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Introduction

In the United States (US), more than 1.6 million people, 
including 700 000 youth identify as transgender and gender-
diverse (TGD),1,2 such that their gender identity or behavior 
differs from those socially attributed to their sex assigned at 
birth.3 This incongruence can lead to significant clinical 
distress or impairment (ie, gender dysphoria),3-5 and family 
physicians are increasingly more likely to encounter TGD 
people who request primary or gender-affirming care, such 
as counseling, exogenous sex hormone therapy, and sur-
gery, in their medical practice.6 For example, one study 
examining TGD people’s reasons for primary care visits 

demonstrated that approximately 50% were related to gen-
der-affirming care.7
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Abstract
Purpose: Family physicians are increasingly more likely to encounter transgender and gender-diverse (TGD) patients 
requesting gender-affirming care. Given the significant health inequities faced by the TGD community, this study aimed 
to assess changes in military-affiliated clinicians’ perspectives toward gender-affirming care over time. Methods: Using a 
serial cross-sectional survey design of physicians at the 2016 and 2023 Uniformed Services Academy of Family Physicians 
conferences, we studied participants’ perception of, comfort with, and education on gender-affirming care using Fisher’s 
Exact tests and logistic regression. Results: Response rates were 68% (n = 180) and 69% (n = 386) in 2016 and 2023, 
respectively. Compared to 2016, clinicians in 2023 were significantly more likely to report receiving relevant education during 
training, providing care to >1 patient with gender dysphoria, and being able to provide nonjudgmental care. In 2023, 26% 
reported an unwillingness to prescribe gender-affirming hormones (GAH) to adults due to ethical concerns. In univariable 
analysis, female-identifying participants were more likely to report willingness to prescribe GAH (OR = 2.6, 95%CI = 1.7-
4.1) than male-identifying participants. Willingness to prescribe was also associated with ≥4 h of education (OR = 2.2, 
95%CI = 1.1-4.2) compared to those with fewer than 4 h, and those who reported the ability to provide nonjudgmental care 
compared to those who were neutral (OR = 0.09, 95%CI = 0.04-0.2) or disagreed (OR = 0.11, 95%CI = 0.03-0.39). Female-
identifying clinicians were more likely to agree additional training would benefit their practice (OR = 5.3, 95%CI = 3.3-8.5). 
Conclusions: Although military-affiliated family physicians endorsed more experience with and willingness to provide 
nonjudgmental gender-affirming care in 2023 than 2016, profound gaps in patient experience may remain based on the 
assigned clinician. Additional training opportunities should be available, and clinicians unable to provide gender-affirming care 
should ensure timely referrals. Future research should explore trends across clinical specialties.
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One relevant subgroup of primary care physicians avail-
able to provide gender-affirming care to a diverse popula-
tion worldwide at minimal cost to beneficiaries is US 
military-affiliated family physicians. These clinicians serve 
US military Service members and retirees, as well as their 
family members; many clinicians eventually separate from 
the military and serve as leaders in the civilian primary care 
workforce. With the TGD community’s overrepresentation 
in the Military Health System (MHS) at a ratio up to 2:1 
compared to the general population,8,9 military-affiliated 
family physicians are likely to provide healthcare to TGD 
patients and are well-positioned to reduce inequities in 
access to care.

TGD people face significant inequities in health and 
healthcare access and utilization compared to their cisgen-
der peers,10-13 which are amplified in communities of color 
and can vary significantly depending on legislation and 
insurance coverage.14-16 For instance, TGD persons have 
cited a lack of clinicians’ cultural sensitivity as a barrier to 
care.17,18 Up to one-third of TGD individuals avoid or delay 
care due to fear of discrimination or mistreatment,19-21 with 
the odds of delaying care increasing when patients perceive 
the need to teach their clinician about gender-affirming 
care.11 Avoidance of care and preventive services or use of 
non-traditional medical care due to prior negative experi-
ences with traditional healthcare systems has been found 
within studies from several countries,22 and has been asso-
ciated with decreased life expectancy.23 Increasing aware-
ness of these inequities has led to calls for training on 
gender-affirming care in US undergraduate and graduate 
medical education.24,25 Furthermore, the extent to which US 
medical residency programs cover gender-affirming care or 
provide experiences for residents to work with TGD patients 
is widely disparate.24,26 One study showed that, although 
71% of family medicine residents felt that gender-affirming 
care was within their scope of practice, only 10% felt com-
petent in providing it post-training.26 The knowledge gap 
may be profound for clinicians caring for TGD youth, with 
one study revealing that 86% of pediatric specialists desired 
training in gender-affirming care.12

Educational interventions, even as brief as 2 h of instruc-
tion, appear to effectively improve competency in caring for 
TGD patients in clinical practice, including in domains of cli-
nician attitude, knowledge, and skill.25,27-29 However, com-
pared to studies on educational interventions or patient 
experiences with gender-affirming care, research examining 
primary care physicians’ perceptions of and ability to provide 
gender-affirming care remains more limited.17,30-36 This is 
important because the majority of TGD individuals report con-
cerns about the lack of medical professionals trained to care for 
them,37 which may lead to several downstream impacts on 
TGD patients’ health outcomes (eg, rates of depression, sub-
stance use, and STI/HIV prevention).22,38-40 Therefore, this 
study aimed to assess changes in military-affiliated family 

physicians’ perception of, comfort with, and education in pro-
viding gender-affirming care over time by comparing cohorts 
surveyed in 2016 and 2023. Additionally, we sought to assess 
if factors, such as clinician experience and sociodemographics, 
would be predictors of perceived ability and willingness to 
provide gender-affirming care.

Methods

We conducted a serial cross-sectional study based on sur-
veys distributed to all attendees of the Uniformed Services 
Academy of Family Physicians Annual (USAFP) 
Conferences in March 2016 and 2023. The Institutional 
Review Board at the senior author’s institution approved 
this study and the USAFP Clinical Investigation Committee 
reviewed and approved inclusion of our questions in the 
larger omnibus conference survey. During the conference, 
the Clinical Investigation Committee made several 
announcements regarding the presence of the Omnibus 
Survey on the conference’s online platform and welcomed 
participation. Participation was voluntary and respondents 
were informed of the nature of the study, risks and benefits 
of participation, and participants’ ability to skip specific 
sets of questions. Responses were collected anonymously 
via an online audience response system. Medical student 
and non-clinician responses were excluded from our analy-
ses. This article was prepared in accordance with the 
Strengthening the Reporting of Observational Studies in 
Epidemiology (STROBE) statement.

Outcomes and Covariates

Using multiple choice and Likert-type questions (see 
Supplemental Table), 5 binary outcomes were created to 
assess clinician perceptions: (1) likelihood of willingness to 
prescribe gender-affirming hormones (GAH; ie, would pre-
scribe independently, with expert assistance, or with addi-
tional training; vs. would not prescribe), (2) belief in the 
ability to provide nonjudgmental care to TGD patients (ie, 
strongly agree/agree vs. other responses), (3) presence of 
ethical reasons for not prescribing GAH to an adult (yes vs. 
no), (4) routinely asking about sexuality, sexual practices, 
or gender identity when taking an adolescent psychosocial 
history (at least sometimes vs. rarely/never), and (5) belief 
additional training on gender-affirming care would benefit 
one’s practice (strongly agree/agree vs. other responses). 
Participant characteristics used as covariates in univariable 
and multivariable models included gender identity (male, 
female, TGD/prefer not to answer), service branch, practice 
setting, percent of time in clinical care, time since medical 
school graduation, provision of care to a patient with known 
gender dysphoria, hours of relevant education during medi-
cal school, residency, or after, and belief in receipt of suffi-
cient education in provision of GAHs.
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Data Analytic Plan

Descriptive statistics were used to characterize the samples 
by study year. Five-level Likert variables were condensed 
into 2- or 3-level variables for analysis. Chi-square tests and 
Fisher’s exact tests were used to compare results to the 
same question across time. Univariable and multivariable 
logistic regression analysis was used to examine the effects 
of predictor variables on outcomes of interest from the 2023 
dataset; the 2016 dataset was previously analyzed.41 In 
select univariable models, 3 additional predictor variables 
were added, including identification as sexual- or gender-
diverse, belief in the ability to provide nonjudgmental care 
to TGD individuals, and completion of family medicine 
residency. These variables were not added to the multivari-
able models due to relevance/priority or collinearity. 
Missing data were addressed with pairwise deletion.

Results

The response rates for the 2016 and 2023 surveys were 
n = 180 (68%) and n = 386 (69%), respectively. The majority 

of our sample reported a male gender identity, were 
>10 years beyond medical school graduation, and practiced 
in academic settings (Tables 1 and 2).

Time-Trend Analyses

The 2023 participants were more likely to report a female 
gender identity than those in 2016 (44% vs 37%, P = .027); 
approximately 8% of the 2023 sample identified as sexual 
and/or gender-diverse (not assessed in 2016). There were no 
statistical differences between cohorts regarding service 
branch, practice setting, time in clinical care, or completion 
of residency over time. Compared to those surveyed in 
2016, those surveyed in 2023 reported more didactic hours 
in providing healthcare for TGD people during undergradu-
ate and graduate medical education, reflecting a 41% 
decrease in the percentage of clinicians reporting 0 h of rel-
evant education (74% vs 44% receiving no training, 
P < .001). In 2023, 66% reported additional training after 
completion of formal education, and there was a 226% 
increase in the number of physicians reporting caring for 

Table 1.  Participant Demographics by Survey Group.

Characteristic 2016 survey (n = 180) % [95% CI] 2023 survey (n = 386) % [95% CI] P value

Gender identity, no. (%) .027
  Male 113 63.5 [56.1-70.3] 208 53.9 [48.9-58.8] —
  Female 65 36.5 [29.7-43.9] 171 44.3 [39.4-49.3] —
  TGD/Prefer not to answer 0 — 7 1.8 [0.9-3.8] —
Branch of service, no. (%) .340
  Air force 69 39.4 [32.4-46.9] 125 32.4 [27.9-37.2] —
  Army 57 32.6 [26.0-39.9] 131 33.9 [29.4-38.8] —
  Navy 31 17.7 [12.7-24.1] 75 19.4 [15.8-23.7] —
  Other 18 10.3 [6.6-15.8] 55 14.3 [11.1-18.1] —
Practice setting, no. (%) .585
  Academic 95 54.0 [46.5-61.3] 198 51.3 [46.3-56.3] —
  Non-academic 81 46.0 [38.7-53.5] 188 48.7 [43.7-53.7] —
Time in clinical care, no. (%) .241
  ≤50% 90 50 [42.7-57.3] 172 44.7 [39.8-49.7] —
  >50% 90 50 [42.7-57.3] 213 55.3 [50.3-60.2] —
Time since medical school graduation, no. (%) —
  <5 years — — 120 31.1 [26.7-35.9] —
  5-10 years — — 98 25.4 [21.3-30.0] —
  >10 years — — 168 43.5 [38.6-48.5] —
Completion of family medicine residency, no. (%) .120
  Completed 141 78.3 [71.7-83.8] 264 71.9 [67.1-76.3] —
  Not completed 39 21.7 [16.2-28.3] 103 28.1 [23.7-32.9] —
Identify as sexual and/or gender diverse, no. (%) —
  Yes — — 30 7.8 [5.5-10.9] —
  No — — 348 90.2 [86.7-92.8] —
  Prefer not to answer — — 8 2.1 [1.0-4.1] —

Abbreviation: TGD, transgender/gender-diverse.
Fisher’s exact test was used to determine P values. The P value represents the overall significance and compares the proportions of each characteristic 
between 2016 and 2023. Medical students were already subtracted from the n of each survey.
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Table 2.  Comparison of Participant Responses by Survey Group.

Characteristic
2016 survey 

(n = 180) % [95% CI]
2023 survey 

(n = 386) % [95% CI] P Value

During medical school and residency, I have received _ hours of didactic training on providing healthcare to transgender 
people.

<.001

  0 h 130 74.3 [67.2-80.3] 162 43.7 [38.7-48.8]  
  1-3 h 36 20.6 [15.2-27.3] 138 37.2 [32.4-42.2]  
  4+ h 9 5.1 [2.7-9.6] 71 19.1 [15.4-23.5]  
After residency, I have received _ hours of didactic training on providing healthcare to transgender people. —
  0 h — — 123 34.6 [29.8-39.7]  
  1-3 h — — 149 41.9 [36.8-47.1]  
  4+ h — — 84 23.6 [19.5-28.3]  
I have received sufficient education on provision of hormone therapy for adult patients determined ready for gender 
affirmation/transition.

<.001

  Strongly agree/agree 9 5.3 [2.7-9.8] 73 19.7 [15.9-24.1]  
  Neutral 13 7.6 [4.4-12.7] 86 23.2 [19.2-27.8]  
  Disagree/strongly disagree 149 87.1 [81.2-91.4] 212 57.1 [52.0-62.1]  
Since getting my license, I have provided primary care to military or non-military patients with known gender dysphoria. <.001
  0 patients 111 62.7 [55.3-69.6] 73 19.8 [16.0-24.2]  
  1 patient 31 17.5 [12.6-23.9] 58 15.7 [12.3-19.8]  
  2+ patients 35 19.8 [14.5-26.3] 238 64.5 [59.5-69.2]  
Exposure to openly transgender Service members, either informally or in a simulated training environment, would help 

me to feel more comfortable caring for transgender patients.
.007

  Strongly agree/agree 89 50.6 [43.2-57.9] 195 52.7 [47.6-57.8]  
  Neutral 49 27.8 [21.7-35.0] 132 35.7 [30.9-40.7]  
  Disagree/strongly disagree 38 21.6 [16.1-28.3] 43 11.6 [8.7-15.3]  
I believe I can provide nonjudgmental care to an individual with gender dysphoria during an office visit. .045
  Strongly agree/agree 130 76.0 [69.0-81.9] 315 84.7 [80.6-88.0]  
  Neutral 28 16.4 [11.5-22.7] 42 11.3 [8.4-14.9]  
  Disagree/strongly Disagree 13 7.6 [4.4-12.7] 15 4.0 [2.4-6.6]  
I would personally prescribe gender-affirming hormones to an adult patient with known gender dysphoria. .001b

  Yes - TOTAL 82 47.1 [39.8-54.6] 231 62.3 [57.2-67.1]  
  Yes - independently 1   0.6 32   8.6  
  Yes - after additional education 13   7.2 58 15.6  
  Yes - with direct assistance from an 

experienced clinician
30 16.7 56 15.1  

  Yes - with both additional education and direct 
assistance from an experienced clinician

38 21.1 85 22.9  

  No - TOTAL 92 52.9 [45.4-60.2] 140 37.7 [32.9-42.8]  
  No - because of ethical concerns 14   7.8 38 10.2  
  No - because of lack of comfortc 34 18.9 42 11.3  
  No - because of both ethical concerns & lack 

of comfort
44 24.4 60 16.2  

  No response 5   2.8 0 0  
For routine adolescent encounters, do you ask at least 1 question about sexuality, sexual practices, or gender identity —
  At least sometimesa — — 321 87.2 [83.4-90.3]  
  Never or rarely — — 47 12.8 [9.7-16.6]  
Additional training on transgender and gender-diverse health would benefit my current/future practice. —
  Strongly agree/agree — — 224 60.5 [55.5-65.4]  
  Neutral — — 90 24.3 [20.2-29.0]  
  Disagree/strongly disagree — — 56 15.1 [11.8-19.2]  

Fisher’s exact test was used to determine P values. The P value represents the overall significance and compares the proportions of each characteristic 
between 2016 and 2023. Medical students were already subtracted from the n of each survey.
aThe response “At least sometimes” includes responses for Always, Usually, and Sometimes.
bP value only for yes vs no totals.
cLack of comfort other than ethical concerns.
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≥2 patients with gender dysphoria (65% in 2023 vs 20% in 
2016, P < .001). Those in 2023 were also more likely to 
report having received sufficient education on the provision 
of gender-affirming medical care (P < .001) and believed 
they could provide nonjudgmental gender-affirming care 
(85% in 2023 vs 76% in 2016; P = .045; Figure 1).

Compared to 2016, 2023 respondents were also more 
likely to express willingness to prescribe GAH to an eligi-
ble adult patient either independently or with additional 
education and/or assistance from an experienced clinician 
(62% vs 47%; P = .001; Figure 1). Of the 37% who would 
not prescribe hormone therapy in 2023, 10% reported ethi-
cal concerns, 11% reported a lack of comfort, and 16% 
reported both ethical concerns and a lack of comfort. 
Despite the greater training reported in the 2023 cohort, 
over half of respondents (61%) agreed that additional train-
ing in TGD healthcare would benefit their clinical practice.

Univariable and Multivariable Analyses of 2023 
Participants

Willingness to prescribe gender-affirming hormones.  In uni-
variable analysis, female-identifying (OR = 2.6, 
95%CI = 1.7-4.1) and sexual- or gender-diverse (OR = 3.16, 
95%CI = 1.18-8.5) participants were more likely to report 
willingness to prescribe GAH than their peers (Table 3). 
Similarly, greater willingness to prescribe GAH was 
reported among: (1) those with ≥4 h of total education in 
gender-affirming healthcare (OR = 2.2, 95%CI = 1.1-4.2) 
compared to <4 h; (2) those who reported the ability to pro-
vide nonjudgmental care (OR = 9.4, 95%CI = 2.59-34.1) 
compared to those who do not (note that those with a neutral 
response were not statistically different from those who dis-
agree/strongly disagree); (3) those in academic medical 

settings (OR = 1.59, 95%CI = 1.04-2.43) compared those 
not in academic settings; and (4) those who had provided 
primary care to ≥1 TGD person (ORs = 1.84-2.28) com-
pared to those who have not provided such care. Service 
branch, time in clinical care, time since medical school 
graduation, and completion of residency were not signifi-
cantly related to willingness to prescribe GAH. In multi-
variable analysis controlling for relevant covariates, 
findings persisted for female-identifying participants 
(aOR = 3.05, 95%CI = 1.84-5.07), those who had provided 
care for ≥1 TGD patient (aOR = 2.42, 95%CI = 1.08-5.43), 
and those with ≥4 h of training (aOR = 2.41, 95%CI = 1.07-
5.42) (Table 4).

Likelihood of reporting nonjudgmental care.  Those who 
reported caring for ≥2 patients with gender dysphoria were 
more likely to report belief in their ability to provide non-
judgmental care (OR = 2.19, 95%CI = 1.14-4.20) compared 
to those who did not report caring for a person with gender 
dysphoria, a finding that persisted in multivariable analysis 
(aOR = 2.78, 95%CI = 1.31-5.91). Those who provided care 
to ≥1 patient did not significantly differ from those who had 
not. In univariable but not multivariable analysis, Army Ser-
vice members were less likely to report belief in their ability 
to provide nonjudgmental care (OR = 0.46, 95%CI = 0.22-
0.97) compared to Air Force Service members.

Likelihood of ethical concern.  Female-identifying respon-
dents (OR = 0.31, 95%CI = 0.19-0.52) had lower odds of 
reporting ethical concerns as a barrier to prescribing GAH 
to an adult patient than male-identifying respondents; this 
finding persisted in multivariable analysis (aOR = 0.27, 
95%CI = 0.16-0.49). Those who reported an inability to pro-
vide nonjudgmental care were also more likely to report 

Figure 1.  Willingness to prescribe gender-affirming hormones.
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ethical reasons as a barrier to prescribing (neutral regarding 
the ability to provide nonjudgmental care: OR = 9.15, 
95%CI = 4.48-18.72; disagreement response regarding the 
ability to provide nonjudgmental care: OR = 8.5, 
95%CI = 2.8-25.79); this was not assessed in multivariable 
analysis. In both univariable and multivariable analyses, 
those in the Navy were less likely to report ethical concerns 
than those in the Air Force.

Belief that additional training would benefit one’s prac-
tice.  In univariable analyses, female-identifying 
(OR = 5.26, 95%CI = 3.25-8.5) and sexual- or gender-
diverse (OR = 3.42, 95%CI = 1.28-9.19) participants were 
more likely to report that additional education in TGD 
healthcare would benefit their practice compared to their 
peers. Similarly, there were greater odds of reporting that 
additioning training would be beneficial by those who 
provided primary care to ≥2 TGD patients (compared to 0 
TGD patients; OR = 1.92, 95%CI = 1.13-3.29) and by 
those who indicated they had insufficient education (com-
pared to those who reported sufficient education; 
OR = 3.09, 95%CI = 1.78-5.39). Compared to those who 
agreed that they could provide nonjudgemental care, those 
who were neutral (OR = 0.09, 95%CI = 0.04-0.22) or who 
disagreed (OR = 0.07, 95%CI = 0.02-0.32) were less likely 
to report that additional training would be beneficial. In 
multivariable analyses, the findings regarding female-
identifying participants, those caring for ≥2 patients, and 
those who disagreed they have had sufficient education 
persisted. Furthermore, those who reported a willingness 
to prescribe GAH were more likely than others to report 
that additional training would benefit their practice 
(OR = 12.0, 95%CI = 7.26-19.79).

Discussion

In this serial cross-sectional study examining clinician 
perspectives on gender-affirming care in 2016 and 2023, 
we found that clinicians’ education on, experience with, 
and willingness to participate in gender-affirming care 
increased significantly. However, 2023 data show that 
inequities may exist: female-identifying clinicians, those 
who identify as sexual or gender-diverse, those with ≥4 h 
of education, and those who report being able to provide 
nonjudgmental care have twofold to tenfold greater odds 
of reporting a willingness to prescribe GAH to a patient 
than comparator groups. These clinician groups also dem-
onstrated significant findings within multiple other out-
comes (see Tables 3 and 4), suggesting that patient 
experience may differ markedly depending on the clini-
cian assigned. Given that patients may have little agency 
in selecting their primary care clinician and may not know 
a clinician’s practice style or training in gender-affirming 
care during their selection of or assignment to a primary 

care clinician, processes to ensure timely and accurate 
patient handoffs to clinicians willing to provide high-
quality and evidence-based care may be crucial to opti-
mizing care outcomes.

Clinician Willingness to Provide Gender-Affirming 
Care for TGD Patients: 2016 and 2023

Clinicians in 2023 reported more willingness to prescribe 
GAH for an adult patient independently or with additional 
education than clinicians in 2016. A contributing factor could 
be the larger percentage of female-identifying clinicians sur-
veyed in 2023 relative to 2016, who demonstrated greater 
odds of reporting the willingness to provide gender-affirming 
care compared to male-identifying participants. This trend 
also occurred as clinicians reported greater exposure to TGD 
patients (eg, 226% increase between 2016 to 2023 in physi-
cians reporting caring for ≥2 TGD patients). Similarly, the 
proportion of respondents who had received ≥1 h of didac-
tics on TGD healthcare during their medical training 
increased by 119%. This apparent shift in curriculum is likely 
reflective of expanding social awareness toward the TGD 
community, and new guidelines from multiple medical soci-
eties and government agencies over the past decade.4,28

Our study also demonstrated changing attitudes toward 
TGD patients; the number of physicians who felt they could 
not provide nonjudgmental care decreased by 47% from 
2016 to 2023. Notably, the belief in one’s ability to provide 
nonjudgmental care was associated with the number of TGD 
patients cared for. Conversely, the belief one could not pro-
vide nonjudgmental care was associated with greater odds of 
citing “ethical reasons” for not prescribing GAH.

Prior research indicates that clinicians with less exposure 
to or education on gender-affirming care are less likely to 
report willingness to provide such care.11,19,32,42 Alternatively, 
clinicians may not seek training or patient care experiences 
outside their areas of clinical interest. In the US, there have 
been limited studies examining hours of relevant education 
in medical education curricula; the median time allocated in 
US programs was 5 h, with gender-affirming therapies much 
less frequently addressed compared to topics on HIV, gender 
identity, safe sex, and sexual orientation.25 A more recent 
survey of 160 residency programs reported an average of 
11 h spent on transgender health, although areas such as ado-
lescent health, transitioning, chronic disease risk, and sur-
gery were noted by 30% to 50% of residency directors to 
receive minimal coverage.24 Recent studies reviewing medi-
cal education in Europe and Korea reveal the topic of gen-
der-affirming care is often excluded or missing from the 
broadly accepted curricula.43,44 With only 19% of partici-
pants in 2023 who reported ≥4 h of relevant education dur-
ing their medical training, our study highlights the variation 
in contemporary training.
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Special Clinician Populations Who May Be More 
Likely to Serve TGD Patients

Our models indicated that female-identifying clinicians had 
significantly greater odds of prescribing GAH to an adult, 
routinely asking about sexuality, sexual practices, or gender 
identity when taking an adolescent psychosocial history, 
and believing that additional training would benefit their 
practice, compared to male-identifying peers. Female-
identifying clinicians were also significantly less likely to 
cite ethical reasons for not providing gender-affirming care. 
Similar trends were found among sexual/gender-diverse cli-
nicians. The results of the current study are consistent with 
prior research suggesting more positive attitudes toward the 
TGD community among female and sexual/gender-diverse 
clinicians,45,46 though the current study is novel in examin-
ing sex and gender differences in family physicians’ will-
ingness to prescribe GAH. Differences may be related to 
variance in empathy, as unrelated research has shown cis-
gender women often score higher than men on measures of 
empathy.47-49 Sexual and gender diverse clinicians are also 
more likely to seek out relevant education and be more 
aware of the stigma faced by their patients.50

Possible Correlates of Additional Training

Similar to prior research,51-53 the majority (61%) of respon-
dents agreed that additional training on gender-affirming 
care would benefit their practice, signaling both the need 
and desire for greater training in this area. Indeed, clinical 
guidelines by multiple medical organizations can support 
physicians in providing gender-affirming care,4,54,55 and 
improvements in medical education to address inequities in 
care provision and access are on the rise.4,30,56

In our study, those who did not believe in their ability to 
provide nonjudgmental care had significantly lower odds of 
reporting additional training would be beneficial to their prac-
tice, whereas those who reported willingness to prescribe 
GAH were 12 times more likely than those who did not to 
report a training benefit, suggesting that robust education 
alone may not guarantee optimal clinical care environments. 
Notably, those with ≥4 h of training may have special interest 
in caring for sexual- or gender-diverse patients, making them 
more likely to have affirming responses. Nevertheless, there is 
evidence that small increases in education on gender-affirm-
ing care can improve trainees’ comfort and willingness to pro-
vide such care.26 Many clinicians in the study population, 
however, appear to indicate an interest in advanced training, 
and efforts to expand training opportunities for those who 
seek it may greatly impact patient outcomes.

Limitations

As with other survey research, this study may have been 
subject to recall and participation/non-response bias. Due to 

the anonymous nature of the survey, it was not possible to 
identify individuals who completed both the 2016 and 2023 
surveys; however, changeover in military personnel and the 
duration of time passed suggest the number of respondents 
taking the survey both years may be limited. This topic is 
prone to social desirability and acquiesce bias, although 
selection and sampling bias was likely minimal. The study 
was also limited by the small number of clinicians identify-
ing as TGD in 2023 (not assessed in 2016). To maintain 
anonymity, TGD respondents were combined with the small 
number of individuals who reported their gender identity as 
“prefer not to answer,” thereby precluding us from explor-
ing perceptions of care among TGD clinicians specifically. 
Missing data may be due to technological difficulties or 
respondent preferences in answering a given question. The 
extent to which the culture of military-affiliated family phy-
sicians differs from the broad US family medicine specialty 
is not known, and we acknowledge that differences between 
military and civilian family physician populations, if any, 
may impact the generalizability of our study’s results.

Conclusions

Although military-affiliated family physicians endorsed 
more experience with and willingness to provide nonjudg-
mental gender-affirming care in 2023 than in 2016, pro-
found gaps in patient experience may remain based on the 
assigned clinician. Clinicians unable to provide gender-
affirming care should ensure timely referrals. Basic educa-
tion is becoming more available to address the needs of 
TGD patients, and advanced training opportunities should 
be available for those positioned and willing to provide 
such care. Future research is needed to explore trends 
across specialties and the effectiveness of educational 
efforts.
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