coverage should be included in
health benefits plans.

Despite these statements and the increasing
number of employers providing this coverage,
treatment for gender dysphoria is still rarely
covered by health benefits plans, including both
public plans and employer-based plans. Surgerres
and other medical treatments to treat genoer
dysphoria are often explicitly excluded from health
benefits plans or are determined to be cosmetic
and, therefore, not medically necessary. While
coverage for transition-related health care remains
rare in health benefits plans, employers are being
encouraged to provide it. In order to come into
compliance with the determinations of the AMA.
APA, and other professional associations anq
to meet the requirements of the CEl, employers
must remove existing exclusions to transition-
related health care from health benefits plans. In
most cases, employers will also need to provide
a defined benefit for transition-related care that

meets current medical standards of care. A
"defined benefit" means that the scope and
limitations of this coverage are described in pran
documentation.

Since 1979, the World Professional Association
for Transgender Health (WPATH), formerly the
Harry Benjamin International Gender Dysphoria
Association, has established standards for
appropriate and medically necessary care for
the treatment of gender dysphoria. The most
recent edition of the Standards of Care, the 7th
edition, describes an individualized program of
treatment based on a person's particular mental
health and medical needs in consultation with
their health care providers. The Standards of Care
describe the individual treatments and procedures
that may be considered medically necessary in
an individualized treatment program, including
hormone therapies, chest/breast surgeries,
genital surgeries, and other surgeries, such as
facial feminization surgeries. These medically
necessary treatments and procedures alleviate
gender dysphoria by bringing one's physical
characteristics into alignment with one's internar
sense of gender. For purposes of this report,
these medical treatments and procedures are
referred to as "transition-related health care."

In order to inform employer-based decisions
regarding this type of health care coverage and
current policy debates regarding provision of this
coverage in public health insurance plans, this
study describes the experiences of employers who
have chosen to provide transition-related health
care coverage for their employees through their
health benefits plans. In this report, we review
findings from an original survey of 34 employers
who provide this health benefit to their employees.
First, we present prior research on cost and
utilization of transition-related health care benefits
and recent research on the benefits to employers
of adopting lesbian, gay, bisexual, and transgender
(LGBT)-inclusive workplace policies. Next, we
will describe the survey methods we employed in
the current study. We then describe the findings
from the survey. In particular, we examine tne
scope of the transition-related benefit employers
are providing, the cost to the employer to provide
the benefit, and the utilization of the benefit.
Afterward, we describe why and how employers
began providing the coverage, what benefits, if
any, employers report they receive as a result of
providing this coverage for their employees, ano
what advice they would give to other employers
considering adding this coverage. We conclude
by discussing our findings as compared to orior
research findings, the limitations of this studv. and
considerations for f uture research.
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Employers who are considering adding transition-
related health care benefits may be interested in
understanding how much adding this benefit will
cost in dollars. Prior research shows that data
on costs to employers are not widely available,
especially in terms of the actual cost in dollars
of transition-related claims that have been oaid.
Data that do exist on actual costs incurred are
sometimes expressed as a percentage of total
health care expenditures or as a percentage
of premiums per member per year or per
month. Costs to employers based on actuarial
projections are expressed in similar terms. In all
cases, data on costs to employers are scarce. In
lieu of information about the actual dollar cost
of transition-related claims, we look to data on
benefit utilization in terms of the number of claims
and number of claimants. While data on utilization
does not allow us to determine the cost of the
services utilized, it can provide a description of
the demand for these services. Existing data
on cost and utilization together can assist in
predicting what an employer can expect in terms
of the cost of providing transition-related health
care coverage for employees. Research also can
assist employers in understanding the positive
or negative impact on their business and their
employees of providi ng LG BT-inclusive workplace
policies.

Cost
The best available data on cost to employers to
provide transition-related health care benefits for
employees come from the City and County of
San Francisco. The University of California and
the cities of Seattle, Portland, and Berkeley have
also released data on the costs they incurred for
providing the benefit.

A 2OO7 memo from the City and County of San
Francisco and the San Francisco Human Rights
Commission describes the costs over time
associated with adding transition-related health
care benefits for employees as of 2OOl. Initially,
actuaries assumed that out of lOO,OOO enrolled
members, 35 members would make claims eacn
year under the transition-related health care
benefit at a total cost of $1.75 million per year, or
$5O,OOO per claimant. To cover the projected
cost, 91.70 per month from each enrolled
member's premium was allocated for this benefit.
Over the first three years, a total of $4.3 million
was collected for this benefit from employee
premlums, yet only a total of $156,000 was spent
on claims under the benefit. Because actual costs
of transition-related claims were so small relauve
to projections, these benefits were provided at no
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additional cost to employees as of July l, 2006.
Over five years from 2OOl through 2006, $5.6
million was collected from enrolled employees
to cover the cost of the benefit and a total of
$386,417 was spent, or about $7ZOOO on average
per year.

The University of California began providing
transition-related health care coverage to
employees in 2OO5. The University, which has a
mix of self-insured, fully insured, and managed
carelHMO plans, was not charged any additional
premium by insurers for adding the coverage.
Actual cost data provided to the Department of
Insurance for the State of California reveal that
claims paid under the transition-related health care
benefit for one health plan represented a cost of
$O.2O per member per month, or O.O5 percent of
the total premium. The cost of individual claims
ranged from $67 to $86,800, with an averaqe cost
per claimant of $29,929.

The cities of Berkeley, Seattle, and Portland.
however, have absorbed premium increases of O.2
percent, O.19 percent, and O.O8 percent of their
total health care budgets, respectively. Given
the experiences of the City and County of San
Francisco and the University of California, these
premium increases based on insurer projections
may be high in relation to actual costs that will
occur. Since these cities have added coverage
only recently, within the past two years, actual
cost data were not available at the time of the
California Department of Insurance reoort.

Utilization
Studies of the utilization of transition-relateq
health care benefits have analyzed data from the
City and County of San Francisco, the University
of California (one health plan only), and from
several private employers. Findings from these
studies have expressed utilization of the benefit
by providing the number of individual claimants
per thousand employees in the health benefits
plan. A summary of the findings of this research,
presenting the maximum and minimum reported
utilization per year, is shown in Table 1. The
lowest utilization rate per lOOO employees per
year (O.OO15) was found in a sample of private
employers in a 2OO9 HRC Foundation (HRCF)
study conducted by Jamison Green & Assocrares.
The same study also found the highest reported
utilization rate per year of O.22 claimants per
thousand employees.

To better understand the employer-level conrext
for findings regarding utilization of the transition-



Utilization Rates per I,OOO employees per yearFnffiwffiwry
o.o74 0.0,22 0.oo15

0200 0.187 0.22
Sources: State of California, Department of Insurance, E@nomic lmpact Assessment: Gender
Nondiscrimination in Health lnsurance, April 13, 2012; Jamison Green & Associates, fransgender-
lnclusive Health Benefits: Data for Cost Calculatian, March 2012.

related health care benefit, the Jamison Green
& Associates report gives utilization data by
employer size for the 2OO9 HRCF study. Table 2
provides the findings from their 2OO9 sample of
private employers who provrded utilization data,
along with data from the City and County of San
Francisco and the University of California (UC).
Data from private employers were adjusted to
provide the average annual number of claimanrs
per thousand employees for all employers of that
size (lower bound) and for only those employers
of that size reporting the benefit had been utilized
(upper bound). Lower and upper bound utilization
for the City and County of San Francisco are
based on the average annual number of claimanrs
divided by the lowest estimate of the number of
employees over the time period (25,OOO) versus
the largest estimate of the number of employees
over the period of time (35,0OO). An overall
average utilization rate is also provided for the
City and County of San
Francisco, based on
average annual utilization
for 3O,OOO employees.
I araror lnr'i r rnnorrs vPPv'

bound utilization for the
University of California
are the lowest and
highest utilization rates
per thousand employees
enrolled in this plan per
year observed in years
2006 through 2011.

The overall average
annual utilization is
also provided for the
U niversity of California.

study was small and further research is needed to
understand if these findings are representative of
other employers' experiences.

One can see from the findings presented in Table
2, as employer size increases, utilization rates
decrease. Of the private employers, utilization
is highest for smaller employers, ranging from
O.474 b O.22O claimants per thousand employees,
and is lowest for the largest employers, ranging
from O.OO15 to O.OO23 claimants per thousand
employees. These particular employers' data
suggests that projected risk decreases as
employer size increases. Data from the City and
County of San Francisco show they have relatively
high utilization compared to similarly-sized private
employers (1O,OOO to 49,999 employees), with
average annual utilization of O.127 oer thousand
employees compared to a range of 0.016 to
0.060 for the private employers. The Universrry
of California also seems to have relatively high
utilization in this one health plan compared
to private employers with similar numbers of
employees, with an average annual 0.124 claimants
per thousand employees. However, it should
be noted that in order to understand the total
demand for transition-related health care at the
University of California, we would need to have
similar data from all of the UC employee plans
The California Department of Insurance also

Minimum

Maximum

# Employers

Adiusted rate
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Sources: state of cafifornia, Department of Insurance, Eco nomic lmpact Assessment: Gender Nondiscrimination in Heatth
lnsurance, April 13,2012; Jamison Green & Associates, fransgender4nclusive Health Benefits: Data for Cost Catcutation, Match2ol2 NoTE; No data were available for employers with less than l,ooo employees. Average annual utilizatron rate for the
City and County of San Francisco catcutated by the author,

provided utilization data based on the estimated
total number of covered lives in this health benefit
plan for the University of California. In contrast
to the number of enrolled employees, the total
number of "covered lives" in transition-inclusive
plans is a more accurate measure of the demand
for transition-related health care because thrs
number includes all individuals who would be
eligible to make transition-related claims (i.e.,
employees and retirees plus covered dependents).
Data on the number of claimants for transition-
related health care, both in prior research and
the current study, could include claims from
employees' and employees' dependents as well.

o.o74:,t' 4.o74 o.o22 o,ol5

2

o.ool5

# Empfoyers t, ,' ,
Adiusted rate . ,,O.ZO8 -

::,(upper bound) ::., : . ':OtrO

I ,, ,t . : ',3
o.2oo 0.187 o:o]9:

t

obozs

To provide better understanding of the practical
implications of these utilization findings, And16
Wilson explained, "For firms with IOOO-9999
employees, an upper bound or worst case is O.22
per thousand per year. Using this data to forecast
utilization, an employer with 2OOO employees
might expect to see about two insured persons
access transition-related surgeries every five
years." Given that Wilson's projection presents
a "worst case," he noted that the projected
utilization is actually unlikely to occur. He also
noted that the survey sample for the 2OO9 HCRF
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For this University of California plan from 2006
through 2011, the average annual number of
claimants per thousand covered lives is 0.062.
This means that in a plan with IOO,OOO covered
lives, an employer could expect to see about
6 covered individuals make transition-related
claims each year. However, as noted above. we
would need to have similar data from all of the UC
employee plans in order to assess total demand
for transition-related health care at the Universrtv
of California.

Benefits to Employers
Existing research shows that workplace policres
that benefit LGBT employees are connectec
to positlve outcomes for businesses. positive
outcomes for businesses include increased iob

satisfaction and productivity for employees,
improved health outcomes among LGBT
employees, improved workplace relationships, ano
improving employers' bottom lines. In addition
to the generally positive impact of LGBT-inclusive
workplace policies, research conducted by the
California Department of Insurance found potential
cost savings to employers that provide transition-
related health care benefits for employees. The
California Department of Insurance describes
cost savings that may result by reducing costs
associated with not providing medically necessary
care for people who experience gender dysphoria.
These cost savings include a reduction in suicide
ideation and attempts, an improvement in mental
health, reduction in rates of substance abuse. ano
an increase in socioeconomic status for those who
receive the medically necessary care needeo to
treat their gender dysphoria.

METHOD
Survey participants for this study were all
employers known to provide transition-relareq
health care coverage for employees through their
health benefits plans. To identify these target
participants, we relied on the 2OlJ CEI and existing
knowledge networks to identify city, county, and
university employers. The survey was announced
via email in December 2Oi2to a total of 243
employers, utilizing personal contacts and LGBT
employee resource groups. For employers not
responding to the initial survey announcemenr,
follow-up emalls were sent in January 2013.
Outreach efforts resulted in completed survey
responses from 34 employers, both public
and private, including corporations, law firms,
universities, and cities. These employers represent
9OO,OOO full-time employees, 2 million covered
lives In their health benefits plans, 122 years of
com bined transition-related health ca re coverage
experience, 191 total health benefits plans for
active employees, and l50 total retiree-only plans,
including Medicare supplements. These employers
are headquartered in 16 U.S. states and the District
of Columbia, representing all regions of the U.S.,
and all but five (85%) have significant operations
in other U.S. locations. Table 3 provides a
breakdown of participating employers by number
of full-time active employees and the number of
health benefits plans provided.

The survey was designed to capture details about
the employers and the health benefits plans they
provide. lt asked for details about the transition-

related health care coverage provided, such as
procedures covered, limits to the coverage, and
the total number of covered lives in the transition-
inclusive plans. Employers were asked about the
costs related to providing the coverage, including
costs based on actual utilization of the benefit or
costs based on insurer projections which may have
resulted in premium increases, and any utilization
of the benefit. Employers were also asked why
they decided to provide the benefit, any barriers
they experienced to adding the benefit, what
benefits they receive by providing the coverage,
and what advice they would give to other
employers who are considering adding transition-
related health care benefits for their employees.
In order to protect the privacy and identities of
any individual employer or employee, all data are
presented in the aggregate, with few exceptrons
in regard to costs, and are not attributed to anv
particular employer.

wmmr
Less than I,OOO

I,OOO to 9,999

lO,OOO to.49,999

5O,OOO or more

56

89

Utilization Rates per I,OOO employees per year
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Of the 191 health plans for active employees offered
by surveyed employers, 68 percent cover transition-
related health care. All benefits-eligible employees
for 28 employers (82o/o) have access to a transition-
inclusive plan. Six employers reported they nad
some employees without access to transition-
related plans for one or more of the followinq
reasons,
. They have HMO plans that do not include the

benefit (3 employers).
. Union-negotiated plans did not provide

coverage (4 employers).
. Some of their plans were subject to medicar

guidelines that did not include transition-related
health care (1 employer).

Access to transition-related health care coverage
is less common for non-Medicare retirees than
for active employees. Twenty-one employers
(62%) reported that non-Medicare retirees have
access to transition-inclusive plans.

Employers provide transition-related health care
benefits through one or more plan types: self-
insured plans, fully insured plans, and,/or managed
care/HMO plans. Most employers (72%) provrde
transition-related health care benefits through
self-insured plans, either alone or in addition to
transition-inclusive fully insured or managed care,/
HMO plans. Table 4 provides the type of transition-
inclusive plans participating employers offered
by employer size. The most commonly used
Third Party Administrator (TPA) for transition-
inclusive self-insured plans is UnitedHealthcare ('ll
employers), followed by Anthem (including Anthem
Blue Cross and Blue Shield) (6 employers), Cigna (4
employers), and Aetna (4 employers).

with the individual seeking care, determine that
particular medical treatments or procedures are
needed to address an individual's gender dysphoria,
these interventions are considered medically
necessary care for that individual. An individual
in need of treatment for gender dysphoria will
not need every available medical treatment or
procedure for purposes of gender transition. lf the
medical treatments or procedures an individual
needs as part of their medically necessary care are
not covered by their health benefits plan, it will be
up to the individual to cover any expenses incurreo
through their own means.

To assess whether transition-inclusive health
plans would meet the range of treatment that
could be deemed medically necessary for a
covered individual, the survey for this study asked
employers to describe the transition-related health
care coverage they provide. Survey respondents
were asked whether their plan(s) cover speciflc
hormone therapies, surgeries, and other procedures
that the WPATH Standards of Care describe as
medically necessary care if clinically indicated
for an individual. The survey asked for coverage
limitations, including eligibility, maximum dollar
limits, coverage outside of the network, and
other limitations and restrictions related to
travel expenses. lt should be noted that the CEI
requires that employers provide transition-related
health care coverage consistent with the WPATH
Standards of Care with no less than a $75.OOO
lifetime cap on transition-related claims. Tables 5
and 6 provide the list of specific hormone therapies,
surgeries, and other procedures the survey
inquired about and the percentage of employers
who provide coverage for each one listed. Not
all employers were able to provide an answer or
adequate plan documentation to determine an
answer for each item listed. Therefore, the sample
size is indicated for each item.

Of employers providing answers to all listed items,
only two provide coverage for all transition-related
care inquired about in the survey. For most of the
hormone therapies and genital surgeries listed, IOO
percent of transition-related benefits plans provide
coverage. However, plans are less likely to cover
certain reconstructive procedures such as breast,/
chest surgeries, electrolysis, facial surgeries and
related procedures, and voice-related care. For
instance, only 59 percent of employers cover breast
or chest reconstruction.

It is clear that many employers in this sample do
not provide health benefits for their employees for
medical treatments or procedures that the WpATH

@
Self-insured only

Fully Insured only

HMo/Managed care onty

More than one plan type

H*Emnm@E

According to WPATH's Standards of Care, treatment
of gender dysphoria should be an individualized
program that meets the specific needs of those
individuals seeking care. Individuals and their
health care providers have a range of medical
treatments and surgical procedures they can
consider to alleviate gender dysphoria. When
mental health and medical providers, in consultation
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Estrogen : , .

Progesterone

Spironolactone (anti-
androgen)

Testosterone

GnRH analogs (puberty
suppression) 9i4 ,18

Sfandards of Care describe as medically necessary
when clinically indicated for an individual. There
may be several reasons for the limited scope
of the coverage. lt is possible that some of the
listed procedures were not available as part of the
Insurance products that fully-insured employers
could purchase. lt is also possible that coverage is
limited to standardized internal medical or clinical
guidelines, which insurance carriers and TpAs
develop to determine coverage and guide claims
decisions, many of which exclude certain medical
treatments or procedures. For instance, ClGNA,s
Medical Coverage policy describes covered and
excluded medical treatments and procedures
for "gender reassignment surgery.,, While
CIGNA covers a number of surgical procedures
under their Policy, such as mastectomv and
hysterectomy for trans men and orchiectomy
and vaginoplasty for trans women, there are a
number of exclusions, such as breast surgenes,
electrolysis, tracheal shave, facial surgeries, and
voice modification surgery for trans women and
certain chest reconstruction procedures for rrans
men, among other exclusions. Those employers
with heaith benefits plans purchased from or
administered through CIGNA may be subject to
CIGNAs Medical Coverage policy and, therefore,
these exclusions.

The survey also assessed lifetime dollar limits for
transition-related health care coverage. Twenty_
five employe rs (74%) offer transition-relateo
benefits with no dollar limit. Two employers
reported a lifetime limit of $IOO,OOO, while others
reported a $75,OOO lifetime limit (5 employers)
and a g5O,OOO lifetime limit (l employer). One
employer did not report a dollar limit. Since most
of the employers who participated in this study
received the trans-inclusive benefits points in their
CEI score, it is not surprising to find that nearly
all of those instituting caps established a lifetime
cap at $75,OOO or greater, with the vast maJorrry
providing coverage witl-r no lifetime dollar limit.
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T h i rty- s eve n pe rce nt (37 o/o) of t ra n s i t i o n - i n c I u s i ve
plans are limited to "initial surgery only" or "one
transition." Forty-eight percent (49%> of transition-
inclusive plans have some type of restriction on
access to transition-related healthcare provided
out-of-network, including restrictions of services
provided outside of the United States. Of these
48 percent, only two employers noted that no
out-of-network services are covered under the
plan and nine reported that no services, excepr
for emergency care in most cases, were covered
outside the United States. Four employers
indicated that services rendered outside the United

States could be covered, but would be subject to
the same reimbursement rates and limitations that
would apply for care provided out-of-network.
Seve ntee n percen t (17 o/o) of t ra n s i t i o n - i n c I u s i ve
plans will reimburse claimants for travel and lodging
expenses for transition services. Restrictions on
out of network services may impact those in need
of transition-related care since providers for certain
transition-related services in the United States may
not participate in certain health benefits plans,
networks. In this case, U.S.-based employees may
seek services outside of their plan networks and,/or
in another country.

C O ST O F' TRAI{SITI O N _ RELATED
F{EALTFI CARE BENEFITS

Costs to an employer and,/or employees of providing
transition-related health care benefits are based
on utilization of the benefit. Some employers,
particularly self-insured employers, will see no
costs until actual utilization of the benefit results in
the payment of claims. Other employers may see
premium increases when adding the benefit based
on projected utilization. Increased costs based on
projections are based on actuarial estimates by the
employer's insurance provider, TpA, or, in the case of
some self-insured employers, by their own actuarres
of predicted beneflt utilization and the costs of these
predicted claims. Employers that are faced with
cost increases to their plans based on projecuons,
such as a premium increase for a fully-insured plan,
can choose whether to pass along the cost increase
to employees in full, in part, or to cover the full cost
increase themselves. The accuracy of actuarial
predictions can only be assessed in subsequent years
when the actual costs of transition-related claims.
or the impact of the addition of the benefit on total
health care expenditures, can be known. Future

projections provide their transition-related health
care benefits through self-insured plans, excepr
for one employer with costs due to utilization
that provides several different transition-incl usive
plan types and one employer with costs based on
projections that provides a fully-insured plan.

Overall, 26 employers were able to provide
information about costs related to adding their
transition-related health care benefit. Twenty-one
employers provided information about the actual
costs from employee utilization of the transition-
related health care benefit. Eight employers did
not know if there were costs associated with the
benefit because several plan changes were made
at the same time and specific costs for transition-
related coverage were not separated out.

Twenty-two (85%) of the 26 employers reported no
costs associated with adding the benefit, such as in
premium increases in the first year. Ten of these 22
employers stated that there was no cost specificallypremiums may be adjusted based on

the actual known cost of these benefits
in subsequent years or, more commonly,
based on the overall impact on the
total cost of the health benefits olan.

The survey asked employers about
whether they incurred costs for
adding transition-related health care
coverage to their employee health
beneflts plans, and if so, what those
costs were. Table 7 shows the costs
employers reported by employer
size; more specific information
about those reporting costs is
provided below. All employers that
reported costs due to utilization or

No costs to add coverage,
no subsequent costs

No costs to add coverage,
unknown subsequent costs

Do not know cost,
several plan changes made

Known costs due to
utilization

Known costs based on
projections



attached to adding the benefit and there have
been no subsequent costs due to utilization of the
benefit. Five of these 22 employers stated that
there was no cost to add the coverage, but they did
not know if there had been subsequent costs due

deemed negligible enough not to warrant a
budget adjustment." The third employer (-l,600
employees) explained, "We looked at projected
cost based on aggregate of total claims projected
- increase was de minimis - .2% or $26,000.,,to utilization of the benefit. Seven of

these 22 employers reported no costs
to adding the benefit, but did report
subsequent costs due to utilization.

Of the 21 employers that provided
information about the actual costs

l.:l irl I i-.; I

from employees utilizing the transiilon-related
health care coverage, 14 employers (67%) reported
no actual costs resulting from employees utilizing
the coverage. Seven employers (33%) reported
some actual costs related to benefit utilization bv
employees. More information about these seven
employers is provided below.

No Reported Costs for Adding
Transition-related Health Care
Coverage (n=22)
Of the 22 employers (95%) who reported that
there was no cost to adding transition_related
health care coverage, six provided additionar
explanation as to why there were no costs to
adding the benefit. One fully-insured employer
remarked that their insurance provider initially
stated that there would be an additional charge
for adding this coverage to their plan, but after
further review added the coverage at no additional
cost. Two of the 22 employers reported therr
plans have always covered transition-relateq care,
so there was no cost to add the benefit. One of
these two employers stated their plan (a managed
care/HMO plan) has been in piace since the mid'l99Os. Their coverage for transition_related health
care has been in place since plan inception and is
explicitly described in the health plan documents.
The other employer's plan (self-insured) has been
in place for at least 30 years and has no exclusion
on transition-related care. Though coverage is
not explicitly described in the plan documentation
they provided for this study, they reported that
certain transition-related health care benefits nave
been covered through this plan since the mid
l98Os. Three of the 22 employers who reported
no costs to adding the coverage (all three self_
rnsured) stated the projected cost of adding the
benefit was too small to justify an increase. One of
these employers (-26,000 employees) explarned,"Our analysis indicated that the cost wouid be
quite small. We price based on past year costs
with adjustments for estimated increases. This
was too small to adjust for.,, Another employer
(-l,5OO employees) similarly explained,,,The
actuarial impact of adding this benefit was

Reported Actual Costs Based
on Utilization (n=7)
Seven employers reported they incurred costs
directly related to employee utilization of the
transition-related health care benefit. Six of these
seven emptoyers provide transition_related health
care coverage through self_insured plans ano
chose to absorb any costs associated with the
benefit. One of the seven provides the coverage
through several plan types. Three of these seven
emptoyers (each self-insured) offered more
specific information on the actual costs they
Incurred. Only one of these employers was able
to provide actual cost in dollars of transition_
related claims under their health benefits plan.
This employer (-lO,OOO employees) reported that
transition-related claims cost just under $55OO, or
O.OO4 percent of total health care expenditures,
over two years. This employer,s plan covers
just over 21,OOO individuals (employees and
dependents) and total health care Lxpenditures
over the same two years were $.i44 million.

Two other employers gave a general impression of
the costs they have incurred for transition_related
claims, but did not provide enough information about
their costs and their total health care expenditures in
order to calculate the actual total cost in dollars. One
employer (-5,OOO employees) reported that the cost
of the benefit was "negligible,, and less than 1 percent
of total health care expenditures over one vear.
Another employer (-2,OOO employees) reptrted
that claims paid on the benefit were ,,minimal,,and
represented less than 1 percent of total claims nairt
under the pian over one vear.

Reported Actual Costs to Add
Coverage Based on projections
(n=4)
Costs based on projections are the result of
actuarial predictions of the utilization of transition_
related health care benefits and what the actual
cost of those claims will be. Four employers
reported increased costs based on proiected
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utilization of the benefit. Three of these four
employers cover transition-related health ca re
through self-insured plans. The remaining employer
provides a fully-insured plan. The three emptoyers
with self-insured plans provided some information
about their cost increases. One of these three
employers (-38,5OO enrolled employees) reported a
total projected increase to the plan of $IOO,OOO per
year for providing the benefit, which is substantially
less than 1 percent of total health care expenditures.
To date, this employer has not verified the actual
expenditures for this benefit. Any actual utilization
will be included in future plan costs, and, therefore,
reflected in premium rares.

One employer (-l,600 employees) reported that
the total premium cost per member per month of
$485 was increased $5 due to adding transitron_

related coverage, an increase of about 1 percent.
This increase occurred in the first year and will be
included in future premiums as well. At a rate of 95
per employee per month, this would be a total annual
increase of about $94,OOO each year. This emproyer
chose to absorb the cost of this increase, meaning
employee premiums were not increased to cover the
cost, and believes the benefit has not been utilized.

The remaining employer (-l,3OO employees) did not
provide dollar amounts in regard to the increase.
but reported that their one transition_inclusive plan,
their high deductible health plan, increased in cost
by 1 percent as a result of adding the coverage. The
employer absorbed the cost of this initial premium
increase and believes the benefit has not been
utilized. Future premiums will be adjusted based
on review of actual health plan costs.

LTTILIZATI O I{ O F TRAI{SITI O1{ -RELAT'EN HEALTH CARE BEI{EFITS
Eighteen employers were able to provide answers
ro survey guestions about utilization of their
transition-related health benefits. Of these
erghteen, three reported they had confirmed
with their insurer or TpA that the benefit had not
been utilized. These three employers represent
over 2B,OOO full-time active employees, neany
128,OOO covered lives, and five anda half
combined years of transition-related health care
coverage experience. Five employers reported
they believed the benefit had not been utilrzed,
but were unable to confirm with their insurer or
TPA. Six employers reported the benefit had been
utilized and were able to provide utilization qara.
Four reported utilization but were not able to
provide any data about the utilization. In addition
to those employers that provided information
about utilization, four employers reported tnat
employees had inquired about the benefit. The
remaining employers in the sample did not provide
any information regarding utilization about the
benefit or benefit inquiries.

Table 8 provides the average annual utilizatron per
thousand employees for three sets of employers,
using calculations similar to the 2OO9 HRCF
study. The number of employers included rn
the calculations for Table g differs slightly than
the numbers of employers described in the prror
paragraph. One of the six employers that provided
utilization data is not included in Table g, since that
emptoyer expressed their utilization as a percentage

of all claims instead of a number of claimsr/claimants.
Therefore, the employer did not provide data that
could be compared to the other employers. Two of
the five employers who reported that they believed
there had been no utilization had the benlfits rn
place for less than one year at the time of the survey.
Due to the short timeframe for their transitlon_
related coverage, these two employers were not
included in the calculations for Table g.

The top two rows of Table g provide ,,lower 
bound,,

average annual utilization rates, which includes
emptoyers who reported the beneflt had been
utilized and provided actual utilization data (5
employers), employers who confirmed with their
insurer or TPA there had been no utilization (3
emptoyers), and employers who believed the
benefit had not been utilized without confirmrng
with their insurer or TpA (3 employers). The
middle two rows of Table g provide the ,,preferred,,
average annual utilization rates, which includes
the three employers that confirmed they had no
utilization and the five employers that provided
actual utilization data. These rates are considered
the "preferred" rates because they reflect all
confirmed utilization data from our surveyed
employers. The bottom two rows of the tabre
include only those five employers that provided
actual utilization data, which comprises the"upper bound" average annual utilization rares.
One employer of less than I,OOO employees
confirmed they had no utilization of the benefit.
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without,urilttEtioh (inct.

Unfortunately, that is the only confirmed data
point we have for employers of that size. We had
no data points for our four largest employers,
those with 5O,OOO or more emplovees.

the second-highest in the fifth year (2Oll). Due
to limitations in data available to this employer,
enrollment figures do not include employees,
dependents that were enrolled in the plan, though
surgical claims included here could have been for
covered dependents. Furthermore, the employer
noted that these data are for individual surgical
procedures and one person could have hao more
than one transition-related surgical procedure.
Therefore, these data should be understooo as
individual claims, but not individual claimanrs.

It is also important to note that these utilization
figures are not comparable to utilization
experienced by an employer with a similar number
of employees (-4ZOOO). This employer provides
other transition-inclusive plans in which other
employees elected to enroll. When viewed in the
aggregate (if complete data were available), rt
is likely that the total utilization rate for all olans
would resolve to a lower number. partial data
provided on the employer,s other transition-
inclusive plans suggest that this plan, for which
we have data, may have the highest utilization
of transition-related benefits of all plans, and,
therefore, likely represents a ,,worst 

case,' in
terms of the number of claims. Average annual
utilization based on partial data for the plan with
the second-highest reported utilization was O.O3
surgical claims per thousand enrolled employees.

.-..
75262., 44;5s7 47,333

osz7,, - o.o44

4

Total.enrolled
employees l'

: (dependents
not included),

Sutgicat chims
per thousand
enrolled
'employees :'

0.06 0.06 0.o4 o.oz , ll 'ooe:,O,O9

One employer was able to provide annualized
transition-related surgical claims data for one of
their transition-inclusive health benefits plans. For
this one plan, the employer provided the number
of surgical claims for gender transition that were
completed in a given plan year and the number of
enrolled employees for each plan year. These data
are presented in Table 9. On average over frve
years, just over 4ZOOO employees enrolled in thisplan and 0.06 surgical claims related to gender
transition were completed per thousand enrolled
employees each year. In other words, on average,
there were three transition-related surgical claims
per year in this plan. Notably, the highest annual
utilization is found in the fourth year (2O.lO) and

Of the six employers who provided information
about the utilization of the transition_related
health care benefit, three provlded data on now
many individual claimants had utilized the benefit
and the total number of covered lives (employees
and dependents) in their transition_inclusive plans.
This data provides the most accurate denomrnator
to assess demand for transition-related health care
benefits because it includes all individuals wno are
eligible to submit transition-related claims. Table
lO shows the average annual utilization for these
three employers. These employers range in size
from lO,OOO to'l5,OOO full-time active Jmployees,
have only fully-insured plans, range from 22,OOO
to 45,OOO total covered lives in their transitron_
rnclusive plans, and have a combined 15 years
of transition-inclusive health benefits .ou"r"g"
expenence. Based on the highest utilization

,,adjuiied rate
(lowerbound)

ilxmtrroffiroffiru
Sntfltot"tt 

wlth utltizatio 
r

Adjustedrrate' ' , r' .. " ' : | ,.'
(upperlbound) :-, : . '.,,, ., , 

t_ 0'214 o.o54

For employers with I,OOO to 9,999 employees,
average annualized utilization was O..l07 claimanrs
per thousand employees, with a lower bound of
O.O27 and an upper bound of 0.214. For employers
with IO,OOO to 49,999 employees, average
annualized utilization was 0.044
claimants per thousand employees,
with an upper bound of O.O54. As an
example of future projections based
on these findings, using the preferred
utilization of O.O44, an employer with
2O,OOO employees would see, on
average, one claimant utilizing the
transition-related health care benefit
every 14 months. This projection
is based on the "preferred,, rate for
similarly-sized employers, so this
projection may not apply to much
targer or much smaller employers, as
Tables2andSsuggesr.
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rate found in Table 10, an employer with 25,OOO
covered lives in transition-inclusive plan could
expect, on average, one claimant per year to utilize
the transition-related health care benefit.

full-time active employees for the smallest
employer (less than 1,OOO employees) to O.Ol9
for the largest employer (greater than 5O,OOO
employees). lt should be emphasized that
inquiries may or may not result in actual utilization
of the benefit in the future and cannot be used as
reliable predictors of future utilization.

# Employers

Employer I
Employer 2

Employer 3

o.o4
jo,o2 ffi@ffi9, O:Ol

Four employers reported that there have been
recent inquiries about the benefit, but none nave
yet resulted in utilization of the benefit. These
inquiries represent 2 total inquiries per thousano

Currentlnquiries 2.OOO

,r 
'"1

o.248
. l''l:

o.133

: ':''1

oot9

to demonstrate complete support for our LGBTpopulation." Another explained,,.lnclusion and

ranging benefit opportunities that are relevant
to our femployees] "

. Finally, one employer said they added the
benefit to "provide an important healthcare
benefit to current and prospective employees..,

Employers provided a variety of other reasons
for adding transition-related health care
coverage. Eight employers (25%) said they
added the benefit to remain competitive *itnin
their industry. Six employers (19%) added tne
benefit because employees had requested tnediversity is very important to our

business."

Eleven employers (34%) reported
that they added the benefit to meet
the needs of current and future

benefit be added. Six emproyers
(19%) responded that they added
to benefit to maintain a 1OO percent
rating in the Corporate Equality
Index, which was described as an

employees, A few employers explained:
. "lt is important to [us] to offer a benefits

package to our employees that is competitive
with the market and that is inclusive in
addressing the needs of our diverse employee
population. We felt that including a transition
related health care provision was key to
achieving this."

. "[Our firm] strives to provide high value, wrde

tmportant indicator of an employer,s
support for the LGBT community. Other
employers responded that they wished to provide
high value, current benefits (62;, 16s, *unt"O
to show support for the LGBT community and
diversity (9%), a desire to meet WPATH stanoards
(3%;, sn6 one employer said they took a cue from
other employers in their industry that had added
the benefit. One employer simply stated, ,,lt was
the right thing to do.,,

EMPLOYER_ REPO RTED EXPERIEI{C E SvrIT'H TRANSITI O NI - RELATED C OVEn,qCn
tmployers were asked in the survey why they decided to provide the benefit, any barriers they experiencedto adding the benefit, what benefits tney reclive by providing the coverage, and what advice they would give

lHil"J#;[:ffiy^" are considerinsaddins transition-related heatth care coveraee to their emptoyees,

Reasons for Adding Coverage
Thirty-two employers responded to the survey
question which asked why their business decided
to provide transition-related health care for their
employees. These employers provided a variety
of responses. The most frequent response, with
47 percent of responses, was that emplovers
provide the coverage to reflect their valuls. One
emptoyer remarked, 'As a firm that highly vatues
diversity, this was an essential step foi ,i to tuX"
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reveal positive benefits to employers

The survey asked employers-to respond to- lor provldlng transition-inclusive health benefits.
the following question: "Were there significant Twenty-five employers described benefits they
barriers (either internally, for examplety benefits receive from providing transition-inclusive health
providers/administrators, or externally, for example benefits plans' Fifteen employers (60%) stated that
by regulators or insurance boards) toaddinq providing the benefits made them more competitive
transition-related health care coverage to yo'ur as 

1n gmgloyer and would improve recruitment
business's health benefits?" Of the :: emptoyer. u1.9l"tention. One employer explained:
responding to this question, 31 employer s <giy"> 

"lOur firml seeks fo be an employer of choice
reported that there were no significant barriers to tn lourJ proresston and coverage for transition-
adding the coverage. One of the two employers related health care may help us to retain and/
who did report barriers explained: or recruit the best available talent in the industry.

"Some of the [executives] did not agree with We,ar3 broadening our search for talent to
adding this coverage. lt is difficult {o educate tnclude more diverse perspectives, which in turn,
people about gender dysphoria. ln addition. wtll contribute to the diversity of the knowledge
we are self-insured for [our7 medical plans capital we provide our clients. This detiberate
and use [our medical claims adminisirator's] search for diverse talent must be met with an
Medical Policies to govern covered procedures. equally c_ompelling effort to be the best employer
When reviewins [the] medlcal policy on gender *? 

.r?n.ror our talented pool of...professionals,
reassignment surgery, we found that the policy whtch includes offering relevant benefits.
did not cover certain...
procedures required

augment the Medical

prvwsvvrcJ tcquueu ft 1

by the wpATH {.tnr e tn}irL}'6t" gil}jisirlsc}, "lt is in keej:ing it:ifit ,iur 
Fh!iasc,pit1, c,l'be irrg

guidelines. [WeJ
instructed [them] to c/l iriclusri'e, nari-aisrrlruiric icrr', {:nd 'leutling' eilge '. "

Policy...to i nc I ude a | 1...

surgery seryices and supplies that the patient's
doctor determines to be medically necessary..,

The other employer reported they had to make
repeated requests to their health insurance
provider over several years to finally get them to
provide the coverage.

The survey asked employers how they overcame
the significant barriers to adding the Coverage. The
first employer described above noted, ',This proposal
was bundled with other changes related to our LGBT
employees. lt may not have been possible to get it
approved as a stand-alone proposal because peopte
don't understand the nature of gender dysphoria.
But the costs are so minimal...it was harJ fbr
[them] to argue against it.,, Two other employers,
who did not report significant barriers, offereo
their responses on how they were able to add the
coverage. One remarked, ,,This 

was supported at
the highest levels of the organization, so no barrlers
there. [We] worked with our health care provider to
understand implications.,, The other said they were
able to add the benefit ,'by making a strong busrness
case and researching what our peer firms were
offering in terms of transition-related health care...

Benefits of Adding Coverage
The survey asked employers to describe anv-
benefits they receive for providing transition_related
health care benefits for their employees. Like
pnor researcn on LGBT workplace policies, these

Other employers echoed similar perceived benefits
to recruitment and retention. Others added that
providing the benefit allows them to be competitive
as an employer. One employer remarked, ',We also
believe this keeps us competitive with other firms
that have similar values.,,

Equally lmportant to employers, fifteen (60o/o)
stated that providing the benefit is a matter of
equality or fairness, which reflects their values. One
employer listed three ways providing this benefit
reflects their values: "supporting fairness through
our actions. Communicating commitment to broad
diversity values. Inclusive view of supporting the
health and well-being of our employees.,,

Twelve employers (4Bo/,) stated the benefit
provides for the needs of thelr employees and
rmproves employee satisfaction and morale. One
emptoyer explained that ,'although 

a relatively
small population would take advantage of the
benefits, we felt it was a quality of life issue for
them." Another employer highlighted the need toprovide medically necessary care for employees
and allay worries about costs

The most important benefits of providinq
coverage for transition-related health ca-re in our
benefits plans i nclude;
L provides necessary medical benefits for

tran si tion i ng em ployees;
2. allows employees and managers, etc. to work

collaboratively through the process,. and
3. reduces employee concerns about medical cosfs.
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Eleven employers (44%) stated that the benefit
supports their commitment to diversity, suppofts a
diverse workforce, and/or attracts diverse employees.
Four employers (16%) believe providing the benefit
signals to LGBT people and the general public that
the employer supports the LGBT community and
wants to attract talent and,/or consumers from
the LGBT community. Two employers (g%) saro
providing the benefit puts them on the,,leadrng
edge" among employers. One employer explained,
"lt is in keeping with our philosophy of being all
inclusive, non-discriminatory, and,leading edge,.,'

1. This benefit is low cost because it is aimed at a
small population who will access the benefits.

2. Generally, when the benefit is utllized the
co.sf /s much less than treatment for diabetes.
asthma...and the like.

3. Cost of coverage will not impact your beneflt
budget either because the utilization is low.

4. Makes many positive statements to existing
and prospective clients, employees, industry
and community.

5. Adding this benefit says: We are socially
responsible. We have vision. We are ahead of
the curve. We can help you make a difference.
We embrace diversity in our employees. Corne
work for us.

Fifteen employers (600/0) offered practical advice
to other employers considering adding this
coverage, ranging from how to handle internal
communications to strategies for negotiations
with insurance providers. First, five employers
(2O%) suggssted businesses assess whethlr
adding the coverage is consistent with their
values and practices of their competition. One
emproyer suggested that the business ,,consider
their philosophy regarding the value of a diverse
workforce, being an employer of choice, and of
delivering a comprehensive health care plan.., Four
employers (16%) suggested getting the support of
employees and employee resources groups to help
argue for the change internally. Three employers
(12o/o) suggested working to get the support of
management and executives and that promoting
the business case for adding the coverage could be
a part of these communications. Two employers
(87o) stressed the importance of doing education
and communication about the importance of
providing the benefit. To the contrary, one
employer suggested working internally in a
quiet, "low key" manner, so as not to provoke any
opposition from employees. Having faced some
internal opposition, two employers (g%) advised to
rgnore "squeaky wheels', or those who try to thwart
the inclusion of the benefit. As one employe, put
it, "Move forward with convicilon. Find allies at
the executive level, as well as within the employee
population. Don't let squeaky wheels derail.,,

Eleven employers (44o/o) offered their advice on
now to negotiate with insurers and TpAs to add the
benefit. Five employers (25%) suggested working
with insurers and TpAs to discuss the coverage
they can offer and to address shortcomings in their
medical guidelines, if necessary. Two employers
offered the following advice:
. "They have to read their provider,s medicar

policy closely to assure it is compliant with
WPATH standards, or as we did, create an
exception to their policy for these diagnoses.,,

Advice to other Employers
9onsidering Adding Coverage
Finally, employers were asked io respond to the
following question: "lf another business asked your
business for advice on whether to begin providing
coverage for transition-related health care for their
emptoyees, what advice would you give them?,,
Twenty-five employers responded to this question.
Some offered simple encouragement to provide
the benefit, while others offered practical advice
to other employers. Notably, no employer advised
against providing transition-related health benefits
for employees.

Thirteen employers (522o) said they would encourage
the business to add the benefit. Employers provided
encouragement for a variety of reasons, such as:. "[T]hey should pursue this. The costs are

nominal and their reputation in the LGBT
community and with LGBT employees will be
enhanced."

. "Provide the coverage as it not only is minimal
in cost but does provide employee satisfactron,
morale and is becoming covered more often in
certain industries."

. "lt seems to have been a non_issue for us, advise
going ahead with implementation.,,

. "Providing coverage for transition_related health
care has tremendous benefits for employees
and the business."

One employer described five reasons whv
businesses should provide this coverage ior their
employees. They explained:

Yes, add this benefit because it is a low cost, high
value proposition for employees.
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. "Do your research and talk with employers who
have the benefit. Look within your own industry
and see who else offers the benefit. Look at
different options for the plan design and foilow
the WPATH guidelines."

Employers also advised the business to
understand the costs of adding the coverage
(12%). Understanding costs would assist in
negotiating with the benefits provider to add the
transition-related coverage at no cost, as one
employer advised. Two employers (g%) advised

working with health benefits providers to orovroe
competent customer service for their members:
. "Stress to the carrier they must have well-

trained customer service staff to handle the
questions from members."

. "Have your carrier provide an informational sheet
to provide to employees that inquire about the
benefit, who they can call with questions, etc.,,

Advice surrounding customer service may point
to a need among health benefits providers to train
staff on transition-related health care benefits.

CONCLUSIOb{
This study provides notable findings about the transition-related benefits that employers are providing fortheir emplovees' the utilization and cost of these benefits, and what benefits employers report of providingthis type of coverage. overall, we find that transition-related health care benefits are low in cost due tolow utilization yet can provide benefits for emproyers and emprovees arit<e.

In regard to the health benefits employers are
providing, we found that many employers do not
provide their employees with coverage for medical
treatments or procedures that the WPATH Sfandards
of Care describe as medically necessary if clinically
indicated for an individual. As noted earlier, it is
possible that some of the listed procedures were
not available as part of the insurance products fully
insured employers could purchase. lt is also possible
that coverage is limited to standardized insurance
industry internal medical or clinical guidelines, upon
which particular health benefits plan administrators
rely to determine coverage. These guidelines may
not include cerLain medical treatments or proceoures.
However, based on employer statements regarding
negotiations with TpAs, sel f-i nsu red employirs
may argue for the changes necessary to bring their
plans into alignment with the WPATH Standards of
Care. Fully-insured employers can request that their
health insurance providers add this coverage to their
plans. Clearly, as indicated in employer staiemenm,
the WPATH standards have been helpful for some
employers when crafting their plans.

Costs of providing transition-related health care
coverage seem very low, including for employers
that cover a wider range of treatments or
procedures for transition. Twenty_two surveyed
employers (85%) reported no costs associated with
adding the benefit, with 10 of those 22 saying there
have been no subsequent costs due to utllizarlon.
For three employers reporting actual costs due to
utilization, they report that the costs are very low:. In one case, actual costs over two years

comprised only O.OO4 percent of total heatth
care expenditures.

. The other two employers characterized the
costs as "negligible" and ,,minimal,, at less than.l
percent of total costs or claims oaid.

ln this sample, there is no relationship between the
scope of the transition-related health care benefit and
the cost of the coverage and there is no difference
rn reported costs between plans with broader
coverage and plans with more limited coverage.

When employers reported cost increases based on
projected utilization, these projections seem high in
comparison to costs reported from other employers
and findings related to cost from prior research and
may reflect an actuarial overestimate of the utilization
of these benefits and the subsequent cost of claims.
Two employers reported a I percent increase in total
cost to their transition-inclusive plans, based on
projected costs. This 1 percent increase seems
high in comparison to the two similarly_sized firms
that reported "minimal" and,'negligiblL,, acruar
costs that were less than 1 percent of total health
plan costs or claims paid. In prior research, larger
employers reported premium increases due to
prolected costs that ranged from O.Og% to O.2O%
of total health plan costs. Therefore, a full I percent
rncrease in totai cost to the plan does seem high rn
compartson to similarly-situated employers in this
survey and those described in prior research.

Examining these increases based on what we know
about utilization also reveals that these increases
seem high. ln the case of one of these employers,
the 1 percent increase amounts to $94,OOO
annually However, based on this employer,s stze
(-1,600 employees) and using the highe-t observed



in the plan and, based on the "worst
case" utilization rate for similarly-sized
employers (O.O54), could expect
two claimants for transition-related
benefits every year. According to
prior research, the City and County
of San Francisco paid 9386,417 over
five years for transition-related claims
for about IOO,OOO covered lives in

utilization rate for employers of that size (0.214),
we would predict, in a "worst case," this employer
would have one claimant for transition-related
health benefits every three years. lf the $94,OOO
increase is carried over annually, they would have
predicted a cost of $282,OOO for one claimanr
over three years. Based on prior research, the
highest transition-related claim that occurred at
the University of California was $86,800, with an
average cost per claimant of $29,929. Therefore,
this 1 percent increase also seems high when we
consider predicted utilization.

Another employer reported a projected cost
increase of $1OO,OOO annually for adding transition-
related health care coverage to their plan, which
is substantially less than 1 percent of their total
health care expenditures. This employer (a prrvare
employer) has about 38,5OO employees enroheo

employees. All of the employers in this size
category in our study were also private employers.

For employers with'lO,OOO to 49,999 employees,
we found the average annual utilization rate was
O.O44, with an upper bound of O.O54 claimants
per thousand employees. These findings include
both public and private employers and fit within
the utilization ranges found in prior research on
both types of employers. Prior research found
utilization for private employers of this size to be
O.Oi6 to 0.060 claimants per thousand employees
and for public employers of this size to be from
O.O22to O.2OO claimants per thousand employees.
Our findings fit well within these ranges. Therefore,
our study appears to provide further confirmation
of prior research on utilization, which can serve as
a useful guide to employers who are considering
adding transition-related health care coveraqe.

Oterai!, ute frLC fllc/ lrcnsit ian-relnte.d heclth care
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pro-uide ben$ts far' eTnplolters artd empior€si aiiiirr.

Prior research shows employers generally benefit
from providing LGBT-inclusive workplace policies.
Studies found increased job satisfaction anc
productivity for employees, improved health
outcomes among LGBT employees, improved
workplace relationships, and employers improveo
bottom lines by providing LGBT-inclusive worxprace
policies. Our findings from this study suggest that
employers that provide transition-related health care
coverage may benefit in similar ways. Employers
reported that they provide the coverage to help them
wlth recruitment and retention of employees, make
them competitive as an employer within their
industries, provide for the health care needs of their
employees, and demonstrate their commitmenrs to
inclusion and diversity, among other reported benefits.
It is notable that a majority of employers would
encourage other employers to add the coverage and
none would advise against adding the coverage.

Employers also provided practical guidance to other
employers to aid them in adding the coverage for
their employees. First, employers recommended
that employers work with their insurers and TpAs to
discuss the coverage they can offer and to address
any shortcomings in their medical guidelines.
Second, employers suggested doing research and
consulting with other employers that provide the
coverage to better understand costs they may Incur
and to be better informed when negotiating with
their insurers. Finally, employers recommended
working with benefits administrators to make sure
they are providing competent customer servrce to
employees who inquire about the benefits.

their plan. This means, on average, San Francrsco
spent about $7ZOOO annually on transition-related
claims. For the fiscal year ending June 2012, San
Francisco reported about 9620 million in health care
expenditures. The lowest possible annual utilization
found in prior research on San Francisco is O.O74 per
thousand employees, which is higher than the O.O54
observed "worse case" for similady-sized private
employers in this study. The employer with the
projected $IOO,OOO cost is of a similar size to San
Francisco, in terms of total covered lives in their plan.
Their annual increase of $IOO,OOO, therefore, may De
slightly high given the experience of San Francisco,
which we would predict would have higher benefit
utilization than a similarly-sized private employer:
Howeve[ future premium adjustments based on
reviews of actual costs may be able to correct for
any overestimate. In any case, the relative cost of
transition-related health care benefits is quite row
relative to total health plan expenditures.

In terms of utilization, very few people will access
transition-related health care benefits when they
are provided. Our findings in regard to utilization
generally fit with the ranges of utilization found in
prior research, though our lower bound rate was
lower for one set of employers. Our study found
that for employers with I,OOO to 9,999 employees,
average annual utilization was O.IOZ with a lower
bound of OO27 and an upper bound of 0.214
claimants per thousand employees. prior research
of private employers with I,OOO to 9,999 employees
ranged from O.O74 b a.22O claimants per thousand
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This study has limitations that should be noteo.
Because this study is based on a survey, it has
similar limitations to all survey research in that the
data are self-reported and subject to respondent
recall. The sample size for the survey was 34
employers, which is roughly 11 percent of the
employers known to provide transition-related
health care benefits for employees. Therefore,
these findings may not be representative of the
experiences of other employers that provide this
coverage. Additionally, respondents to this survey
were limited by the information or documentation
available to the respondent at the time of the
survey. For instance, many respondents were
unable to provide specific answers about the
utilization of the transition-related health care
benefit due to a lack of available data. Several
respondents were not able to describe the
health benefit plan provisions or provide plan
documentation. Employers that were able to
provide information about utilization and cosrs
did not do so in a uniform manner, which makes
comparisons difficult. For instance, one emptoyer
was able to provide actual costs in dollar amount
along with the total health plan costs over the
same period of time the costs were Incurred.
However, other employers expressed costs as a
vague percentage of total claims paid or total
health care expenditures ("less than l%"). These
responses did not allow for comparison to other
employers where actual costs were known.

In terms of utilization, all employers provided the
number of full-time employees but many dio not
provide the total number of covered lives in their
plans. While the latter would have provided a
more accurate denomlnator to assess demand
for transition-related health care, we were onty
able consistently to use full-time employees as a
denominator since that was the only data point all
employers provided. When possible, compansons
were presented above to provide context for our
findings, but on occasion we were only able to
describe the particular situation of a single employer

This study also is limited by the number of years
that employers have provided transition-related
health care benefits. Since the benefit is relatively
new among most employers, some employers
had only a year or two of experience to draw on
to answer the survey. In some cases, this short
time frame helped in providing useful data on how
this policy change came about and the cost to
add the benefit for that particular employer, since
these changes happened recently and the same
staff members involved in adding the benefit were
still on staff at the time of the survey. However, a
short time frame does not allow the respondent to
be able to discuss changes in plan structure, cost,
utilization, and negative or positive impacts to the
business over time. Furthermore, this study wasn,t
able to look at the cost savings in the long run of
providing medically necessary care for employees
in need of care for gender dysphoria.

C CN STNER"ATIOI{S FOR FUTURE RESEARCH
Findings from this report also point to
considerations for future research on experiences
providing this benefit and what impact providing
the beneflt may have on employees and employers.
Researchers may want to consider the impact
on employees, and by extension their employers,
of not providing coverage for certain transition-
related health care that may be deemed medically
necessary when clinically indicated for an individual,
according to the WPATH Slandards of Care. For
instance, according to the WpATH Standards of
Care, facial hair removal through electrolysis or
laser may be deemed medically necessary for some
individuals as part of their individualized treatment
plan for gender dysphoria. Facial hair removal for
a person transitioning from male to female may be
medically necessary to treat the skin of the face
and neck to eliminate masculine secondary sex
characteristics and bring this person,s body into
alignment with her gender identity, which is the

goal of treatment for gender dysphoria. Seventy-
six percent (760/o) of employers that participated in
this survey exclude coverage for facial hair removar
in their health benefits plans. Not only does this
mean that an employee may not be able to recerve
medically-necessary care, unless they are able to
pay out of pocket, but the exclusion also may nave
related negative impacts for that employee, and
by extension, her employer. For instance, a recent
study found that transgender women who have
had electrolysis or laser hair removal were less
likely to experience harassment in public soaces
than those who had not had electrolysis or laser
hair removal. Experienclng narassment may have
a negative impact on an employee's productivity
and workplace relationships, but it may also have
a negative impact on the success of a person,s
treatment for gender dysphoria. More research on
the impact on employees of not providing certain
coverage can provide valuable information for



employers when considering the scope of their
health benefits plans by describing the full range of
costs that may be associated with exclusions.

Related to the above suggestion for future
research, researchers should examine the long-
term cost savings to employers that result from
providing medically-necessary care for their
employees. Prior research suggests that there are
positive impacts on mental and physical health that
result from individuals receiving the care they neeo
for gender dysphoria. To the extent that these
positive impacts result in reduced need for health
care related to untreated gender dysphoria, cost
savings can accrue over time. For instance. if an
individual experiences improved mental health as
a result of receiving medically necessary care for
gender dysphoria, this may result in reduced cosrs
related to mental health services for that individual.
Research on these long-term cost savings would
provide helpful information to employers on the
true costs and benefits of providing transition-
related health care coverage.

Finally, more research is needed with employers
who have a long history of providing transition-

related health care benefits to employees. These
employers are uniquely positioned to provide an
understanding of the long term costs and benefits
of providing this coverage and may help refine
actuarial estimates of utilization and cost. Not
only may they have better, longitudinal data on
the utilization and cost of the benefit, they may
also provide insight on measureable positive and
negative impacts on their business, including the
impact on employee job satisfaction, workplace
climate and relationships, productivity, and the
impact on their business's bottom line. Research
conducted with these employers would help
provide a better forecast for companies who have
recently added the benefit or are considering
adding it in the future. However, because
employers may have limited access to data from
their TPAs or health insurance providers, or may not
be willing to share that data if they have it, future
research should also focus on accessing larger
claims databases that would contain data from
multiple employers. Since the number of employers
providing transition-related health care coverage
is increasing, databases of major insurers and
administrators may have compiled sufficient data
for analyses in the near future.
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ldentity Including Medically Necessary Gender
Dysphoria Surgery and Related Health Carei
Withdrawing and Superseding lnsurance Djvision
Bulletin No. 153, Banking Division Bulletin No.
30, and Health Care Division Bulletin No. HCA_
124 (Apr. 22. 2013), availabte at http://www.dfr,
vermont.govlsjtes/defauit/f rles/Bulleiin_j74.pdf
(last accessed August 15, 2Ot3).

4 Change to FlLman Rrghts Canpargn.
see note #1.

5 GLN1A: Health professionais Advancinq
uGBT Equalrry. 2013. Compendtum of
Health Profession Association LGBT po|cv
& Posttrcn Staternents, available ar http./j
www.glma.org/_data/n_OOOI/resources,/live./
G LMA902OCon D end,umo/o2oafo/a2o Heattn%20

Notes
Prof ession%2OAssociation%2OLGBT%2O
P olicyoA?O ando/o2o Position%2OStatem ents. pdf
(last accessed July 1O, 2Ot3).

6 American Psychiatric Association. ZA1Z. pasition
Statement on Access to Care for Transgender
and Gender Variant lndividuals avajlable at
http ://www psychiatr y.or g / F il eo/o2Otrt r ary /
Advocacy%2Oand%2O Newsroom / p osttton%2o
Statements/ps2O12_TransgenderCare.pdf (last
accessed July 1O, 2013).

7 Some employers do not provide a defined
benefit for transition-related care, but rather
have no exclusion for this care and coverage is
provrded jn the same manner as all other health
care that is deemed medically necessary.

8 Coleman, E., Bockting, W, Botzer, f4., Cohen-
Kettenis, P, DeCuypere, c., Feldman, J., Fraser,
L., Green, J., Knudson, c., Meyer, W J., t4onstrey,
S., Adler, R. K., Brown, G. R., Devor, A. H., Ehrbar,
R., Ettner, R., Eyler, E.. Garofalo, R., Karasic,
D. H., Lev, A. 1., Mayer, G., Meyer-Bahlburg, H.,
Hall, B. P, Pfaefflin, F,, Rachlin, K., Robinson, 8.,
Schechter, L. S., Tangpricha, V, van Trotsenburg,
M., Vitale, A., Winter, S., Whittte, S., Wylie, K. R.,
& Zucker, K.. 2011. "Standards of Care for lhe
Health of Transsexual, Transgender, and Gender_
Nonconforming people, Version 7.,' lnternational
Journal of fransgenderism, 13. 165-232.

9 td.

lO The ULCA North ceneral lnsiltutional Review
Board (NG|RB) determjned this study is not
human subject research and, therefore, not
subject to IRB review,

Il City and County of San Francisco and San
Francisco Human Rights Commission. 2O07.
San Francisco City and County Transgender
Health Benefit, available at http://www.hrc.
org/f i I es/assets/resources,/Sa n_Francisco_
City_and_County_Transgender_Health_
Benef ii_-_2007-08-tO.pdf (last accessed August'1,2013).

12 According to Jamison Green & Assoctates, when
the Transgender Health Benefit was added to
the San Francisco City and County plan in 2OOj,
other unrelated changes in the plan resulted in a
reduction of $5.95 in monthly premium charges
to employees, and even greater reductions for
retirees with and without l'ledicare,

'13 Department of Insurance, State of California.
2012. Economic lmpact Assessment: Gender
Nond isc ri m i na tion i n H eal t h I nsu ra nce, available
at http://tra ns genderlawcenter.or g / w p _ co ntent/
uplo ads /2Q13/ O4lEconom ic- | mpact_Assessment_
Gender-Nondiscriminataon-ln-Health_lnsurance.
pdf (last accessed August t, 2OtS).

14 td.

15 /d

16 td.

17 td.

l8 Department of Insurance, State of California,
see note #]3; Jamison Green & Associates.2012.
fransgender-lnclusive Health Benefits: Data for
Cost Calculation Presented by Andre Wilson of
Jamjson Green & Associates to the Department
of Insurance, State of California, February 2012.
For Table 1, for the City and County of San
Francisco and the University of California, the
maxrmum and minimum reported utilization
per year means the utilization in the year in
which the haghest utilization per thousand
employees was obserued and the utilization
In the year in which the lowest utilization
per thousand employees was observed. For
private employers, the maximum and minimum
utilization per year means the highest observed
annual utilization and the lowest utilization out
of the sample of indlvidual employers. Figures
for the City and County of San Francisco
are taken from Jamison Green & Associates,
February 2012. The Department of Insurance
incorrectly cited O,325 as the maximum
utilization for private employers. The correct
utilization figure,O-22, is reported here, per
Jamison Green & Associates, Februarv 2Ol2_

19 Jamison Green & Associates, see note #lg.

20 td.

2l Department of Insurance, State of California, see
note #13. For the University of California, the
towest utilization per thousand employees per
year (Q.O22) was observed in 2006. The highest
utilization per thousand employees per year
(0.187) was observed in 2OO9.

22 Jamison Green & Associares, see note #18.

23 The University of Caljfornia (UC) currently offers
five health benefits plans. All five plans include
coverage for transition-related health care,
ancluding surgical claims. The health benefits
plan included here currently covers 39 percent of
enrolled employees in all plans. The Department
of Insurance for the State of California report
(see note #13) does not provide intormation to
assess utilization in other UC plans. Therefore,
we cannot assess whether utilization in the plan
reported here is hagher or lower than other UC
plans. lt ts possible, therefore, that this plan may
represent a disproportionately higher or lower
number of claims within the UC svstem_

24 Number of employees shown is the number of
enrolled employees for one of the University of
California's health benefits olans.

25 Department of lnsurance, State of California, see
note #13.

26 Sears, B. and Mallory, C.2011. Economic Motives
for,Adopting LGBT-Retated Workplace palicies
(Updated). Los Angeles: The Wijliams Institute.
available at http://williamsinstitute.law.ucla.
edu/research,/workplace/econom jc- motives _

for-adopting-lgbt-related-workplace-policies/
(last accessed July 10, 2013); Badgett, MVL.,
Durso, L., Kastanis, A., and lgallory, C, 2013. The
Business lmpact of LGBT-supportive Workplace
Policies. Los Angeles: The Williams lnstitute,
avai lable at http://williamsinstitute.law.ucla.edu/
research,/workplace,/business-impact-of -l9bt_
potrcres-may-2013/ (last accessed July lO, 2O13).

27 td.



28 Department of Insurance, State of California, see
note #13.

29 Coleman, et al., see note #8.

30 td.

31 td.

32 CIGNA Medical Coverage policy, cender
Reassignment Surgery, effective Jan. ]5, 20lJ,
available at https://ci gnaforhcp_cigna.com/
publ iclcontent/pdflcoveragepol icies/med icall
mm_O266_coveragepositioncriteria_gender_
reassignment_surgery.pdf (last accessed August
15, 2013).

33 Travel outside of the United States for
transition-related surgical procedures is not
uncommon. See, for instance, Aizura, A.
(2OiO). "Feminine Transformations: Gender
Reassignment Surgical Tourism in Thailand.,,
Med ica I Ant hropology: C ross - Cu ltu ra I Stu d i es i n
Health and tltness. 29(4), 424_443.

34 Utilization rates in this table are the average
of each individual employer,s average ann-rlal
utilization for employers of that particular size
category for each groupjng by row. For instance,
annuat average utilization was calculated for
the four employers for the ]O,OOO to 49,OOO
size range in the upper bound row. The four
individual employers, average annual utilization
rates were added and divided by four to get the
average annual utilization rate for that group. lf
one pools the number of employees, the number
of claimants, and the total years of coverage
across the employers of interest and then
calculates the average annual utilization using
those pooled figures, the results consistently
reflect lower utilization than the calculationi
used here. All employers described in the prior
paragraph are not included in these calculations.

Notes
All employers had to have thejr benefits in olace
for at least one full plan year prior to the survey.
Two of the five employers who reported that
they believed there had been no utilization had
the benefits in place for less than one year at the
time of the survey. These two employers were
not rncluded in the calculation. One of the six
employers that provided utilization data is not
included here srnce that employer expressed
their utilization as a percentage of all claims
instead of a number of claims/clajmants. This
employer (between j,OOO and 9,999 employees,
fully insured plan only) reported that utjlization
of the transition-related health care benefit
represented less than 1 percent of total health
benefits claims over one year. Since this
employer did not report the actual number of
claims or claimants, the data they provided did
not allow that employer,s utilization rate to be
averaged among the other five employers that
reported utilization. One of the five employers
that provided comparable utilization data
provided the number of surgical claims per
year. In order to include this employer,s data
in the calculations for this table, we make the
conservattve assumptaon that each surgical
claim represents one unique claimant. In other
words, we assume an individual claimant made
one surgical claim only. This employer also has
other transition-inclusive health benef its olans.
Partial data provided on this employer,s other
transjtton-inclusive plans suggest that this plan
may have the highest utilization of these benefits
of all plans, and, therefore, may represent a
"worst case" in terms of utilization. All emplovers
in the IO,OOO to 49,999 srze range jn this tabl;
either reported actual utilizauon or confirmed no
utilization, therefore the lower bound figure is the
same as the mid-range fagure.

35 Two years of data were missing for this plan,
so the number of surgical claims for this Dlan
in those two mtssing years were set equal
to the number of surgerres approved to be
performed in that year In all cases, the number
of approved surgeries each year in each plan for
which there were data in a parucurar year were
tess than the number of surgical claims, meaninq

not all approved surgeries were actually
performed. Therefore, the average annual
utilization of O.03 surgical claims per thousand
enrolled employees js likely an overestimate of
actual surgical claims.

36 This and other quotes have been redacted to
rnalntain the anonymity of the employer and
for clarity. Changes to quotes are indicated by
brackets and ellipses.

37 Chi-square test of independence testing
relationship between having a broad coverage
plan and any reported costs: D2=O.9593, d.t.=Z,
p=O.619. T-test for mean difference in any
reported cost by scope of coverage (broad or
limited): t=-O.6814, d.t.=26, p: O.5OtZ

38 City and County of San Francisco, see note #.11j
Department of lnsurance, State of California, see
note #13.

39 Department of Insurance, State of California, see
note #13.

40 City and County of San Francisco, see note #ll.

4l City and County of San Franclsco. 2012. Heatth
Service System 2Oil-2O12 Annual Report,
available at http://www.myhss.org/downloads/
finance/HSS_AR _2011 2012.pdt (last accessed
September'tO, 2Ot3).

42 Sears and Mallory; Badgett et al., see note #26.

43 Herman, J.2Ol3. "Gendered Restrooms and
Minority Stress: The public Regulation of Gender
and lts lmpact on Transgender people,s Ljves.,,
Journdl of public Management and Sociat policy,
19(1),65-8O.

44 Department of Insurance, State of California, see
note #13.
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WPATH Clarification on Medical Necessity of Treatment, Sex
Reassignment, and Insurance Coverage in the U.S.A.

The world Professional Association for Transgender Health (wpATH)
is an international association devoted to the understanding and
treafrnent of individuals with gender identity disorders. Founded in
1979, and currently with over 300 physician, psychologist, social
scientist, and legal professional members, all of whom are engaged in
research and/or clinical practice that affects the lives of transgender and
hanssexual people, WPATH is the oldest interdisciplinary professional
association in the world concerned with this specialty.

Gender Identity Disorder (GID), more commonly known as
transsexualism, is a condition recognized in the Diagnostic and
Statistical Manual of Mental Disorders, (DSM-IV, 1994,andDSM-IV-
TR,2000), published by the American Psychiatric Association.
Transsexualism is also recognized in the International Statistical
Classification of Diseases and Related Health Problems, Ninth
Revision, published by the World Health Organization, for which the
united states is a signatory. The criteria listed for GID are descriptive
of many people who experience dissonance between their sex as
assigned at birth and their gender identity, which is developed in early
childhood and understood to be firmly established by age 4,I though for
some transgender individuals, gender identity may remain somewhat
fluid for many years. The DSM-IV descriptive criteria were developed
to aid in diagnosis and treatment to alleviate the clinically significant
distress and impairment known as gender dysphoria that is often
associated with transsexualism.

The WPATH Standards of Care for Gender Identity Disorders were
first issued in 1979, and articulate the "professional consensus about the
psychiatric, psychological, medical and surgical management of GID.,,
Periodically revised to reflect the latest clinical practice and scientific
research, the Standards also unequivocally reflect this Association's
conclusion that treatment is medically necessary. Medical necessity is
a term common to health care coverage and insurance policies in the
United States, and a common definition among insurers is:

' American Academy of Pediatrics, 1999.
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"[H]ealth care services that a Physician, exercising prudent clinical judgment, would provide
to a patient for the purpose of preventing, evaluating, diagnosing or treating an illness, injury,
disease or its symptoms, and that are: (a) in accordance with generally accepted standards of
medical practice; (b) clinically appropriate, in terms of type, frequency, extent, site and
duration, and considered effective for the patient's illness, injury, or disease; and (c) not
primarily for the convenience of the patient, physician, or other health care provider, and not
more costly than an alternative service or sequence of services at least as likely to produce
equivalent therapeutic or diagnostic results as to the diagnosis or treatment of that patient's
illness, injury or disease."

"Generally accepted standards of medical practice means standards that are based on credible
scientific evidence published in peer-reviewed medical literature generally recognized by the
relevant medical community, Physician Specialty Society recommendations and the views of
Physicians practicing in relevant clinical areas and any other relevant factors."2

The current Board of Directors of the WPATH herewith expresses its conviction that sex
reassignment, properly indicated and performed as provided by the Standards of Care, has
proven to be beneficial and effective in the teatnent of individuals with transsexualism,
gender identity disorder, and/or gender dysphoria. Sex reassignment plays an undisputed role
in contributing toward favorable outcomes, and comprises Real Life Experience, legal name
and sex change on identity documents, as well as medically necessary hormone treatment,
counseling, psychotherapy, and other medical procedures. Genital reconstruction is not
required for social gender recognition, and such surgery should not be a prerequisite for
document or record changes; the Real Life Experience component of the transition process is
crucial to psychological adjustmenl and is usually completed prior to any genital
reconstruction, when appropriate for the patient, according to the WPATH Standaxds of Care.
Changes to documentation are important aids to social functioning, and are a necessary
cornponent of the pre-surgical process; delay of document changes may have a deleterious
impact on a patient's social integration and personal safety.

Medically necessary sex reassignment procedures also include complete hysterectomy,
bilateral mastectomy, chest reconstruction or augmentation as appropriate to each patient
(including breast prostheses if necessary), genital reconstruction (by various techniques which
must be appropriate to each patient, including, for example, skin flap hair removal, penile and
testicular prostheses, as necessary), facial hair removal, and cer&ain facial plastic
reconstruction as appropriate to the patient.

'Nongenital surgical procedures are routinely performed... notably, subcutaneous
mastectomy in female-to-male transsexuals, and facial feminization srugery, and/or
breast augmentation in male-to-female transsexuals. These surgical interventions are
often of greater practical significance in the patient's daily life than reconstruction of
the genitals."'

t Definition taken from 2007 Blue Cross Blue Shield Settlement available at www.hmosettlements.com
3 Monstrey S, DeCuypere G, Etbrer R,.(2007) . Surgery: General Principles. ln Ettner R et al (eds) priwiptes of
Trans gender Medic ine a nd Sur gery. New york:Haworth press :2007.p.90.
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Furthermore, not every patient will have a medical need for identical procedures; clinically
appropriate treatments must be determined on an individualized basis with the patient's
physician.

The medical procedures attendant to sex reassignment are not "cosmetic" or "elective" or for
the mere convenience of the patient. These reconstructive procedures are not optional in any
meaningful sense, but are understood to be medically necessary for the treatrnent of the
diagnosed condition.a Further, the WPATH Standards consider it unethical to deny eligibility
for sex reassignment surgeries or hormonal therapies solely on the basis of blood
seropositivrty for infections such as HIV or hepatitis.

These medical procedures and treaftnent protocols are not experimental: decades of both
clinical experience and medical research show they are essential to achieving well-being for
the transsexual patient. For example, a recent study of female-to-male transJexuals found
significantly improved quality of life following cross-gender honnonal therapy. Moreover,
those who had also undergone chest reconstructionhad significantly higher scores for general
health, social functioning, as well as mental health.s

"In over 80 qualitatively different case studies and reviews from 12 countries, it has
been demonstrated during the last 30 years that the treatrnent that includes the whole
process of gender reassignment is effective.',6

Available routinely in the United States and in many other countries, these treatments are cost
effective rather than cost prohibitive. In the United States, numerous large employers (e.g.,
City and County of San Francisco, University of California, University of Michigan, IBM,
etc.) have negotiated contracts with their insurance carriers to enable medically necessary
treahnent for transsexualism and/or GID to be provided to covered individuals. As more
carriers tealize the validity and effectiveness of treatrnent (Aetna, Cigna, and others now have
protocols), coverage is being offered, increasingly at no additional premium cost.

"Professionals who provide services to patients with gender conditions understand the
necessity of SRS, and concur that it is reconstructive, and as such should be
reimbursed, as would any other medically necessary treatnent."T

The WPATH Board of Directors urges health insurance cariers and healthcare providers in
the United States to eliminate transgender or tans-sex exclusions and to providi coverage for
transgender patients and the medically prescribed sex reassignment services ne"essary for
their treatment and well-being, and to ensure that their ongoing healthcare (both routine and
specialized) is readily accessible.

n Victoria L. Davidson v. Aetna Life & Casualty Insurance Co. l0l Misc.2d 1,420 N.y.S .2d450 (Sup. Ct.,
1979). Judgesfoundthat"...thetreaftnentandsurgery...isofamedicalnatureandisfeasibleandrequiredfor
the health and well-being of the patient."

lI:yL"t{E, et al (2006). Femaieto-male quality of life. ln Quality of Ltfe Research.Springer.
'Pftifflin F, Junge A. (1998). Sex Reassignment. Thirty Years of International Follow-up Strlaies After Sex
Reassignment Surgery: A Comprehensive Review, 196l-1991 (quotation from the FinalRemarks section).
(Translated from German into American English by Roberla B. Jacobson and Alf B. Meier).7 Monstey S,DeCuypere G Ettner R,.(2007) . Surgery: General Principles. ln Ettner R et al (eds) principtes of
Transgender Medicine and surgery. New york:Haworth press:2007.o.9q.
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This clarification constitutes the professional opinion of the signatories below, comprised of
all members of the WPATH Board of Directors and Executive Officers as of this date. June
17,2008.

Stephen Whittle, Ph.D., O.B.E. (UK) President
Walter Bockting, Ph.D. (USA) President Elect
Stan Monstrey, M.D. (Belgium) Past President
George Brown, M.D. (USA) Secretary-Treasurer
Michael Brownstein, M.D. (USA)
Griet DeCuypere, M.D. (Belgium)
Randi Ettner, Ph.D. (USA)
Lin Fraser, Ed.D., MFT (USA)
Jamison Green, MFA (USA)
Cristina Meriggiola, MD, PhD (In-Absentia)
Katherine Rachlin, Ph.D. (USA)

Beatrice o'Bean" E. Robinson, Ph.D. (USA) Executive Director
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ln the upcoming fifth edition of the Diognostic and Stotistical Manuol of Mental Disorders (DSM-s),
people whose gender at birth is contrary to the one they identifu with will be diagnosed with gender
dysphoria. This diagnosis is a revision of DSM-lV's criteria for gender identity disorder and is intended
to better characterize the experiences of affected children, adolescents, and adults.

Respecting ihe Pofienl, Ensuring Access lo Core
DSM not only determines how mental disorders are defined and diagnosed, it also impacts how people
see themselves and how we see each other. While diagnostic terms facilitate clinical care and access to
insurance coverage that supports mental health, these terms can also have a stigmatizing effect.

DSM-5 aims to avoid stigma and ensure clinicalcare for individuals who see and feelthemselves to be a
different gender than their assigned gender. lt replaces the diagnostic name "gender identity disorder"
with "gender dysphoria," as well as makes other important clarifications in the criteria. lt is important
to note that gender nonconformity is not in itself a mental disorder. The critical element of gender dys-
phoria is the presence of clinically significant distress associated with the condition.

Chorocterislics of the Condition
For a person to be diagnosed with gender dysphoria, there must be a marked difference between the
individualt expressed/experienced gender and the gender others would assign him or her, and it must
continue for at least six months. In children, the desire to be of the other gender must be present and
verbalized. This condition causes clinically significant distress or impairment in social, occupational, or
other important areas of functioning.

Gender dysphoria is manifested in a variety of ways, including strong desires to be treated as the other
gender or to be rid of one's sex characteristics, or a strong conviction that one has feelings and reac-
tions typical of the other gender.

The DSM-5 diagnosis adds a post-transition specifier for people who are living full-time as the desired
gender (with or without legal sanction of the gender change). This ensures treatment access for indi-
viduals who continue to undergo hormone therapy, related surgery, or psychotherapy or counseling to
support their gender transition.

Gender dysphoria will have its own chapter in DSM-S and will be separated from Sexual Dysfunctions
and Paraphilic Disorders.

Need for Chonge
Persons experiencing gender dysphoria need a diagnostic term that protects their access to care and
won't be used against them in social, occupational, or legal areas.

When it comes to access to care, many of the treatment options for this condition include counsel-
ing, cross-sex hormones, gender reassignment surgery, and social and legal transition to the desired



gender. To get insurance coverage for the medical treatments, individuals need a diagnosis. The Sexual
and Gender ldentity Disorders Work Group was concerned that removing the condition as a psychiatric
diagnosis-as some had suggested-would jeopardize access to care.

Part of removing stigma is about choosing the right words. Replacing "disorder" with "dysphoria" in the
diagnostic label is not only more appropriate and consistent with familiar clinical sexology terminology,
it also removes the connotation that the patient is "disordered.',

Ultimately, the changes regarding gender dysphoria in DSM-5 respect the individuals identified by offer-
ing a diagnostic name that is more appropriate to the symptoms and behaviors they experience with-
out jeopardizing their access to effective treatment options.

DSM is the manual used by clinicians and researchers to diagnose and classify mental disorders. The American psychiatric
Association (APA) will publish DSM-5 in 2013, culminating a 1"4-year revision process. For more information, go to www.
DSM5.ore.

APA is a national medical specialty society whose more than 35,000 physician members specialize in the diagnosis, treat-
ment, prevention and research of mental illnesses, including substance use disorders. Visit the APA at www.osychiatrv.ors
and www.healthvminds.org. For more information, please contact Eve Herold at 703-907-8640 or press@psvch.ore.

@ 2013 American Psychiatric Association
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AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES

Resident and Fellow Section
Massachusetts Delegation
California Delegation
New York Delegation

Removing Financial Barriers to Care for Transgender patients

Reference Committee A
(Linda B. Ford, MD, Chair)

Resolution: 122
(A-08)

Introduced by:

Subject:

Referred to:

1 Whereas, Our American Medical Association opposes discrimination on the basis of gender identityi;2 and
3
4 Whereas, Gender ldentity Disorder (GlD) is a serious medical condition recognized as such in both
! the Diagnostic and Statistical Manual of Mental Disorders (4th Ed., Text Reviiion) (DSM-|V-TR) and6 the lnternational Classification of Diseases (1Oth Revision)ii, and is characterized in the DSM-IV-TR7 as a persistent discomfort with one's assigned sex and with one's primary and secondary sexI characteristics, which causes intense emotional pain and sufferinglii;and-
9

10 Whereas, GlD, if left untreated, can result in clinically significant psychological distress, dysfunction,11 debilitating depression and, for some people without access to appiopriate medical care ind12 treatment, suicidality and deathiu; and
13
'14 Whereas, The World Professional Association For Transgender Health, Inc. ("WpATH") is the
1! leading international, interdisciplinary.professionalorganEation devoted to the understanding and
19 treatment of gender identity disordersv, and has established internationally accepted Standaids of
17- Careu'for providing medical treatment for people with GlD, including menial neaitn care, hormone
19 therapy and sex reassignment surgery, which are designed to proniote the health and welfare of19 persons with GID and are recognized within the medicil community to be the standard of care for20 treating people with GID; and
21
22 Whereas, An established body of medical research demonstrates the effectiveness and medical
?3 necessity of mental health care, hormone therapy and sex r-eassignment surgery as forms of
?! therapeutic treatment for many people diagnosed with GlDuii; and
25
26 Whereas, Health experts in GlD, including WPATH, have rejected the myth that such treatments are27 "cosmetic" or "experimental" and have recognized that these treatments can provide safe and28 effective treatment for a serious health conditionuii: and
29

99 Whereas, Physicians treating persons with GID must be able to provide the correct treatment
91 necessary for a patient in order to achieve genuine and lasting comfort with his or her gender, based3? on the person's individual needs and mediCal historyuii; and
33

?! Whereas, Our AMA opposes limitations placed on patient care by third-pafi payers when such care
9q is based upon sound scientific evidence and sound medical opinioni,'*; and'
36
37 Whereas, Many health insurance plans categorically exclude coverage of mental health, medical,
99 and surgical treatments for GlD, even thoug[ many'of these same treatments, such asq9 psychotherapy, hormone therapy, breast augmentation and removal, hysterectomy, oophorectomy,
19 orchiectomy, and salpingectomy, are often cbvered for other medical conditions; and
41
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Whereas, The denial of these otherwise covered benefits for patients suffering from GID represents
discrimination based solely on a patient's gender identity; and

Whe.reas, Delaying treatment for GID can cause and/or aggravate additional serious and expensive
health problems, such as stress-related physical illnessesl-depression, and substance abuse
problems, which further endanger patients' health and strain the health care system; therefore be it

RESOLVED, That our American Medical Association support public and private health insurance
coverage for treatment of gender identity disorder lttew HOD Policy); and be it further

RESoLVED, That our AMA oppose categorical exclusions of coverage for treatment of gender
identity disorder when prescribed by a physician. (Directive to Take Action)

Fiscal Note: Staff cost estimated at less than $500 to implement.

Received: 04118109

RELEVANT AMA POLICY
H-65.983 Nondiscrimination policy
H'65.992 continued support of Human Rights and Freedom
H-180.980 Sexual Orientation and/or Gender ldentity as Health Insurance Criteria
H-120.988 Patient Access to Treatments prescrioeo by Their ehysicians
'AMA Policy H-65.983, H-6S.992, and H-l80.980
ii Diagnostic and statistical Manual of Mental Disorders (4th ed.. Telt revision) (2ooo) ('DsJrt-lv-TR), il7682,American psychiatricAssociation; Intemationalclassjfication of Diseases lroin neviionj i"ico-riilFo+, wortd Heatth organization. The tcD furtherdefines transsexualism as '[al desire to live and be a'ccepted as a member ot ihe opposite sex, usually accompanied by a sense ofdiscomfort with, or inappropriateness o{ one's anatomic sex, and a wish to have surgery and hormonal treatment to make one,sbody as congruent as possible with one;s prefened sex.' ICD-10. F64.0.
n' DSM-|V-TR,5zs-79

" rd. at 578-29.

" world Professional Association-for Transgender Health: http:/funmr.wpath.org. Formerly known as The Harry tsenjaminlntemational Gender Dysphoria Associatioi.
" The Harry Benjamin International Gender Dysphoria Association's standards of care for Gender ldentity Disorders, sixth Version(February, 200 1 ). Available at http:/Arrrpatfr.orllbocuments2/socv6. pdf.* Brown G R: A review of clinical approaches.to genderdysphoria J clin psychiatry. s1(2):sz-64,1990. Neurfreld E, Hail s, Dibbles, Kohler L' Female-to-male.transgender qualitv if tife. ouai r-ire nes. iste),i+ti-5z ,zoo6. eest 

't-, 

"no 
siein K. (1998) .Surgical

gender reassignment for male to female trinss6xual people." wessex tnsiitiite oec r"port ae-; BL;"n"iin'"t at. "Genderdysphoria, gender reorientation, and the clinical manigement of transsexuaiilh.".t coi_sutting'";d cti.di Fsychotogy. 53(3):29$304' 1985; cole c, et al. Treatmentof ge-nderdysphoiia lrranssexuattmt;i;;;. Medicine. 90(5):68-72. 199t; Gordon E."Transsexual healing: Medicaid funding-of sex rea jiignment surgery." Arihives Ji sexuat Behavior. 2o(,1):61-74..t991 ; Hunr D, andHampton J' "Follow-up of 17 biologic male transsexuits ater sei-real.ibnrlnl iurgery." Rm J psychiatry. 137(4):402428. 1980;Kockett G' and Fahmer E' Transsexuals who have not undergon" trrgEry, n ttrrow-up stuay." Aritr of slxuat Behav. 16(6):511-522' 1987; Pfafflin F and Junge A. "s91-!egs!snment. TtrirtyYe"iJ 
"t]ri6*"ir"nat 

r6tnw-up stuoies 
"t"ib", Reassignmentsurgery: A comprehensive R-eview, tgot-tggtl" t.li itearonic a;oks, i";it;biJ"t nttp,nn"*rvrporion.rorl1upfaefflin/1000.hrm;selvaggi G, et al' "Gender ldentity Disorder: General ov-ewie.iv and Sjrgical Treaiment for Vaginoplasty in Male-to-FemaleTranssexuals'" Plast Reconstr srirg. 2005 ruov;rroiol:tsse-rase; bmii[i, 

"i "r. 
;s"* reassignment: outcomes and prediclors oftreatment for adolescent and,adult tran-ssexuali." pii.l91.y"l:?oq_uf-rt bsiries-gg; rangiricil i, ;ii;'inoocrinorosic

11":tT:[919:nder identity disorders. ' Endocr erait. slty:tz-21. 2003; TsoiW. irotbw-up 
study of transsexuats afier sexreassqnment surgery'" singapore Med J. 34:5'15-s17.1b9_3i_van xest"ien F, eiar,349gritl J..o ;"'rbi;-ilt; rranssexuat subjecrstreated with cross-sex hormones." Ctin Endocrinot loxQ -rsrii !epl+zlll,5iz+-i;*wono proi"rrionars nss,ociation for TransgenderHealth standards of care for the Treatment of Genber ioentitv oiiorodii us rzoor l.n" The Harry Benjamin International Gender Dysphoria Association's standards of care for Gender ldenlity Disorders, at 1g." ld.

'AMA Policy H-120.998
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Purpose Statement
VHA is dedicated to providing cultwally and clinically competent, exceptional care to all
Veterans. With the recent repeal of 'oDon't Ask, Don'i Tell,'; issuance of n"* performance
standards by The Joint Commission, and publication of a VHA directive on t irrg.nder care, VA
has begun to focus on the health care needs of lesbian, gay, bisexual, and transgender (LGBT)
Veterans. Few providers have had training in caring foil,Cgf patients. This liie, knowledge-
based presentation will provide information to VA providers about LGBT Veteran health
disparities, relevant VHA policies, trainings, and resources for treating LGBT Veterans.

Target Audience
All staffwho have contact with patients, including psychologists, pharmacists, certified and/or
licensed counselors, dental professionals, physicians, physici=an *rirturrtr, registered nurses,
licensed practical nurses, social workers, registered diltitians and dietetic tecinicians, healthcare
executives, speech and language pathologists and audiologists, occupational therapists and
occupational therapy assistants, as well as certified peer specialists. 

-

Outcome/Objectives
At the conclusion of this educational program, leamers will be able to:

1' List examples of at least two health disparities experienced by LGBT Veterans;2. Summarize services provided to transgender Veterans as outlined in VHA Directive
2013-003;

To learn more about EES and its programs, products and services, visit vaww.eesJrn.vaeov (VA Intranet) or call the
EES Customer Service Center at r_&z_rns_rssr o@ql

w;';;ffi :f;:;;;;t';;;'$;,;;
U,S. Dep.nmcnt ofV.te.anr Affair5

Department of Veterans Affairs, Employee Education System

and

Office of Patient Care Services

Present

changes in vA for LGBT veterans since 20lL: policy,

Template Version January I 2013 Update 4-2-14 ver 5.1 Page I ofll
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Identifu training resources available on the LGB Education and Transgender
Education SharePoints;
Explain the importance of LGBT Health Fellows; and
Describe two transgender consultation programs

Registration / Participation in the Activity Procedure
1. Lengthof course: I hour
2. Review EES Program Brochure
3. Attend and participate in 100% of program activity
4. complete Post Test Exam at a minimum passing score of g0o/o

5. Complete Program Evaluation no later than July 16,Z0l4

Instructions for Completing Registration in TMS
Registration: It is essential that you use the course link and follow the instructions below to
rygister for Changes in VA for LGBT Veterans since 2011: Policy, Fractice, and Resources
in TMS by June 17

Instructions for Registration:
1. If you have not registered for the course:

a. Control-Click on the Item Link above
b. Log in to TMS
c. On theright side of the page there are 3 buttons: "Add to Learning plan',, ,,Start

Course" and "Register Nod'.
2. Select the "Register Now" button

(NOTE: If you select uAdd to Learning PIan'option, this wilt add the troining to your To-Do
List, but it does not register youfor the training. You will then need to Register Now and
register,)

After clicking on the "Register Now" button, the date, time and location for the scheduled
oflering will appear.
Select this program by clicking on the o'Register Nof'button to the right of the offering.
On the next page, you will click on the "Confirm" button on the uppeiright side of the
page. This will register you and add the training to your To-Do LiitAro Due Date and you
will receive an enrollment email confirmation fromTMS.

Instructions for Pre-Test
1. Log in to TMS.
2. If you have not registered for the course, you will need to do so.3. Once you have registered for the course, use the To-Do List search field in the upper left

portion of your To-Do List to locate the item number.4. Hover over the title and click Start Course button.5. Click the "Link to pre-Test."
To learn more about EEq94 its programs, products and s_ervices, visit vawweesJrn.vagov (vA Intranet) or call the

EES Customer Service Center at l-977_EES-133i o.

f i' ;ii ;;; t "f;; a;i ;;'iy ;,;;

3.

4.
5.

Template Version January I 2013 Update 4-2-14 ver 5.1 Page2ofll



VAi@F

The Pre-Test will open in a separate window. *Note: If you don't see the new window,
check behind other open windows.
Complete the SEES Pre-Test. Once submitted, you will be directed to a screen which
provides your percent score for the test. Note your score and close the window.
Click "Return to Online Content Structure.',
You have now completed your Pre-Test requirements for this course, and should see a
green check mark and completion date next to the Link to pre-Test.

Instructions for Completing post-Test
Log in to TMS.

f y-ol have not registered for the course, you will need to do contact the EES pOC listed
in this brochure for additional registration assistance.
Once you-have registered for the course, use the To-Do List search field in the upper leftportion of your To-Do List to locate the item number.
Hover over the title and click Start Course button.
Click the "Link to Post-Tesl" *Be sure you have completed all the content objects
listed before the post-test first
The Post-Test will open in a separate window. *Note: If you don't see the new window,
check behind other open windows.
Complete the SEES Post-Test. once submitted, you will be directed to a screen whichprovides your percent score for the test, and indicates if it is a passing score. Nore your
score and close the window.
Click "Return to Online Content Structure.-
Once-you have passed the Post-Test with a score of 80% or better, you have completedyour Post-Test requirement for this course, and should see a green check mark and
completion date next to the Link to Post-Test. (Note: If you d-id not achieve u p^rirrg
score' you can retake the Post-Test using the same Post-Test link contained in the tltts
Content Structure.)

to be registered

ffi;;: ;ii ;ii, !| t'i i ;i;: i; ;"#; ;;;U.S. DepartDcnt of Veterrns Attalrt

l.
2.

J.

6.

7.

8.

9.

4.
5.

6.

9.

10.

ll.

Instructions for Completing Evaluation in TMS to Access Accredited Certificate
Please note: Program evaluations must be completed within J0 davsof the conclusion ofthe program in order to receive a program certificatel. Log into TMS.

2. Ifyou have not registered for the course:
a. Contact the EES pOC listed in this brochure

Ifyou have registered for the course:
a' Use the To-Do List search field in the upper left portion of your To-Do List to

locate the item number.
4. Hover over the title and click..View Details.,,
5. In the Item Details screen, click the link start course button.6. Once content is completed, close the window.
7. Click "Retum to Online Content Structure.,,
8' click the *Link to Evaluation and Certificate." *Be sure you have completed all thecontent objects listed before attempting to access the evaluation. *Note: If you don,t

see the new window, check behind oth., op"n windows9- complete the sEES Evaluation. once submitted, close the window.

To leam more about EES and its programs, products *9 r^Ti1.l_uisit vaww.eesJrn.vaeov (vA Intranet) or call theEES Customer Service Center at r-rrz_nps-rsrll@qy

J.

Template Version January I 2013 Update 4_2_14 ver 5.1 Page3ofll
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10. Click "Return to Online Content Structure."
11. There should now be a date next to both links in the Online Content Structure window.
12. Some courses require a Self-Certification to record completion. If there is a Self-

Certification link present, click the link and follow the instructions given.
You have now completed your requirements for this course, and the item should be
located in your Completed Work.

ACPE considers credit as a stalement of credit instead of a certificate of credit
To access your Accredited certificate in TMS, please follow the steps below:

1. From the Home screen in TMS, click on..Completed Work.,,
2. Hover the mouse over the title of the program, and click o'View Details" in the popup

window that appears. DO NOT click on the "Print Certificate" here - this wif give you
the generic TMS certificate.

3. In the Completed Work Details screen, you should see a section named'.Accreditation
Details"

4. Click the "Print Accredited Certificate" button next to your requested Accreditation.

Your Accredited certificate should appear on the screen for you to save or print.

Accreditation/Approval

The accreditation organizations for this course are listed below.

Accreditation c ouncil for c ontinuing Medicat Education (ACC ME)
The VA Employee Education System is accredited by the Accreditation Council for
Continuing Medical Education to provide continuingmedical education for physicians.

American Psychological Associatian (ApA)
The vA Employee Education system (EES) is approved by the American
Psychological Association to sponsor continuing education for psychologists. The
Employee Education System maintains t"rponribility forair ptogr* and its content.

Arnerican Nurses Credentialing Center (ANCC)

VA Employee-Education System is accredited as aprovider of continuing nursing
education by the American Nurses Credentialing Center's Commission on
Accreditation.

Note: ANCC continuing nursing education contact hours are not accepted by the
Califurnia Board of Registered Nursing (CA BRN) toward license renlwalfor CA-
licensed registered nurses (RNs) and a.dvanced practice nurses (ApNs), unless the CA-
licensed nurse-participants are physicatty outside of the ,ror, o7 CA when they start and
complete activities sponsored by an ANCC accredtted providei of continuing education
for nurses.

To leam more about u3l:t! its programs, products an! s^911i51 visit vawweesJrn.vasov (vA Intranet) or call theEES Customer Service Center at r-rzz-nns_rrsr o@lo"
Template Version January I 2013 Update 4_2_14 ver 5.1 Page4ofll
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American Dental Associatinn (ADA) | Continuing Education Recognition program (CER7)
The Department of veterans Affairs, Employee Education system
ADA CERP Recognized Provider. ADA cERp is a service of the

American Dental Association to assist dental professionals in identi$ring quality
providers of continuing dental education. ADA CERP does not upprou. or endorse
individual courses or instructors, nor does it imply acceptance of credit hours by boards
of dentistrv.

Continuing Education Credit

Accreditation c ouncil for c ontinuing Medicat Education (ACCME)
The VA Employee Education System designates this live activity for a maximum of I
AMA PRA Category I Credit) rM. Physicians should claim only credit commensurate
with the extent of their participation in the activity.
This course provides Category I AMA Physicians Recognition AwaTFMCME credit(ACCME) for physicians. ACCME - NP(or AccME:Non-physician) may be used
to provide attendees other than MDs, Dos a certificate that docuirents their attendance,
and indicates that the accredited provider offered Category I AMA physicians
Recognition AwarilM CME credit for the course or activity. ACCME -Non-physicianrefers to nurses, physician assistants, and healthcare professionals other than
physicians.

Arnerican P sychological As sociation (ApA)
As an organization approved by the American Psychological Association, the VA
Employee Education System is sponsoring this urtiuity io. t ho* of continuing
education credit. The Employee Education System *uirrtuin. responsibility for thisprogram and its content.

Amerfuan Nurses Credentialing Center (ANCC)

VA Employee Education System designates this educational activity for 1 contact hourin continuing nursing education.

Note: ANIC continuing nursing education contact hours are not accepted by the
Califomia Bgard of Registered Nursing (CA BRN) toward license-renewal for CA-
licensed registered nurses (RN$ and advanced practice nurses (ApNsj, unless the CA-licensed nurse-participants are physically outside of the state of cA #t rn they start and

:::p.]:tli*,ivities sponsored by an ANCC accredited provider of continuing education
ror nurses.

Association of SocialWork Boards (ASWB)
vA Employee Education System, Provider Number 1040, is approved as a provider forcontinuing education by the Association of Social Work goards, 400 South Ridge
Parkway, lYi 9I' Culpeper, vA2270L http://www.aswb.ore ASWB Approval period:
4/7113 - 417/16- Social workers should rorrt*G"i. t gulutot board to determine
course approval.

To leam more about EES and its programs, products *9 r^.Ii1?_uisit vaww.eesJrn.vagov (VA Intranet) or call theEES customer service center at 1-s77-EES-r$@o"

ffiF;;' i t ;; ; ;:' i;' ;' i i ; t i i' ii i ii;*
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Social workers will receive 1 continuing education clock hour for participating in this
course.

The Califurnia Board of Behavioral Sciences (CA BBS)
The VA Employee Education System (Provider #PC83204) asserts that this educational
activity meets the qualifications for t hour of continuing education credit for Marriage
and Family Therapist MFTs and / or for LCSWs as required by the California Board of
Behavioral Sciences.

Accreditation C ouncil for pharmacy Education (AChE)

m fhe VA Employee Education System is accredited by the Accreditation
lftil. Council for Pharmacy Education as aprovider of continuing pharmacy

education Program 0610-0000-14-156-101-p. This progftrm is'accredited for 1contact hoyr. The Employee Education System maintains respinsiUitity for the
program' Continuing PharmacY Education (cPE) credits wilibe awarded to participants
and accreditation records will be on file at the Employee paucation sfstem. In order toreceive continuingphannacy education credit, puttirip*ts must auend 100%of theprogrilm and complete an evaluation form. CPE will be reported airectty toparticipants' NABP e-profiles and State Boards.

American Dental Association (ADA)

designates this activi8
The Department of veterans Affairs, Emproyee Education System
for I continuing education credit.

To leam more about EES and its programs, products 
T9 r^Ti:":,^nrsit-vawwresJm.vacsy (vA Intranet) or call theEESCusiomerServiceCenteratr.rz.nrs.rrrii@o_--__.--)

Template Version January I 2013 Update 4-2_14 ver 5.1 Page6ofll
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CPE
Accredited

Provider

Commission on Dietetic Registration (CDR)

The vA Employee Education System, provider number vA003, is a continuing
Professional Education (CPE) Accredited Provider with the Commission on Diltetic
Registration (CDR); from June 1,2013 to May 31,2016. Registered dietitians (RDs)
and dietetic technicians, registered (DTRs) will receive 0.1 continuing professional
education unit (CPEU) for completion of these educational program/materials.

This educational activity is designated cpEU Level 1 as defined bv cDR.

National Boardfor Cenifrcd Counselors (NBCC)

The VA ETlloffS.E_Oucation System is anNBCC-Approved Continuing Education
Provider (ACEP'M) Provider #5927 and may ofrer Nifcc-approved clock hours for
events that meet NBCC requirements. The ACEP solely is responsible for all aspects of
the program to offer continuing education accreditation for National Certified and
Licensed Counselors. We adhere to NBCC Continuing Education Guidelines. This
program is approved for I clock hour.

American College of Healthcare Executives (ACHE)
VA Employee Education System is authorized to award I hour of pre-approved
Category II (non-ACHE) continuing education credit for this program toward
advancement, or recertification in the American College of Heatticare Executives.
Participants in this program wishing to have the continuing education hours applied
toward Category II credit should list their attendance when applying for advancement
or recertification in ACHE.

To learn more about EES and its programs, products an! s^e1iTl visit vawweesJrrr.vasov (VA Inhanet) or call theEESCustomerServiceCenteratr-rzz.nrs.rrG@ilo"-_----_^-'/

Template Version January I 2013 Update 4-2_14 ver 5.1 PageTofll
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Statement of Participation
A certificate of completion will be awarded to participants and accreditation records will be on
file at the Employee Education System. In order to receive a certificate of completion from EES,
you must register in the TMS, attend 100% of the progmm and complete the evaluation as
directed in SEES, and then: go into your Completed Work, hover over the title, and choose View
Details to print your accredited certificate. For ACPE accreditation, participants must provide
their Birthdates (month and date) and their NABP e-Profile ID numbers in their Personal profiles
in TMS.

Report of Training
It is the program participant's responsibility to ensure that this training is documented in the
appropriate location according to his/her locally prescribed process.

Program Schedule
Program Schedule Date: 6l 17 l20l 4

Time Topic/Title Facultv
l:00-1:05PM lntroduction Michael Kauth

1:05-1:l5PM Recent drivers of change:

o Institute of Medicine Report
o 2011 Joint Commission Field

Guide
VHA Directive

Jillian Shipherd

1:15-1:30PM Prevalence of LGBT Veterans
o VHA Demographic Data
r DevelopmentalTheories

Michael Kauth

1:30-1:40PM 2010 Behavioral Risk Factor
Surveillance System data

o Gay/Bixesual
o Transgender

Jillian Shipherd

l:40-1:50PM Experiences of LGBT Veterans
r Gay/Bixesual
o Transgender

Michael Kauth

1:50-2:00PM Questions & Answers Michael Kauth

Jillian Shipherd

2:00PM Adjourn Michael Kauth

To learn more about EES an_d its programs, products and services, visit vawweeslrn.vaeov (VA Intranet) or call the
EES customer Service center at r-g77-EEs- r33i ;inBcscor"*sy

Template Version January I 2013 Update 4-2-14 ver 5.1 Page8ofll
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Faculty and Planning Committee Listing
* Denote planning committee member
+ Denotes faculty

To leam more about EES and its programs, R.od,,
EES Customer Service Center at 1-E7Z-EES_1331 or EESC

*Micaela Cornis-Pop, PhD
Polytrauma Program Manager
Richmond VA Medical Center
Richmond. VA

tJanet H. Dailey, PharmD
Education Program Manager
National Pharmacy Benefits Management
Services
Hines,IL
Planning Member for ACPE

+ Michael R. Kauth, PhD

LGBT Program Coordinator, Office of patient
Care Services

Co-Director and Associate Director for
Education, South Central Mental Illness
Research, Education and Clinical Center
(MTRECC)

Michael E. DeBakey VA Medical Center

Houston, TX

* Jennifer Koget, MS, LCSW, BCD
National Fisher House and Family Hospitality
Program Manager
Care Management and Social Work Service
Washington, DC
Planning Member for ASWB

Planning Member for CA BBS

+ Jillian C. Shipherd, PhD

LGBT Program Coordinator

National Center for PTSD Women's Health
Services

VA Boston Healthcare Svstem

Boston. MA

* ElizabethNunez, DMD, MST
Director, Homeless Veteran Dental Program
Office of Dentistry at James A Haley VA
Medical Center
Tampa, FL
Planning Member for ADA

tHaru Okuda, MD, FACEP
National Medical Director, SimLEARN

Simulation Learning Education and Research
Network VHA
Orlando, FL
Planning Member for ACCME

" William N. Outlaw, MMC
Communications Manager
Office of Patient Care Services
Washington, DC

* Kathryn G. Sapnas, PhD, RN-BC, CNOR
Associate Chief Nurse, Acute Care
Philadelphia VA Medical Center
Philadelphia, PA

+ Jillian C. Shipherd, PhD

LGBT Program Coordinator

National Center for PTSD Women's Health
Services

Template Version January I 2013 Update 4-2-14 vet 5.1 Page9ofll
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Planning Member for ANCC VA Boston Healthcare Svstem

Boston, MA

*Wendy Tenhula, PhD
Senior Consultant / Liaison for Psychological
Health Department of Veterans Affairs and the
Defense Centers of Excellence for
Psychological Health and Traumatic Brain
Injury
Licensed Psychologist
Veterans Health Administration
Washington, DC
Planning Member for APA

Planning Member for NBCC

*Utech, Anne, PhD, RD, LD
National Medical Director, SimLEARN

Simulation Learning Education and Research
Network VHA
Orlando, FL
Planning Member for CDR

EES Program Staff for Trace Code: |4.F2F.MA.PCSGRJUN.A
Athena Nasis-Parsons
Project Manager
Athena.Nasis-Parsons@va. gov
P202 443 6957
Arlington, VA

Marie Mason-Nolan
Project Support Assistant
Tinisha. Mason-Nolan@va. gov
202 443 6959
Arlington, VA

Deadline Date

S ale llite, I nde pe nde nt Study, or V irtual C onfe re nc e s :
This program will no longer be authorized for continuing education credit after:
6llTl20l4.Information on participation may be obtained from AthenaNasis-parsons,
Project Manager, Employee Education Resource Center, 2011 Crystal Drive Suite 150
Arlington, VA22202,phone: 2A2443 6957,ore-mail: Athena.Nasis-Parsons@va.gov.

Cancellation Policy
Those individuals who have been accepted to attend and need to cancel: log into TMS, hover
over the registered title and withdraw themselves at least two weeks prior to the program.

To learn more about le! g0 its programs, products and se'rvices, visit vawweesJrn.vagov (vA Intranet) or call the
EES Customer Service Center at l-977-EES-l3lt or np

Template Version January I 2013 Update 4-2-14 ver 5.1 Page l0ofll
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Accessibility Statement: (Reasonable Accommodation)
The U.S. Department of Veterans Affairs (Employee Education System) is committed to
providing equal aceess to this meeting (or event) for all participants. If you need alternative
formats or services because of a disability, please contact Athena Parsons, Project Manager,
Employee Education Resource Center, 2011 Crystal Drive, Arlington, VA, phone:202.+$'.Ag5l,
or e-mail: Athena.nasis-parsons@va.gov with your request by close of business 616/2014.

Disclosure Statement
The VA Employee Education System (EES) must ensure balance, independence, objectivity, and
scientific rigor in all of its individually sponsored or jointly EES sponsored educational
activities. All prospective faculty and planning committee membeis participating in an EES
activity must disclose any relevant financial interest or other relationihip wlth: (a) the
manufacturer(s) of any commercial product(s) and / or provider(s) of commercial services
discussed in an educational presentation, and (b) any commercial supporters of the activrty.
Relevant financial interest or other relationship includes, but is not limited to, such things as
personal receipt of grants or research support, employee or consultant status, stockholdJr,
member of speakers' bureau, within the prior 12 months. EES is responsible for collecting such
information from prospective planners and faculty, evaluating the diiclosed information to
determine if a conflict of interest is present and, if a conflict of interest is present, to resolve such
conflict. Information regarding such disclosures and the resolution of the conflicts for planners
and faculty shall be provided to activity participants. rfr/hen an unlabeled use of a commercial
pfOdUCt Of an investisational use nof ve;f annrnwerl hv +he E'T-t A fnr q-., hrrhn 6a ia ,ri-^,,-^^r

The faculty and planning committee members reported that they fria no rete..ant financial
relationships with commercial entities in any amount that occurred within the past 12 months
that create a conflict of interest.

This activity includes no discussion of uses of FDA regulated drugs or medical devices which
are experimental or off-label.

* The ACCME defines "relevant financial relationships" as financial relationships in any amount occurring within
the past 12 months that creates a conflict of interest.

To learn more about EES an-d its programs, products and services, visit yawweesJm.vagov (VA lntranet) or call the
EES Customer Service Center at l-g77-EES-133i t@g
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Position Statement on Access to Gare for
Transgender and Gender Variant Individuals

Approved bythe Board ofTrustees, July2O12
Approved by the Assembly, May 2012

"Policy documents are approved by the APA Assembly and
Board of Trustees These are position statements that define
APA official policy on specific subjects " - APA Wrations
Manual.

lssue: Significant and long-standing medical and psych-
iatric literature exists that demonstrates clear benefits of
medical and surgical interventions to assist gender variant
individuals seeking transition. However, private and
public insurers often do not offer, or may specifically
exclude, coverage for medically necessary treatments for
gender transition. Access to medical care (both medical
and surgical) positively impacts the mental health of
transgender and gender variant individuals.

The APA's vision statement includes the phrase: "Its vision
is a society that has available, accessible quality psychiatric
diagnosis and treatrnent," yet cturently, fiansgender and
gender variant individuals frequently lack available and
accessible treatment. In addition, APA's values include the
following points:

r beststandardsofclinicalpractice
r patient-focusedtreatmentdecisions
r scientifically established principles of treatrnent
. advocacyforpatients

Transgender and gender variant individuals currently lack
access to the best standards of clinical practice, frequently
do not have the opportunity to pursue patient-focused
treatment decisions, do not receive scientifically estab-
lished treatrnent and could benefit significantly from APA's
advocacy.

APA Position:

Therefore, the American Psychiatric Associatlon:

l. Recognizes that appropriately evaluated transgender
and gender variant indMduals can benefft greatly
from medical and surgical gender traneition treat-
ments.

2. Advocates for removal of barriers to care and
supports both public and private health insurance
coverage for gender transidon treatmenl

3. Opposes categorical oalusions ofcoverage for such
medically necessary treatment when prescribed by a
physieian

Authors: Iack Drescher, M.D., Ellen Haller, M.D., APA @ntus of
Lesbian, Gay and Bisexual Psychiatrisa.

@ Copyight, American Psychiatic Assocrafion, all ights reserued.



Transgender and gender variant people are frequently
denied medical, surgical and psychiatric care related to
gender transition despite significant evidence that
appropriately evaluated individuals benefit from such
care. It is often asserted ttrat the DSM (and ICD) diag-
noses provide the only pathways to insurance reimburse-
ment for transgender individuals seeking medical
assistance. However, to date, the APA has issued no
treatment guidelines for gender identity disorder (GID) in
either children or adr:lts. This omission is in contrast to an
increasing proliferation of APA practice guidelines for
other DSM diagnoses (I).

The absence of a formal APA opinion about treatment
of a diagnosis of its own creation has contributed to an
ongoing problem of many health care insurers and other
third party payers claiming that hormonal treatment and
sex reassignment surgery (SRS) are "experimental
treatments," "elective treatrnents," or "not medicallv
necessary," and, therefore, not reimbursable or coverei
under most insurance plans. The lack of consistenry in
how a traqsgender condition is defined by some
institutions further marginalizes these individuals based
on their subjective, surgical and hormonal status (2). In
addition, treament is not always accessible to wards of
governmental agencies, such as transgender and gender
variant individuals in foster care and prison systerns. In
other words, the presence of the GID diagnosis in the
DSM has not served its intended pupose of creating
greater access to care--one of the major arguments for
diagnostic retention (1).

Lack of access to care adversely impacts the mental
health oftransgender and gendervariant people, and both
hormonal and surgical treatment have been shown to be
efficacious in these individuals (3-2. practice guidelines
have been developed based on peer-reviewed scientific
studies and are published and available for clinicians to
access (3, 8, 9). The American Medical Association and
the American Psychological Association both have
position statements stating the critical importance of
access to care for transgender and gender variant
individuals (10, 11).
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DECISION

The Board has determined that the National Coverage Determination (NCD) denying
Medicare coverage of all transsexual surgery as a treatment for transsexualism is-noi
valid under the "reasonableness standard" the Board applies. The NCD was based on
information compiled in 1981. The record developed before the Board in response to a
complaint filed by the aggrieved parly (AP), a Medicare beneficiary denied coverage,
shows that even assuming the NCD's exclusion of coverage at the time the NCD was
adopted was reasonable, that coverage exclusion is no longer reasonable. This record
includes expert medical testimony and studies published in the years after publication of
the NCD. The Centers for Medicare & Medicaid Services (CMS), which ii responsible
for issuing and revising NCDs, did not defend the NCD or the NCD record in this
proceeding and did not challenge any of the new evidence submitted to the Board.

Effect of this decision

Since the NCD is no longer valid, its provisions are no longer a valid basis for denying
claims for Medicare coverage of transsexual surgery, and local coverage determinations
(LCDs) used to adjudicate such claims may not rely on the provisions of the NCD. The
decision does not bar CMS or its contractors from denying individual claims for payment
for transsexual surgery for other reasons permitted by law. Nor does the decision address
treatments for transsexualism other than transsexual surgery. The decision does not
require CMS to revise the NCD or issue a new NCD, although CMS, of course, may
choose to do so. CMS may not reinstate the invalidated NCD unless it has a different
basis than that evaluated by the Board. 42 C.F.R. S 426.563.

CMS must implement this Board decision within 30 days and apply any resulting policy
changes to claims or service requests made by Medicare beneficiaries other than the Ap
for any dates of service after that implementation. With respect to the AP's claim in
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particular, CMS and its contractors must "adjudicate the claim without using the
provision(s) of the NCD that the Board found invalid." 42 C.F.R. $ 426.560(bX1).t

Lesal background

With exceptions not relevant here, section 1862(a)(l)(A) of the Social Security Act (Act)
(42 U.S.C. $ 1395y(aXlXA)) bars Medicare payment for items or seryices "not
reasonable and necessary for the diagnosis or treatment of illness or injury[.]"2 CMS
refers to this requirement as the'omedical necessity provision." 67 Fed. Reg. 54,534,
54,536 (Aug. 22,2002). An NCD is "a determination by the Secretary fof Health and
Human Services] with respect to whether or not a particular item or service is covered
nationally under ftitle XVIII (Medicare)]." Act gg 1862(l)(6XA),1869(fXt)(B); see also
42 C.F.R. $ 400.202 (NCD "means a decision that CMS makes regarding whether to
cover a particular service nationally under title XVIII of the Act."). NCDs "describe the
clinical circumstances and settings under which particular [Medicare items and] services
are reasonable and necessary (or are not reasonable and necessary).- 67 Fed. Reg. at
54,535. When CMS issues NCDs, they apply nationally and are binding at all levels of
administrative review of Medicare claims. 42 C.F.R. S 405.1060. CMS and its
contractors use applicable NCDs in determining whether a beneficiary may receive
Medicare reimbursement for a particular item or service. 42 C.F.R. $$ 405.920,405.921.

A Medicare beneficiary'oin need of coverage for a service that is denied based on ... an
NCD" is an "aggrieved party" who may challenge the NCD by filing a "complaint" with
the Board.' Act $ 1869(fXD; a2 C.F.R. g$ 426.1 10,426.320. The complaint musr
comply with the requirements for a valid complaint n 42 C.F.R. $ 426.500 in order to be
accepted by the Board. 42 C.F.R. $$ 426.510(bX2), 426.505(cX2). Afterthe Board
notifies CMS of the receipt of a complaint that is acceptable under the regulations, CMS
produces the'l.{CD record," which "consists of any document or material that CMS

' See generally 42 C.F.R. $ 426.560(b) (setting out the effects of a Board NCD decision); a2 C.F.R.
$ 426.555 (specifying what the Bomd's decision "may not do"). This decision has no effects beyond those set out in
42 C'F.R.$ 426.560(b) and does not impose on CMS or its confactors any orders or requirements prohibited by 42
c.F.R. $ 426.555.

2 The table of contents to the current version of the Social Security Act, with references to the
corresponding United States Code chapter and sections, can be found at
http :/r'wvvw. soc ialsecurib,. {:o v/OP=_Home/ssacVssact-lLqc.hm.

3 The regulations also provide that a person other than the aggrieved party with an interest in the issues
may petition to participate in the review process as an amicus curiae. 42 C.F.R. S$ 426.510(0 ,426.513. The Board
posts on its website notice of the NCD complaint specifying a time period for requests to participate in the review.
42 C.F.R. $ 426.510(0.
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considered during the development of the NCD" including "medical evidence considered
on or before the date the NCD was issued . . . ." 42 C.F.R. $g 426.510(dX3), 426.51s,
426.518(a). The aggrieved party submits a statement "explaining why the NCD record is
not complete, or not adequate to support the validity of the NCD under the
reasonableness standard," and CMS may submit a response "in order to defend the
NCD." 42 C.F.R. 9 426.525(a), (b). If the Board determines that the NCD record "is
complete and adequate to support the validity of the NCD," the review process ends with
the Board's "[i]ssuance of a decision finding the record complete and adequate to support
the validity of the NCD . . . ;' 42 c.F.R. g 426.525(cxl), (2). If the Board determinei
that the record is not complete and adequate to support the validity of the NCD, the
Board "permits discovery and the taking of evidence . . . and evaluates the NCD" in
accordance with the requirements of Part 426, rncluding conducting a hearing, unless the
matter can be decided on the written record. 42 C.F.R. $$ 426.525(cX3), 426.531(aX2).

Prior to issuing a decision, the Board must review any'onew evidence" admitted to the
record before the Board and determine whether it "has the potential to significantly
affect'o the Board's evaluation. 42 C.F .R. gg 426.340(a), (b), 426.s05(dX3). 'T.tew
evidence" is defined as'oclinical or scientific evidence that was not previously considered
by ... cMS before the ... NCD was issued.* 42 C.F.R. S 42G.110. If the Board so
concludes, the Board stays proceedings for CMS 'to examine the new evidence, and to
decide whether [to] initiate[] ... a reconsideration" of the NCD. 42 C.F.R. $ 426.340(d).
If CMS does not reconsider the NCD, or reconsiders it but does not change the
challenged provision, the Board lifts the stay and the NCD challenge process continues.
42 C.F.R. S 426.340(0. At the end of that process, the Board closes the record and issues
a decision that the challenged "provision of the NCD is valid" or "is not valid under the
reasonableness standard."* 42 C.F.R. $ 426.550. The Board's decision "constifutes a
final agency action and is subject to judiciat review" on appeal by an aggrieved paf:ry. 42
c.F.R. g 426.s66.

" Section 426.547(b) states that the Board must make the decision available at the HHS Medicare lnternet
site and that'the posted decision does not include any information that identifies any individual, provider of service,
or supplier." CMS has indicated in the preamble to the Part 426 regulations that this provision was meant to protect
theprivacyofMedicarebeneficiariessuchastheAP.\ee,e.g.,68Fed.Fteg.63,692,63,708(Nov.7,Z113)f,Board
decisions regarding NCDs will be made available on the Medicare Internet iite, without beneficiary identifying
information").



Case background

The NCD and the NCD record

The challenged NCD, titled *l40.3,Transsexual Surgery," states:s

Item/Service Description

Transsexual surgery, also known as sex reassignment surgery or intersex
surgery, is the culmination of a series of procedures designed to change the
anatomy of transsexuals to conform to their gender identity. Transsexuals
axe persons with an overwhelming desire to change anatomic sex because
of their fixed conviction that they are members of the opposite sex. For the
male-to-female, transsexual surgery entails castrationo penectomy and
vulva-vaginal construction. Surgery for the female-to-male transsexual
consists of bilateral mammectomy, hysterectomy and salpingo-
oophorectomy, which may be followed by phalloplasty and the insertion of
testicular prostheses.

Indications and Limitations of Coverage

Transsexual surgery for sex reassignment of transsexuals is controversial.
Because of the lack of well controlled, long-term studies of the safety and
effectiveness of the surgical procedures and attendant therapies for
transsexualism, the treatment is considered experimental. Moreover, there
is a high rate of serious complications for these surgical procedures. For
these reasons, transsexual surgery is not covered.

NCD Record at 93. CMS's predecessor, the Health Care Financing Administration
(HCFA), published the NCD in the Federal Register on August 21,1989.6 54 Fed. Reg.
34,555,34,572 (Aug. 21,1989);NCD Record at76,78,93,128. The NCD quotes or
paraphrases portions of an 1l-page report that the former National Center for Health Care
Technology (NCHCT) of the HHS Public Health Service (PHS) issued in 1981, titled

5 NCDs are available ot lrrfD:r'lu,ww.cms.gov/medicare-coverage-databaseioverview-and-quick-
seai'ch.asirx?list, tvpe:ncd.

u The Federal Register notice stated, "This notice lists those current Medicare national coverage decisions
which have been issued in the Medicare Coverage Issues Manual (HCFA Pub. 6)." 54 Fed. Reg. at 34,555.
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"Evaluation of Transsexual Surgery" (1981 report).7 NCD Record at l3-23. The
NCHCT forwarded the l98l report to HCFA with a May 6, 1981 memorandum stating
that the 1981 report "concludes that transsexual surgery should be considered
experimental because of the lack of proven safety and efficacy of the procedures for the
treatment of transsexualism" and recommending "that transsexual surgery not be covered
by Medicare at this time." Id. at 12.

The NCD record includes three April 1982 letters from the American Civil Liberties
Union (ACLU) of Southern California disagreeing with HCFA's noncoverage
determination. Id. at24-25,26,41-42. The ACLU submitted letters and affidavits from
physicians and therapists supporting the medical necessity of transsexual surgery and
taking issue with the non-coverage determination. Id. at27-75. On May 11, 1982, the
HCFA physicians panel, by a vote of five to two, recommended against referring the
ACLU's submissions to PHS, "on the basis that it does not contain information about
new clinical studies or other medical and scientific evidence sufficiently substantive to
justiff reopening the previous PHS assessment." Id. at7,9. Thus, although the NCD
was issued in 1989, it was based on the analysis of medical and scientific publications in
the 1981 report.

The NCD complaint

The AP in this case, a Medicare beneficiary whose insurer denied a physician's order for
sex reassignment surgery (transsexual surgery), filed an acceptable NCD complaint and
supporting materials. CMS submiffed the NCD record on May 15,2013, and the AP
submitted a statement of why the NCD record is not complete or adequate to support the
validity of the NCD under the reasonableness standard (AP Statement) on June 14, 2013.
The Board granted unopposed requests by six advocacy organizations to participate as
amici curiae in the NCD review by filing written briefs arguing that the NCD was invalid.
(Four of the amici submitted ajoint brief.)8

' The concluding summary of the l98l NCHTC report stated in relevant part:

Transsexual surgery for sex reassignment oftanssexuals is controversial. There is a lack ofwell
controlled, long-term studies ofthe safety and effectiveness ofthe surgical procedures and
attendant therapies for transsexualism. There is evidence of a high rate of serious complications of
these surgical procedures. The safety and effectiveness oftranssexual surgery as a teatment of
transsexualism is not proven and is questioned. Therefore, fanssexual surgery must be considered
still experimental.

NCD Record at 19.

8 The six amici are the Human Nghts Campaign (HRC) and the World Professional Association for
Transgender Health (WPATH), which each submitted briefs, and the FORGE Transgender Aging Network, the
National Center for Transgender Equality, the Sylvia Rivera Law Project, and the Transgender Law Center, which
submitted a joint brief.
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On June 26,2013, CMS notified the Board that it "declines to submit a response" to the
AP's statement. On December 2,2013, the Board ruled that the NCD record "is not
complete and adequate to support the validity of the NCD[.]" NCD 140.3, Transsexual
surgery,NcD Ruling No. 2 (Dec. 2,2013) (NCD Ruling).e The parries then jointly
reported that they did not intend to submit additional evidence (except for curricula vitae
(CVs) of the AP's witnesses) or cross-exilmine any witness and asked the Board to close
the NCD review record to the taking of evidence and decide the case based on the written
record.

The Board determined that the new evidence in the record had the potential to
significantly affect its review of the NCD and, as required, stayed proceedings for 10
days for CMS to examine the new evidence and decide whether to reconsider the NCD.r0
Order Closing Record & Staying Proceedingsfor CMS to Determine Wether to
Reconsider NCD (Feb. 25,2014) (order); 42 C.F.R. $$ 426.340(d),426.s05(d)(3). Two
days later, CMS informed the Board by email that it "does not wish to reconsider the
NCD." On February 28,2014,the Board lifted the stay and informed the parties that it
would proceed to decision.

The record developed before the Board

The record before the Board consists of the NCD record, the briefs submitted by the Ap
and the amici and evidence submitted by the AP and one of the amici, the Human Rights
Campaign. Since neither par:ty submitted argument or evidence (except for the CVs)
after the Board's Ruling, the Board treats the AP statement as the AP's brief in this
appeal.ll The AP submitted written declarations made under penalty of perjury from a
clinical psychologist and a physician, and two notarized physician letters submiued to an
Adminisfrative Law Judge in the Department of Health and Human Services Office of
Medicare Hearings and Appeals in another matter. The AP described the witnesses, who
are active in the field of treating transgender persons, as experts and submitted their
resumes or CVs. AP Statement at 9; AP complaint; AP/CMS e-mail (Jan.7, Z0l4).

n The NCD Ruling is at http://rvww.hhs.gov/dab/decisionsldab,Jecisionslncd l403.pdj.

to The Board also published on its website notice providing an additional time period for interested parties
to submit participation requests; none were received.

rr Most of the AP's evidence other than witness statements is an appendix of sources the clinical
psychologist cited in her declaration. We refer to these materials as the AP's exhibits (AP Exs.) and cite to the page
numbers used in the publications in which they appeared. In addition, the physician's declaration includes an
appendix of 20 unnumbered pages of insurance regulations from four states and the District of Columbia barring
exclusion of sex reassignment swgery as medically necessary treahnent for severe gender dysphoria. One of the
amici, the Human Rights campaign, submitted 62 exhibits with its brief (..HRC Exs.").
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CMS did not challenge the witnesses' qualifications as experts or seek to cross-examine
them. We summarize their qualifications when we address their testimony below. In this
decision we use the term'onew evidence" to refer to the evidence submitted to us by the
AP and amici to distinguish it from the evidence used to support the NCD which, as
noted, consists principally of the 1981 report. Under the regulatory definitionin 42
C.F.R. S 426.110, "new evidence" would also include any evidence submitted by CMS in
response to an NCD complaint that was not considered by CMS before the NCD was
issued. In this case, however, as we discuss below, CMS submitted no "new evidence."

Standard of review

The Board "evaluate[s] the reasonablenesso' of an NCD by determining whether it "is
valid [or] is not valid under the reasonableness standard," which requires us to uphold the
NCD "if the findings of fact, interpretations of law, and applications of fact to la-w by . . .

CMS are reasonable" based on the NCD record and the relevant record developed before
us. Act $ 1869(0(l)(A)(iii); 42 c.F.R. $g 426.1 r0,426.531(a),426.550(a). The Board
"defer[s] only to the reasonable findings of fact, reasonable interpretations of law, and
reasonable applications of fact to law by the Secretary.'o Act $ ls69(g(l)(A)(iii); a2
c.F.R. $ 426.505(b).

Dwing the review, the aggneved party bears the burden of proof and the burden of
persuasion for the issues raised in an NCD complaint; the burden of persuasion is judged
by a preponderance of the evidence. 42 C.F.R. S 426.330. CMS has explained that '.[r]o
long as the outcome [in the NCD] is one that could be reached by a rational person, UisiO
on the evidence in the record as a whole (including logical inferences drawnfrom that
evidence), the determination must be upheld," and that if CMS "has a logical reason as to
why some evidence is given more weight than other evidence," the Board o'may not
overturn the determination simply because they would have accorded more weight to the
evidence in support of coverage." 68 Fed. Reg. at63,703.

Analvsis

The NCD is invalid because a preponderance of the evidence in the record as
a whole supports a conclusion that the NCD's stated bases for its blanket
denial ofcoverage for transsexual surgery are not reasonable.

As previously stated, the NCD was based principally on the 1981 report findings that the
safety and effectiveness of transsexual surgery had not been proven- The AP argues that
these findings are not "supportable by the current state of medical science" and nnot
reasonable in light of the current state of scientific and clinical evidence and current
medical standards of care" and are contradicted by studies conducted in the 32yearc
since the l98l report. AP Statement at 6-7, 14. The amici made similar arguments . See,
e.g., wPATH Br. at 13 ("since [the NCD] was issued, it has been repeatedly
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demonstrated that SRS fsex reassignment surgery] is safe, effective, and indisputably
necessary treatment for certain individuals with severe GID [gender identity disorder]").
As we discuss below, the new evidence, which is unchallenged, indicates that the bases
stated in the NCD and the NCD record for denying coverage, even assuming they were
reasonable when the NCD was issued, are no longer reasonable.

A. Thefact that the new evidence is unchallenged and the NCD record
undefended is sig niftcant.

As we stated earlier, the AP has the burden of proof by a preponderance of the evidence
that an NCD is invalid under a reasonableness standard. In deciding whether the AP has
met this burden, we must weigh the evidence in the record before us. Thus, we consider
it important to note at the outset that the only evidence before us, other than the record for
the NCD, which consists principally of the 1981 report, is the new evidence submitted by
the AP and the amicus HRC. CMS submitted the NCD record, as it was required to do,
but has not argued that that record or any other evidence supports the NCD. CMS also
did not elect to cross-examine the AP's witnesses, has not challenged their testimony or
professional qualifications and joined the AP in asking the Board to decide the appeal
based on the written record. ,See AP/CMS e-mail (Jan.7 ,2014). The preamble to the
regulations that implement the NCD statute states that the "reasonableness standard . . .

recognizes the expertise of ... CMS in the Medicare program-specificall]'. in the area of
coverage requiring the exercise of clinical or scientific judgment." 68 Fed. Reg. at
63,703 (emphasis added). Accordingly, in determining whether the NCD is valid under
the reasonableness standard, we must accord some deference to CMS's position, and its
decision not to defend the NCD or challenge the new evidence in this case has some
signifi cance for our decision-making.

Apart from the absence of any challenge to the new evidence or defense of the NCD
recordo we find the new evidence credible and persuasive on its face.t' We have no
diffrculty concluding that the new evidence, which includes medical studies published in
the more than32 years since issuance of the 1981 report underlying the NCD, outweighs
the NCD record and demonstrates that transsexual surgery is safe and effective and not
experimental. Thus, as we discuss below, the grounds for the NCD's exclusion of
coverage are not reasonable, and the NCD is invalid.

12 For this reason, we found it unnecessary to exercise ow independent authority to "consult with
appropriate scientific or clinical experts concerning clinical and scientific evidence." See 42 C.F.R. $ 426.531(b).
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B. The new evidence indicates acceptance of criteriafor diagnosing
transsexualism.

Transsexual surgery is a treatment option for the medical condition of transsexualism.
The NCD recognized that transsexualism is a diagnosed medical condition. The lggl
report stated that transsexualism "is defined as an overwhelming desire to change
anatomic sex stemming from the fixed conviction that one is a member of the oooosite
sex." NCD Record at 13, citing Dorland's Illustrated Medical Dictionary, ZS* 

"0. 
it e

llSf rwort recognized that the American Psychiatric Association's Diagnostic and
Statistical Manual of Mental Disorders issued in 1980 (DSM III) had ..iricluded for the
lrst 1i1e the diagnostic category of 'Transsexualism."' NCD Record at 13. Nonetheless,
the 1981 report expressed concern that diagnosing transsexualism was ..problematic,,
because, the report contended, the criteria ior establishing the diagnosisi,vary from center
to center and have changed over time." NCD Record at 14.

One of the AP's expert witnesses, Randi Ettner, Ph.D., a clinical psychologist, testified
that the expressed basis for this concern is *completely 

untrue now." Ettner Supp. Decl.
at fl 5. Dr. Ettner stated that "Gender Identity Disorder is a serious medical condition
codified in the International Classification oiDir"ur.s (lOth r*irion; worrd Health
otganization) and the [DSM]."13 Eltner Decl. at J[ 10; see alsoEffner Supp. Decl. at] 6(similar testimony). she described the condition as follo*r,

The disorder is characterized by intense and persistent discomfort with
one's primary and secondary sex characterisii.r--nr's birth sex. The
suffering that arises is often described as ..being 

trapped in the wrong
body." The psychiatric term for this severe *J*"-itting emotional pain
is "gender dysphoria."

Ettner Decl. at ti 10. Dr. Ettner's declaration and CV state that she has a doctorate inpsychology, has evaluated or treated between 2,500 and 3,000 individuals with GID andmental health issues related to gender variance, has published three books, including
Principles of rransgender Medicine and surgery, has author.Jurti.i.r irip..r-r.rriewedjournals, and is a member of the board of directors of the World professional Association
for Transgender Health (WPATH) and an author of the wpATH standards of care for

" The record indicates that the term "hassexualism" that was used in the NCD and the DSM-III wassucceeded in the DSM-IV and DSM-v by the terms "Gender Identity Disorder" (GID) and .,gender dysphoria.,, Apstatementat l n.l;Ettnersupp.Decl.at'![6;HsiaoDecl.at!pl;Ap Ex.7,at20g;wpATH Br.at2n.3. lnthisdecision, we use the terrn "transsexualirrni'b""uurc it is used in ihe NCn, but our decision should be read asencompassing the successor terminology as well.
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the Health of Transsexual, Transgender, and Gender-Nonconforming People. Id. atlTtT 3-
6; see also sundstrom v. Frank,630 F. supp. 2d974,986-87 (E.D.wis. 2007) ("Dr.
Effner's experience speaks for itself... the doctor has conducted research and has been an
instructor specializing in the etiology, diagnosis and treatment of GID [and] is the editor
of a medical textbook in which she wrote the chapter of that book on the etiology of GID.
The court finds that Dr. Ettner is sufficiently qualified to provide expert testimony.").

We find nothing in the new evidence that would undercut Dr. Ettner's statement. The
DSM-IV-TR (text revision), published in 2000, continues to recognize "transsexualism"
as a diagnosed medical condition, although it refers to the same disorder as GID and
identifies criteria for diagnosing GID in adolescents and adults that are consistent with
Dr. Ettner's description, albeit more detailed. The criteria include "strong and persistent
cross-gender identification (not merely a desire for any perceived cultural advantages of
being the other sex)" that is "manifested by symptoms such as a stated desire to be the
other sex, frequent passing as the other sex, desire to live or be treated as the other sex, or
the conviction that he or she has the typical feelings and reactions of the other sex;"
"[p]ersistent discomfort with his or her sex or sense of inappropriateness in the gender
role of that sex" that is "manifested by symptoms such as preoccupation with gJtting rid
of primary and secondary sex characteristics (e.g., request for hormones, surgery, oiother
procedures to physically alter sexual characteristics to simulate the other sex) or belief
that he or she was born the wrong sex;" and "[t]he disfurbance is not concurrent with a
physical intersex condition.rr {p Ex.4, at 581. The DSM-IV-TR states that if GID is
present in adults, "[t]he disturbance can be so pervasive that the mental lives of some
individuals revolve only around those activities that lessen gender distress." Id. at 576,
78. The WPATH brief indicates that transsexualism or GID remains a diagnostic
category in the fifth edition of the DSM issued n2013 (DSM-V), which uses the term
"Gender Dysphoria." WPATH Br. at 2,n.3.

The DSM has been recognized as a primary diagnostic tool of American psychiatry . See
O'Donnabhainv. Comm'r of Internal Revenue,l34T.C.34,at 60 (2010f lstating;.all
three experts agree [that the DSM-IV-TR] is the primary diagnostic tool of Ameiicatt
psychiatry"); see also AP Ex. 3, at lra (resolution of American Medical Association
House of Delegates noting the DSM description of GID as "a persistent discomfort with
one's assigned sex and with one's primary and secondary sex characteristics, which
causes intense emotional pain and suffering" that "if left untreated, can result in clinically
significant psychological distress, dysfunction, debilitating depression and, for some
people without access to appropriate medical care and treatment, suicidality and death").

ra American Medical Association House of Delegates, Resolution 122 (A-08), Removing Financial
Barriers to Carefor Transgender Patients (2008).



We conclude that to the extent the
record about problems diagnosing
the new evidence.
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NCD was based on concerns expressed in the NCD
transsexualism, that concern is unreasonable based on

C. The new evidence indicates that transsexual swgery is safe.rs

The 1981 report stated that transsexual surgery "cannot be considered safe because of the
high complication rates." NCD Record at 18. The 1981 report identified surgical
complications including "rectovaginal fistulas, perineal abscesses, introital and deep
vaginal stenosis, and vaginal shortening" in male-to-female (N[F) patients, and "rejiction
of the testicular implants, scrotal fusion, and phalloplasty infections" in female-to-male
(FM) patients, and states that "[m]ultiple complications for individual patients and
secondary surgeries to correct complications or to improve on undesirable results are not
uncommon." Id. at 15 (citations omitted). The AP argues that "advancements in surgical
techniques have dramatically reduced the risk of complications from sex reassignmen-t
surgery and the rates of serious complications from such surgeries are low" and that the
studies cited in the l98l report'oevaluated outdated surgical techniques that have been
replaced with improved, safer procedures." AP Statement at 7, 10. The new evidence
supports the AP.

Expert witness Katherine Hsiao, M.D., testified that hysterectomies and mastectomies are
common procedures used to treat gender GID in transgender men (FM) and "are
routinely performed in other contexts, such as in cases of breast cancer, ovarian cancer,
uterine cancer and/or cervical cancer . . . ." Hsiao Decl. at ntf 11. These procedures, she
stated, 'ohave low rates of complications" and are "generally identical wlether performed
on transgender men to treat gender dysphoria or to treat women for these other
conditions ."16 Id. Dr. Hsiao also stated that "insurance companies routinely cover the
costs associated" with hysterectomies. Id. Dr. Hsiao testified that based on her own
practice of providing surgery to transgender men, "gender affirming surgeries for
transgender men are extremely safe and have very low rates of serious complications,,'

t' we are unable to discuss in the space of this decision all of the new evidence and see no need to do so
since- it is all unchallenged. However, we find nothing in the new evidence not discussed that would alter our
conclusion that the NCD is invalid, at least absent argument or counter-evidence from CMS. We have attached to
this decision an overview of the scientific LiteraturJin the New Evidence.

16 Dr. Hsiao testified without contradiction that a "serious complication,, of surgery-

is generally understood among surgeons to include death, conditions requiring an unplanned
admission to the Intensive Care Unit or unplanned readmission to the hospitai-within 3o days,
severe hemorrhage requiring transfusion of several units of blood product, permanent disability, an
intraoperative injury requiring an unplanned intervention during the swgical procedure, permanent
brain damage, or cardiac arrest.

Hsiao Decl. at ![ 9.
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that she has performed hysterectomies for transgender men for the past ten years and that
those procedures "are generally identical to the ones I perform on women to treat early
cancer or other conditions." Id. at !f 20. Dr. Hsiao reports having "typically performed
multiple obstetrical, gynecologic, or other pelvic surgeries every *eet, inciubing but not
limited to hysterectomies and other advanced pelvic surgeries targeting the reproductive
system and adjacent organs . . . ." Id. atu 6. Dr. Hsiao's declaration and CV indicate that
she is certified by the American Board of Obstetrics and Gynecology, is the chief of the
division of gynecology and the director of Ob/Gyn resident education at a California
medical center and an assistant clinical professor in the department of obstetrics,
gynecology and reproductive medicine at the University olcaufornia at San Francisco.
Id. atJ[t]3-6; CV.

Dr. Hsiao firther stated, regarding MF transsexual surgery, that she has been part of a
surgical team that performed surgery to create a neoroagina in women born with a
congerrital "complete or partial absence of a vagina, cervix, and uterus,,o a condition
called Mayer-Rokitansky-Kuster-Hauser syndrome, or MRKH. Hsiao Decl. at tf 12. She
stated that this procedure has o'a low rate of complications," and that the associated
surgical costs are, in her experience, 'oroutinely cover[ed]" by insurance companies for
women born with MRKH. She stated that while women with MRKH "can never have
biological children . -. the role of smgery is essential to affirm their gender identity and to
align their anatomy with that identity.,' Id.

Dr. Ettner stated that "[t]here is no scientific or medical basis" for the NCD,s statement
that sex reassignment surgery has not been proven safe and has a high rate of serious
complications; that the "[r]ates of complications during and after sei reassignment
surgery are relatively low, and most complications are minor;" and that the risk of
complications o'has, moreover, been dramatically reduced since 1985.,' Ettrner Decl. at
nn32,34. Dr. Ettner testified that during eight years at the Chicago Gender Clinic she
"regularly consulted with our surgeon" and is "aware of only trvoirajor surgical
complications, both of which were immediately repaired." ia. ut 11:0. stre stated that the
clinic "as a whole has a 12 percent complication rate for genital surgery" and that ..the
vast majority of those complications [were] minor, all weie easily corrected, and none
involved surgical site infection or readmission .- id. Dr. Ettner stated the lggl reportos
discussion of surgical complication rates was'ooutdated and irrelevant based on current
medical practices and procedures." Ettner Supp. Decl. at J[9. In particular, she stated
that one of the studies cited in the 1981 reporis discussion of complications (Laub &Fisk 1974) reflected the use of a MF surgical technique that'1ed to unacceptably high
rates of fisfulae and other complications" and was laier abandoned by the study's authors.Id. atll10.

Another of the AP's expert witnesses, Marci L. Bowers, M.D., stated in her notarized
letter that in her experience of performing gender-related surgeries, transsexual surgery
"does not have a higher rate of complication than any other rLg"ry, and in fact has very
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few complications, which are mainly minor in nature." Bowers Letter at I (Mar. 5,
2013), Att. to AP Statement. Dr. Bowers stated that she performs approximately 220
gender-related surgeries annually and has performed over 1000 "M;le to Female Gender
Corrective Surgeries." Id. Her CV indicates that she has served as the Chair of the
Department of Obstetrics and Gynecology at the Swedish (Providence) Medical Center in
Seattle.

The fourth expert witness, Sherman N. Leis, M.D., stated that he personally "performfs]
several gender reassignment procedures each week" and has "seen only relatively minoi
complications which are easily treated" and has "thus far seen no life tigeatening
complications from any of the transgender surgeries" he has performed. Leis Letter at2
(Feb. 28,2013), Att. to AP Statement. Dr. Leis's letter and CV indicate that he is Board-
certified in plastic and reconstructive surgery and in general surgery. Id. at l.

The testimony of Drs. Ettner and Hsiao is based on studies as well as personal
experience. Dr. Hsiao testified that she reviewed five studies in the AP exhibits ..that
include complication rate data and information for gender affirming surgeries performed
in recent years" and that "[n]one of these five studies reported higtl rates of serious
complications." Hsiao Decl. at,'tJ!i 13-14, citing studies at Ap Exi. 2, g,14,21, 2g. she
stated that "almost all of the complications listed in these studies, such as urinary
incontinence or retention, stenosis or stricfure, bleeding, recto-vaginal fistula, and partial
ne:ros,T, are not specific to sex reassignment surgeries, but ratheiare known potential
side effects of any type of urogenital surgery which are covered by Medicare.,, Id. at
u 15. She further testified that "every complication tracked in [Jarolim, et al. (2009)] for
instance, falls into this category and none of thr- are serious;" that ..[t]he Spehr eA07)study includes similar types of complications at very low rates;" and that .hone of the
complications listed in Lawrence (2006) are serious and many of them are consistent with
wlrat would be potential, expected.outcomes for any urogenital surgery.', Id. at l5-I7,
citing studies at AP Exs. 14, " 21,t8 28. te 

She also stated that of the four . potentially
serious" complications noted in the Amend (2013) study of 24MF patients, none ..were
serious as that term is generally understoo d." Id. atl l4,citing study at Ap ni. Z.ro 

---

" Ladislav Jarolim, et al., Gender Reassignment Surgery in Malelo-Female Transsacualism: A
Retrospective 3-Month Follow-up study with Anatomical nemartrs,6 J. sex. Med. 1635-4 4 Q00g).

tt Anne A. Lawrence, Patient'Reported Complicqtions and Functionql outcomes of Maleio-Female SexReassignment Surgery,35 Arch. Sex. Behiv. 717-27 (1OOO).

re Christiane Spelt, Male-to-Female Sex Reassignment Surgery in Transsexuals, l1lnt,l J.
Transgenderi sm 25 -37 (2007).

20 Bastian Amend, et al., Surgical Reconstructionfor Male+o-Female Sex Reassignment,64Eur.Urol. l-9(2013).
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Dr. Hsiao fuither stated that Eldh et al. (1997) compared complication rates for surgeries
performed before and after 1986 and showed that "[n]early all of the surgical
complication rates decreased significantly over time." Hsiao Decl. at fl 18, citing study at
AP Ex. 9.21 Dr. Hsiao stated that "fistulas, in particular, which are a risk of many
urogenital surgeries, decreased from l8 percent in surgeries before 1986 to only 1 percent
between 1986 and 1995," and that'the only fistula that occurred after 1985 'closed
spontaneously,' meaning without the need for any medical intervention." Id. Eldh, Dr.
Hsiao stated, showed that "[t]here is not a high rate of serious complications in any of the
surgeries performed after 1986" and she noted that "there have been nearly 20 years of
additional surgical progress since the last surgery tracked." Id.

Dr. Ettner cited the same five studies as showing that surgical outcomes were "far
superior" after 1985 due to o'improvements in technique, shortened hospital stays and
improvements in postoperative care;" that significant surgical complications were
uncommon; that only a low percentage of patients experienced complications, which
were successfully resolved; and that'fthe complication rate is low and most complications
can be overcome by adequate correctional interventions.'o Ettner Decl. at lfU 34-35.

We find no reason to discount the opinions of these experts or their representations
regarding the findings in the studies they cite. We have conducted our own review of the
studies cited by Dr. Hsiao and Dr. Ettner and find them consistent with these opinions
and representations. We note, for example, that Eldh, which divided the study group into
those operated on before 1986 and those operated on from 1986-1995, made nnOines
tending to support these expert opinions. The Eldh study states:

After 1985 the outcome of surgery became much better not only because of
changes in management but also because of improvements in surgical
technique, preoperative planning, and postoperative treatment. Total time
spent in hospital decreased dramatically after 1985 because the number of
procedures was less and the rate of early and late postoperative
complications dropped. Haemorrhage and haematoma were common in
both groups, predominantly originating from the spongious tissue of the
urethra. Infections occurred less often in the late group perhaps as a result
of peroperative antibiotic prophylaxis. Serious complications like fistula
formation and partial flap necrosis were rare after 1985, though they were
common before then. The reason for the lower fistula rate in the later group
may be ascribed to better anatomical knowledge of this region and a more
precise surgical technique. There was only one rectovaginal fistula after
1985 and this fistula closed spontaneously.

2r Jan Eldh, et al., Long-Term Follow Up Afier Sex Reassignment Surgery,3l Scand. J. plast. Reconstr.
Surg. Hand Surg.39-45 (1997).
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AP Ex. 9, at 44. Dr. Hsiao stated that those findings axe "consistent with what I would
expect to find when comparing surgeries, and surgical techniques, over a long period of
time." Hsiao Decl. at tf l8; see a/so WPATH Br. at 9-10 (citing Eldh and stating that
"while early sex reassignment surgeries were sometimes accompanied by serious
complications like fistulas or necrotic tissue, the rate of such complications has dropped
dramatically with the advent of more sophisticated surgical techniques, among othJ
reasons").

We conclude that the AP has shown that the NCD's statement that franssexual surgery is
unsafe and has a high rate of complications is not reasonable in light of the evolutiron of
surgical techniques and the studies of outcomes discussed in the unchallenged new
evidence presented here.

D. The new evidence indicates thut transsexual swgery is an effective
treatment option in appropriate cases.2z

1. The expert testimony and studies on which the experts rely support the
sur gery's effect iv ene s s.

The AP argues that studies conducted after the 1981 report was issued confirm that
transsexual surgery is an effective treatment for persons with severe gender dysphoria,
and the expert testimony and studies support that argument. AP Statement at7-8.

Dr. Ettner testified that "[b]ased on decades of extensive scientific and clinical research,
the medical community has reached the consensus that altering a transsexual individual's
primary and secondary sex characteristics is a safe and effective treatment for persons
with severe Gender Identity Disorder.'o Ettner Decl. at\ 13.23 with regard to
effectiveness in particular, Dr. Ettner testified that "more than three decades of research
confirms that sex reassignment surgery is therapeutic and therefore an effective treatment
for Gender Identity Disorder" and that "for many patients with severe Gender Identity

'2 We use the term "appropriate cases" because we do not read the new evidence as necessarily stating that
transsexual surgery is appropriate in all cases of transsexualism, and our conclusion that the NCD's blanket
preclusion of Medicare coverage for transsexual surgery is invalid does not require a finding to that effect.
However, it is worth noting that WPATH has developed, in its standards of care, criteria foitUe use of different
transsexual surgical procedures. See, e.g., WPATH "[c]riteria for hysterectomy and salpingooophorectomy in tFM]patients and for orchiectomy in [\4F] patients." AP Ex. 7, at202 (8. Coleman, et al., sianiards of Carefor thi
Health of Transsexual, Transgender, and Gender-Nonconforming People,Version Z, t3 Int,l l. transgenderism
t6s-232 (2011)).

23 Dr. Ettner in her declaration focuses on genital surgery for the male-to-female (MF) transsexual. See
Ettner Decl. at $ 8. Dr. Hsiao's testimony addressed procedurJs perfonned on FM patients. Hsiao Decl. at tflf T, I l,
20-2r.
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Disorder, sex reassignment surgery is the only effective treatment." Id. at !l 19. She
concluded that "[t]he NCD's determination regarding efficacy is not reasonably
supported by scientific or clinical evidence, or standards of professional practice, and
fails to take into account the robust body of research establishing that surgery relieves,
and very often completely eliminates, gender dysphoria ." Id. at'u 31.

Dr. Bowers stated that "[m]any patients report a dramatic improvement in mental health
following surgery, and patients have been able to become productive members of society,
no longer disabled with severe depression and gender dysphoria." Bowers Letter at l.
She concluded that "Gender Corrective Surgery has been shown to be a life-saving
procedure, and is unequivocally medically necessary." Id. Dr. Leis stated that
"[m]edical literature reports a dramatic drop in the incidence of depression and suicide
attempt[s] by individuals who have undergone gender reassignment, indicating that many
lives have been saved because of this surgery," that "there is a very low incidence of
'regret"'of "only about lo/o of patients who have had gender reassignment surgery" and
that "I personally have never had a single patient who has regretted having this surgery."
Leis Letter at2.

Dr. Ettner cited 20 studies published between 1987 and 2010 as showing the
effectiveness of transsexual surgery. Ettner Decl. atfln20-26,28-30. She emphasized
three studies, two of which were published in 1998 and2007 and analyze other studies of
the treatment of transsexuals published during the years 1961 to 1991 and 1990 to 2007,
respectively. Id. atll20-22, citing studies at AP Exs. 10, 25,27; see also WPATH Br. at
7-8 (discussing the same three studies). The 1998 study (Pfafflin & Junge) reviewed ..30

years of international follow-up studies of approximately two thousand persons who had
undergone sex reassignment surgery" including more than 70 individual studies and eieht
published reviews from four continents. AP Ex. 25 at unnumbered page l.2a As 'ogene-ral
results," the researchers in the 1998 study stated that the studies they reviewed concluded
'that gender reassigning treatments are effective," that positive, desired results outweigh
the negative or non-desired effects, and that "[p]robably the most important change ttrat is
found in most research is the increase of subjective satisfaction [whiih] contrasts
markedly to the subjectively unsatisfactory start position of the patients." Id. at 45, 49.
The study's summary, which it qualified as a "simplification," stated that the studies
reviewed show that "[i]n over 80 qualitatively different case studies and reviews from 12
countries, it has been demonstrated during the last 30 years that the treatment that
includes the whole process of gender reassignment is effective." Id. at66. The summary
stated that all "follow-up studies mostly found the desired effects" the most important of

2a Friedemann Pfafflin & Asfid Junge,,Sex Reassignment: Thirty Years of International Follow-Up Studies
After Sex Reassignment Surgery: A Comprehensive Review I 961- I gg t (Roberta B. Jacobson & Alf B. Meier trans.,
1998) (1992) (!:Sf,:/lwetr.arclri 

,
accessed May 29,2014).
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which the patients felt were'the lessening of suffering" and "desired changes in the areas
of partnership and sexual experience, mental stability and socio-economic functioning
level." Id. at 66-67 .

The 20A7 study, Gijs & Brewaeys, which examined the results of 18 studies published
between 1990 and 20A6, states that sex reassignment "is the most appropriate treatment to
alleviate the suffering of extremely gender dysphoric individuals" and that*96o/oof the
persons who underwent [surgery] were satisfie-4 and regret was rare." AP Ex. 10, at2l5,
cited in Ettner Decl. atl22, WPATH Br. at 7.2s Two of the reviewed studies showed
that "[s]uicidality was significantly reduced postoperatively" and that in MF patients
there were no suicide attempts after surgery as opposed to three affempts before surgery.
AP Ex. 10, at 188, 192.

Dr. Ettner and WPATH also cited what Dr. Ettner described as "a large-scale prospective
study'o finding "that after surgery there was 'a virtual absence of gender dysphoria-' in the
cohort and that the 'results substantiate previous conclusions that s.* r.utiign-ent is
effective."' Ettner Decl. atfl2r, citing smith et al. (2005), Ap Ex.27;26 wpATH Br. at
8. Dr. Ettner concluded that Smith et al. and other studies have, variously, "shown that
by alleviating the suffering and dysfunction caused by severe gender dysphoria, sex
reassignment surgery improves virtually every facet of a patient's life,' including
"satisfaction with interpersonal relationships and improved social functionin g,"ooimprovement in self-image and satisfaction with body and physical appearance," and
"greater acceptance and integration into the family[.]" EttnerDecl. x1Z+,citing studies
at AP Exs. 1, 12, 15, 19,22,26,27,30. She also cited nine studies as having "shlown that
surgery improves patients' abilities to initiate and maintain intimate relationships.,, Id. at
fl 25, citing studies at AP Exs. 8, 13, 14, 16,20-22,26,27 .

Based on our own review of the cited studies, we find no reason to question the expert
testimony about them. In general, the studies included interviewing post-operative
patients with a variety of surveys or questiormaires to assess ctranges in difierent aspects
of their lives and psychological symptoms following surgery. Th; studies also generally
used statistical techniques to assess the results. The studies were conducted in Countries
including the United States, Canada, Sweden, the Czech Republic, Israelo Brazil, The
Netherlands, and Beleium.

Luk Gijs & Alne Brewaeys, Surgical Treatment of Gender Dysphoria in Adults and Adolescents:
Recent Developments, Effectiveness, and Challenges, tg Ann. Rev. Sex tiei. l7B-224 (2007).

'u Yolanda L.S. Smith et al., Sex Reassignment: outcomes and Predictors of Treatmentfor Adolescent andAdult Transsexuals,35 Psychol. Med. 89-99 (2005).
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We note that these studies are scientific writings and do not make sweeping
pronouncements or claim discoveries beyond possible doubt. Indeed, the authors
sometimes qualiff the results and caution against drawing overly broad and simplistic
conclusions. see, e.g., AP F;x.25, at 66 (Pfafflin & Junge, qualiffing the studyk
summary of its conclusion as a simplification). This, in our view, enhances their facial
credibility. Nonetheless, even keeping in mind the possible limitations of these studies,
they support the AP's position that transsexual surgery has gained broad acceptance in
the medical communitv.

2. The I98l report's expressed concern about an alleged tack of
controlled, long-term studies is not reasonable in light of the new
evidence.

The l98l report summarized the findings of nine studies on "[t]he result or outcome of'
transsexual surgery. NCD record at l5-lS. With respect to those studies, the report
stated that "surgical complications are frequent, and a very small number of posi-surgical
suicides and psychotic breakdowns are reporte d.- Id. at l7- 18. However, the report-also
acknowledged that eight of those nine studies "report that most transsexuals show
improved adjustment on a variety of criteria after sex reassignment surgery, and that..[i]n
all of these studies the large majority of those who received surgery report that they ari
personally satisfied with the change[.]" NCD Record at 17. Notu'ittrsianding its
discussion of these studies, the 1981 report (and the NCD) cited an alleged ..lack of well
controlled, long term studies of the safety and effectiveness of the surgical procedures
and attendant therapies for transsexualism" as a ground for finding the procedures
"experimental." Id. at 19. The l98l report did not define "long term" ior the purpose of
assigning weight to study results and the NCD record provided no clarification oflhat
phrase. The 1981 report noted "post-operative followupo'and "followup" times for eight
of the nine studies on the outcomes of surgery, with ,,avetage,,' .,mean" or..median,o
periods ranging from 25 months to over eight years, and individual periods from three
months to 13 years. NCD Record at 15-17. If these studies do not qualify as acceptable
long-term studies, the basis for such a conclusion is not adequately explained in the NCD
record.

Even assuming the studies cited in the 1981 report could be viewed as not sufficiently
"long-term," Dr.Ettner stated that "there are numerous long-term follow-up studies on
surgical treatment demonstrating that surgeries are effective and have low complication
rates" and, as discussed above, her testimony cited some of those studies. Ettner Decl. at
fl 26. CMS does not challenge this statement, and we find no reason to question it. We
note that the participants in one study Dr. Ettner cited had a mean intervil since
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vaginoplasty of 75.46 months. AP Ex. 30, at 754.27 We also note that the 18 studies
published between 1990 and 2006 and encompassing 807 MF and FM patients analyzed
in Gijs & Brewaeys (2007) had mean follow-up durations ranging from six months to as
long as (in one study) 168 months. AP Ex. 10, at 186-87.t8 Additionally, two studies Dr.
Ettner cited appear to be long term in that they studied patients who had undergone
surgery during periods of 14 and20 years, respectivety. ar Exs. 13,2e 29.30 T;hose
studies reported favorable overall results.

Dr. Ethrer also testified that two studies from 1987 and 1990 used control groups and
found improved psychosocial outcomes in surgery patients. Ettner Decl. ut 11112S-fO. fn
the 1990 study, she stated, MF patients were "matched for family and psychiatric
histories and severity of the IGIDI diagnosis" and "randomly ariign.d .ither to
immediately undergo surg,gry, or be placed on a waiting list for two years." Id. atf[29,
citing study at AP Ex. 23.'' The study found that patients who underwent surgery
"demonstrated dramaticalty improved psychosocial outcomes, compared to the still-
waiting controls" and "were more active socially and had significantly fewer psychiatric
symptoms ." Id.; see also WPATH Br. at 8 (study found "comparative improvements in
neurotic symptoms and social activity for the goup receiving surgery"). br. Ettner
described the 1990 study as the "best example of a well-controlled investigation.', Ettner
Decl. atl29- Dr. Ettner also described a 1987 study comparing transsexuals who had
undergone surgery with "those who had not, but were otherwise matched (control
group)' as finding that "the patients who underwent surgery were better adjusted
psychosocially, had improved financial circumstances, and reported increased satisfaction
with sexual experiences, as compared to the unoperated group." Id. at,rtl 30, citing study
at AP Ex. 17.32

'' Steven Weyers, M.D., et al., Longlerm Assessment of the Physical, Mentol, and Sqcuol Health Among
Tr anss exu al Wom en, J. Sex. Med.. 7 52-60 (2009).

Luk Gijs & 41o" Brewaeys, Surgical Treatment of Gender Dysphoria in Adults and Adolescents:
Recent Developments, Effectiveness, and challenges,lg Ann. Rev. sex tiei. l7g-224 e007).

'n Ctro Imbimbo, M.D. Ph.D., etal., A Reportfrom a Single Institute's I4-year Experience in Treatment
of Maleto-Female Trqnssexuals,6 J. Sex. Med,.27464! (ZOOq). -

30 Svetlana Vujovic, M.D. Ph.D., et al., Transsexualism in Serbia: A Twenty-year Follow-(Jp Study,6 L
Sex. Med. 1018-23 (2009).

3 t Charles Mate-Kole, et al., A Controlled Study of Psychotogrc:at qnd Social Change After Surgical
Gender Reassignment in Selected Mole Trawsexuals, til brit. l.rsyJtriatry 261-64 (1990)."

32 G' Kockott, M.D. & E. M. Fahrner, Ph.D., Transsexuals Who Have Not Undergone Surgery: A Follow-
Up Study, l6 Archives of Sexual Behavior 5tl-22 (19S7).
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Nothing in the record puts into question the authoritativeness of the studies cited in the
new evidence based on methodology (or any other ground). Even if questions about
methodology had been raised, we would be hard pressed to find that tlis alone would
justiff our not crediting the new evidence that transsexual surgery is effective and safe.
This is particularly true since the 1981 report itself suggested it *ight be impossible to
find the kind of adequate control groups needed to assuage this criticism. ,See NCD
Record at l8 (stating the need for adequate control groups and stating "perhaps this is
impossible."). We note that in the local coverage determination @Cb) context, CMS
guidance for contractors states that the determinations "shall be based on the strongest
evidence available." CMS Medicare Program Integrity Manual (MPIM), CMS pub. 100-
08, ch. 13, $ 13.7.1.33 while the guidanJe states u:.pr.fer.nce,,ior..[pjublished
authoritative evidence derived from definitive randomizedclinical trfis or other
definitive sfudies . . .," it also includes as evidence meeting that standard, ..[g]eneral
acceptance by the medical community (standard ofpractice), as supported by sound
medical evidence . . . ." 34 Id. ln LCb Complaint: 

'Homeopathic 
Med. & Trawfer

Factor, DAB No. 2315 (2010), the Board relied on that guid*.. when rejecting the
argument that a certain type of controlled study was the sole basis on which a
determination of medical necessity could be supported. The Board stated, ..[a]s the
[CMS guidance] explains, general acceptancr in the medical community may be
sufficient if it has scientific support." DAB No. 2315, at 34. While the guidance applies
to contractors, who develop LCDs but not NCDs, it is instructive here asiepresenting
CMS's determination of the type of evidence that may support Medicare coverage.
Regardless of whether the new evidence here meets tfre nist option for meeting the
evidentiary standard set forth in the guidance (and CMS does not assert that it-ctoes not),it clearly meets the second option because it indicates a consensus among researchers and
mainstream medical organizations that transsexual surgery is an effectivJ, safe and
medically necessary treatment for transsexualism.

Based on the record as a whole, including the new evidence discussed above, we
conclude that the AP has shown that transsexual surgery is an effective treatment optionfor transsexualism in appropriate cases.

'3 CMS Manuals are available at &qllty$4lqlr-i€oviResulatiorU:4qd:tl effalClfvfs.irtrnl, acce,ssed May |4,20|4.
3o 

The guidance further provides that the "sound medical evidence" supporting this ..general 
acceptance',should be based on "[s]cientific dita or research rgdb.. published in pelr-rwlewed medical journals; . . . [c]onsensusof expert medical opinion(i.e., recognized authorities inin" n"roi; oi... 1rrr1"oi"ut opinion derived fromconsultations with medical associations or other health care 

"*prrtr.'; 
MPIM $ 13.7. I .
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E- The new evidence indicates thqt the NCD's rotionalefor considering the
surgery experimental is not valid.

The NCD asserted that transsexual surge-ry was considered experimental because it had
not been shown to be safe and effective.3s The 1981 report stated that transsexual
surgery "must be considered still experimental" because "[t]he safety and effectiveness of
transsexual surgery as a treatment of transsexualism is not proven and is questioned.,'
NCD Record at 19. As discussed above, the unchallenged new evidence indicates that
transsexual surgery is a safe and effective treatment option for transsexualism in
appropriate cases. Accordingly, the NCD's reasons for asserting that transsexual surgery
was experimental are no longer valid.

In addition, the new evidence independently indicates that transsexual surgery is not
considered experimental in a broader sense relating to its acceptance as a treatment for
transsexualism. Dr. Bowers stated that "[m]any thousands of gender corrective surgeries
have been performed worldwide for decades, and this treatment is in no way
experimental." Bowers Letter at 1. Dr. Hsiao testified that there is 'ono scientific or
medical basis for [the NCD's] description of gender affirming surgeries as
'experimental."' Hsiao Decl. aq22. Dr. Hsiao, as noted, stated that some of the
procedures involved in transsexual surgery are routinely performed in other contexts, and
that surgery to create a neovagina is performed on women born MRKH. Hsiao Decl. at
tTfl 11, 12; see Ettner Supp.Decl. at $ l5 ("mastectomies, hysterectomies and salpingo-
oophorectomies, which are ... excluded from coverage under [the NCD] are periormed
frequently... when indicated for medical conditions other thangender dysphoria',).

Dr. Hsiao cited the "increasing coverage of sex affirming surgeries by private and public
medical plans" and the inclusion of those surgeries "in prominent surgical text books" as
showing that "gender affirming surgeries .. . are the standard of care and are not
experimental." Id. atf[]23,24. Dr. Hsiao cited California managed care guidance
"clarifring that any attempt 'to exclude insurance coverage of [] tianss.r*t surgery','
would violate Califomia law, and she stated that Vermont, Colorado, Oregon, and
Washington, D.C. "have issued similar insurance directives prohibiting discrimination
based on gender identity with respect to healthcare polici 

"r.t' 
Id. atni5,citing Letter No.

l2-K: GenderNondiscrimination Requirements, Calif. Dep't of Managed Health Care

" "Because ofthe lack ofwell controlled, long-term studies ofthe safety and effectiveness ofthe surgical
procedures and attendant therapies for transsexualism, the treafinent is considered experimental.. NCD Record at
93.
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(Apr. 9,2013),8x. A to Hsiao Dec1.36 o'These events in the private and public sector,"
Dr. Hsiao stated, "solidiff what the medical community has known for years-that
gender affirming surgeries to treat gender dysphoria are evidence-based, medically
necessary, and the standard of care for these patients." Id. atl,26.

Dr. Leis stated that gender reassignment surgery "is not experimental and has been
performed thousands of times with surgeons around the world and has been proven to be
a medically necessary and successful treatment, saving many lives and significantly
improving the lives of those who undergo this surgery." Leis Letter at2. Dr. Leis also
stated that "[m]edical and mental health professionals who are knowledgeable and
experienced in this field recognizethat counseling or psychotherapy, hormone therapy
and genital reassignment surgery are medically necessary treatment modalities for many
individuals with [GID]" and that those therapies 'oare widely accepted treatments for
individuals with significant [GID] in the United States and in many other countries." 1d.
at 1. Dr. Leis also pointed to the acceptance of transsexual surgery procedures "as
standard therapy by leading medical and mental health organizations" including the
American Medical Association, the National Association of Social Workers, the
American Psychological Association, the American Psychiatric Association, ooand experts
in the field belonging to" WPATH. Id. at2.

HRC stated that its "Corporate Equality Index'o annually surveys the "LGBT [lesbian,
gay, bisexual and transgender] workplace policies'o of "the Fortune 1000 list of the largest
publicly traded companies along with American LawyerMagazine's top 200 revenue-
grossing law firms" and considers 'lvhether these organizations afford transgender-
inclusive health care options through at least one firm-wide plan that covers surgical
procedures." HRC Br. at l,ll-12. HRC stated that in 2002,oozeropercent of thi rated
companies had such plans" but "by 2008, nineteen percent met this criterion, and by
2013, forty-trvo percent of companies expressly coveredoo care related to gender
reassignmerrt. Id. citing HRC Ex. 30, at28.3t

Dr. Bowers, Dr. Hsiao and Dr. Ettner cited acceptance of the WPATH standards of care,
which were first published in 1979 and last revised in 2011, as evidence that transsexual
surgery is not experimental. Bowers Letter at l; Hsiao Decl. atTl22;Ettner Decl. at
fltT 38, 39; AP F;x.7, at t65; see also AP Ex. 3 (AMA resolution stating that "[h]ealth
experts in GID, including WPATH, have rejected the myth that such treatments are
'ocosmetic" or'oexperimental" and have recognized that these treatments can provide safe
and effective treatment for a serious health condition"). The new evidence indicates that

36 http:,/iwww.drnhc.ca.gov/librarJ/repurts/ner.vstjll2_k.pd1; accessed May 14,2014.

" HRC Corporate Quality Index (2013), available at irtrp:i,ir,,,r,.,u,.iu"c.org/corpcratc-equaiit),-indeL
accessed April 25, 201 4.
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the WPATH standards of care have attained widespread acceptance.38 See Hsiao Decl. at
122 ("the WPATH established standards of care for patients with gender dysphoria ...
have been endorsed by the American Medical Association, the Endocrine Society, the
American Psychological Association, and the American College of Obstetricians and
Gynecologists"); AP Ex. 3 (AMA resolution stating that WPATH is "the leading
international, interdisciplinary professional organization devoted to the understanding
and keatment of gender identity disorderso' and that its "internationally accepted
Standards of Care for providing medical treatment for people with GID .. . are recognized
within the medical community to be the standard of care for treating people with GiD").
Federal courts have recognized the acceptance of the WPATH standards of care. See,
e.g., De'lontav. Johnson, 708 F.3d 520, at522-2314ft Cir. 2013) (WPATH standards of
care'oare the generally accepted protocols for the treatment of GID"); Glenn v. Brumby,
724 F . Supp. 2d 1284, at 1289 n.4 (N.D. Ga. 2010) ("there is sufficient evidence that
statements of WPATH are accepted in the medical community-).-tn The acceptance of
the WPATH standards of care also suggests that transsexuat surgery is no longer
considered experimental.

In its amicus brief, WPATH cited a 2007 study that examined the results of l8 studies
published between 1990 and 2006 as showing "that [sex reassignment surgery] can no
longer be considered an experimental treatment" and that "it [has] bec[o]me the dominant
treatment for transsexuality and the only treatment that has been evaluited empirically."
WPATH Br. at 7-8, citing AP Ex. 10, at Zl4-15.40

We note that in addition to stating that transsexual surgery was experimental, the NCD
and the 1981 report stated that transsexual surgery was "controveriial." NCD Record at
18 (1981 report stating that "[o]ver and above the medical and scientific issues, it would
also appear that transsexual surgery is controversial in our society"). The Ap and the
new evidence dispute the relevance of this statement. The AP objected that this point
relies on two "polemics" that are'oare either completely unscientific or fall far outside the
scientific mainstream," and Dr. Ettner stated that the views expressed therein ,.fall far
outside the mainstream psychological, psychiatrico and medical professional consensus,

" WPATH wa1'jlrmerly the Harry Benjamin International Gender Dysphoria Association.,, Ettner Decl.
31Tr' uarv Benjamin, M.D. "was an endocrinologist who in conjunction with mintal health professionals in New
York did pioneering work in the study of transsexualism." o'Doinabhainv. Comm'r of Interiat Revenue,l34 T.C.
34,37 n.8 (2010). The 1981 report cites a 1966 study by Dr. Benjamin finding a positive outcome from MF
transsexual surgery as "perhaps the first report" on transsexual surgery "in theliteiature." NCD Record at 15. zl.

'n The general acceptance of a set of standards of care for the treatment of transsexuals appears to render
invalid one ofthe l98l report criticisms of the studies it discussed, that "therapeutic techniques are not
standardized." NCD Record at 18.

Luk Gijs & tlo" Brewaeys, Surgical Treatment of Gender Dysphoria in Adults qnd Adolescents:
Recent Developments, Effectiveness, and challenges,lg Ann. Rev. sex tiei. l7g-224 e007).
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and call into question the objective reasonableness of the NCD." AP Statement at l5-16;
Ettner Supp. Decl. at 1T1[ 17-1S. CMS has not asserted that the Board's decision may be
based on factors "over and above the medical and scientific issues" involved.
Considerations of social acceptability (or nonacceptability) of medical procedures appear
on their face to be antithetical to Medicare's "medical necessity" inquiry, which is based
in science, and such considerations do not enter into our decision that the NCD is not
valid.

For the reasons stated aboveo we conclude that citing the alleged o'experimental" nature of
transsexual surgery as a basis for noncoverage ofall transsexual surgery is not reasonable
in light of the unchallenged new evidence and contributes to our conclusion that the NCD
is not valid.

Conclusion

For the reasons explained above, we conclude that the AP has shown that NCD 140.3 is
not valid under the reasonableness standard.

/sl
Leslie A. Sussan

Constance B. Tobias

Sheila Ann Hegy
Presiding Board Member

ls/



ATTACHMENT TO DECISION NO.2576

Overview of the Scientific Literature in the New Evidence

We provide below brief summaries of key findings in some of the studies submitted and
reviewed by the Board as new evidence. The key findings in the remaining studies
reviewed by the Board (also as new evidence) do not differ in any way material to our
decision.

Jan Eldh, et al., Long Term Follow Up Af,ter Sex Reassignment Surgery,3l Scand. J.
Plast. Reconstr. Surg. Hand Surg. 39-45 (1997),ap Ex. 9. This studywas a..long-term
follow up of 136 patients operated on for sex reassignment ... to evaluate the surfrcal
outcome" that divided MF and FM patients into "fwo groups according to the surgical
technique: those operated on before 1986 and those operated on froml986-1995.,' The
study found that after 1985 "the outcome of surgery bicame much better not only
because of changes in management but also because of improvements in surgicai
technique, preoperative planning, and postoperative treatment," that "[m]odern surgical
techniques can give good aesthetic and functional results" and that "[p]eisonal and social
instability before operation correlated with an unsatisfactory outcome of ,."
reassignment.oo Id. at 39, 44, 45.

Luk Gijs & Anne Brewaeys, Surgical Treatment of Gender Dysphoria in Adults and
Adolescents: Recent Developments, Effectivenesi, and Chattinges, 18 Ann. Rev. Sex
Res. 178-224 (2007),AP Ex. 10. This study examined results of 18 international studies
published between 1990 and 2006 thatreported follow-up data of at least one year from
807 persons who had undergone sex reassignment surgery (193 FM, 614 MF). The
pu{pose of this study was to update and assess the current validity of a conclusion in a
1990 article (based itself on review of 1l studies following post-lperation) that
transsexual surgery is an effective treatment for the alleviation of gender disorder in
adults- This study concluded that "[d]espite methodological shortiomings of many of the
studies . . . SRS is an effective treatment for transsexualism and the onl/treatment that
has been evaluated empirically with large clinical case serieso'and that ihe ..conclusion
that SR [sex reassignment] is the most appropriate treatment to alleviate the suffering of
extremely gender dysphoric individuals still stands: 96% of the persons who underwent
SRS were satisfied and regret was rare." The authors noted that the methodologies and
designs of later studies were improved but that true randomized control studies are not
feasible, and might be unethical for sRS. Id. at l7g, lg5, 215-16.

Ciro Imbimbo, M.D. Ph.D., et al., A Reportfrom a Single Institute's I4-Year Experience
in Treatment of Male-to-Female Transsexuols,6 J. Sex. trrted. 2736-45 (200g),Ap Ex.
13. This study's aim was "to arrive at a clinical and psychosocial profile of male-to-
female transsexuals in Italy through analysis of their personal and clinical experience and
evaluation of their postsurgical satisfaction levels SRS." From January 1992 to
September 2006,163 MF patients who had undergone SRS were askei to complete
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patient satisfaction questionnaires. The study concluded that the "relatively high
satisfaction level" was the result of a combination of "competent surgical skills, a well-
conducted preoperative preparation program, and adequate postoperative counseling
. . . ." Although postoperative pain and required revision surgeries were reported, the
study found that94o/o were satisfied with their post-surgical status and did not report
regret. Id. at 2736, 27 40, 27 43.

Ladislav Jarolim, et al., Gender Reassignment Surgery in Male-to-Female
Transsexualism: A Retrospective 3-Month Follow-up Study with Anatomical Remarlcs,6
J. Sex. Med. 1635'44 (2009), AP Ex. 14. This study aimed "[t]o evaluate the results of
surgical reassignment of genitaliain male-to-female transsexuals" by measuring
"[s]exual functions and complications 3 months after surgery." The study followe d,134
patients who had undergone surgical procedwes between 1992 and2008 and described
the evolution in surgical techniques since the 1950s. Although the study noted potential
complications and risks specific to SRS ("such as impairment of urinary continince, fecal
continence, intestinal fistula, urinary fistula and necrosis of the skin graft"), it concluded
that "[s]urgical conversion of the genitalia is a safe and important phise of the treatment
of male-to-female transsexuals." It also concluded that "[u]n increasing number of
patients undergo this treatment because of the extensive progress in surgery involving the
genitals and urethra" and that "[{lor male transsexualso surgery .* prouid* u
cosmetically acceptable imitation of female genitals that enables .oitur with orgasm." Id.
at 1635-36,1642-43.

Annika Johansson, et al., A Five-Year Follow-Up Study of Swedish Adults with Gender
Identity Disorder,3g Arch. sex. Behav . l4zg-37 (2010), Ap Ex. 15. This study
evaluated from the perspective of both clinicians and patients the outcome of sex
reassignmentof "42 [MF and FM] transsexuals twhof completed a follow-up assessment
after 5 or more years in the process or 2 or more ye-i aftei completed sex riassignment
surgery." It found that "the outcome was very encouraging from both perspectivis ...
with almost90Yo enjoying a stable or improved life situation at follow-up and only six
out of 42 (according to the clinician) with a less favorable outcom e." Id'. at 1429, 1436.

G. Kockott, M.D.& E. M. Fahmer, ph.D., Transsexuals who Have Not undergone
Surgery: A Follow-Up Study,l6 Archives of Sexual Behavior Sll-22 (19S7), Ap Ex. 17.
This single-clinic study compared 26 transsexuals who sought but did not undergo
surgery with 32 who did; psychosocial adjustment of those who delayed surgerydid not
improve from the time of diagnosis to follow-up while statistically significant positive
changes in gender role, sexual, and socioeconomic adjustment were seen in transsexuals
who had had surgery. Id. at5l l, 517-lg, S2l.

Anne A. Lawrence, Patient-Reported Complications and Functional Outcomes of Male-
to-Female Sex Reassignment Surgery,35 Arch. Sex. Behav .717-27 (2006),Ap Ex. 21.
This study o'examined preoperative preparations, complications, and physical and
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functional outcomes of [MF SRS] based on reports by 232patients, all of whom
underwent penile-inversion vaginoplasty and sensate clitoroplasty, performed by one
surgeon using a consistent technique," who were surveyed a mean of three years after
surgery. The study found that "[r]eports of significant surgical complications were
uncommon," although one third had urinary stream problems, and that "[o[n average,
participants expressed high levels of satisfaction with nearly all of the specific phyiical
and functional outcomes of SRS." Id. at 717 , 719, 724.

Maria In€s Lobato, et al.o Follow-Up of Sex Reassignment Surgery in Transsexuals: A
Brazilian Cohort,35 Arch. Sex. Behav. 71 l-15 (2006),AP Ex. 22. This small study
examined the "impact of sex reassignment surgery on satisfaction with sexual .*p.ii.n..,
partnerships, and relationship with family members in ... 19 patients who received sex
reassignment between 2000 and2004." The results "indicate[d] that SRS had a positive
effect on different dimensions of the patients' lives in all threi aspects analyzedi sexual
relationships, partnerships, and family relationships.,, Id. atTll-12,714.

Charles Mate-Kole, et al., A Controlled Study of Psychological and Social Change after
Surgical Gender Reassignment in Selected Male Transseiuols, 157 Brit. J. fsycf,iatry
261-64 (1990), AP Ex. 23. This study reviewed 40 patients accepted for gender
reassignment surgery, randomly assigned to have surgery early or later such that only half
had had surgery by the time of a follow-up two years later. The study found that
"[a]lthough the groups were similar initially, significant differences between them
emerged at follow-up . . . ." Patients who received surgery were "seen to improve
significantly as far as neurotic symptoms are concerned and to become more socially
active" in comparison with the patients who had not yet received surgery . Id. atZAi,Zeq.

Friedemann Pfafflin & Astrid Junge, Sex Reassignment: Thirty Years of International
Follow-Up Studies After Sex Reassignment Sur[ery: A Compiehensivi Review 196]-
I99I (Roberra B. Jacobson & Alf B. Meier trans., 199s) OgtD,Ap Ex. 25. This
overview was completed in 1992 andpublished in English in 1t98. It reviewed..30 years
of international follow-up studies of approximately trvo thousand persons who had
undergone sex reassignment surgery," including "more than70 individual sfudies and
eight published reviews from four continents." In general, more frequent and severe
complications were found in the earlier years covered than in later reports. The overview
concluded that "[s]ex reassignment, properly indicated and performed, has proven to be a
valuable tool in the treatment of individuals with transgendirism," that..gender
reassigning treatments are effective" and that "the treatment that includes the whole
process of gender reassignment is effective." Id. atunnumbered pages I,45,66-67.

Yolanda L.S. Smith, et al., Sex Reassignment: Outcomes and Predictors of Treatmentfor
Adolescent and Adult Transsexuals, 35 Psychol. Med. 89-99 (2005), Ap Ex. 27. This
study evaluated "outcomes of sex reassignment, potential differences between subgroups
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of transsexuals, and predictors of treatment course and outcome" in 162 adults (104 MF,
58 FM). The study found that "[a]fter treatment the group was no longer gender
dysphoric,'o had "improved in important areas of function,that 1-4 years after surgery, SR
appeared therapeutic and beneficial . . . fand that] the vast majority expressed no regrets
about their SR." The study further concluded'1hat sex reassignment is effective" but that
"clinicians need to be alert for non-homosexual male-to-females with unfavourable
psychological functioning and physical appearance and inconsistent gender dysphoria
reports, as these are risk factors for dropping out and poor post-operative results ." Id. at
89,91,96.

Svetlana Vujovic, M.D., Ph.D., et al., Transsexualism in Serbia: A Twenty-year Follow-
Up Study,6 J. Sex. Med. 1018-23 (2009),AP Ex. 29. This study [a]imed to..describe a
transsexual population seeking sex reassignment treatment in Serbia" by analyzing o.data

collated over a period of 20 years" fuom r47 transsexuals ..applying foisex
reassignment" of whom SRS was performed in 83% of MF ind in 17o/o of lvtr patients.
The study concluded that 'oin our population, there were no cases who regretted sex
reassignment treatment,o'which was attributed to diagnostic procedures rised and the
"young [adult] age atwhich our subjects embarked on treatment." Id. at l0lg-20, 1022.

Steven Weyers, M.D., et al., Long-term Assessment of the Physical, Mental, and Sexual
Health Among Transsexual Women,J. Sex. Med. 75i-6A e\;}r,Ap Ex. 30. This study
[a]imed "[t]o gather information on physical, mental, and sexual well-being, health-
promoting behavior and satisfaction with gender-related body features of J+e1 transsexual
women tl\trlwho had undergone SRS" with mean interval rinc. vaginopiasty of 75.46
months. The study foyn! that o'sample ... functions well after surgefu on a physical,
emotional, psychological and social level" and that "[o]nly with rJspect to sexuality do
transsexual women appear to suffer from specific difficulties, especially concerning
arousal, lubrication and pain." Id. at 7 52, 7 54, 7 59.



Health Insurance Discrimination for
Transgender People
This page is part of a set of resources for employers to implement transgender-
inclusive health insurance coverage. See "Transgender-lnclusive Benefits for
Employees and Dependents" for the complete set of resources.

Due to the way that most health insurance contracts are written, transgender
people can be denied health insurance coverage, often irrespective of whether
those needs are related to transitioning. Not all transgender people have the
same medical needs - they may have already transitioned, or they may not
transition at all. Transgender people may even be denied medical treatment as
fundamental as mental health counseling, which can lead to stress, depression,
suicide attempts, poor work performance and over-utilization of unrelated
services and benefits that do not address the root causes of a person's health
status.

Discrimination in health insurance generally takes one of the following forms:

Denlal of health insurance coverage, where someone is denied any
health insurance on the basis of gender identity. The Transgender Law
Center has documented cases in which health insurance companies and
medical providers have denied coverage to transgender people when they
became aware of an applicant's transgender status or prior treatment and
medical history related to gender transition. ln2O07, the American Medical
Association declared its opposition to this practice.[Source 1]

Denlal of coverage for claims related to gender transitlon, including
claims arising from complications from medical treatment for gender
transition.

Denlal of coverage for claims for gender-specific care based on the
person's gender marker on insurance. For example, a male-to-female
person who develops prostate cancer, or a female-to-male person who
develops ovarian cancer.

Denial of coverage for claims unrelated to gender transltlon. For
example, an insurer argues that a medical concern is the direct or indirect
result of transgender-related treatment such as hormone therapy.

According to a 1999 study by the San Francisco Department of Public Health,
more than 50 percent of transgender people did not have any form of health
insurance.[Source 2] According to a 2003 survey conducted by the National
Center for Lesbian Rights and the Transgender Law Center, more than B0



percent of transgender San Franciscans indicated that they had been
discriminated against while trying to access healthcare.[Source 3]

Growing Support for Health Insurance Coverage

The American Medical Association recently joined the movement to end
discrimination in health insurance for transgender people by passing the following
resolution at their annual meeting in June 2008:

"RESOLVED, That our American Medical Association support public and private
health insurance coverage for treatment of gender identity disorder as
recommended by a physician."[Source 4]Transgender Insurance Exclusion

The vast majority of commercial health insurance plans in the United States
exclude all or most coverage for treatment related to gender transition. This
"transgender exclusion" denies coverage for claims for treatments such as
psychological counseling for initial diagnosis and ongoing transition assistance,
hormone replacement therapy, doctor's office visits to monitor hormone
replacement therapy and surgeries related to sex reassignment.[Source 5]

Sometimes the exclusion's language is sufficiently broad to even deny coverage
to a transgender person for treatments unrelated to transitioning.

Exclusions are generally found in a benefits plan summary document, which is
available to all employees and applicants. Some examples of exclusionary
language that should be removed include:

"Coverage is not provided for the following charges: ...Those for or related
to sex change surgery or to any treatment of gender identity
disorders."[Source 6]

"For all Medical Benefits shown in the Schedule of Benefits, a charge for
the following is not covered: ... Care, services or treatment for
transsexualism, gender dysphoria or sexual reassignment or change,
including medications, implants, hormone therapy, surgery, medical or
psychiatric treatment. "[Source 7]

"Exceptions and Exclusions. No benefits are provided under this Plan for
the following: ... Services and supplies for the treatment of and/or related
to gender dysphoria or reverse sterilization."[Source 8]

[Source 1]"H-180.980 Sexual Orientation and/or Gender ldentity as Health
lnsurance Criteria." American Medical Association, GLBT Advisory Committee,
2007.

[Source 2] Kristin Clements, "Transgender Community Health Project Descriptive
Results," San Francisco Department of Public Health.
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[Source 3] Minter, Shannon and Christopher Daly, Trans Realities: A Legal
Needs Assessment of San Francisco's Transgender Communities, (San

Francisco: National Center for Lesbian Rights; San Francisco: Transgender Law
Center), 2003.

[Source 4]"H-185.950 Removing Barriers to Care for Transgender Patients,"
American Medical Association, GLBT Advisory Committee, 2008.

[Source 5] Most private insurance plans expressly exclude services related to sex

reassignment. While sex reassignment surgery is excluded from Medicare

coverage, there is no exclusion under the federal Medicaid statute. As a result,

according to the National Center for Lesbian Rights, "almost every court that has

ever considered the issue has concluded that states cannot categorically exclude

sex reassignment surgeries for Medicaid coverage." Nonetheless, many

Medicaid statutes exclude procedures related to sex reassignment, and it is

difficult for many people to obtain Medicaid reimbursement for medical
proCedureS related to sex reaSsignment. - Shannon Minter, "Representing

Transsexual Clients: Selected Legal lssues," National Center for Lesbian Rights.

(accessed February 25, 2008 ).

[Source 6] RehabOare Group insurance benefits plan summary for 2007

(obtained 2008).

[Source 7] State of Connecticut Teachers' Retirement Board Health and

Prescription Drug Benefits Plan for 2006 (obtained 2008).

[Source 8] Governmental agencies of the State of Louisiana, Preferred Provider

Organization Plan Document for July 2OO7 (obtained 2008).



July 12, 2012 

OffiC!:1 of the Secretary 

Director 
Office tor Civil Rights 
Washington, D.C. 20201 

-- - - -- - -- ~-~~~~ ,~~ ,- - --------- - - -

Maya Rupert, Esq. 
Federal Policy Director 
National Center for Lesbian Rights 
1325 Massachusetts Ave. NW) Suite 700 
Washington DC 20005 

Dear Ms. Rupert: 

OCR Transaction Number. 12-000800 

TIumk you for your letter to Secretary Kathleen Sebelius, which was forwarded for reply to the 
U.S , Department of Health and Human Services (HHS») Office for Civil Rights (OCR). In your 
letter, you requested that we issue guidance clarifying thatsex.~based discrimination includes 
discrimination on the basis of gender identity and sex stereotypes under Section 1557 of the 
Affordable Care Act. 

As you may know, OCR enforces Section 1557 oftbe Affordable Care Act (42 U.S.C. 18116)~ 
which p1'Qvides that an individual shall not be excluded from participation in, be denied the 
benefits of, or be subjected to discrimination on the grounds prohibited under Title VI of the 
Civil Rights Act of 1964, 42 U.s.C. 2000d et seq. (race, color, national origin), Title IX of the 
Education Amendments of 1972,20 U.S.C. 168 I et seq. (sex), the Age Discrimination Act of 
1975,42 U .S.C. 6101 et seq. (age), or Section 504 of the Rehabilitation Act of 1973, 29 U.S.C. 
794 (disability). under any health progriun or activity, any part of which is receiving: Federal 
financial assistance, or under any program or activity that is admjnistered by an Execu.tive 
Agency or any entity established wder Title I of the Affordable Care Act or its amendments. 
OCR has enforcement authority with respect to health programs and activities that receive, 
Federal financial assistance from IlliS or are administered by HHS or any entity established 
under Title I of the Affordable Care Act or its amendments. 

We agree that Section 1557's sex discrimination prohibition extends to claims of discrimination 
based on gender identity or fa1lme to conform to stereotypical notions' of masculinity or 
femininity and Will accept such complaints for investigation. Section 1557 also prohibits sexual 
harassment and discrimination regardless of the actual or perceived sexual orientation or gender 
identity of the individuals involved. 

The lffiS OCR is currently accepting and.investigating complaints filed under Section 1557. We 
thoroughly review each complaint received; employ a case-by~case analysis of the :facts and the 
relevant law; make a carefully considered decision on jurisdiction; and when warrante~ issue a 
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finding tbatdiscrimination has (or has not) occurred. The BHS OCR intends to issue future 
guidance on Section 1557. 

Until the~ to make sure individuals, oommunity organiz,stions and providers know their n ghts 
____ - an<iresponsibilW.es, we.ask-¥oUi<Lhelp-PIDIDote-D.w:..w..ebsite~. gov[oCJ; :IoLl.LL4--~~ 

• Learn about and connect with anyone of our ten OCR regional offices 
bftp:1lwww.hhs.gov/ocr/office/aboutlrgn-bgaddresses.html 

• Learn how to file a complaint with OCR uyou think your rights have been violated 
httpJ(WWV\7.hhs.gov/ocr/civilrights/complaints/index.html 

• Visit the HHS OCR You Tube channel (search for HHS OCR) for additional videos on 
topics like "Your Health Information, Your Rights" or ~'CommUDicating with Family, 
Friends and .others Involved 1n Yom Care". 

I also want to underscore what we discussed and.sbared during OCR's January 30, 2012 
LGBTIHIV Stakeholders Listening Session: my office is continuing and will continue to 
increase am outreach and education efforts with individuals, community organizations and 
providers regarding their rights and responsibilities under Section 1557. The Office fOI: Civil 
Rights is absolUtely committed to working with individuals and advocates.to improving the 
health and well-being of members of the lesbian, gay, bisexual and transgt'mder communities, 
and of course, the commitment to sincerely engage and partner with the LGBTcommunity is a 
Department-wide commitmem as demoIlSttatOO by the Secretary (see 
http://www.hhs.gov/secretary/about/lgbthea1th.html) and the .2012 HHS LOOT Coordinating 
Conunittee Report which is available at 
http://www,hhs.gov/secretary!aboutl2012 19bt an rpt.pdf. 

Ag~ thank you for your leadership on these critical matters to the LGBT COIllll1unity and for 
your very thougbtfulletter, and we look forward to our growing partnership and work together. 
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{*:

MichaelAdams, Esq.
Executive Director
SAGE: Services and Advocacy
for GLBTElderly

305 7th Avenug 15th Floor
New Yor*, NY 10001

ElizaByard, Ph"D.
Enecutive Director
Cray, Irsbian & Straigbt
Rlucation Network

90 Broad Street, 2nd Floor
NewYorlgNY 10004

Ieslie Calman, Ph.D.
Exesutive Direstbr
The Mautner Project
1300 19th Street, N.W., Suite 700
Washington,Dc 20036

Rea Cardy, M.P.A.
Elrecutive Direc'tor
National Gay and Lesbian Task Force
1325 Massachusetts Ave., N.W., Suite 600
Washington, DC 20005

KevinM. Cathcart, Esq.
Executive Director
LambdaLeeal
120 Wall Streeq 19th Floor
NewYork, NY 1m05-39M

Chad Gritrn
Presidelrt
Human Rights Campaig
1640 Rhode Island Ave., N.W.
Washingtoq DC 20036-3278
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Hgtson W. Inniss
Enecutive Director
Narional Coalition for LGBT Health
1325 Massachusetts Ave., N.W.
S/ashingtoa DC 20005

Michael Keefe
Executive Drestor
Transge,lrder Forge, Inc.
P.O. Box 4186
Seminole, FL 33775

I\,IaraKeisling
Executive Dircctor
National Center for Transgender F4rtality
1325 lvlassacbusetts Ave., N.W., Suite ZOO
Washington, DC 20005

AnthonyD. Romero, Esq.
Executive Director
American Civil Liberties Union
125 Broad Sheet, 18th Floor
New York, IrrY 10004

HectorVargas, J.D.
Executive Director
Cray and lesbian Medical Association
1326 18th Stw| N.W, Suite 22
Washington, DC 20036
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Place
VANTS

l-800-767-1 750, Access Code: 2561t#
LYNC

https:'lmeet. RTC.VA.GOV /ash 
I ey. mcda n iel 15 2 N4yy5 3

Purpose Statement
VHA is dedicated to providing cultwally and clinically competent, exceptional care to all
Veterans. With the recent repeal of 'oDon't Ask, Don'i Tell,'; issuance of n"* performance
standards by The Joint Commission, and publication of a VHA directive on t irrg.nder care, VA
has begun to focus on the health care needs of lesbian, gay, bisexual, and transgender (LGBT)
Veterans. Few providers have had training in caring foil,Cgf patients. This liie, knowledge-
based presentation will provide information to VA providers about LGBT Veteran health
disparities, relevant VHA policies, trainings, and resources for treating LGBT Veterans.

Target Audience
All staffwho have contact with patients, including psychologists, pharmacists, certified and/or
licensed counselors, dental professionals, physicians, physici=an *rirturrtr, registered nurses,
licensed practical nurses, social workers, registered diltitians and dietetic tecinicians, healthcare
executives, speech and language pathologists and audiologists, occupational therapists and
occupational therapy assistants, as well as certified peer specialists. 

-

Outcome/Objectives
At the conclusion of this educational program, leamers will be able to:

1' List examples of at least two health disparities experienced by LGBT Veterans;2. Summarize services provided to transgender Veterans as outlined in VHA Directive
2013-003;

To learn more about EES and its programs, products and services, visit vaww.eesJrn.vaeov (VA Intranet) or call the
EES Customer Service Center at r_&z_rns_rssr o@ql

w;';;ffi :f;:;;;;t';;;'$;,;;
U,S. Dep.nmcnt ofV.te.anr Affair5

Department of Veterans Affairs, Employee Education System

and

Office of Patient Care Services

Present

changes in vA for LGBT veterans since 20lL: policy,

Template Version January I 2013 Update 4-2-14 ver 5.1 Page I ofll
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Identifu training resources available on the LGB Education and Transgender
Education SharePoints;
Explain the importance of LGBT Health Fellows; and
Describe two transgender consultation programs

Registration / Participation in the Activity Procedure
1. Lengthof course: I hour
2. Review EES Program Brochure
3. Attend and participate in 100% of program activity
4. complete Post Test Exam at a minimum passing score of g0o/o

5. Complete Program Evaluation no later than July 16,Z0l4

Instructions for Completing Registration in TMS
Registration: It is essential that you use the course link and follow the instructions below to
rygister for Changes in VA for LGBT Veterans since 2011: Policy, Fractice, and Resources
in TMS by June 17

Instructions for Registration:
1. If you have not registered for the course:

a. Control-Click on the Item Link above
b. Log in to TMS
c. On theright side of the page there are 3 buttons: "Add to Learning plan',, ,,Start

Course" and "Register Nod'.
2. Select the "Register Now" button

(NOTE: If you select uAdd to Learning PIan'option, this wilt add the troining to your To-Do
List, but it does not register youfor the training. You will then need to Register Now and
register,)

After clicking on the "Register Now" button, the date, time and location for the scheduled
oflering will appear.
Select this program by clicking on the o'Register Nof'button to the right of the offering.
On the next page, you will click on the "Confirm" button on the uppeiright side of the
page. This will register you and add the training to your To-Do LiitAro Due Date and you
will receive an enrollment email confirmation fromTMS.

Instructions for Pre-Test
1. Log in to TMS.
2. If you have not registered for the course, you will need to do so.3. Once you have registered for the course, use the To-Do List search field in the upper left

portion of your To-Do List to locate the item number.4. Hover over the title and click Start Course button.5. Click the "Link to pre-Test."
To learn more about EEq94 its programs, products and s_ervices, visit vawweesJrn.vagov (vA Intranet) or call the

EES Customer Service Center at l-977_EES-133i o.

f i' ;ii ;;; t "f;; a;i ;;'iy ;,;;

3.

4.
5.

Template Version January I 2013 Update 4-2-14 ver 5.1 Page2ofll
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The Pre-Test will open in a separate window. *Note: If you don't see the new window,
check behind other open windows.
Complete the SEES Pre-Test. Once submitted, you will be directed to a screen which
provides your percent score for the test. Note your score and close the window.
Click "Return to Online Content Structure.',
You have now completed your Pre-Test requirements for this course, and should see a
green check mark and completion date next to the Link to pre-Test.

Instructions for Completing post-Test
Log in to TMS.

f y-ol have not registered for the course, you will need to do contact the EES pOC listed
in this brochure for additional registration assistance.
Once you-have registered for the course, use the To-Do List search field in the upper leftportion of your To-Do List to locate the item number.
Hover over the title and click Start Course button.
Click the "Link to Post-Tesl" *Be sure you have completed all the content objects
listed before the post-test first
The Post-Test will open in a separate window. *Note: If you don't see the new window,
check behind other open windows.
Complete the SEES Post-Test. once submitted, you will be directed to a screen whichprovides your percent score for the test, and indicates if it is a passing score. Nore your
score and close the window.
Click "Return to Online Content Structure.-
Once-you have passed the Post-Test with a score of 80% or better, you have completedyour Post-Test requirement for this course, and should see a green check mark and
completion date next to the Link to Post-Test. (Note: If you d-id not achieve u p^rirrg
score' you can retake the Post-Test using the same Post-Test link contained in the tltts
Content Structure.)

to be registered

ffi;;: ;ii ;ii, !| t'i i ;i;: i; ;"#; ;;;U.S. DepartDcnt of Veterrns Attalrt

l.
2.

J.

6.

7.

8.

9.

4.
5.

6.

9.

10.

ll.

Instructions for Completing Evaluation in TMS to Access Accredited Certificate
Please note: Program evaluations must be completed within J0 davsof the conclusion ofthe program in order to receive a program certificatel. Log into TMS.

2. Ifyou have not registered for the course:
a. Contact the EES pOC listed in this brochure

Ifyou have registered for the course:
a' Use the To-Do List search field in the upper left portion of your To-Do List to

locate the item number.
4. Hover over the title and click..View Details.,,
5. In the Item Details screen, click the link start course button.6. Once content is completed, close the window.
7. Click "Retum to Online Content Structure.,,
8' click the *Link to Evaluation and Certificate." *Be sure you have completed all thecontent objects listed before attempting to access the evaluation. *Note: If you don,t

see the new window, check behind oth., op"n windows9- complete the sEES Evaluation. once submitted, close the window.

To leam more about EES and its programs, products *9 r^Ti1.l_uisit vaww.eesJrn.vaeov (vA Intranet) or call theEES Customer Service Center at r-rrz_nps-rsrll@qy

J.

Template Version January I 2013 Update 4_2_14 ver 5.1 Page3ofll
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10. Click "Return to Online Content Structure."
11. There should now be a date next to both links in the Online Content Structure window.
12. Some courses require a Self-Certification to record completion. If there is a Self-

Certification link present, click the link and follow the instructions given.
You have now completed your requirements for this course, and the item should be
located in your Completed Work.

ACPE considers credit as a stalement of credit instead of a certificate of credit
To access your Accredited certificate in TMS, please follow the steps below:

1. From the Home screen in TMS, click on..Completed Work.,,
2. Hover the mouse over the title of the program, and click o'View Details" in the popup

window that appears. DO NOT click on the "Print Certificate" here - this wif give you
the generic TMS certificate.

3. In the Completed Work Details screen, you should see a section named'.Accreditation
Details"

4. Click the "Print Accredited Certificate" button next to your requested Accreditation.

Your Accredited certificate should appear on the screen for you to save or print.

Accreditation/Approval

The accreditation organizations for this course are listed below.

Accreditation c ouncil for c ontinuing Medicat Education (ACC ME)
The VA Employee Education System is accredited by the Accreditation Council for
Continuing Medical Education to provide continuingmedical education for physicians.

American Psychological Associatian (ApA)
The vA Employee Education system (EES) is approved by the American
Psychological Association to sponsor continuing education for psychologists. The
Employee Education System maintains t"rponribility forair ptogr* and its content.

Arnerican Nurses Credentialing Center (ANCC)

VA Employee-Education System is accredited as aprovider of continuing nursing
education by the American Nurses Credentialing Center's Commission on
Accreditation.

Note: ANCC continuing nursing education contact hours are not accepted by the
Califurnia Board of Registered Nursing (CA BRN) toward license renlwalfor CA-
licensed registered nurses (RNs) and a.dvanced practice nurses (ApNs), unless the CA-
licensed nurse-participants are physicatty outside of the ,ror, o7 CA when they start and
complete activities sponsored by an ANCC accredtted providei of continuing education
for nurses.

To leam more about u3l:t! its programs, products an! s^911i51 visit vawweesJrn.vasov (vA Intranet) or call theEES Customer Service Center at r-rzz-nns_rrsr o@lo"
Template Version January I 2013 Update 4_2_14 ver 5.1 Page4ofll
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American Dental Associatinn (ADA) | Continuing Education Recognition program (CER7)
The Department of veterans Affairs, Employee Education system
ADA CERP Recognized Provider. ADA cERp is a service of the

American Dental Association to assist dental professionals in identi$ring quality
providers of continuing dental education. ADA CERP does not upprou. or endorse
individual courses or instructors, nor does it imply acceptance of credit hours by boards
of dentistrv.

Continuing Education Credit

Accreditation c ouncil for c ontinuing Medicat Education (ACCME)
The VA Employee Education System designates this live activity for a maximum of I
AMA PRA Category I Credit) rM. Physicians should claim only credit commensurate
with the extent of their participation in the activity.
This course provides Category I AMA Physicians Recognition AwaTFMCME credit(ACCME) for physicians. ACCME - NP(or AccME:Non-physician) may be used
to provide attendees other than MDs, Dos a certificate that docuirents their attendance,
and indicates that the accredited provider offered Category I AMA physicians
Recognition AwarilM CME credit for the course or activity. ACCME -Non-physicianrefers to nurses, physician assistants, and healthcare professionals other than
physicians.

Arnerican P sychological As sociation (ApA)
As an organization approved by the American Psychological Association, the VA
Employee Education System is sponsoring this urtiuity io. t ho* of continuing
education credit. The Employee Education System *uirrtuin. responsibility for thisprogram and its content.

Amerfuan Nurses Credentialing Center (ANCC)

VA Employee Education System designates this educational activity for 1 contact hourin continuing nursing education.

Note: ANIC continuing nursing education contact hours are not accepted by the
Califomia Bgard of Registered Nursing (CA BRN) toward license-renewal for CA-
licensed registered nurses (RN$ and advanced practice nurses (ApNsj, unless the CA-licensed nurse-participants are physically outside of the state of cA #t rn they start and

:::p.]:tli*,ivities sponsored by an ANCC accredited provider of continuing education
ror nurses.

Association of SocialWork Boards (ASWB)
vA Employee Education System, Provider Number 1040, is approved as a provider forcontinuing education by the Association of Social Work goards, 400 South Ridge
Parkway, lYi 9I' Culpeper, vA2270L http://www.aswb.ore ASWB Approval period:
4/7113 - 417/16- Social workers should rorrt*G"i. t gulutot board to determine
course approval.

To leam more about EES and its programs, products *9 r^.Ii1?_uisit vaww.eesJrn.vagov (VA Intranet) or call theEES customer service center at 1-s77-EES-r$@o"

ffiF;;' i t ;; ; ;:' i;' ;' i i ; t i i' ii i ii;*
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Social workers will receive 1 continuing education clock hour for participating in this
course.

The Califurnia Board of Behavioral Sciences (CA BBS)
The VA Employee Education System (Provider #PC83204) asserts that this educational
activity meets the qualifications for t hour of continuing education credit for Marriage
and Family Therapist MFTs and / or for LCSWs as required by the California Board of
Behavioral Sciences.

Accreditation C ouncil for pharmacy Education (AChE)

m fhe VA Employee Education System is accredited by the Accreditation
lftil. Council for Pharmacy Education as aprovider of continuing pharmacy

education Program 0610-0000-14-156-101-p. This progftrm is'accredited for 1contact hoyr. The Employee Education System maintains respinsiUitity for the
program' Continuing PharmacY Education (cPE) credits wilibe awarded to participants
and accreditation records will be on file at the Employee paucation sfstem. In order toreceive continuingphannacy education credit, puttirip*ts must auend 100%of theprogrilm and complete an evaluation form. CPE will be reported airectty toparticipants' NABP e-profiles and State Boards.

American Dental Association (ADA)

designates this activi8
The Department of veterans Affairs, Emproyee Education System
for I continuing education credit.

To leam more about EES and its programs, products 
T9 r^Ti:":,^nrsit-vawwresJm.vacsy (vA Intranet) or call theEESCusiomerServiceCenteratr.rz.nrs.rrrii@o_--__.--)

Template Version January I 2013 Update 4-2_14 ver 5.1 Page6ofll
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CPE
Accredited

Provider

Commission on Dietetic Registration (CDR)

The vA Employee Education System, provider number vA003, is a continuing
Professional Education (CPE) Accredited Provider with the Commission on Diltetic
Registration (CDR); from June 1,2013 to May 31,2016. Registered dietitians (RDs)
and dietetic technicians, registered (DTRs) will receive 0.1 continuing professional
education unit (CPEU) for completion of these educational program/materials.

This educational activity is designated cpEU Level 1 as defined bv cDR.

National Boardfor Cenifrcd Counselors (NBCC)

The VA ETlloffS.E_Oucation System is anNBCC-Approved Continuing Education
Provider (ACEP'M) Provider #5927 and may ofrer Nifcc-approved clock hours for
events that meet NBCC requirements. The ACEP solely is responsible for all aspects of
the program to offer continuing education accreditation for National Certified and
Licensed Counselors. We adhere to NBCC Continuing Education Guidelines. This
program is approved for I clock hour.

American College of Healthcare Executives (ACHE)
VA Employee Education System is authorized to award I hour of pre-approved
Category II (non-ACHE) continuing education credit for this program toward
advancement, or recertification in the American College of Heatticare Executives.
Participants in this program wishing to have the continuing education hours applied
toward Category II credit should list their attendance when applying for advancement
or recertification in ACHE.

To learn more about EES and its programs, products an! s^e1iTl visit vawweesJrrr.vasov (VA Inhanet) or call theEESCustomerServiceCenteratr-rzz.nrs.rrG@ilo"-_----_^-'/

Template Version January I 2013 Update 4-2_14 ver 5.1 PageTofll
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Statement of Participation
A certificate of completion will be awarded to participants and accreditation records will be on
file at the Employee Education System. In order to receive a certificate of completion from EES,
you must register in the TMS, attend 100% of the progmm and complete the evaluation as
directed in SEES, and then: go into your Completed Work, hover over the title, and choose View
Details to print your accredited certificate. For ACPE accreditation, participants must provide
their Birthdates (month and date) and their NABP e-Profile ID numbers in their Personal profiles
in TMS.

Report of Training
It is the program participant's responsibility to ensure that this training is documented in the
appropriate location according to his/her locally prescribed process.

Program Schedule
Program Schedule Date: 6l 17 l20l 4

Time Topic/Title Facultv
l:00-1:05PM lntroduction Michael Kauth

1:05-1:l5PM Recent drivers of change:

o Institute of Medicine Report
o 2011 Joint Commission Field

Guide
VHA Directive

Jillian Shipherd

1:15-1:30PM Prevalence of LGBT Veterans
o VHA Demographic Data
r DevelopmentalTheories

Michael Kauth

1:30-1:40PM 2010 Behavioral Risk Factor
Surveillance System data

o Gay/Bixesual
o Transgender

Jillian Shipherd

l:40-1:50PM Experiences of LGBT Veterans
r Gay/Bixesual
o Transgender

Michael Kauth

1:50-2:00PM Questions & Answers Michael Kauth

Jillian Shipherd

2:00PM Adjourn Michael Kauth

To learn more about EES an_d its programs, products and services, visit vawweeslrn.vaeov (VA Intranet) or call the
EES customer Service center at r-g77-EEs- r33i ;inBcscor"*sy

Template Version January I 2013 Update 4-2-14 ver 5.1 Page8ofll
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Faculty and Planning Committee Listing
* Denote planning committee member
+ Denotes faculty

To leam more about EES and its programs, R.od,,
EES Customer Service Center at 1-E7Z-EES_1331 or EESC

*Micaela Cornis-Pop, PhD
Polytrauma Program Manager
Richmond VA Medical Center
Richmond. VA

tJanet H. Dailey, PharmD
Education Program Manager
National Pharmacy Benefits Management
Services
Hines,IL
Planning Member for ACPE

+ Michael R. Kauth, PhD

LGBT Program Coordinator, Office of patient
Care Services

Co-Director and Associate Director for
Education, South Central Mental Illness
Research, Education and Clinical Center
(MTRECC)

Michael E. DeBakey VA Medical Center

Houston, TX

* Jennifer Koget, MS, LCSW, BCD
National Fisher House and Family Hospitality
Program Manager
Care Management and Social Work Service
Washington, DC
Planning Member for ASWB

Planning Member for CA BBS

+ Jillian C. Shipherd, PhD

LGBT Program Coordinator

National Center for PTSD Women's Health
Services

VA Boston Healthcare Svstem

Boston. MA

* ElizabethNunez, DMD, MST
Director, Homeless Veteran Dental Program
Office of Dentistry at James A Haley VA
Medical Center
Tampa, FL
Planning Member for ADA

tHaru Okuda, MD, FACEP
National Medical Director, SimLEARN

Simulation Learning Education and Research
Network VHA
Orlando, FL
Planning Member for ACCME

" William N. Outlaw, MMC
Communications Manager
Office of Patient Care Services
Washington, DC

* Kathryn G. Sapnas, PhD, RN-BC, CNOR
Associate Chief Nurse, Acute Care
Philadelphia VA Medical Center
Philadelphia, PA

+ Jillian C. Shipherd, PhD

LGBT Program Coordinator

National Center for PTSD Women's Health
Services

Template Version January I 2013 Update 4-2-14 vet 5.1 Page9ofll
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Planning Member for ANCC VA Boston Healthcare Svstem

Boston, MA

*Wendy Tenhula, PhD
Senior Consultant / Liaison for Psychological
Health Department of Veterans Affairs and the
Defense Centers of Excellence for
Psychological Health and Traumatic Brain
Injury
Licensed Psychologist
Veterans Health Administration
Washington, DC
Planning Member for APA

Planning Member for NBCC

*Utech, Anne, PhD, RD, LD
National Medical Director, SimLEARN

Simulation Learning Education and Research
Network VHA
Orlando, FL
Planning Member for CDR

EES Program Staff for Trace Code: |4.F2F.MA.PCSGRJUN.A
Athena Nasis-Parsons
Project Manager
Athena.Nasis-Parsons@va. gov
P202 443 6957
Arlington, VA

Marie Mason-Nolan
Project Support Assistant
Tinisha. Mason-Nolan@va. gov
202 443 6959
Arlington, VA

Deadline Date

S ale llite, I nde pe nde nt Study, or V irtual C onfe re nc e s :
This program will no longer be authorized for continuing education credit after:
6llTl20l4.Information on participation may be obtained from AthenaNasis-parsons,
Project Manager, Employee Education Resource Center, 2011 Crystal Drive Suite 150
Arlington, VA22202,phone: 2A2443 6957,ore-mail: Athena.Nasis-Parsons@va.gov.

Cancellation Policy
Those individuals who have been accepted to attend and need to cancel: log into TMS, hover
over the registered title and withdraw themselves at least two weeks prior to the program.

To learn more about le! g0 its programs, products and se'rvices, visit vawweesJrn.vagov (vA Intranet) or call the
EES Customer Service Center at l-977-EES-l3lt or np

Template Version January I 2013 Update 4-2-14 ver 5.1 Page l0ofll
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Accessibility Statement: (Reasonable Accommodation)
The U.S. Department of Veterans Affairs (Employee Education System) is committed to
providing equal aceess to this meeting (or event) for all participants. If you need alternative
formats or services because of a disability, please contact Athena Parsons, Project Manager,
Employee Education Resource Center, 2011 Crystal Drive, Arlington, VA, phone:202.+$'.Ag5l,
or e-mail: Athena.nasis-parsons@va.gov with your request by close of business 616/2014.

Disclosure Statement
The VA Employee Education System (EES) must ensure balance, independence, objectivity, and
scientific rigor in all of its individually sponsored or jointly EES sponsored educational
activities. All prospective faculty and planning committee membeis participating in an EES
activity must disclose any relevant financial interest or other relationihip wlth: (a) the
manufacturer(s) of any commercial product(s) and / or provider(s) of commercial services
discussed in an educational presentation, and (b) any commercial supporters of the activrty.
Relevant financial interest or other relationship includes, but is not limited to, such things as
personal receipt of grants or research support, employee or consultant status, stockholdJr,
member of speakers' bureau, within the prior 12 months. EES is responsible for collecting such
information from prospective planners and faculty, evaluating the diiclosed information to
determine if a conflict of interest is present and, if a conflict of interest is present, to resolve such
conflict. Information regarding such disclosures and the resolution of the conflicts for planners
and faculty shall be provided to activity participants. rfr/hen an unlabeled use of a commercial
pfOdUCt Of an investisational use nof ve;f annrnwerl hv +he E'T-t A fnr q-., hrrhn 6a ia ,ri-^,,-^^r

The faculty and planning committee members reported that they fria no rete..ant financial
relationships with commercial entities in any amount that occurred within the past 12 months
that create a conflict of interest.

This activity includes no discussion of uses of FDA regulated drugs or medical devices which
are experimental or off-label.

* The ACCME defines "relevant financial relationships" as financial relationships in any amount occurring within
the past 12 months that creates a conflict of interest.

To learn more about EES an-d its programs, products and services, visit yawweesJm.vagov (VA lntranet) or call the
EES Customer Service Center at l-g77-EES-133i t@g
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4.b) Cross-Sex Hormone Treatment

Although regulations prohibit service members from intervening surgically to modifi'their
genitals, they are not prohibited explicitly from obtaining cross-sex hormone treatment. That
said, the use of hormones to modr$ primary or secondary sex characteristics would almost
certainly constitute evidence of having a transgender identity, which is grounds for discharge.

M*y, but not all, transgender people wish to take cross-sex hormones in order to achieve
feminization or masculinization of their hair and fat distribution, genitali4 and musculature, and
to achieve and maintain a gender presentation consistent with their gender identity. Hormonal
therapy for male-to-female (MTF) reassignment involves medications that block ihe production
and effects of testosterone (anti-androgen therapy) and simultaneously produce feminizing
effects (estrogen therapy). Several classes of medications decrease testosterone level.
Spironolactone is generally safe and ine4pensive and is most commonly used. Most primary care
providers are familiar with its use, as it is commonly prescribed for other conditions.
Spironolactone decreases libido, prostate size, erections and the growth of hair on the face and
body, and causes some breast growth.

Estrogens that augment breast size and redistribute body fat are the main medications that
promote feminization. Generally, feminizing effects are frst noticeable in three to six months
with an expected maximum effect after two to three years of treatment. That said, the degree and
timing of the changes can differ from person to person. For female-to-male (FTM) patients, the
main treatment for hormonal reassignment is testosterone, which can be administerid through
patches, gels, or injection and which usually produces satisfactory results. Masculinizing
hormone therapy tends to lower the voice, produce body and facial hair, enhanc" ,rpp", body
musculature and strength, and it also ends menses. Most effects take place beginning at eight
weeks and maximize at about two years and vary depending on age and genetic make-up.-

Cross-sex hormone administration is currently an ofllabel use of both estrogens and androgens,
and entails some degree of risk, dependent on the type of medication, dose, ioute of
administration, and patient's age, health, family history and health habits.44 Feminizing
hormones are associated with increased risk of weight gara hypertriglyceridemi4 gallitones and
elevated liver enzymes. Oral estrogen may increase risk for venous thromboembolic disease and
Type 2 diabetes, though this effect is attenuated for transdermal estrogen. The most serious risks
of masculinizing hormoles are weight gain, acne, sleep apnea, balding, and polycythemia
(increased production of red blood cells).as For these riasbns, laboratJry monitoring ls
recommended before starting any hormone regimen. Clinical monitoring for effect is not
complicated, and involves simple clinical exams and assessments ofpatient satisfaction. With
appropriate training and/or access to expert consultation, independeni duty co{psmen, physician
assistants, and nurses can supervise hormone treatment initiatiA by a ptrysician.

Despite the risks associated with hormone replacement, over 50 years of clinical experience have
demonstrated that hormones are an effective treaftnent for gendei dysphoria" that psychological
benefits follow from cross-sex hormone administration, and that thi incidence of complicuiion,
is quite low.a6 Studies looking at the risk of blood clots from estrogen found an occurrence of
anywhere from 0 to 142 blood clots per 10,000 people per year, with much lower rates in more
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recent studies with newer estrogens and non-oral administration.al Clinics with a high volume of
transgender patients on estrogen therapy report having "rarely seen adverse effects.'/8

While the use of hormones may entail some risk, the military consistently retains non-
transgender men and women who have conditions that may require hormone replacement. For
example, gynecological conditions listed in DODI 1332.38 Enclosure 4 (dysmenorrhea,
endometriosis, menopausal syndrome, chronic pelvic pain, hysterectomy, or oophorectomy)
require referral for evaluation only when they affect duty performance. And, the only male
genitourinary conditions that require referral for evaluation involve renal or voiding
dysfunctions. The need for cross-sex hormone treatment is not listed as a reason for referral for
either men or women. The military also allows enlistment in some cases despite a need for
hormone replacement. DODI 6130.03, for example, does not disqualifu all female applicants
with hormonal imbalance. Polycystic ovarian syndrome is not disqualifring unless itiauses
metabolic complications of diabetes, obesitS hypertension, or hypercholesterolemia. Virilizing
effects, which can be treated by hormone replacement, are expressly not disqualifuing.

Hormonal conditions whose remedies are biologically similar to cross-sex hormone treatment are
grounds neither for discharge nor even for referral for medical evaluation if service members
develop them once they join the armed forces. Male hypogonadism, for example, is a
disqualifuing condition for enlistment, but does not require referral for medical evaluation if a
service member develops it after enlisting. Similarly, DODI 6130.03 lists "current or history of
pituitary dysfunction" and various disorders of menstruation as disqualifying enlistment
conditions, but personnel who develop these conditions once in service are not necessarily
referred for evaluation. Conditions directly related to gender dysphoria are the only gendir-
related conditions that carry over from enlistment disqualification and continue to diiqualifu
members during military service, and gender dysphoria appears to be the only gender-ielated
condition of any kind that requires discharge inespective of ability to perform duty.

Military policy allows service members to take a range of medications, including hormones,
while deployed in combat settings. According to a comprehensive Defense Department study,
1.4 percent of all US service members (approximately 31,700 service memberi) reported
prescription anabolic steroid use during the previous year, of whom 55.I% lapproiimately
17,500 service members) said that they obtained the medications from a milirary treatment
facility. One percent of US service members exposed to high levels of combat reported using
anabolic steroids during a deployment.ae Accordittg to Definse Department deployment policy,ooThere are few medications that are inherently disqualiffing for deployment."St And, Army
deployment policy requires that, "A minimum of a 180-daysupply of medications for chronic
conditions will be dispensed to all deploying Soldiers." A former primary behavioral health
officer for brigade co.rpbat teams in Iraq and Afghanistan told Army TimLs that "Any soldier can
deploy on anything."t' Although Tricare officials claimed not to have estimates of the amounts
and types of medications distributed to combat personnel, Tricare data indicated that in 2008,

,'Abgut 
89,000 anligslcholic pills and 578,000 anti-convulsants [were] beitrg issued to troops

heading overseas."" The Military Health Service maintains a sofhisticateO inA effective ,yit"rn
for distributing prescription medications to deployed service members worldwide.s3

Our nearest allies, Canada, the United Kingdom and Australia, have determined that the risk of
deploying transgender service members on cross-sex hormone treatment is low, and post-
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transition individuals from Canada and the United Kingdom have completed tours in
Afghanistan. The US has deployed a post-operative transgender memb-er of the Military Sealift
Command repeatedly on Navy ships.sa

4.c) Gender-Confirming Surgery

The consensus of the medical profession, as reflected in official policies ofthe American
Medical Associatioq American Psychological Association and Endocrine Society, is that
gender-confirming surgeries can be medically necessary for some transgender individuals to
mitigate distress associated with gender dysphoria. Surgeries include chest reconstruction and
surgeries to create testes (scrotoplasty) and penises (phalloplasty or metoidioplasty, with or
without urethral lengthening) for FTM's, and facial feminization, breast augmentation and
surgeries to remove testes (orchiectomy) and create vaginas (vaginoplasty) for MTF's. That said,
other transgender individuals do not want or require surgery to alleviate ry-pto*r. A recent
study noted that, o'As the field matured, health professionals recognized that while nurny
individuals need both hormone therapy and surgery to alleviate their gender dysphoria, others
need only one of these treatment options and some need neither. Often with the irelp of
psychotherapy, some individuals integrate their trans- or cross-gender feelings intothe gender
role they were assigned at birth and do not feel the need to feminize or .*rilittire their bodv.
For others, changes in gender role and expression are sufficient to alleviate gender dysphoria.
Some patients may need hormones, a possible change in gender role,-but trJr*g".y; others may
need a change in gender role along with surgery but not hormones."Ss

In considering the question of gender-confirming surgery among military personnel, it is
important to recognize that regulations permit servicJmimbersio have ilictive cosmetic
surgeries at military medical facilities, and that some of those elective procedures risk post-
operative complications that can be more serious than those of medicaliy necessary g.rrd"r-
confirming surgeries.56 For example, the LeFort osteotomy procedures and mandibular
osteotomies that service members may elect to have are associated with a number of possible
complications based upon the technigue, surgical level, and anatomic site at which the
surgery/osteotomies are performed.t' The incidence of complications in craniofacial surgery
deqe.n{s upon the type of surgery and anatomic location at which_the procedure is perfoined,
and infection rates may range from approximately I to 3 percent.ss Raaitionat complications'
following mandibular osteotomies, such as sensory deficit, may range between 24 io g5 percent,
and unfavorable fractures associated with sagittal split osteotomies tuy rurrg, between 3 to 23
percent.se Other studies cite complication rates of ieFort I osteotomies at 6.4 percent, including
anatomic complications, bleeding requiring transfusion, infection, ischemic complicationu ru.h-
as aseptic necrosis, and insufficient fxation.60 Treatnent for these complications may require
additional surgical or other interventional procedures, antibiotics, and/oi local wound care.

Even if the Military Health Service provided gender-confirming surgeries, however, the demand
for such procedures would be low. Research on civilian employers rihose-insurance plans cover
transition-related health care has found that very few employees submit claims for such benefitsit any given year. If extrapolated to the active, Guard *d t"..ru. components of the military,
the data suggest that if transgender service members were allowed to serve, and if the militaiy
covered medically necessary care related to gender transition, fewer than 2 percent of
transgender service members, a total of 230 individuals, would seek gender-confirming surgery
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in any particrr[a1 year.6r A recent study reported the average cost of transition-related health care
at 529.929.62

As with any surgical procedures, gender-confirming surgeries entail a risk of short-term and
chronic post-operative complications.63 Gender-confir-ing ptor"dures that pertain to the breasts
and chest tend to entail low complication rates. MTFs who undergo breast augmentation as a
single surgery often are discharged the same day with pain medication and antibiotics. They
leave their dressings intact for three days following surgery and the steri-strips along the points
of incision are left in place for another week. Patients are generally comfortable within two days
and return to regular activities within two weeks, though doctors recommend that they avoid
exerting themselves for a month. Surgeries involving the genitourinary system can be riskier. For
MTF individuals, surgery on the external genitalia typically entails a penectomy, bilateral
orchiectomy, vaginoplasty (including formation of the labia major and minora), clitoroplasty,
and urethral shortening. For vaginoplasty, patients are hospitalized for six to eight aays. Ufns
who have this surgery will start to feel more comfortable after one to two weeks and will be
asked to return to the clinic for periodic follow-up visits, though strenuous activity typically is
avoided for three months.

Despite the possibility of post-operative complications, research shows that their incidence rate is low.
Across 15 studies from 1986 to 2001, 2.1 percent of patients had rectal-vaginal fistut4 6.2 percent
with vaginal stenosis, 5.3 percent had urethral stenosis, 1.9 percent with clitoral necrosis, and2.7
percent with vaginal prolapse.6a A follow-up study of 80 women who had vaginoplasties found three
post-operative complications and another determined that among 89 vaginoplasties, there was one
major complication.6s If hansgender service members were allowed to iervi and to have gender-
confirming surgery ryhile in the military, we estimate that ongoing post-operative complications would
render ten MTF service members unfit for duty each year.66

For FTM individuals, surgery on the genitalia can include a vaginectomy, either metoidioplasty
(clitoral lengthening with or without urethral lengthening) or phalloplasty (either pedicledflap-or
free tissue transfer, with or without urethral lengtheningj, and scrotoplasiy'(with ilacement oi
testicular prostheses). Additionally, some individuals undergo hysterectomy and bilateral
salpingo-oophorectomy. Phalloplasty is a lengthy multiple stage process, and a majority of FTM
patients do not undergo any genital surgery except for a hysterectomy and the removal of the
fallopian tubes and ovaries. For FTMs who desire both top (chest) and bottom (genital) surgeries,
the timeline is more complex than for MTFs. The chest surgery can be completed at the same
time as a hysterectomy and oophorectomy, and in most cases patients are discharged the
following day. After a mastectomy, FTMs are back to their normal routines in one to two weeks
but should avoid strenuous activity for four weeks. FTMs who have had a hysterectomy or
oophorectomy can be required to wait four to six months until they can undirgo additional
genital surgeries, though hysterectomy and oophorectomy may be performed iimultaneously
with genital reconstruction. Those having urethral lengthening are generally hospitalized five to
ten days' Phalloplasty is more complicated, and the expecteO trospital time tan be ten to fourteen
days, with a catheter required for up to three weeks.67

Research suggests that a minority of individuals having female-to-male genital surgery may
expect long-term complications that would require ongoing care.68 In a study of SOlffrA puti"rrt,
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in France who had a phalloplasty, 25 percent had complications including infection and
hematoma. In the same study,29 percent of those with a penile prosthesis had mechanical or
infective complications.o' In another study in the UK of 115 FTMs who underwent total phallic
reconstruction from 1998 to 2008, 10.4 percent experienced partial skin necrosis, 4.3 percent had
infection, and2.6 percent had phalluses that were lost.7o That said, very few FTMs have genital
surgery, and out of I,594 FTMs who responded to a recent survey, only 48 individuals (i
percent) had genital surgery, including 24 who had metoidioplasty and phalloplasty, 1 who had
just phalloplasty, and 23 who had just metoidioplasty.Tr Given such low demand, even using
conservative assumptions it is estimated that only 6 post-operative FTM transgender men would
become unfit for duty each year as a result of ongoing, post-operative complications following
genital surgery.T2

In surrl while the risks of genital surgery are real, they are no higher than risks associated with
other genitourinary procedures, and they are lower than risks that accompany some elective non-
transgender-related surgeries which the military allows and which, unlike genital surgeries for
transgender individuals, are cosmetic and not medically necessary. As well, the low rate of
demand for genital surgeries would mean that in absolute and relative terms, allowing such
procedures would place almost no burden on the militarv.

4.d) Deployment

In explaining the military's ban on transgender service, and as noted above, spokespersons have
emphasized non-deployability, medical readiness and constraints on fitness for duty as reasons
why transgender service members should not be allowed to serve. While p".son r"ipolicy must
of course be designed to promote deployability and medical readiness, arguments invoked to
oppose transgender service on these grounds do not withstand scrutiny. With few exceptions,
transgender service members are deployable and medically ready. As noted in other sections of
this report, cross-sex hormone treatment and mental health considerations do not, in general,
impede the deployability oftransgender service members, and the public record includes
instances in which transgender individuals deployed after having undergone transition.T3 With
two exceptions, all transgender service members who are otherwise fit would be as deployable as
their non-transgender peers. The frst exception is post-operative transgender service members
whose genital surgeries result in long-term complications. Using consivative assumptions, as
noted earlier, an estimated 16 post-operative service members (ten MTF transgender women and
six FTM transgender men) would become permanently undeployable each y.i * a result of
ongoing post-operative medical complications following genital surgery.

The second exception would be those undergoing surgical transition while in service. But the
number of service members undergoing surgical transition in any given period would be low,
both in relative and absolute terms, either because they would travi atreaAy transitioned prior to
joining the military, would prefer to wait until the end of military service io transition, oi would
not want to surgically transition, regardless of the timing. As discussed above, if the military's
health care progrurm paid for transition-related 

"oueruge, 
fewer than2percent of transgender

service members, atotalof 230 individuals, would seek gender-confirming surgery.u.h y"*.
With very few exceptions, transgender service members would be deployible ira -.airuttyready on a continuous basis.
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Straightforward and fair-minded regulatory options are available for managing transgender
military service and deployability. According to Army regulationso which, as explained above,
do not apply to transgender-related conditions, "Personnel who have existing medical conditions
may deploy" if deployment is unlikely to aggravate the condition, if an unexpected worsening of
the condition would not pose a grave threat, if health care and medications are immediately
available in theater, and if "no need for significant duty limitation is imposed by the medical
condition."To British military policy 

"oncetttittg 
transgender service and deployuUitity is equally

sensible: "Applicants who are about to undergo, or are still recovering from surgery to change
the extemal appearance oftheir body into that of the acquired gender should be graded P8
[medically unfit], as with any other condition that is being treated or requires surgery at the time
of applicatiorU until they are fully recovered from the surgery."/)

Many non-transgender service members are temporarily or permanently non-deployable, but
they are not automatically discharged as a result, and military policies accommodate them within
reason. Defense Department regulations confnm that when evaluating a service member's fitness
for duty, non-deployability is not grounds for a determination of unfitness: "Inability to perform
the duties of his or her office, grade, rank, or rating in every geographic location and under every
conceivable circumstance will not be the sole basis for a finding of unfitness."76 Even service
members who are permanently constrained by serious medical conditions and defects are
allowed, under some circumstances, to remain in the military. According to DODI 1332.38, "A
service member who has one or more ofthe listed conditions or physical defects is not
automatically unfit," including systemic diseases such as tuberculosis, leprosy, lymphoma,
leukemia, or Hodgkin's disease.TT Regulations provide service membersiuffering from these and
other serious, non-transgender-related, medical conditions with opportunities to serve in a
limited capacity and to recover: "A member previously determined unfit and continued in a
permanent limited duty status...may be determined fit when the member's condition has healed
or improved so that the member would be capable ofperforming his or her duties in other than a
limited duty status."78

Although deployability is a crucial component of readiness, many non-transgender service
members are temporarily or permanently non-deployable. According to a20ll Defense
Department study of health-related behaviors, 16.6 percent of active duty service members
(244,000 service members) were unable to deploy during the twelve-month period prior to the
survey's administratiorl includng22.S percent of Marines. Service members who were
temporarily or pemunently non-deployable cited a variety of factors including injuries (31.5
percent), illness or medical problems (23.4 percent), pregnancy (9.9 percent), mental health (8.1
percent), family reasons (3.3 percent) and other unspecified reasons (29.9 percetrt). Another 2.2
percent of the active component returned early from a deployment during the previous yea..7e

Yet non-transgender, non-deployable service members are not automatically banned, and
policies accommodate them to the extent possible. Indeed, the services have adopted leave and
assignment policies that provide for prolonged absences and restrictions on duty as a result of
medical conditions, as well as life choices that service members make. These include ordinary
and advance leave. By law, members of the armed forces are entitled to 30 days ofpaid leave per
year (generally referred to as "ordinary" or'oannual" leave), accruing at arate of 2%days per
month.o" Service members need not provide any justification in order to take their annual leave. On
the contrary, military commanders "shall encourage and assist all Service members to use,' their
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leave.8l Leave is scheduled "consistent with operational requirements, training workloads, and
the desires of the Service member," including "at least one extended leave period each year of
approximately 14 consecutive days in length or longer."82

Service members are permitted to accumulate up to 60 days of ordinary leave under normal
circumstances, and may accrue up to 120 days-when deployed to certain ileas or performing
duties designated by the Secretary of Defense.t' They may a^lgo be extended up to 30 days of
"advance leave" after their ordinary leave has been used up.8o while the operational needs ofthe
service are critical considerations, existing military law and policy contemplate that members
may be absent from duty for extended periods oftime. On average, service members are
expected to be absent one month out ofevery twelve, and military regulations provide for
absences of up to 90 days per year without regard to medical needs or other special
considerations.

Figure 2: Individual Military Readiness Rates, Active component, 2005-2010
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Service members may also be granted special leave on top of their ordinary leave. This leave is
in addition to the 30 days per year provided for by federal law and is not counted against the
member's ordinary leave balance. Some special leave, like the 60 days allowed on graduation
from service academies such as West Point, is clearly not meant to be used more thin once.ss
Other special leave, however, can be used multiple times. For example: the armed forces give
special leave to personnel who have children while on active duty. New mothers can take up to
42 days of maternity leave after delivery, and a service member whose spouse eives birth can
lake 10 days ofparental leave (formerly called "paternity leave").86 Adoptive plents are granted
21 days of special leave, which can be taken any time up to one year after the adoption is
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complete.s7 The regulations do not restrict the number of times such leave can be taken. Mothers
of newborn children and single parents who adopt also receive a l2A-day deferment from
assignments overseas where dependents are not authorized to travel typically, imminent danger
or hostile fire areas.88 Service members can elect to waive the defermint, Uui are not required to
do so.8e

In addition to the elective leave programs, the services provide for situations in which a member
may be absent owing to a medical condition or procedure. A member unable to be present for
duty due to hospitaliz,ationis excused from dufy while hospitalized. The absence is not counted
against the member's leave balance. Members recovering from medical procedures or illnesses
can also be granted convalescent leave of up to 30 days, as directed by their unit commander or
by the commander of their military hospital; this leave is likewise not charged against their
ordinary leave.e0 Longer periods of convalescence may be authorized undei procedures
determined by each service. In the Army, for example, any period of convalescent leave
exceeding 30 days requires approval by the local military hospital commander.er

Military convalescent leave policy does not discriminate against elective procedures such as
Botox treatments and "plastic surgery for unacceptable cosmetic appearance."e2 Soldiers
receiving such procedures may be e4pected to reimburse the service for their cost, but they.Vill
be afforded convalescent leave and will not be required to use regular leave for their post-
operative recovery."e3 Finally, the services recognize that members may on occasion have
medical conditions which limit their availability to be assigned overseas. Members with such
medical conditions may be deferred from reassignment for up to l2 months.ea Personnel with
more persistent medical needs are given assignment limitation codes and may be excluded from
overseas service altogether, while still remaining on active d.tty.,t

The concerns of the judge in the Alexander case notwithstanding, existing military policies and
procedures are designed to ensure a capable fighting force while at the same time anticipating
and providing for prolonged absences by service members based on medical conditions, eleciive
medical procedures, personal life choices, and morale and personal welfare. Transgender service
members, however, are automatically discharged, in part because of assumed constraints on their
deployability and medical readiness, even though such constraints would apply to no more than a
few hundred transgender service members at any one time. In contrast, non-transgender service
members are given multiple opportunities to demonstrate their deployability and fitttess for duty
despite medical limitations, and many are retained even if they are not fully deployable or fit.
Even those service members deemed permanently unfit "may be retained as an ixception to the
general policy rule" if their skills or experience warrant continuing service.e6

4.e) Adaptability and Continuity of Care

While some experts have cited difficulties associated with the acquisition of competence as an
argument against transgender military service, acquiring the skills necessary for providing
transgender-related health care would advance military interests in a number of ways.et IrTHS,s
acquisition of competence would enhance the well-being of the estimated 15,450 tiansgender
service members who serve currently. Medical research has demonstrated that "hormone therapy
and surgery have been found to be medically necessary to alleviate gender dysphoria in many
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people," and that treatment is effective in promoting the emotional and physical well-being of
transgender individuals. e8

MHS's acquisition of competence in the provision of transgender-related health care would
promote continuity of care between the MHS and the Veterans Health Administration (VHA).
Military as well as VHA officials have acknowledged the importance of continuity of care as a
cost-saving measure and because continuity improves health-related outcomes.ee And officials
representing both medical systems have expressed their commitment tg promoting continuity for
service members transitioning from the armed forces to veteran stafus.l0O The regulatory
requirement for the VHA to provide all transgender-related health care (aside from gender-
confirming surgery) and for the military to deny it undermines continuity of care and imposes
unnecessary costs on the VFIA. For example, a service member whose depression could have
been avoided through the provision of proper care during active service may require, upon
separation from the military, significantly more interventions from VHA clinicians than would
have been the case if MHS had provided appropriate and timely care.

The VHA', the largest health care system in the country, has provided all transgender-related
health care except for gender-confirming surgery since the June, 2011, promulgation of VHA
Directive 20ll'024, '?roviding Health Care for Transgender and Intersex Veterans." Since that
time, VHA has disseminated its new treatment standard via internal mechanisms such as an
intranet SharePoint site, and VHA's Transgender Education Workgroup has produced webinar
trainings about cultural competenceo mental health and cross-sex hormone treatment. VHA's
Pharmacy Benefits Management Office has collaborated with LGBT Program Coordinators and
experts in the Office of Health Equity to develop hormone treatment guidelines which have been
distributed widely throughout the system. Permanent, recurring LGBT psychology fellowships
have been established at nine VA facilities, and VHA has established four Transgender E-
Consultation teams to support health care providers throughout the system. Medtal systems of
foreign militaries have adapted to the decision to provide transgender-related health care as well.
It is clear that MHS will adapt and acquire the competence the VIIA has worked to build when
the ban on transgender military service is lifted.

MHS has demonstrated repeatedly that it is able to institute rapid, service-wide changes in policy
and procedures when faced with new diseases, operational contingencies, legislative manditrr, 

-

and economic and./or political requirements. For example, the management ofbattlefield injwils
illustrates MHS's ability to respond to changing external realities, in this case the evolving-face
of wartime trauma. The Iraq and Afghanistan theaters of operation produced a large numbir of
casualties that were managed with the most modern advancements in diagnosis, transportation
and treatment. Lessons learned in all three phases were rapidly transmitted service-*ide,
permitting bottom-up recommendations for policy changes at the highest levels of MHS and
resulting in unprecedented success in reducing morbidity and mortality. Telemedicine expertise
at Landstuhl Regional Medicine Center in Germany (usually the first tertiary medical facility to
receive battlefield injuries from Iraq or Afghanistan) established a system that "allowtedl (f)
rapid dissemination of lessons learned, (2) establishment of process and problem ownership,'(3)
rapid dissemination of policy change recommendations, (4) improved medicaVsurgical
management effrciencies, and (5) state-of-the-art innovations in overall trauma care and
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development of standardized trauma clinical practice guidelines and protocols to facilitate
reductions in mortality and morbidity rates in this unique trauma population."l0l

Other examples of significant changes in MHS policies and^protocols include: physical profiling
of active duty members by measuring fitness capabilities;tu' development of quality assurance
programs in the delivery of health care;'u' development of executive skills required for
management of major military treatment facilities;rOa development and evolution of dependent
medical care;'u' changing weight standards for active duty personnel;106 and, of course, the
requisite changes following the repeal of .don,t ask, don't tell.,'107

s) PoLrcY RECOMMENDATTONS

The regulatory revisions that this commission recommends are simple, straightforward and fair.
They improve care for US service members without burdening the military's pursuit of its vital
missions.

With respect to medical
regulations' the Commander in Chief should order the Defense Departmenfto eliminate bars to
transgender military service by updating enlistment regulations that disqualift conditions that are
defined physically ("abnormalities or defects of the genitalia such as change of sex") and mentally
("psychosexual conditions, including but not limited to transsexualism"). ihese blanket enlistmenl
bars should be deleted, along with other disqualifications that may arise from medically
appropriate treatment of transgender-related conditions, such as amenorrhea or hypogJnadism.los
The Comrnander in Chief should order the Defense Department to eliminate reteniion regulations
that specifr gender identity disorder as a condition justifting administrative separation aJwe[.roe

Aside from these minor revisions. the
Defense Department should not write new medical regulations or policies to address health care
needs of transgender personnel, and should treat transgender serviie members in accordance with
established medical practices and standards, as it does with the provision of all medical care. As
we have documented throughout this report, transgender service members should be presumed to
be fit. Any medical issue that interferes with an individual's performance of duty is aiready subject
to evaluation under existing medical standards, which are suffrcient for enabling doctors to make
determinations of fitness and deployability for transgender personnel. Transgerider service
members should not be held to different standards of self-sufficiency or fitnJss than any other
service members.

precedents. While no new medical rules are needed, the Defens. b.purt-*t rttould formulate
administrative guidance to address fitness testing, records and identification, uniforms, housing
and privacy. We encourage independent scholars as well as Pentagon analysts to study foreign
military experiences that could inform the policy-making process. At least 12 countriis incttiding
Australia, Belgiurn, Canad4 the Czech Republic, Denmart, Israel, the Netherlands, New Zealid,
Norway, Spain, Sweden, and the United Kingdom allow transgender personnel to serve; foreign
military regulations that apply to transgender military service are straightforward and sensiblel
offering a sound model for US military policy.
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Appendix - Statement by 16 current and former military university faculty members

We write to endorse the quality of research that informs the Report of the Transgender Military
Service Commission, which determined that there is no compelling medical rationale for banning
transgender military service. We believe that the Commissioners who completed this study
engaged in careful and well-done research, and that their conclusions are based on a reasonable
assessment of available evidence. *

LTC Allen B. Bishop, USA (ret.), former assistant professor, US Military Academy
Dr. Allyson A. Booth, professor, US Naval Academy
Lt. Col. David A. Boxwell, Ph.D., USAF (ret.), former professor, US Air Force Academy
Dr. Kathleen campbell, associate professor, us Military Academy
Dr. Donald Campbell, professor, US Military Academy
Lt. col. Edith A. Disler, Ph.D., usAF (ret.), former professor, us Air Force Academy
Dr. Barry S. Fagrr, professor, US Air Force Academy
Dr. Gregory D. Foster, professor, National Defense University
Dr. Clementine Fujimura, professor, US Naval Academy
Dr. Elizabeth L. Hillman, former instructor, us Air Force Academy
Dr. Janice H. Laurence, former professor, Naval postgraduate school
Dr. David Lrrry, professor, US Air Force Academy
Lt. Col. James E. Parco, Ph.D., USAF (ret.), former professor, Air Command and StaJf College
Professor Steven M. Samuels, ph.D., US Air Force Academy
Dr. Richard schoonhoven, associate professor, US Military Academy
Professor Tammy S. Schultz, ph.D., US Marine corps war college 

-

*The views expressed in this statement by current and former faculty at US Government
Agencies are those ofthe individuals and do not necessarily reflect ihe official policy or position
of their respective university, their Service, the Department of Defense or the LiS Government.
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' We are grateful to the numerous individuals who contributed to ttlis project including Jameson Casentini, Janelle
Downing, Jacob Eleazer, Dr. Nathaniel Frank, Dr. Richard Frankenstein, Dr. Maurice Garci4 Dr. Jody Herman, Dr.
Arngld Gass, Dr. Gary Gates, Dr. Louis Gooren, Dr. Jamison Green, Dr. Dan Grossman, Dr. Wylie Hlmbrie, Dr.
Michael Kauth, Mara Keisling, Christopher Mathews, JD, Diane Mazur, JD, Dr. Christopho Nif[ taula Neira, Dr.
Lealah Pollock, Kerri Ryer, Dr. Loren Schechter, Dr. Christopher Salgado, Dr. Jae Seveiius, Dr. Jillian Shipheia and
Frynn Tannehill.
' See Gary Gates and Jody Herman (2013). Transgender Military Service in the United States, Los Angeles, CA:
Williams lnstitute. As explained below, Drs. Gates and Herman are in the process of updating the calculations in
their 2013 report.
' Adam F. Yerke and Valory Mitchell (2013). Transgender People in the Military: Don't Ask? Don't Tell? Don't
Fnlist !, J o urrnl of Homo sexuality, 60 :2-3, 43 6-457 .
" Yerke and Mitchell, Transgender People in the Military, 445. Also sec Jack Drescher, peggy Cohen-Kettenis, and
Sam Winter Q0l2), Minding the Body: Situating Gender Identity Diagrroses in the ICD-I llinternattonal Review of
Prychiury,24(6),573.
' Ilan H' Meyer and Mary E. Northridge, eds. (2007). The Health of Sexual Mirwrities: public Heatth perspectives

?! *t!tu"., Gay, Bisexual and Transgender populwians. New york, Ny: Springer.
'Nils Daulaire (November 12,2013). A Victory for LGBT Health in the Americis. Hffingtonposl, accessed

P:""*.1.26,10l?.at oz.rrtrnr.' See Fields v. Smith,653 F.3d 550 (7tr Cir. 201l).
o For example, "For many gender non-conforming people, tansition as a framework has no meaning in expressing
their gender - there may be no tansition process at all, but rather a recognition of a gender iOentity ihat defies
convention or conventional categories." Jaime M. Grant, Lisa A. tvtottet and Justin ianis (201l). injustice at Every
Turn:A Report ofthe National Transgender Disoimination Survey. Washington, oc: Naiional Center for
Transgender Equalify and National Gay and Lesbian Task Force, 26.
'cross-dressing by non-tansgender individuals is beyond the scope of our analysis.
'" See Gary Gates and Jody Herman (forttrcoming). Transgender Military Service in the United States, Los Angeles,
CA: Williams lnstitute- Their veteran category includes 4,650 individuais in the standby and retired reserve. At the
Iry: "f yithg, the active, Guard and reserve components included 2,2g0,g7s prrro*rl.
' ' N = 1,26 I . Jack Harrison-Quintana lld Jody L. Herman (201 3). Still Serving in Silence: Transgender Service
Members and Veterans in the National Transgender Discrimination Swvey. LGBfe policy Journal at the Harvard
Kennedy School^ 5.

'2. The peer+eviewed studies are John R Blosnich, George R. Brown, Jillian C. Shrpherd" Michael Kauth, Rebecca I.
Piegari, and Robert M. Bossarte (2013). Prevalence of Cenaer Identity Disorder and S.ri"iae Risk Among
Transgender Veterans Utilizing veterans Health Administation care-. Ameican Jounnl of public Healt-h,I03:10,
2:7-]2; George R Brown (1988). Transsexuals in the Military: Flight into Hypermasculinity. Archives of iexual
Behavior,17:6,527-537; Everett McDuffie and George n. erorvn (2010). Seventy U.S. Viterans with Gender
Identity Disturbances: A Descriptive Study. International Journnl of Transgendeism, l2:1,21-30;Franklin D.
Jones, Michael G. Deeken and Steven D. Eshelrnan (1984). Sexual iteassignment Surgery and the Military: Case
Reports' Military Medbine,149:5,271-275; Matthew F. Kenigan (2012).hransgendJ discrimination in the
Military, The New Don't Ask, Don't Tell. Psychology, Public-Policy, and Law,f8r3, s00-5tg; Jillian C. Shiphod
Lauren Mizock, Shira Maguan and Kelly E. Green Qotz>. Male-to'Female Transgender veterans and VA Health
Care Utilization. International Journal of Sexual Health,24:1,78-87;and Yerke ird Mitch.ll, Transgender people
in the Military. The three non peer-reviewed studies are Flaoison-Quintana and Herman, Still'serving in Silence;
!ry".t and Schilt (2008), Transgender People in the u.s. Military, 

-Santa 
Bmbara, cA: palm center; and Tarynn M.

Witten Q007). Gender Identity and the Military: Transgender, Tianssexual, and Intersex-identified Individuals in
the U.S. Armed Forces. Santa Barbma, CA: palm Certer.
',t^ Doe v. Alexander,5l0 F. Supp. 9.00 (D. Minn. 19gl).
'," Leylandv. Orr,828 F.2d 584 (9tb Cir. l9g7).
'' DeGroat v. Townsend,495 F. Supp. ZdB45 (S.D. Ohio 2007).
16 Departrnent of Defense,Instuction- (DODI) ot:O.O:, Medica'l Standardsfor Appointment, Enlistmenl, or
lr*:ry: jr^,!e lilinrv services, April 28, 20 r 0, rncorporating change l , September 13, zo.1 ." DODI 6130.03, Medical Standardsfor Appointment, at 11+1c;.
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]l ryqt 6-130.03, Mydicai stanairaiyor Appointmenr, Enclosure 2, at g 3(b).
'" AR 40:501 , Snndards of Medical Fitness,December 14,Z0O7,at1 t_06j.
,, l*V Reg. 40--501 Standards of Medical Fitness,at !| l-6(h)." Departrnent of Defense Instruction 1332.38, Physical DisaniUty nvafuatton, Novernber 14,lggl,Incorporating
thange 2, April 10,2013.
" DODI 1332.38, Physical Disability Evaluation,Enclosure 5, at,tf 1.3.9.6.'" Deparbnart of Defense Instuction 1332.14, Enlisted Administriive Separations,August 2g,211g,lncorporating
thange 3, September 30,201 l.
; POOJ 

1332.t4, E2tj!:! Atu"inistrative Separations,Enclosure 3, ar tf 3(a)8.-- se€, tor example, US Marine Corps MCIWEST-MCB CAMPEN onoEn oooo .1, Reporting of prescribed
Medicuions and Medical Treatment Outsifu the Military Health System,October t,'ZOiZ,. 

'r
27 Jillian c' !!!nnera, Lauren Mizock, Shira Maguen *a r"ly n. iireen e0l2).Male-to-Female TransgenderVeterans and VA Health Care Utilizat ian. Iwernational Jouial of Sexual Health, 24:1, g5.

]ilM*l-_q:intana and Herman, StifLServing in Silence, 6." Everett McDuffie and George R Brown (2010). s*""tv u.S. veterans with Gender Identity Disturbances: A
R":Ttgit" Study. Interrntional J ournal of Transgenderiim, l2:1, 2l _30.
'u DODI 6130'03 requires a reference to dLgnostic codes in the krternational classification of Diseases (IcD-g),and the ICD does list diagnoses for both tanlssexualism and gender iJeotity disorder. DoD tanslates DSM-IV
9jagnoses to the closest ICD code.
" In the world hofessional Association for Transgender Health Standards of care, dysphoria refers to the distressitsell not the incongruance between gendo identit! and asigne.d .e*.lee Eli coleman et al. (201l). Standards ofcare for the Health of Transsexual, Tiansgender, and Gendei-Nonconforming people, version 7. InternationalJournal of rransgende'!:*: !3'168. Indeed, n9.n-f3lsqender people can experience gender dysphoria. For example,some men who are disabled in combat, especially iftheiir injury inctuaes genital wounds, may feel that they are nolonger men because their bodies do not conform to their .on."pt ofmanliness. Similarly, a woman who opposesplastic surgery' but who must undergo mastectomy because of'breast canc€r, may find that she requiresreconstructive breast surgery in order to resolve gender dysphoria arising from ttre i".ongu*". between her bodywithout bneasts and her sense of herself as a woman.t'Coleman 

et al., Standards of Care. 16g.

], lrescfrer, 
Cohen-Kettenis, and W-inter, Minding the Body, 575.-' Drescher,.9o-hT-I:tt*is, and Winter, Minding Ae gody, 569;574.

". Y"V"l and Norttridge, The Health of Sexuat Minorities.

;; :l:scher, Cofen;Keltenjq and Winter, Minding the Body, 573.'' coleman et al', Standards ojc{e 230, citing nnaings of ian Eldh, Agres Berg and Maria Gustafsson (rgg7).Long-Term Follow up Afte1s,ex Reassignmeni s*g.i. scandinaviai Journal of plastic and Reconstructive
Y'rtry(narydsurggry,3l,l,3945;Lukci.lsaiaann"ar"*u"yr (2007).sugicalTrearnentofGender
Dysphoria in Adults and Adolescents: Recent Developments, Effectiveness, and chall enges. Annual Review oJ sexResearch,18,l' 178'224; lr4.FL Murad, M.B. Elamin,vt.zc*"iin.j. rvrul*, A. Murad, p.J. Erwin and V.M.Montori (2010)' Hormonal Therapy and sex Reassignment e systematic Review ana uia-anaysis of Quality ofLife and Psychosocial outcomes.-clrnical Endocriiology, T2,z,ztq+st;F. pfrfflin and A. Junge (199g). Sex

[:#:yj"#,:ffp-y^Ti.::TTg"f"ll:l'":-,o}ygd,^$; r:* l*:,'*-;a;s;;, A comprehensive

r Paraphilia is sexual arousaf tg an atypical object. See American Psychiatic Association (2013). Diagnostic and
l#t911!yl,Y::yyl _(5th 

ed.). Arlington, VA: American psychiaric ruttistring.
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Research, l, l, 163-174.

I "r:'gx T {,;sq*":19::, 3rk^Yy1*"r;:H3T*ur.Tryqv andsex Reassignment; G. De cuypere,
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San Francisco Deparbnent of public Health, San Francisco.
'rffi:r:^i;fan et al' (2012).hevalenceoiDsM-Iv Major Depression Among u.s. Military personnel. Military
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llfirn Murphy (April 7, 2012). AFog of Drugs and War. Los Angeles Times.
"' Katherine Blakeley and Don J. Jansen (2013). Post-Traunwic Stress Disorder and Other Mental Health
Pyblems inthe Military: oversight Issuesfor Congress. Washington, DC: Congressional Research Service,2,
citing Mental Disorders and Mental Health Problems, Active Component, US Armed Forces, 2000-2011 eune2012). Medical Surveillnnce Monthly Report,19,6, ll-17.
a2 Paul R Sackett and Anne S.lvlau;, .d". liooO;. Assessing Fitness for Military Enlistmznt physical, Medical, and
Mental Health standards. washington, DC: The National ecademies press, 144.* Ministry of Defence. Policy forihe hecruitment and Managemznt oJ Transsexual personnel in the Armzd Forces.
January, 2009, London: UK.
oo Coleman et al., Standards of Care, I g9.
" older MTFs, beyond the age ofmost service members, may risk cardiovascular disease as a consequence ofhormone
P:fpf' Testosterone may increase the risk of Type 2 diabetes, hypertension, and cardiovascular disease for older FTMs."" H' Asscheman, E.J. Giltay, J.A' Megans, w.P. de Ronde, rraa. 'vanrrotsenburg, 

and L.J. Gooren (201l). A Long-Term Follow-up study of Mortality in Transsexuals Receiving Treatnent with cioss-sex Hormones . European(lryt of Endoc,rinology, 164,4,635-42; Paul van flstgren 6t l. 1teol1. Moraality ana uoruiaity in Transsexualsubjects Treated with cross-Sex Hormones . ctinical Endacri"oiigy, a7,1,337-34i;u. coliii,R costa, and o.Todarello Q0l4). Transsexual Pati-ent1' Psychiatric Comorbidity aia'positive Effect of cross-Sex HormonalTreafinent on Mental Health: Results frorna Longitudinal StuOv. psycha neuroendocrinology,3g:65-73.a7 H' Asscheman-et al. (August 14,2013).Venous Thrombo-Embolism as a Complication of Cross-Sex HormoneTreafrnent of Male-to'Female Transsexual subjects: A Review. Andrologia.published online.oE rom waddell Health c-enter (2006). rrotiitr To, .ruormona ieiiii^ "* of Gender.Accessed November 6,20 I 3 from: http:44rvlw.sfd?!.9{g/q_ t/Smups/oiqrvi:ces/medsvyhlthc;s/Transcendprotocols 
I 22006.pdf.*,DepartnentofDefense(20l3'dveDutyMilitaryPersonnel20]],||g-

I 20; 130-1 3 I ; 248: 264-265.

]l?r*"I**t of Defense. Policy Guidnnce for Deployment-Limiting psychiatric conditions and Medications.2006at114.2.3. *'Lq tv,cucvurruftrs. 2

.#H:Jl*:"Sflj]^l3llg_):.fi Soldier !3 Deptoy on Anything,: pentagon Rules Bar some Drugsfrom Combat Zone, but Oversight is Suspect. Arnty Times.t2 Tilghman, 'Any Soldier Canbeploy on arrytfring'.
-- Department of the Army. Personnel Policy Guidancefor overseas Contingency operations,2009 at17-13(b)1.tEtik' 

Stetson, for examile, served ur * a-v employee in Afghanistan in 201I and2[l2under the civilianvr urs utvlltatl
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,tgl:1"9 mile Trans: I:!9:!:r Bolyard Story. outServe Mogaiini,accessed at

" Coleman et al., Standards of Care, llLl7L

"I::llXl:lrlTll:::ol:1.:tT,il. 
cg;me1ic qrocedurel see rricare Managemenr Activiry, Uniform Business

9T:J10131. 
prouider's Guide to the Ekctive cosmztic iurgrry iipiriiil*"'u* ^vrrvrtJ' ur'rurr. Itusrness

'' Patel, Morris and Gassman show that these complicatiottr -uy inciude "airway, vascular, hemorrhage, vascularcompromisg neurologic, infectious, skeletal, unfavorable_osteoimv, iootrr i"jd 
";ilil;;;stoperarivemalocclusion, temporomandibular joint disoiders, and unfavorable aesthetic ."ruit..', S"" p.'p'uiet, D. Morris, and A.Ga.ssman (2007)' complications oi-orthognathic'Surgery. lo"it ojCi"niofacial surgery,18,4,975-9g5.Themilitary allows personnel to have electivJcosm"ll ygli91o" u rpu."-*"ilable basis *a ui tt 

"i, 
o*,r expense.'o Patel, Morris, and Gassman, complications ororrrtofratrri. s*g'*y, r. Kramer. c. Baethge, G. swennen et al.

9094)' Infa- an{ Perioperative complications of the liFort t ostJotomy: A prospective Evaluation of 1000Patients' "/oarnal of Craniofaciat 9urgery,15,6,971-977;K.lo*r 1zOoq. Le Fort II and Le Fort III Osteotomiesfor Midface Reconstruction and considerations for Internal pixationlrn e. Greenberg and J. prein, eds.c-raniomaxillofacial Reconstructive and correclue Bonc surgery.New york, Ny: Springer ,667-66g.
ll l:i:l a":is,, and Gassman, Comptications of Orttrogr"d,i; a;e;.
;; fr-:r, faetfge, Swennen et al., Inta_ and perioperative Compiications.

nennan touncl rn a recent $*v l!"1thehighest annualized utilization rate for large employers is 0.044 claimantsper thousand employees annually (Table 8). 
-Ifthe 

mlitary were ilnrr to civilian firms, and given that the active,Guard and reserye components currently include 2,280,8i5 p".ro-i, tr,en one would expect 0.044x2,2g1:100
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claimants per year if the-Military Health System covered gender-confinning surgery. However, transgend€r people
are over-represented in the military (15,45a12,280,875 million :0.68%mititary-as compared to .3yo of thecivilianadult population') Hence the figure of 100 claimants per year strould be adjusted .rp**d by .6g1.3 :2.3x. Hence, ifthe military paid for transition-re_lated surgery, one would expect 2.3x100:230 claims per year. See Jody L.Herman (2013)' costs and Benefits of rroviding Transition-Related Health care coverage in rmployee HealthBenefits Plans, Los Angeles, CA: Williams Institute.
"' Herman, Costs and Benefits. 6.* short-term surgical complications can include rectal injury, infection, delayed wound healing, bleeding, venousthromboembolism, and./or urethral stream abnormalities. lvrtii" **yoith"re comptications a.e either self-limitedor may be treated with local wound care, antibiotics, or anticoagulants, some, such as rectal injury, may requireadditional surgical procedures such as a temporary colostomy. i**-1;;;;iffi;;;;ctude vaginal stenosisand unsatisfactory appearance of the t*gtcuuy reconstructed geniali4 and vaginal stenosis may require additionalprocedures such as skin grafts or intestinal transpositionuo A'A' Lawrence (2006)' Patient-ReportedComplications and Functional outcomes of Male-to.Female sex Reassignment
.S"{g.ry. Archives of Sexual Belavior, 35, 6, 7l7 _Zt .-" cameron Bowman and Joshua M. Goldberg (2006). care of the PatiqJ Uldergoing sex Reassignment Surgery.Internationnt Journat or\yrysenderism,9, 

":-tu:r 
Mr{*h;L. Djla;"ui", D;r*"t d;;jevic and Marta R.Bizic (2011)' Rectosigmoid vaginoplasty: clinical Experience *o6ut"or"s in g6 cases. Joirrnl of SexualMedicine, S,12'3487-3494; Ji-Xiang wu, Bin ri, wen-zri ii,iong-6u** Jiang Jie-Xiong Liang, chen-Xiztong (2009)' Laparoscopic vaginal Reconstruct-ion uring aoit"ai S"grn*r. Inte-rnational J-ournat of Gyrrccotogyand obstetrics, 107, 3,258-261;L. Jmolfm, r sga! na. sJr,-iat, o. r.l*r.u, R Foltrin and I. Kawaciuk (2009).Gender Reassignment surgery in Male-toFemale franssexualism: A netospective 3-vonth r,oilow-up study withAnatomical Remarks' JgurnoJ of sexual Medicine,6,-6,1635-l6aa; s. v. perovic, D.S. Stanojevic and M.L.J.Djordjevic (2000)' vaginoplasfy in Male Transsexuals-using penile ilin *a a urethral Flap. anl hternntional,86,7,843-850.

66 Presumably' any post-operative MTF individu*.*ffi gngginq complications would be screened out at the time ofenlistment' Hence the only MTF troops who wolld be unntbifutv *o4a.ry those experiencing ongoing post-operative complications from genital iurgeries they elected to rtuu"ito:oining the military. As explainedpreviously' if the Military Health service-paid for tansition-."tut.a 
"*",.one 

would expect 230 claimants per year.Approximately 90 percent of transgender toops are.MTF's, thus suggesting .g x230 :'zoz-itarmants per year forMTF hansition-related coverage. Ii5 percent ff such claims 
"trtuir"ELgoing 

post-operative complications, thiswould mean that l0 MTF tTlsg.ender toops would becom" p"r.*#ry unfit for duty each year.ut strol+en1 surgical complicalions relatei to the vaginectomy include bleeding and those associated withscrotoplasty include loss of the testicular prosth"r"s ril"t"d to infection or erosion. whether undergoing ametoidioplasty with urethral lengthening or phalloplasty, rh;:il;;plications include urethrat sricrure orfistulae' infection' delayed yo*a lealiig' uld/o. urnous thromboembolism. These 
"onoti*rtay either be self-limited or require additional procedures s]uch as dilation, .t i"t*" r.t*e, and./or buccal mucosal grafts, local woundcare' antibiotics' or anticoagulation. Additional.i.ts.as.oci"i"J*iti'f,iailoplasty include flap failure and delayed

lrt:tiq_"l{!.do1o.t tlt: (.9tt_"orr1rnonly forearnn, thigh, or uu"t;. '-'-- s' Baumerster' M' Sohn, c' Domke, and K. E-ag frolrl. rhailoplasty in Female-to-Male Transsexuals:Experience from 259 cases [Article in Gennan] . uoira"wi uil roiiir-itost Chir, 43, 4, 2ls-2t; J.E. Terrier, F.courtois' A' RufEon' N' Muel Journ-el (september rz, zor:i. s*gi"J our.o.". and patients, satisfaction withSuprapubic Phalloplastv' Journal of sexuai Medicine .fupub4;-;i;;,lrJt; p.a. sutcrirr,i.bir.*, RL. Akehurst,A' wilkinson' A' shipparn, S. white, R' Richards and CM. d;ti;6br) Evaluation of Surgical procedures for SexReassignment: A Systematl. R:ul"* 4 urnal of Plastic, Reconitiu)iw oyt errthetic surgery, 62, 3,294-306: A.Leriche, M'o' Timsit, N. Morel-Journel, e. uouillot, D. D;b;ie;-a. i"m* (200s). Long-Term outcome ofForearm Flee-Flap Phalloplasty in the Tieatment of fransse*"tir*. aJ (J International, l0l, 10, 1297-1300; J.J.Hage and A'A' van Ttrrnhout (2006). Long-Term outcome of Metaidoioplasty in 70 Female-to -Male Transsexuals.Annals of Plastic surgery, 57,3,312-3lo;-vt. sargezer, S. Oanidg M. Deveci and Z. odabaqi (2004).Long-TermFollow-Up of Total Penile Reconstruction with seisate osteocutaneous Free Fibula Flap in lg Biological MalePatients. Plastic and Reconstructive Surgery, | 14, 2, 439_452.@ Albert Le.riche et al' (2008). t-ong-reil txtcome of Forearm Flee-Flap phalloplasfy in the Treatment ofTran ssexuali stn. BJ II i nte r national, fi 1, 10, l2g7 _ 1 300.' urulro Garatld' christopher A' Nim, and David J' Ralph (2010). Total phallic Reconstruction in Female-to-MaleTranssexuals . Europ e an U ro lo gy 57 .4', 7 I S _7 22.
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7' These figures are derived from raw data that informed Grant, Mottet and Tanis, Injustice at Every Turn.
'' Presumably, any post-operative FTM individuals with ongoing complications would be screened out at the time of
enlistment. Hence the only FTM toops who, as a class, would be unfit for duty would be those experiencing
ongoing post-operative-complications fiom genital surgeries they elected to have after joining the military. As
explained previously, if the Military Health Service paid for transition-related care, oni *ould expect 230 claimants
per year. However, only 1O percent of transgender troops axe FTMs, thus suggesting .1x230 = 2: claimants per year
for FTM transition-related coverage. If one quarter of such claims entailed ongoing-post-operative complications,
this would mean that 6-FTM tglsgender troops would become permanently *nt foi duty each year.73The 

stories of Erika Stetson, Mcole Shouldir and Rachel Bolyard *"r" rif"."n.ed in a previous endnote.

]1 *tg*"":of the Army, Personnel Policy Guidancefor Ovirseas Contingency Operations,zl}g, atU T-9(e).
;. lqs_try of Defence, Policy for the Recruitment and Managemcnt of Tranisexual prrton*i.
;; P9PI li1? lq, Physical Disabitity Evatuation, Enclosure:, at,115.+.t.:.
; PgPl 1132.38, P hy sicat Disability Ev atualion, Enclosur e 4, at 1y 1.1.2.
'" DODI 1332-38,, Physical Disability Evaraation, Enclosure 3, at T 

p3.4.3.
'' Department of Defense. Health Related Behaviors.
ou l0 U.S.C. g 701(a).
o' Deparfinent of Defense Instruction 1327.06, Leave and Liberry Policy and procedures, June 16,z01g,
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Dr. M. Joycelyn Elders, MD

Joycelyn Elders, the first person in the state of Arkansas to become
board certified in pediatric endocrinology, wss the sixteenth Surgeon
General of the United States, the first African American and only the
second wonnn to head the US Public Health Service. Long an
outspoken advocate ofpublic healttr" Elders was appointed Surgeon
General by President Clinton in 1993.

Bom to poor farming parents in 1933, Dr. Elders grew up in a ruraf
segregated, poverty-stricken pocket of Arkansas. She was the eldest
of eight children" and she and her siblings had to combine work in the
cotton fields from age five with their education at a segregated school
thirteen miles from home. They often missed school during harvest
time, September to December.

After graduating from high school, she earned a scholarship to the all-black liberal arts Philander
Smith College in Little Rock. While she scrubbed floors to pay for her tuition, her brothers and
sisters picked extra cofion and did chores for neighbors to earn her $3.43 bus fare. In college, she
enjoyed biology and chemistry, but thoughtthat lab technician was likely her highest calling. Her
ambitions changed when she heard Edith Irby Jones, the first African Americanio attend thi
University of Arkansas Medical School, speak at a college sorority. Dr. Elders-who had not
even met a doctor until she was 16 years old--decided that becoming a physician was possible,
and she wanted to be like Jones.

After college, Dr. Elders joined the Army and trained in physical therapy at the Brooke Army
Medical Center at Fort Sam Houston, Texas. After discharge in 1956 she enrolled at the
University of Arkansas Medical School on the G.I. Bill. Although the Supreme Court had
declared separate but equal education unconstitutional two years earlie., blders was still required
to use a separate dining roorn--where the cleaning staffate. She met her husband, Oliver Elders,
while performing physical exams for the high school basketball team he managed, and they were
married in 1960.

Dr. Elders did an internship in pediatrics at the University of Minnesot4 and in 196l returned to
the University of Arkansas for her residency. She became chief resident in charge ofthe all-
white, all-male residents and interns, earned her master's degree in biochemistry in 1967 and
became an assistant professor ofpediatrics at the university's medical achool :rr-lgTl and full
professor lui.1976.

Over the next twenty years, Dr. Elders combined her clinical practice with research in pediatric
endocrinologS publishing well over a hundred papers, most dealing with problems of grourth
and juvenile diabetes. This work led her to study of sexual behavioi and her advocacy on behalf
of adolescents. She saw that young women with diabetes face health risks if they become
pregnant too young-including spontaneous abortion and possible congenital abnormalities in
the infant. She helped her patients to control their fertility and advised ihe- on the safest time to
start a family.
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Governor Bill Clinton appointed Joycelyn Elders head of the Arkansas Department of Health in
1987. As she campaigned for clinics and expanded sex educatiorl she caused a storm of
controversy among conservatives and some religious groups. Yet, largely because of her
lobbying, in 1989 the Arkansas Legislature mandated aK-I2 cuniculum that included sex
educatiorl substance-abuse prevention, and programs to promote self-esteem. From l9g7 to
1992, she nearly doubled childhood immunizations, expanded the state's prenatal care prograrn,
and increased home-care options for the chronically or terminally ill.

In 1993, President Clinton appointed Dr. Elders US Surgeon General. Despite opposition from
critics, she was confirmed and sworn in on September 10, 1993. During her fifteen months in
office she faced skepticism regarding her policies yet continued to bring controversial issues up
for debate. As she later concluded, change can only come about when th. S*gron General can
get people to listen and talk about difficult subjects.

Dr. Elders left office n 1994 and in 1995 she retumed to the University of Arkansas as a faculty
researcher and professor ofpediatric endocrinology at the Arkansas Children's Hospital. In 1996
she wrote her autobiography, Joycelyn Elders, tut.O.: From Sharecropper,s Daughter to Surgeon
General of the United States of America. Now retired from practic., ih. is a professor emeritus
at the University of Arkansas School of Medicine, and remains active in pubiic health education.

Professor Georg€ R, Brown, MD, DFAPA

George R. Brown, MD, DFAPA, is Associate chairman and professor of
Psychiatry at East Tennessee State university in Johnson city, TN. He is
currently serving his third term on the Board of Directors for the world
Professional Association for Transgender Healttr" the only international
organization that focuses on transgender health, where he also serves as a
member of the IncarceratioMnstitutionalization committee and the
Standards of Care Committee. He is a coauthor on the last three versions of
the Standards of Care.

Dr. Brown served as chief of Psychiatry at Mountain Home VAMC for lg
years and served 12 years in the US Air Force as a psychiatrist. He has worked with transgender
active-duty service members and with veterans d*i"g his 30 years of active clinical work in the
area ofgender dysphoria, and continues to evaluate and treat transgender veterans. He has
assisted with the VA national workgroups tasked with educating VUe chnicians about howto
deliver competent and respectful transgender health care.

Actively involved in working with legal cases on behalf oftransgender persons seeking access
to nondiscriminatory transgender health care in the United States, Dr. Biown has served as an
expert witness in sev-eral national precedent-setting cases that have benefitted transgender
persons. He has published over 135 articles and scientific abstracts, as well as 22 book chapters,
many of which have been on transgender health care issues. And, he has presented his work on
transgender issues at one third ofthe medical schools in the US as well ai in seven nations.
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Dr. Brown is a University of Rochester School of Medicine graduate who subsequently did
residency at Wright State University as an officer in the USAF. He is board certified in General
Psychiatry and a Distinguished Fellow in the American Psychiatric Association. His areas of
expertise include gender identity disorders/gender dysphoria and psychopharmacology. Dr.
Brown supervises resident research electives at the VA and encourages residents to develop a
better understanding of the potential contributions ofresearch on clinical practice tluough his
example as an accomplished clinical researcher.

Professor Eli Coleman, PhD

Professor Eli coleman is director of the Program in Human sexuality,
Department of Family Medicine and community Healttr, university of
Minnesota Medical School in Minneapolis, where he holds the first and
only endowed academic chair in sexual health. Dr. coleman has authored
articles and books on a variety of sexual health topics, including
compulsive sexual behavior, sexual orientation, and gender dysphoria.

He is founding editor of the International Journal of Transgenderism and
founding and current editor of the International Journal of sexual Health.
He is past president of the Society for the Scientific study of Sexuality, the
World Professional Association for Transgender Health (formerly the Harry Benjamin
International Gender Dysphoria Association), the World Association for Sexual Healtll and the
International Academy for Sex Research. In20l3, he was elected President ofthe Society for
Sex Therapy and Research for a two-year term

He has been a frequent technical consultant on sexual health issues to the World Health
Organization (WHO), the Pan American Health Organization (the regional office of WHO), and
the Centers for Disease Control and Prevention. And, he has been the recipient of numerous
awards including the US Surgeon General's Exemplary Service Award for his role as senior
scientist on Surgeon General's Call to Action to Promote Sexual Health and Responsible Sexual
Behavior, released in 2001. He was given the Distinguished Scientific Achievement Award from
the Society for the Scientific Study of Sexuality and the Alfred E. Kinsey Award by the
Midcontinent Region ofthe Society for the Scientific Study of Sexuality in 2001. In 2007, he
was awarded the Gold Medal for his lifetime contributions to the field of sexual health bv the
World Association for Sexual Health.

In2007, he was appointed the frst endowed Chair in Sexual Health at the University of
Minnesota Medical School, and in 2009 he was awarded the Masters and Johnson Award by the
Society for Sex Therapy and Research. In 20II, he received the John Money Award from the
Eastern Region ofthe Society for the Scientific study of Sexuality.
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organizations and studying leadership and leadership policy across sectors. He served for two
years as a leadership and human resources policy analyst in the Pentagon, and a year as a concept
developer in the Center for Army Leadership, and was the founding director ofthe West point
Leadership Center. He was instrumental in the design and formatioi of the Thayer Leader
Development Group, and is the managing member of Sa*otr Castle LLC, aleader development
consultancv.

BG Thornas A. KolditzrPhDrusA (Ret.)

General Kolditz is Professor in the Practice of Leadership and
Management and Director ofthe Leadership Development program at
the Yale School of Management. He has been one of the nation's
leading development experts for four decades in the public, private, and
social sectors. A Professor Emeritus at the US Military Academy,
General Kolditz led the Department of Behavioral Sciences and
Leadership at West Point for twelve years. In that role, he was
responsible for teaching, resea.rch, and outreach activities in
management, leader development science, psychology, and sociology.

A highly experienced global leader, General Kolditz has served for

i"^:llT26vea1s,in"leadershiprolesonlourcontinents.Hiscareert'u'ro@

Professor Kolditz is an internationally recognized expert on crisis leadership and leadership in
extreme contexts and in the development of programs to inculcate leadership and leader
development in everything fiom project teams to large organizations. He has published
extensively across a diverse array of academic and leaderihip trade journals, und ,.ru., on the
editorial and advisory boards of several academic journals. He is a fellow in the American
Psychological Association and is a member ofthe Academy of Management. In2007,while still
on active duty, General Kolditz was appointed a visiting professor at ihe yale School of
Management, where he designed a crisis leadership 

"o*r. and taught in the school's MBA
curriculum for three years

His most recent book, In Extremis Leadership: lzading as if Your Life Depended onft, was
based on more than 175 interviews conducted on the gL*i in Iraq iuring combat operations.
He has been named as a leadership Thought Leader by the Leader to Leader Institute and as a
lop Leader Development Professional by Leadership Excellence.In200g,he was named to the
council of Senior Advisors, Future of Executive Development Forum.
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RADM Alan M. Steinman, MD, USPHS/USCG (Ret.)

Rear Admiral Alan M. Steinman was commissioned in the united States
Public Health service as a lieutenant in July, r972,to conrmence a military
career of over 25 years in the united States coast Guard and the public
Health service. He served as senior medical officer at the uscc Support
Center, Elizabeth City, NC, from July to September,IgT2; as senior
medical offrcer and flight surgeon at USCG Air Statiorq cape cod, MA,
from 1973 to 1974; as senior medical offrcer and flight r*g"otr at uscc
Air Station, Port Angeles, wA, from 1974 to 1976, as senior medical
officer and flight surgeon at USCG Air statiory Astoria, oR, from 1976 to
1978; and as medical officer and flight surgeon at uscG support center,
Kodiak, AK, from January to May, 1987.

During these operational assignments, Dr. steinman flew on countless
emergency medical helicopter evacuations of ill and injured seamen,
fisherman, recreational boaters, loggers and military urtiu. duty personnel. His expertise in
emergency medicine and in cold-weather operations, particularly in the areas of sea-survival,
hypothermia and drowning, let to his initiafassignment at CoasiGuard Headquarters as the Chief
of Special Medical Operations from l97g to 19g2.

Dr. Steinman served as Medical Advisor for search and rescue operations in the USCG He
Search and Rescue Division of the Offrce of Operations from l9B2 to 1984. He then attended the
University of Washington in Seattle, WA, where he earned a Masters of public Health.
Following his tour of duty at Kodiak, AI! he returned to USCG HQ as the Chief of Clinical and
Preventive Medicine from April, Ig87,to September, 1990. Dr. Steinman next served under the
US Surgeon General (Dr. C. Everett Koop) as the Deputy Director ofMedical Affairs at USpHS
HQ from September, 1989, to February, 1990, followingwhich he served as Chief of the
Medical Branch at USPHS HQ until February, 1991. H; returned to USCG He as Chief of the
Wellness Branch from February, lggl,to August, 1993.

RADM Steinman was_ selected for promotion to flag officer in August, !gg3,for the position of
Director of Health and Safety at USCG HQ (equivalent to both the Surgeon General and Chief of
Safety Programs for the other branches of the armed forces). He retired from the Coast Guard
and the Public Health Service in September, 1997. Following his retirement, Admiral Steinman
was appointed to the_Presidential Special Oversight Board for Department of Defense
Investigations of Gulf-War Chemical and Biobglcal Incidents, *ir".. he served under Senator
Wtrren Rudman (R-NH) as the chief medical advisor forthe Board from July, 199g, to January,
2001.

Admiral Steinman's educational degrees include a Bachelor of Science in 1966 fromthe
Massachusetts Institute of Technology; a Doctor of Medicine rr_lgTl fromthe Stanford
university School of Medicine; and a Master of Public Health in l9g6 from the University ofwashington. His first post-graduate year in medicine was at the Mayo Graduate School of
Medicine in Rochester, MN, n I97l Dr. Steinman also graduated from the US Navy School of
Aerospace Medicine, where he earned the designation oiUS Navy Flight Surgeon n 1973.
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Dr. Steinman is Board Certified in Occupational Medicine and is a Fellow of the American
College of Preventive Medicine.

During his tenure as Director of Health and Safety, RADM Steinman managed a comprehensive
health care program for over 160,000 beneficiaries with a budget of over $ZSO mittion. H" ulro
served as the Director of the Coast Guard's Safety and Environmental Health programs,
overseeing the safety of all USCG personnel. He has an intemational reputation in cold-weather
medicine, hypothermia and sea-survival, and he is widely published in these areas, including
numerous articles in medical journals and chapters in textbooks of emergency medicine and
cold-weather medicine. He has lectured at various national and international conferences and
universities on hypothermia, sea-survival and drowning.

RADM Steinman's decorations include the Distinguished Service Medal, the Legion of Merit,
the Meritorious Service Medal, two USCG Comrnendation medals, the USCG Achievement
medal, the USPHS Commendation medal, two USPHS Unit Commendation Medals, the USpHS
Surgeon General's Medallio4 and the USPHS Sr.ugeon General's Exemplary Service Medal.
RADM Steinman currently serves as a consultant in cold-weather medicine and holds the
position of Professional Affrliate with the Health, Leisure and Human performance Research
Institute at the University of Manitoba. He is a scientific referee for various journals of
environmental and occupational medicine. He serves on the Honorary goard of Directors for the
Servicemembers Legal Defense Network, and he is co-founder ofthe puget Sound Chapter of
the American Veterans for Equal Rights.

RADM Steinman is the most senior military offrcer to self-identiry as gay after his retirement; he
served on the Military Advisory Council for Servicemembers fegal Defense Network, as an
advisor for Servicemembers United, Service Women's ActionNetwork and the palm Center. He
is also a founding member ofthe Puget Sound Chapter of American Veterans for Equal Rights.
He was selected to brief President-elect Obama's transition team on the issue of Oon't estl
Don't Tell; he also met with the senior members ofthe Pentagon's working group on gays in the
military, and he was invited by the White House to attend the-presidential SiEning Cerimony
repealing the Don't Ask, Don't Tell law. For the past five years, RADM Steinman has lectured
to college classes on Joint Base Lewis-McChord on the issue of DADT. RADM Steinman lives
with his seven-yeax-old adopted son and his husband in olympia wA.
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