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PRACTICE POINTS

. Transgender and gender diverse (TGD) health care
is multidisciplinary, and both military and civilian
dermatologists can serve an important role.

. Although dermatologists do not directly perform
gender-affirming surgeries or hormone management,
there are a number of dermatologic procedures
and medical interventions that can enhance a TGD
person’s desired appearance.

. Dermatologists also can help manage possible
adverse effects from gender-affirming interventions.

The US Military has made considerable strides in providing quality health
care to transgender and gender diverse service members (TSMs). Current
policies ensure continued military readiness and allow TSMs to receive
gender-affirming care while continuing to serve. Dermatologists play an
important role in the multidisciplinary medical team required for medi-
cal gender transition; however, there is considerable discord between
medically necessary procedures for dermatologic gender-affirming care
and insurance-covered benefits. Within the scope of dermatology, many
of the available procedures currently are not covered by insurance. This
article seeks to discuss how military and civilian dermatologists can
contribute to gender-affirming care. We also review existing disparities in
health care and identify potential areas of improvement.

D eople whose gender identity differs from the sex
assigned at birth are referred to as transgender. For

some, gender identity may not fit into the binary
constructs of male and female but rather falls between,
within, or outside this construct. These people often
consider themselves nonbinary or gender diverse. As the
terminology continues to evolve, current recommenda-
tions include referring to this patient population as trans-
gender and gender diverse (TGD) to ensure the broadest

inclusivity.! In this article, the following terms are used as
defined below:

e The terms transgender woman and trans feminine
describe persons who were assigned male gender at birth
but their affirmed gender is female or nonmasculine.

e The terms transgender man and trans masculine
describe persons who were assigned female gender at
birth but their affirmed gender is male or nonfeminine.

The US Military’s policies on the service of TGD per-
sons have evolved considerably over the past decade. Initial
military policies barred TGD service members (TSMs) from
service all together, leading to challenges in accessing nec-
essary health care. The first official memorandum explicitly
allowing military service by TGD persons was released on
June 30, 2016.> The intention of this memorandum was
2-fold: (1) to allow TGD persons to serve in the military so
long as they meet“the rigorous standards for military service
and readiness” by fulfilling the same standards and proce-
dures as other military service members, including medical
fitness for duty, physical fitness, uniform and grooming,
deployability, and retention, and (2) to direct the establish-
ment of new or updated policies to specific departments
and prescribe procedures for retention standards, separation
from service, in-service transition, and medical coverage.?
Several other official policies were released following this
initial memorandum that provided more specific guidance
on how to implement these policies at the level of the force,
unit, and individual service member.

Modifications to the original 2016 policies had varying
impacts on transgender health care provision and access.? At
the time of publication of this article, the current policy—the
Department of Defense Instruction 1300.28'—among oth-
ers, establishes standards and procedures for the process
by which active and reserve TSMs may medically, socially,
and legally transition genders within the military. The cur-
rent policy applies to all military branches and serves as the
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framework by which each branch currently organizes their
gender-affirmation processes (GAP).

There currently are several different GAP models
among the military branches.’ Each branch has a different
model or approach to implementing the current policy,
with varying service-specific processes in place for TSMs
to access gender-affirming care; however, this may be
changing. The Defense Health Agency is in the process
of consolidating and streamlining the GAP across the
Department of Defense branches in an effort to optimize
costs and ensure uniformity of care. Per the Defense
Health Agency Procedural Instruction Number 6025.21
published in May 2023, the proposed consolidated model
likely will entail a single central transgender health center
that provides oversight and guidance for several regional
joint-service gender-affirming medical hubs. Patients
would either be managed at the level of the hub or be
referred to the central site.?

Herein, we discuss the importance of gender-
affirming care and how military and civilian dermatolo-
gists can contribute. We also review disparities in health
care and identify areas of improvement.

Benefits of Gender-Affirming Care
Gender-affirming procedures are critical for aligning phys-
ical appearance with gender identity. Physical appearance
is essential for psychological well-being, operational readi-
ness, and the safety of TSMs.® It is well documented that
TGD persons experience suicidal ideation, depression,
stigma, discrimination and violence at higher rates than
their cisgender peers.”® It is important to recognize that
transgender identity is not a mental illness, and these ele-
vated rates have been linked to complex trauma, societal
stigma, violence, and discrimination.! Other studies have
suggested that increased access to gender-affirming inter-
ventions may ameliorate these mental health concerns.'””
The major components of gender-affirming care
include hormone therapy, gender confirmation surgery,
and mental health care, if needed. These are covered by
TRICARE, the health care program for military service
members; however, at the time of publication, many of the
dermatologic gender-affirming procedures are not covered
by TRICARE because they are considered“cosmetic proce-
dures,” which is a term used by insurance companies but
does not accurately indicate whether a procedure is medi-
cally necessary or not. Newer literature has demonstrated
that gender-affirming care positively affects the lives of
TGD patients, strengthening the argument that gender-
affirming care is a medical necessity and not just cosmetic.!

Aesthetic Procedures in Gender-Affirming Care
Surgeons, including those within the specialties of oto-
laryngology, oral and maxillofacial surgery, urology, gyne-
cology, and plastic surgery, provide major gender-affirming
interventions; however, dermatologists may offer less inva-
sive solutions that can serve as a temporary experience prior
to undergoing more permanent procedures.Hormonally
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driven disorders including acne, hair loss, and melasma
also are managed by dermatologists, along with scar
treatment following surgeries.

Because human variation is expansive and subjective,
what is considered feminine or masculine may vary by per-
son, group, culture, and country; therefore, it is imperative
to ask patients about their individual aesthetic goals and
tailor their treatment accordingly. Feminine and masculine
are terms that will be used to describe prototypical appear-
ances and are not meant to define a patient’s current state
or ultimate goals. The following procedures and medical
interventions are where dermatologists can play an impor-
tant role in TGD persons” GAPs.

Botulinum Toxin Injections—Botulinum toxin injection
is the most common nonsurgical aesthetic procedure per-
formed around the world.” The selective paralysis afforded
by botulinum toxin has several uses for people undergoing
transition. Aesthetically, the feminine eyebrow tends to be
positioned above the orbital rim and is arched with its apex
between the lateral limbus and lateral canthus,! while the
masculine eyebrow tends to be flatter and fuller and runs
over the orbital rim without a peak. For people seeking a
more feminine appearance, an eyebrow lift with botulinum
toxin can help reshape the typical flatter masculine eyebrow
to give it lateral lift that often is considered more feminine.
The targeted muscle is the superolateral orbicularis oculi,
which serves as a depressor on the eyebrow. This can be
combined with purposefully avoiding total lateral fronta-
lis paralysis, which leads to a “Spock” brow for extra lift.
Conversely, a naturally arched and higher eyebrow can be
flattened and lowered by selectively targeting areas of the
frontalis muscle.

Broad square jawlines typically are considered a mas-
culine feature and are another area where botulinum
toxin can be used to feminize a patient’s facial features.
Targeting the masseter muscle induces muscle weakness,
which ultimately may result in atrophy after one or more
treatment sessions. This atrophy may lead to narrowing
of the lower face and thus may lead to a fuller-appearing
midface or overall more heart-shaped face. Every indi-
vidual’s aesthetic goals are unique and therefore should
be discussed prior to any treatment.

Dermal Fillers—Dermal fillers are gel-like substances
injected under the skin for subtle contouring of the face.
Fillers also can be used to help promote a more masculine
or feminine appearance. Filler can be placed in the lips to
create a fuller, more projected, feminine-appearing lip. Malar
cheek and central lower chin filler can be used to help define
a heart-shaped face by accentuating the upper portion of
the face and creating a more pointed chin, respectively.
Alternatively, filler can be used to masculinize the chin by
placing it where it can increase jawline squareness and
increase anterior jaw projection. Additionally, filler at the
angle of the jaw can help accentuate a square facial shape
and a more defined jawline. Although not as widely practiced,
lateral brow filler can create a heavier-appearing and broader
forehead for a more masculine appearance. These procedures
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can be combined with the previously mentioned botulinum
toxin procedures for a synergistic effect.

Deoxycholic Acid—Deoxycholic acid is an injectable
product used to selectively remove unwanted fat. It cur-
rently is approved by the US Food and Drug Administration
for submental fat, but some providers are experimenting
with off-label uses. Buccal fat pad removal—or in this case
reduction by dissolution—tends to give a thinner, more
feminine facial appearance.'? Reducing fat around the axil-
lae also can help promote a more masculine upper torso."
The safety of deoxycholic acid in these areas has not been
adequately tested; thus, caution should be used when dis-
cussing these off-label uses with patients.

Hair and Tattoo Removal—Hair removal may be
desired by TGD persons for a variety of reasons. Because
cisgender females tend to have less body hair overall,
transgender people in pursuit of a more feminine appear-
ance often desire removal of facial, neck, and body hair.
Although shaving and other modalities such as waxing
and chemical depilatories are readily available at-home
options, they are not permanent and may lead to follicu-
litis or pseudofolliculitis barbae. Laser hair removal (LHR)
and electrolysis are modalities provided by dermatolo-
gists that tend to be more permanent and lead to better
outcomes, including less irritation and better aesthetic
appearance. It is important to keep in mind that not every
person and not every body site can be safely treated with
LHR. Patients with lighter skin types and darker hair
tend to have the most effective response with a higher
margin of safety, as these features allow the laser energy
to be selectively absorbed by the melanin in the hair
bulb and not by the background skin pigmentation.'!
Inappropriate patient selection or improper settings for
wavelength, pulse width, or fluences can lead to burns
and permanent scarring."*!® Electrolysis is an alternative
to hair removal within tattoos and is more effective for
those individuals with blonde, red, or white hair."®

Another novel treatment for unwanted hair is eflor-
nithine hydrochloride cream, which works by blocking
ornithine decarboxylase, the enzyme that stimulates hair
growth. It currently is approved to reduce unwanted hair
on the face and adjacent areas under the chin; however
the effects of this medication are modest and the medica-
tion can be expensive."”

Cosmetic hair and tattoo removal are not currently
covered by TRICARE, except in cases of surgical and
donor-site preparation for some GAPs. Individuals may
desire removal of tattoos at surgery sites to obtain more
natural-appearing skin. Currently, GAPs such as vagino-
plasty, phalloplasty, and metoidioplasty—often referred
to by patients as “bottom surgeries”—include insurance
coverage for tattoo removal, LHR, and/or electrolysis.

Management of Hormonal Adverse Effects

Acne—Individuals on testosterone supplementation tend to
develop acne for the first several years of treatment, but it may
improve with time.'® Acne is treated in individuals receiving
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testosterone the same way as it is treated in cisgender men,
with numerous options for topical and oral medications. In
trans masculine persons, spironolactone therapy typically is
avoided because it may interfere with the actions of exog-
enous testosterone administered as part of gender-affirming
medical treatment and may lead to other undesired adverse
effects such as impotence and gynecomastia.

Although acne typically improves after starting
estrogen therapy, patients receiving estrogens may still
develop acne. Most trans feminine patients will already
be on an estrogen and an antiandrogen, often spirono-
lactone.! Spironolactone often is used as monotherapy
for acne control in cisgender women. Additionally, an
important factor to consider with spironolactone is the
possible adverse effect of increased micturition. Currently,
the military rarely has gender-inclusive restroom options,
which can create a challenge for TSMs who find them-
selves needing to use the restroom more frequently in
the workplace.

If planning therapy with isotretinoin, dermatologists
should discuss several important factors with all patients,
including TGD patients. One consideration is the patient’s
planned future surgeries. Although new literature shows
that isotretinoin does not adversely affect wound healing,"
some surgeons still adhere to an isotretinoin washout
period of 6 to 12 months prior to performing any elec-
tive procedures due to concerns about wound healing.?*?!
Second, be sure to properly assess and document preg-
nancy potential in TGD persons. Providers should not
assume that a patient is not pregnant or is not trying to
become pregnant just because they are trans masculine. It
also is important to note that testosterone is not a reliable
birth control method.! If a patient still has ovaries, fal-
lopian tubes, and a uterus, they are considered medically
capable of pregnancy, and providers should keep this in
mind regarding all procedures in the TGD population.

Another newer acne treatment modality is the 1762-nm
laser, which targets sebaceous glands.” This device allows
for targeted treatment of acne-prone areas without systemic
therapy such as retinoids or antiandrogens. The 1762-nm
laser is not widely available but may become a regular treat-
ment option once its benefits are proven over time.

Alopecia and Hyperpigmentation—Androgens, whether
endogenously or exogenously derived, can lead to andro-
genetic alopecia (AGA) in genetically susceptible indi-
viduals. Trans masculine persons and others receiving
androgen therapy are at higher risk for AGA, which often
is undesirable and may be considered gender affirm-
ing by some TGD persons. Standard AGA treatments
for cisgender men also can be used in trans masculine
persons. Some of the most common anti-AGA medi-
cations are topical minoxidil, oral finasteride, and oral
minoxidil. Although Coleman et al’ recently reported that
finasteride may be an appropriate treatment option in
trans masculine persons experiencing alopecia, treatment
with 5a-reductase inhibitors may impair clitoral growth
and the development of facial and body hair. Further
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studies are needed to assess the efficacy and safety
of 5a-reductase inhibitors in transgender populations.!
Dutasteride may be used off-label and comes with a simi-
lar potential adverse-event profile as finasteride, which
includes depression, decreased libido, erectile dysfunc-
tion, ejaculation disorders, and gynecomastia.

Conversely, AGA tends to improve in trans feminine
persons and others receiving estrogen and antiandrogen
therapy. Natural testosterone production is suppressed by
estrogens and spironolactone as well as in patients who
undergo orchiectomy.! Although spironolactone is not
approved for acne, AGA, or hirsutism, it is a standard treat-
ment of AGA in cisgender women because it functions to
block the effects of androgens, including at the hair follicle.
Finasteride may be used for AGA in cisgender women but
it is not recommended for trans feminine persons.’

There are many other modalities available for the
treatment of AGA that are less commonly used—some
may be cost prohibitive or do not have robust supporting
evidence, or both. One example is hair transplantation.
Although this procedure gives dramatic results, it typically
is performed by a specialized dermatologist, is not covered
by insurance, and can cost up to tens of thousands of dol-
lars out-of-pocket. Patients typically require continuous
medical management of AGA even after the procedure.
Examples of treatment modalities with uncertain sup-
porting evidence are platelet-rich plasma injections, laser
combs or hats, and microneedling. Additionally, clasco-
terone is a topical antiandrogen currently approved for
acne, but it is under investigation for the treatment of AGA
and may become an additional nonsystemic medication
available for AGA in the future.”

Melasma is a hyperpigmentation disorder related to
estrogens, UV light exposure, and sometimes medication use
(eg, hormonal birth control, spironolactone).?* The mainstay
of treatment is prevention, including sun avoidance as well
as use of sun-protective clothing and broad-spectrum sun-
screens. Dermatologists tend to recommend physical sun-
screens containing zinc oxide, titanium dioxide, and/or iron
oxide, as they cover a wider UV spectrum and also provide
some protection from visible light. Once melasma is present,
dermatologists still have several treatment options. Topical
hydroquinone is a proven treatment; however, it must be
used with caution to avoid ochronosis. With careful patient
selection, chemical peels also are effective treatment options
for dyspigmentation and hyperpigmentation. Energy devices
such as intense pulsed light and tattoo removal lasers—
Q-switched lasers and picosecond pulse widths—also can be
used to treat hyperpigmentation. Oral, intralesional, and topi-
cal tranexamic acid are newer treatment options for melasma
that still are being studied and have shown promising results.
Further studies are needed to determine long-term safety
and optimal treatment regimens.**

Many insurance carriers, including TRICARE, do not
routinely cover medical management of AGA or melasma.
Patients should be advised that they likely will have
to pay for any medications prescribed and procedures
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undertaken for these purposes; however, some medica-
tion costs can be offset by ordering larger prescription
quantities, such as a 90-day supply vs a 30-day supply, as
well as utilizing pharmacy discount programs.

Scar Management Following Surgery

In TSMs who undergo gender-affirming surgeries, der-
matologists play an important role when scar symptoms
develop, including pruritus, tenderness, and/or paresthe-
sia. In the military, some common treatment modalities
for symptomatic scars include intralesional steroids with
or without 5-fluouroruacil and the fractionated CO, laser.
There also are numerous experimental treatment options
for scars, including intralesional or perilesional botulinum
toxin, the pulsed dye laser, or nonablative fractionated
lasers. These modalities also may be used on hypertrophic
scars or keloids. Another option for keloids is scar exci-
sion followed by superficial radiation therapy.

Mental Health Considerations

Providers must take psychological adverse effects into
consideration when considering medical therapies for der-
matologic conditions in TGD patients. In particular, it is
important to consider the risks for increased rates of depres-
sion and suicidal ideation formerly associated with the use
of isotretinoin and finasteride, though much of the evidence
regarding these risks has been called into question in recent
years.””? Nonetheless, it remains prominent in lay media
and may be a more important consideration in patients at
higher baseline risk.?” Although there are no known studies
that have expressly assessed rates of depression or suicidal
ideation in TGD patients taking isotretinoin or finasteride, it
is well established that TGD persons are at higher baseline
risk for depression and suicidality."”# All patients should be
carefully assessed for depression and suicidal ideation as
well as counseled regarding these risks prior to initiating
these therapies. If concerns for untreated mental health
issues arise during screening and counseling, patients
should be referred for assessment by a behavioral health
specialist prior to starting therapy.

Future Directions
The future of TGD health care in the military could see an
expansion of covered benefits and the development of new
dermatologic procedures or medications. Research and
policy evolution are necessary to bridge the current gaps
in care; however, it is unlikely that all procedures currently
considered to be cosmetic will become covered benefits.
Facial LHR is a promising candidate for future cov-
erage for trans feminine persons. When cisgender men
develop adverse effects from mandatory daily shav-
ing, LHR is already a covered benefit. Two arguments
in support of adding LHR for TGD patients revolve
around achieving and maintaining an appearance con-
gruent with their gender along with avoiding unwanted
adverse effects related to daily shaving. Visual conformity
with one’s affirmed gender has been associated with
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improvements in well-being, quality of life, and some
mental health conditions.?’

Scar prevention, treatment, and reduction are addi-
tional areas under active research in which dermatologists
likely will play a crucial role.*** As more dermatologic
procedures are performed on TGD persons, the published
data and collective knowledge regarding best practices in
this population will continue to grow, which will lead to
improved cosmetic and safety outcomes.

Final Thoughts

Although dermatologists do not directly perform gender-
affirming surgeries or hormone management, they do play an
important role in enhancing a TGD person’s desired appear-
ance and managing possible adverse effects resulting from
gender-affirming interventions. There have been considerable
advancements in TGD health care over the past decade, but
there likely are more changes on the way. As policies and
understanding of TGD health care needs evolve, it is crucial
that the military health care system adapts to provide com-
prehensive, accessible, and equitable care, which includes
expanding the range of covered dermatologic treatments to
fully support the health and readiness of TSMs.
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