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UNDERSTANDING TRANSITIONING GENDER IN THE WORKPLACE 

EDITION 1 
AMENDMENT LIST 

1. The following list details all amendments made to this publication.
2. All printed copies should be replaced in entirety with the latest version available from the
Fairness and Resolution Branch website.

Amendment No. Date Remarks Approved by 

1.0 05 AUG 11 Original  DRR 

1.01 08 AUG 11 Minor formatting changes DRR 

1.02 17 AUG 11 Amendment List added on page 
2, minor grammatical changes 
and page numbers from 2 - 18 
amended 

DRR 

1.03 09 NOV 11 Subject heading added to 
contents page 

Updated DFAT policy on 
passport applications 

DRR 
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What accommodation and/or ablutions should be used? 

Once social realignment commences, the dress and bearing of the transitioning person will 
need to be aligned with their affirmed gender. At this point, the transitioning person must be 
permitted to use the ablution facilities appropriate to their affirmed gender if they so choose. 
A transitioning person may choose to use separate facilities such as an accessible toilet for 
disabled people. However, it will be discriminatory to insist that the transitioning person 
permanently use facilities for the disabled or facilities of their assigned gender. 

Should the situation arise where open communal same sex showers are the only showers 
available (i.e. field exercises/deployments), the transitioning person and their commander or 
manager should discuss and agree upon an appropriate arrangement to ensure the needs of all 
people are met. This situation would only apply prior to the transitioning person undergoing 
gender realignment surgery. 

People working within the same work environment as the transitioning person should be 
given the opportunity to discuss any concerns they may have with their commander or 
manager. 
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ANNEX A 
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ANNEX C  
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ANNEX D 

MYTHS AND MISCONCEPTIONS 

Wanting to transition gender is caused by boys being dressed like girls in childhood or girls 
being dressed as boys in childhood. 

FALSE While it is true that many transitioning people report having their first gender 
identity issue arise when they were young children, they were no more dressed like girls in 
childhood than any other males in society and vice versa for females. There is no evidence to 
suggest that this is a causative factor. 

Transitioning people are gay. 

FALSE A transitioning person, just like anyone else may be heterosexual, homosexual or 
bisexual. 

Transitioning is about sex. 

FALSE Gender Identity Disorder is a widely acknowledged medical condition about 
gender. While sex is most easily understood as whether a person has male or female genitalia, 
gender is a cultural expression of sex identity (often but not always based on stereotypes of 
masculinity and femininity). Gender can be understood as a person looking, dressing or acting 
as male or female. 

Transitioning people choose to live like that. 

FALSE Whilst there are choices involved in dealing with transitioning, often these are 
made simply in order to survive. Transitioning people might choose how to live with the 
condition but have as much choice in having the condition as other people have in what 
colour their eyes are or what blood group they are born with. 

Gender identity disorder only affects men and is fairly rare. 

FALSE  Approximately one in 11,000 males and one in 30,000 females have the condition. 
Note that the prevalence of the condition is often understated as most statistics only look at 
those people who have completed surgery. 
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ANNEX E 

REFERENCES AND RESOURCES 

References 

The following policy documents may provide further detail and guidance on issues relating to 
transitioning gender in the workplace: 

Defence Instruction (General) Administrative 08-1 – Public Comment and Dissemination of 
Information by Defence Members 
Defence Instruction (General) Administrative 32-2 – Issue of Official Passports and Visas to 
Defence Personnel 
Defence Instruction (General) Personnel 16-1 – The Provision of Health Care to Defence 
Members 
Defence Instruction (General) Personnel 16-15 – Australian Defence Force Medical 
Employment Classification System 
Defence Instruction (General) Personnel 31-8 – Forfeiture, Restoration and replacement of 
decorations medals and war badges 
Defence Instruction (General) Personnel 35-3 – Management and Reporting of Unacceptable 
Behaviour 
Defence Instruction (General) Personnel 36-2 – Australian Defence Force Policy on 
Individual Readiness 
Defence Instruction (General) Personnel 50-1 – Equity and Diversity in the Australian 
Defence Force 
Defence Instruction (General) Personnel 53-1 – Recognition of interdependent partnerships 
Departmental Personnel Instruction 1/2001 – Equity and Diversity in the Department of 
Defence 
The Defence Enterprise Collective Agreement 2009 
The Decision Maker’s Handbook: Making personnel related decisions for ADF members and 
APS employees 
Defence Workplace Relations Manual 

Additional Resources 

Pride in Diversity www.prideindiversity.com.au 
The Gender Centre www.gendercentre.org.au 
Human Rights Campaign www.hrc.org/documents/HRC-Workplace-Gender-Transition-
Guidelines.pdf  
Diversity Council Australia www.dca.org.au 
Gender identity www.med.monash.edu.au/gendermed/identity 
Gender Education and Advocacy www.gender.org 
The National LGBTI Health Alliance www.lgbt.health.org.au  
HRC Workplace Gender Transition Guidelines  www.hrc.org/documents/HRC 
HRC Transgender Visibility  www.hrc.org/documents/transgender_visibility_guide 
Passports www.passports.gov.au/web/sexgenderapplicants 
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SURGEON GENERAL AUSTRALIAN DEFENCE FORCE ALIAN DEFENCE FORCE 

HEALTH DIRECTIVE NO 234 HEALTH DIRECTIVE NO 234 

Note: Surgeon General Australian Defence Force Health Directives are produced to 
disseminate health policy and guidance. Health Directives are of a permanent nature 
and remain in force until cancelled. They are reviewed every three years and 
repromulgated only where a significant change of content is necessary. Publications 
can be accessed on the Defence Intranet

Note: Surgeon General Australian Defence Force Health Directives are produced to 
disseminate health policy and guidance. Health Directives are of a permanent nature 
and remain in force until cancelled. They are reviewed every three years and 
repromulgated only where a significant change of content is necessary. Publications 
can be accessed on the Defence Intranet 
(http://intranet.defence.gov.au/home/documents/adfdocs/healthindex.htm) 

13 APRIL 2015 

MEDICAL MANAGEMENT OF GENDER DYSPHORIA AND GENDER 
REALIGNMENT IN DEFENCE MEMBERS 

References: 
A. Diagnostic and Statistical Manual of Mental Disorders (DSM) 5, 2013
B. World Professional Association for Transgender Health Standards of Care

Version 7, 2013
(http://www.wpath.org/site_page.cfm?pk_association_webpage_menu=1351)

C. Australian and New Zealand Professional Association for Transgender
Health (http://www.anzpath.org/ )

D. Defence Centre of Diversity Expertise
(http://intranet.defence.gov.au/People/sites/diversity/comweb.asp?page=121
000&Title=Sexual Orientation)

E. Health Insurance Commission Act 1973
(http://www.comlaw.gov.au/Details/C2014C00286)

F. Defence Instruction (General) Personnel 16–1 – Health Care for Australian
Defence Force personnel
(http://intranet.defence.gov.au/home/documents/DATA/ADFPUBS/DIG/GP16
_01.PDF)

G. Medicare Benefits Schedule (www.mbsonline.gov.au)
H. Pharmaceutical Benefits Schedule (http://www.pbs.gov.au/pbs/home)
I. Health Bulletin 06/2012 – Travel Arrangements for Australian Defence Force

Members Attending Health Appointments or for the Purpose of Active Health
Treatment
(http://intranet.defence.gov.au/home/documents/DATA/ADFPUBS/DHB/HB0
6_12.PDF)

J. Health Manual, Volume 2, Provision of Health Care – General Principles
(http://defweb.cbr.defence.gov.au/home/documents/data/ADFPUBS/HLTHM
AN/VOLUME2/HLTHMAN_VOL2.PDF )

K. Military Personnel Policy Manual (MILPERSMAN), Part 3, Chapter 2  –
‘Australian Defence Force Medical Employment Classification System’
(http://intranet.defence.gov.au/home/documents/data/DEFPUBS/DEPTMAN/
MILPERSMAN/MILPERSMAN.pdf)
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L. Health Manual Volume 3 Retention Standards
(http://defweb.cbr.defence.gov.au/home/documents/adfdocs/hlthman/hlthman
v3.htm)

INTRODUCTION 

1. Gender dysphoria is defined as ‘discomfort or distress that is caused by a
discrepancy between a person’s gender identity and that person’s sex assigned at
birth’ (reference A). Prevalence is estimated to be 1:12000 for male to female (MtF)
and 1:30000 for female to male (FtM), but this is likely to be an underestimate.

2. The management of gender dysphoria and gender realignment is complex,
and requires an understanding of the underlying conditions and treatment options.
The way this condition manifests is variable and treatment options need to be tailored
to the individual. The International Standards of Care, at reference B, are the primary
clinical guidance and are designed to meet the diverse health care needs of
transsexual, transgender and gender nonconforming people. Australian guidance as
well as a list of professionals specialising in this field are at reference C.

3. Terminology is culturally dependent and rapidly evolving. It is important to be
respectful and seek the correct use of terminology among different groups. A list of
accepted terms and definitions are in annex A.

AIM 

4. The aim of this policy is to provide information regarding the diagnosis and
clinical management of gender dysphoria and gender realignment in Defence
members, including deployability and what management will be funded at public
expense.
5. Management of gender dysphoria and gender realignment in childhood and
adolescence will not be addressed in this Health Directive. Intersex disorders
(disorders of sex development) are also not addressed. Reference D covers aspects
related to administrative and command management of gender dysphoria and
gender realignment.

POLICY 

Gender dysphoria 
6. Gender dysphoria is defined, at references A and B, as distress caused by a
discrepancy between a person’s gender identity and that person’s sex assigned at
birth. Transsexual, transgender and gender nonconforming individuals or those
diagnosed with gender dysphoria are not inherently disordered. Often gender
dysphoria is aggravated by minority stress, cultural discrimination and a lack of
understanding of the true nature of the condition. It is not inherent to being
transsexual, transgender or gender-nonconforming but is rather socially induced.
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7. Treatment of gender dysphoria is aimed at finding a gender role and
expression that is comfortable for the individual, even if these differ from those
associated with sex assigned at birth or from prevailing gender norms and
expectations. This may not resemble the binary male/female options currently
broadly accepted in the Australian community. It may in fact include a spectrum of
gender expression. The aim is not to align with a binary male/female choice, but to
find a gender role and expression that is comfortable and reduces the dysphoria –
often referred to as the affirmed gender role.
Therapeutic approaches for gender dysphoria and gender realignment 
8. Treatment can vary depending on the needs of the individual. Some key
considerations are in annex B. Health care should be provided by professionals
experienced in the management of gender dysphoria and transition. A list of
experienced and qualified professionals is contained within reference C. Treatment
options can include none, one or a combination of the following:
a. Changes in gender expression and role
b. Hormone therapy to feminise or masculinise the body
c. Surgery to change primary and/or secondary sex characteristics and/or
d. Psychotherapy for purposes such as exploring gender identity, role and

expression; addressing the negative impact of gender dysphoria and the
stigma on mental health; enhancing peer and social support, or promoting
resilience

9. In addition to these treatment options, peer and social support groups and
community (including workplace) education should be considered to, minimise the
social stigma, increase knowledge and education with up to date and current
information, and increase support for individuals with gender dysphoria. In the
Defence environment, further details can be found at reference D.
Mental health considerations 
10. All mental health professionals conducting assessments prior to
commencement of any feminising/masculinising medical interventions should meet
the qualifications and experience criteria at reference B to be considered ‘qualified
mental health professionals’ in this field, and be listed as experts at reference C. In
Australia, generally, this would refer to psychiatric assessment(s). There may not be
an appropriate mental health professional in the location of the individual seeking
treatment, and travel to an appropriate professional may be required. This
assessment is a requirement before commencement of any medical or surgical
interventions.
11. Mental health professionals providing care should have familiarity and
competence in treating gender dysphoria and gender-nonconformity, and exhibit
sensitivity in providing care. Details around appropriate experience and qualifications
are described at reference B. Components of this mental health care may be
delivered by Defence mental health professionals and specialists, with liaison and
support from the experts at reference C.
12. Mental health support may consist of:
a. Psychotherapeutic assistance to explore gender identity and expression, or

facilitation of a coming out process
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b. Assessment and referral for feminising/masculinising medical interventions –
this is a requirement before commencement of hormones or surgical
treatments

c. Psychotherapy for coexisting mental health conditions, or other unrelated
reasons

13. Family members and community (including the workplace) may also require
psychological support. To find out more support options, Defence members are
encouraged to engage with the Defence Centre of Diversity Expertise.
14. Members presenting with gender dysphoria may have a range of related or
unrelated mental health conditions. Possible concerns include anxiety, depression,
self harm, a history of abuse and neglect, substance abuse, sexual concerns or
others. The normal clinical treatment of these coexisting conditions should be
included in the treatment plan.
Hormone therapy 
15. Feminising/masculinising hormone therapy where clinically indicated to treat
gender dysphoria will induce physical changes that are more congruent with a
patient’s gender identity. Initiation of hormone therapy may be undertaken by an
appropriately qualified and experienced health professional in the context of
comprehensive primary care. A coordinated approach to psychosocial issues is
recommended after a psychosocial assessment (by an appropriately qualified mental
health specialist) has been conducted and informed consent has been obtained.
16. The criteria required to be met prior to commencement of hormone therapy
are contained in reference B and a summary of key therapeutic considerations are in
annex B.
17. For Female to Male (FtM) members, most of the physical changes
associated with hormone administration occur and stabilise within six months, with
the expected maximum effect by two years of treatment. Three monthly testosterone
injections generally result in more stable hormone levels over time and are easier to
manage in the deployed environment than fortnightly injections. In situations where
administration of regular testosterone is delayed for short periods (usually for
operational reasons), reversion to female secondary sexual characteristics is
generally slow and aside from facial hair, not likely to be obvious or significant. The
main symptom experienced in these situations is per vaginam break through
bleeding.
18. For Male to Female (MtF) members, most treatment regimes involve daily
oral oestrogen. Those who have not undergone orchidectomy may also need anti-
androgen medications when oestrogens alone are not fully effective in suppressing
the effects of endogenous testosterone. This is usually daily oral spironolactone or
cyproterone and would usually be commenced within the first year of treatment. If
hormone treatment is interrupted for brief periods, changes consistent with
masculinisation from endogenous testosterone are less problematic than for FtM
transition.
Surgical Options 
19. Surgery may be required to alleviate gender dysphoria, but is not always
necessary for gender realignment. Breast reduction or augmentation is more
commonly performed, however genital surgery is less common. The criteria required
to be met prior to proceeding with surgery are contained in reference B and a
summary of key therapeutic considerations are in annex B.
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Prognosis 
20. Evidence suggests that treatment of gender dysphoria, whatever form that
takes, can result in resolution of the gender dysphoria symptoms without the need for
ongoing psychological therapy. For those who undergo medical or surgical
reassignment, the incidence of regret is approximately 1%, but of this group most do
not have persisting psychiatric symptoms that affect their functioning in an
occupational setting.
21. Where there are coexisting mental health conditions the prognosis is no
different than the usual prognosis for the condition.
Entitlements 
22. Equity with Medicare under the provisions of reference E, and described in
reference F, is the guiding principle for considering health care entitlements at public
expense for Defence members. In the management of gender dysphoria, these
general principles also apply. This is detailed in the Medical Benefit Schedules (MBS)
(reference G) and Pharmaceutical Benefits Schedule (reference H). This would
generally mean the following health care requirements (including any travel to attend
appointments in accordance with reference I) with appropriately qualified or
experienced professionals are provided at public expense:
a. Psychological and psychiatric care or assessments as clinically appropriate

to assess or manage gender dysphoria or coexisting conditions
b. Clinical assessment (including specialist involvement with endocrinologists or

primary care providers who specialise in gender dysphoria and
reassignment), baseline pathology testing and regular monitoring for the
management of gender realignment

c. Hormone treatment requirements
d. Surgical procedures that meet MBS clinical indication requirements
e. Any routine clinical care unrelated to gender dysphoria or its management,

as for all other members.
23. Procedures that will not be provided at public expense, but for which
members should be afforded paid medical absence leave as appropriate include:
a. Any gender realignment surgery (including chest, breast, genital and other)

including surgical consultations that do not meet MBS clinical indication
requirements. This includes any surgery for cosmetic reasons

b. Hair electrolysis or removal procedures.
24. Surgical procedures that are conducted overseas will not be supported or
approved. Under the provisions of reference F any treatment of complications on
return to Australia, or ongoing need for ongoing psychological support or treatment
that would normally be covered under reference G or reference H would be covered
at public expense.
25. Support to non-service family members or other civilians will not be provided
by or funded by Joint Health Command.
26. Any other procedures that are not clearly addressed above should be
assessed on a case by case basis through Garrison Health Operations in
accordance with reference J.
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MEDICAL EMPLOYMENT CLASSIFICATION IMPLICATIONS 

27. In accordance with reference K and reference L, all members who require
treatment for gender dysphoria or realignment should have their Medical
Employment Classification (MEC) considered.
28. Some people with gender dysphoria may not require treatment or have any
associated coexisting mental health conditions, and therefore may not require a MEC
review.
29. For both MtF and FtM gender reassignment involving hormone treatment,
from the time of commencement of hormone treatment, stability in hormone regimes
usually requires access to appropriate health care for at least six - 12 months.
Members are not generally deployable during this time.
30. Treatment with anti-androgens, daily spironolactone or cyproterone is
generally not compatible with the deployed or field environment due to the method of
action and side effect profile.
31. Anyone undergoing gender realignment either through psychological
counselling, hormone treatment, surgical treatment or a combination of each is likely
to be non-deployable for a period of time to permit access to appropriate care and
monitoring, stabilisation or hormone treatment and post operative recovery time. For
those undergoing psychological counselling or management the duration of non-
deployability will be different in each case.
32. For those undergoing commencement and stabilisation of hormonal
treatment, MEC 3 is likely to be the appropriate MEC for up to 12 months. Some may
anticipate a longer period of stabilisation and J32 may be appropriate for this group.
In circumstances where J32 is more appropriate, Central Medical Employment
Classification Review (CMECR) should be initiated in accordance with reference K
and reference L.
33. For those undergoing surgical treatment, a post operative period of
six months for wound recovery and confirmation of the absence of complications is
likely to be needed. For those undergoing genital surgery, up to six - twelve months
may be required to stabilise hormone treatment and monitoring may be required.
This would generally mean a non-deployable MEC of at least six to nine months.
34. For those who are likely to be non-deployable for more than twelve months, a
CMECR should be initiated in accordance with reference K and reference L.
35. This would include but may not be limited to:
a. anyone with anticipated extended non-deployable periods for ongoing gender

dysphoria management
b. where management is not yet stable after twelve months
c. where anti-androgens in addition to oestrogen are required to suppress

testosterone effects
d. where the treatment is anticipated to require more than twelve months of

active changes in management or
e. where coexisting conditions are likely to affect deployability in the long-term

and of themselves warrant CMECR action.
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ANNEX A 

COMMON TERMINOLOGY AND DEFINITIONS 
Disorders of sex development. Congenital conditions in which the development of 
chromosomal, gonadal, or anatomic sex is atypical. Also described as intersex. 
Female-to-male (FtM). Describes individual’s assigned female at birth who are 
changing or who have changed to a more masculine body or gender role. 
Gender dysphoria. Distress caused by a discrepancy between a person’s gender 
identity and that person’s sex assigned at birth. 
Gender identity. A person’s intrinsic sense of being male, female, or an alternative 
gender. 
Gender identity disorder. Previous term used in Diagnostic and Statistical Manual 
of Mental Disorders IV-TR for gender dysphoria. 
Gender non-conforming. Describes individuals whose gender identity, role, or 
expression differs from what is normative for their assigned sex in a given culture and 
historical period. 
Male-to-female (MtF). describes individual’s assigned male at birth who are 
changing or who have changed to a more feminine body or gender role. 
Minority stress. Chronically high levels of stress faced by members of stigmatised 
minority groups. The most well understood causes are interpersonal prejudice and 
discrimination. 
Sex. Sex is assigned at birth as male or female, usually based on the appearance of 
the external genitalia. For most people, gender identity and expression are consistent 
with sex assigned at birth. For transsexual, transgender, and gender-nonconforming 
individuals, gender identity or expression differ from their sex assigned at birth. 
Transgender. Describes a diverse group of individuals who cross or transcend 
culturally defined categories of gender. 
Transition. Period of time when individuals change from the gender role associated 
with their sex assigned at birth to a different gender role. 
Transsexual. Describes individuals who seek to change or who have changed their 
primary and/or secondary sex characteristics through medical (hormones and/or 
surgery) interventions, typically accompanied by a permanent change in gender role.
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ANNEX B  

CLINICAL TREATMENT CONSIDERATIONS 
1. Treatment can vary enormously depending on the needs of the individual,
and are discussed in detail in Diagnostic and Statistical Manual of Mental
Disorders (DSM) 5, 2013. Health care should be provided by professionals
experienced in management of gender dysphoria and transition. Health professionals
can assist gender dysphoric individuals with affirming their gender identity, exploring
different options for expression of that identity, and making decisions about medical
treatment options for alleviating gender dysphoria. Treatment options can include
none, one or a combination of the following:
a. Changes in gender expression and role
b. Hormone therapy to feminise or masculinise the body
c. Surgery to change primary and/or secondary sex characteristics and/or
d. Psychotherapy for purposes such as exploring gender identity, role and

expression; addressing the negative impact of gender dysphoria and stigma
on mental health; enhancing peer and social support, or promoting resilience.

2. The criteria for hormone therapy and a summary of considerations include:
a. Persistent, well documented gender dysphoria (requires generally around

four lengthy psychiatric consultations over a one to two month period)
b. Capacity to provide informed consent (including age)
c. If significant medical or mental health concerns are present, they must be

reasonably well controlled
3. Other treatments which individuals may consider include:
a. Voice and communication therapy to facilitate transition to their chosen

gender
b. Hair removal through electrolysis, laser treatment or waxing
c. Breast binding or padding, genital tucking or penile prostheses, padding of

hips or buttocks and
d. Changes in name and gender marker on identity documents
4. For female-to-male (FtM) patients the following changes are expected:
a. Deepening voice (irreversible, and usually within the first few months of

treatment)
b. Clitoral enlargement – variable
c. Growth in facial hair and body hair – towards a normal male hair distribution
d. Acne increase – particularly in the first few months of treatment
e. Cessation of menses (within first few months of treatment) – but some

persistence of break through bleeding or spotting is not uncommon
f. Vaginal atrophy (and may require treatment prior to pap smears or to

maintain intercourse with a male partner)

UNCONTROLLED IF PRINTED



B–2 

g. A shift in muscle to fat distribution and ratio towards a normal male
distribution (usually over two years plus)

h. Breast size does not generally change and breast reduction surgery is
usually undertaken at some point.

5. Most of these physical changes occur and stabilise within six months for FtM
transitions, with the expected maximum effect by two years of treatment. Treatment
commencement and stabilisation typically consists of fortnightly intramuscular (IM)
testosterone, with baseline bloods, and then two monthly bloods until stabilised.
Long-term treatment may consist of fortnightly IM testosterone, three monthly IM
testosterone, daily testogel (transdermal). Newer administration methods such as
underarm spray daily are likely to become commercially available. Three monthly
testosterone generally results in more stable hormone levels over time. Once
stabilised (usually within six months) bloods and monitoring are conducted six to
twelve monthly.
6. Commencement of treatment will often result in rapid changes in
appearances (softening of skin, deepening of voice, acne increase in the short-term,
cessation of menses).
7. Testosterone is contraindicated in pregnancy, and patients at risk of
becoming pregnant require highly effective birth control. Continuation of
contraception (usually in the form of condoms or depo Provera) for those who
continue to have intercourse with males is important, particularly where there are
gaps in the regular testosterone maintenance schedule.
8. In situations where administration of regular testosterone is delayed
(usually for operational reasons), reversion to female secondary sexual
characteristics is generally slow and aside from facial hair, not likely to be obvious or
significant. The main symptom in these situations is per vaginam bleeding. Generally
the preferred treatment options in operational or field environments (simply for ease
of administration) are three monthly testosterone or transdermal gel.
9. For male-to-female (MtF) patients the following changes are expected:
a. Breast growth (variable and occurs slowly, often supplemented by breast

augmentation surgery)
b. Decreased erectile function
c. Decreased testicular size (significant involution within first year is usual)
d. Skin softening and reduced oiliness (usually within few months of treatment)
e. Thinning and slowed growth of body and facial hair (often slow, often

managed with hair removal strategies)
f. Redistribution of body fat and alteration of muscle:fat ratio into a more typical

female distribution
g. No change occurs in already present male pattern baldness (although loss

stops within a few months of treatment commencing) or voice pitch.
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10. Most treatment regimes involve daily oral oestrogen. Ethinyl oestradiol is not
recommended due to the associated risk of deep vein thrombosis (DVT), and
transdermal oestrogen not usually practical in the training or deployed environments.
Approximately 50% who have not had bilateral orchidectomy also needing androgen-
reducing medications (‘anti-androgens’). This is usually either spironolactone or
cyproterone administered as a daily oral dose. This is usually in situations where
oestrogens alone are not fully effective in suppressing the effects of endogenous
testosterone and would usually be commenced within the first year of treatment.
11. The use of progestins (with the exception of cyproterone) in feminising
hormone therapy is controversial and not routinely used in Australia. Current
evidence does not demonstrate that progestins enhance breast growth nor lower
serum free testosterone, and the health risks associated with progestins (weight gain,
mood disorders and lipid changes, increased cardiovascular risk and breast cancer
risk) are potentially significant.
12. If treatment is interrupted, changes consistent with masculinisation from
endogenous testosterone are less problematic and obvious than for FtM transition.
13. For both MtF and FtM gender reassignment involving hormone treatment,
from the time of first presentation where gender dysphoria is persistent and clear,
stability in hormone regimes are usually achieved within six to twelve months.
Reproductive health 
14. Many transgender, transsexual and gender-nonconforming people will want
to have children, and hormone therapy will limit fertility. Counselling and discussions
prior to hormone treatment regarding options and fertility affects of hormone
treatment should occur prior to commencement of hormones. MtF should discuss
sperm preservation options, although there is some evidence that cessation of
oestrogen for a period of time may allow the testes to recover. For FtM patients,
egg or embryo freezing should be discussed although again cessation of
testosterone briefly may allow for the ovaries to recover and release eggs.
Preventive care 
15. Clinical evidence for long term screening risks is not clear at this time. In
areas such as cardiovascular risk factors, osteoporosis and some cancers
(breast, cervical, ovarian, uterine and prostate) general guidelines may over- or
underestimate the cost-effectiveness of screening for those on hormonal therapy.
16. Long-term screening can usually be expected to align with gender once
hormone treatment is commenced, as well as considerations for residual hormone
sensitive tissues. Whilst risks for residual hormone sensitive tissues are likely to be
less, screening does need to be considered, but clinicians may need to balance this
with the potential psychological distress and physical discomfort that is associated
with screening (such as pap smears for FtM patients).
a. MtF – adjust screening schedule to include breast screening (as per female

schedule), and consider prostate screening (as per age based
recommendations), although it should be recognised that prostate screening
is likely to overestimate risk due to testosterone suppression, and measured
levels will be difficult to interpret (reference ranges for males are not
appropriate). Cardiovascular screening as per female risk assessment
screening requirements.

UNCONTROLLED IF PRINTED



B–4 

b. FtM – Cardiovascular screening as per male risk assessment screening
requirements on commencement of testosterone, breast
examination/screening for residual breast tissue (with or without surgery) as
per female age requirements. Pap smear screening should ideally continue
but vaginal atrophy is likely to make the procedure difficult and painful, and
testosterone administration should be highlighted on the pathology slip as it
will affect the histological appearance.

Surgical considerations 
17. Genital surgery for gender dysphoria requires two psychiatric opinions that
concur, as well as generally living in an identity congruent role for a 12 month
pre operative period.
18. For MtF patients, oestrogen administration needs to be ceased four to
six weeks prior to any significant surgery (risk of DVT). Surgical options include:
a. Breast augmentation
b. Genital surgery – penectomy, orchidectomy, vaginoplasty, clitoroplasty,

vulvoplasty
c. Facial feminisation surgery, liposuction, voice surgery, thyroid cartilage

reduction, rhinoplasty, gluteal augmentation, hair reconstruction and/or
d. Orchidectomy which will usually then result in a significant lowering of the

oestrogen dose (as well as cessation of other anti-androgenic medications)
19. For FtM patients, surgical options include:
a. Breast reduction and masculinisation surgery
b. Genital surgery – hysterectomy/salpingo-oophorectomy, urethral

reconstruction with a metoidioplasty or phalloplasty, vaginectomy,
scrotoplasty, erectile or testicular prostheses/implants and/or

c. Liposuction, pectoral implants.
20. Surgical complications for MtF genital surgery include poor skin healing and
necrosis, urethral stenosis, urovaginal or rectovaginal fistulas, and vaginas that are
too short or small for coitus. Surgical techniques overseas tend to provide greater
surgical options and are often preferred over Australian techniques but is not
supported or approved at public expense in Defence members.
21. For FtM aside from the hysterectomy/oophorectomy surgery, complications
for surgery tend to be more problematic. Metoidioplasty does not usually result in a
capacity for standing urination. Phalloplasty (usually a free vascularised flap) has
significant morbidity including frequent urinary complications. The surgery is usually
conducted in several separate stages, is technically difficult, has significant
complications and is not currently available in Australia. For these reasons many FtM
patients never undertake genital surgery other than hysterectomy and salpingo-
oophorectomy.
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facilities and shape broader policy. This is getting outside the infrastructure space now but want to ensure we do 
not needlessly overestimate the requirement in the absence of guidance. 

Regards 

Braden Theisinger | Captain | Staff Officer Grade Three Infrastructure | Army Headquarters | R2-04-A003 | Canberra | (02) 6265 
2660 

IMPORTANT: This email remains the property of the Department of Defence and is subject to the jurisdiction of 
section 70 of the Crimes Act 1914. If you have received this email in error, you are requested to contact the sender 
and delete the email.
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Facilities 
 Unisex facilities – remove urinals – floor to ceiling doors 
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HI Jason,  DEWPO provided the following information… 
 
Through the FY17‐18, Estate Works Program under the Program Theme of “Gender Diversity”, found a total of 46 
works on the Defence Estate.  These works consist of either an upgrade of an existing unisex facility or conversion to 
one. 
 
 
 
Regards 
Debbie 
  
Debbie Moorby 
Executive Officer - Planning 
Office of the Director General 
Estate Service Delivery Branch 
Estate and Infrastructure Group 
  
  
CP2-5-033 l Campbell Park l PO Box 7911 l CANBERRA l ACT 2610 
Ph: 02 6266 2465 
  
Estate Service Delivery Branch group mailbox: E&IG Service Delivery ESD 
  
Important:  This email remains the property of the Department of Defence and is subject to the jurisdiction of section 70 of the Crimes Act 1914. If you have 
received this email in error, you are requested to contact the sender and delete the email. 
IMPORTANT: This email remains the property of the Department of Defence and is subject to the jurisdiction of 
section 70 of the Crimes Act 1914. If you have received this email in error, you are requested to contact the sender 
and delete the email. 
 
 

From: Moorby, Debbie‐Ann MS  
Sent: Wednesday, 31 October 2018 11:51 AM 
To: Walk, Jason BRIG <jason.walk@defence.gov.au> 
Cc: Smith, Marcus MR <marcus.smith@defence.gov.au> 
Subject: RE: 181031 Email RFI in response to FOI tasking [DLM=For‐Official‐Use‐Only] 
 
For-Official-Use-Only 

Hi Jason, DEWPO are looking into their work orders.  There have been a few converted last financial year, should be 
able to advise you by tomorrow morning. 
 
Regards 
Debbie 
  
Debbie Moorby 
Executive Officer - Planning 
Office of the Director General 
Estate Service Delivery Branch 
Estate and Infrastructure Group 
  
  
CP2-5-033 l Campbell Park l PO Box 7911 l CANBERRA l ACT 2610 
Ph: 02 6266 2465 
  
Estate Service Delivery Branch group mailbox: E&IG Service Delivery ESD 
  
Important:  This email remains the property of the Department of Defence and is subject to the jurisdiction of section 70 of the Crimes Act 1914. If you have 
received this email in error, you are requested to contact the sender and delete the email. 
IMPORTANT: This email remains the property of the Department of Defence and is subject to the jurisdiction of 
section 70 of the Crimes Act 1914. If you have received this email in error, you are requested to contact the sender 
and delete the email. 
 




