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My Life, My Story and Identity Disclosure
among Transgender and Gender Diverse Veterans:
A Program Evaluation
Anthony N. Correro II,1–3,i Kate L.M. Hinrichs,1,3 and Susan Nathan4–7,*

Transgender and gender diverse individuals face minority stressors during and after military service, increasing
risk for poor health outcomes. Identity disclosure may mitigate these consequences through improving access to
healthcare. Yet, stigma may impede Veterans’ self-disclosure, and providers may not inquire about identities, hin-
dering necessary screenings and treatments. In this program evaluation, we examined a narrative medicine ap-
proach, ‘‘My Life, My Story,’’ to discern whether storytelling invites identity disclosure. This program may facilitate
improved person-centered care by increasing clinicians’ awareness of Veterans’ identities.
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Introduction
Don’t Ask, Don’t Tell (DADT), a federal law prohibit-
ing LGBT people from serving in the United States
military, was in effect for 18 years and led to the dis-
charge of nearly 14,000 servicemembers.1 Service
under DADT was stressful for LGBT servicemembers
as they were legally required to conceal their gender
and/or sexual identities, and their military service was
fraught with violence and harassment.2–5 Although
DADT was repealed, structural barriers continue to stig-
matize transgender and gender diverse (TGD) service-
members and Veterans. These experiences exemplify
minority stress (i.e., exposure to specific stressors be-
cause of one’s marginalized identity).6 Consistent with
a minority stress framework, exposure to discrimination
and stigmatizing policies is expected to negatively im-
pact TGD Veterans’ health and wellbeing.7

The Veterans Health Administration (VA) is charged
with providing healthcare to eligible Veterans. While
general population estimates suggest that 0.4–0.6% of
U.S. citizens identify as transgender, the VA serves a

preponderance of TGD individuals.8,9 As such, the
VA is responsible for treating the health conditions
that disproportionally affect TGD Veterans (e.g., HIV,
suicide, trauma, depression).4,5,10,11 Unfortunately,
stigma may impede access to healthcare, precluding
preventative treatments and routine health monitor-
ing.3,12,13 Relatedly, VA providers are reluctant to ask
about the sexual orientation and gender identity
(SOGI) of their patients.14 This tendency starkly con-
trasts with VA Directive 1341, which requires providers
to address Veterans with the names and pronouns the
Veteran uses.15 VA providers are increasingly encour-
aged to ask about SOGI using open-ended questions
after attempting to create a safe context in which
comprehensive, Veteran-centered care can be provided
(e.g., flyers and posters with the slogan ‘‘Do Ask, Do
Tell’’). Efforts such as these are essential to reduce stigma
and bias and to ensure affirming healthcare.

Identity disclosure in healthcare settings may be
one method for reducing stigma and health dispar-
ities.12,16 In a recent meta-analysis, identity disclosure
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was associated with greater healthcare satisfaction, more
routine healthcare use, better psychological well-being,
and better self-reported health among sexual minori-
ties.17 Trainings on how to directly ask Veterans their
SOGI are available to VA staff via the Talent Manage-
ment System. An alternative, novel approach to identity
disclosure within the health setting is narrative medicine.
With narrative medicine, active listening, story facilita-
tion, and meaning making are used.18 My Life, My
Story (MLMS) is an intervention rooted in narrative
medicine in which a staff member conducts a life story
interview with a Veteran, and together they generate a
first-person narrative that is entered into the medical re-
cord.19 A recent evaluation showed VA staff read these
stories, believed reading them was a good use of clinical
time, and helped them provide better, more personalized
care.20 As such, MLMS may assist clinicians in providing
gender-affirming healthcare.

TGD Veterans’ experiences may not be adequately
documented with traditional medical record documen-
tation and clinical interviews. We sought to use MLMS
with TGD Veterans to better understand their lives
and, in doing so, determine whether this intervention
may invite identity disclosure. Program evaluation
questions were designed to ascertain transgender Vet-
erans’ views on identity disclosure and its relative im-
portance to their healthcare.

Methods
Participants
This project was determined to be a nonresearch, qual-
ity improvement activity exempt from research and
Institutional Review Board (IRB) review. This project
sought to recruit sexual and gender minorities. Given
difficulties recruiting cisgender LGB Veterans, we
focused specifically on TGD Veterans. As such, one cis-
gender gay male was excluded from the final evalua-

tion. Participants were four Veterans seen by the
Interdisciplinary Transgender Treatment Team
(ITTT) at a VA in New England (Table 1). TGD Vet-
erans may be referred to the ITTT for gender- or
transition-specific services.

Materials
Program evaluation questions were adapted from prior
program feedback, a survey of SOGI in primary care
settings, and the specific goals of this project.21,22

Procedure
New patients to the ITTT were informed of MLMS as an
available service that could be completed via telephone
(n = 1), videoconferencing (n = 2), or in-person appoint-
ment (n = 1). All participants provided written informed
consent before participating. To complete the narrative,
the interviewer (first author) asked Veterans semistruc-
tured questions to prompt the telling of their life story
(e.g., Tell me about your childhood. What were some
major turning points in your life?). Interviews lasted
*1 h. The interviewer typed responses verbatim, asked
clarifying questions, and constructed a first-person nar-
rative of *1000 words. The interviewer attempted to
capture the Veteran’s voice and therefore did not modify
narrative content. Redundant material was removed,
and story elements were reordered chronologically. No
audiovisual recordings were obtained.

Following completion of a draft, the interviewer read
the story to the Veteran so that they could edit their
story, provide approval before entry into the medical
record, and make meaning of their life events. Stories
were posted in a prominent location in the electronic
medical record, and Veterans were provided hard cop-
ies of their story. After completing this process, the in-
terviewer asked the program evaluation questions and
encouraged Veterans to elaborate on their responses.

Table 1. Veterans’ Demographic Characteristics

ID
Age

(years)a
Sexual

orientationb Gender identityb
Sex assigned

at birthb Race/ethnicitya

MLMS 2 58 Lesbian, gay,
or homosexual; bisexual

Female; MTF/transgender female/trans woman Male White/not Hispanic

MLMS 3 46 Lesbian Female Male White/not Hispanic
MLMS 4 56 Bisexual Female Male White/not Hispanic
MLMS 5 32 Bisexual MTF/transgender female/trans woman;

genderqueer, neither exclusively male nor female
Male White/not Hispanic

aData obtained from the medical record.
bSelf-reported data; Veterans could select as many options as they wanted.
ID, participant identification; MLMS, My Life, My Story; MTF, male-to-female.
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Results
Quantitative data are displayed in Table 2. All partici-
pants agreed or strongly agreed that the process of
sharing their stories was worthwhile. All Veterans dis-
closed their SOGI while telling their life stories. Most
agreed or strongly agreed that the interview questions
were relevant to their SOGI although one Veteran
strongly disagreed with this sentiment. Most agreed
or strongly agreed that their SOGI are important for
their medical providers to know; one Veteran endorsed
the neutral response for this item. Finally, for the item,
‘‘I wished I had been directly asked about my sexual
orientation and/or gender identity during the inter-
view,’’ two of the four Veterans were neutral, one
agreed, and one disagreed.

Discussions with the Veterans as they responded to
the program evaluation questions revealed the impor-
tance of SOGI to Veterans’ healthcare and clarified the
variability across responses. All disclosed their SOGI be-
cause they viewed these characteristics as fundamental
to who they are. MLMS2 said, ‘‘It’s part of my life; it’s
part of my story.’’ MLMS3 said, ‘‘I feel it is sort of inte-
gral into who I am.’’ MLMS5 said, ‘‘I don’t know how I
could tell my life story without disclosing.’’ Although the
Veterans disclosed their SOGI without prompting, one
believed that direct questioning would not have been rel-
evant given that information was already documented in
her medical record (MLMS4 said, ‘‘It’s not like you
needed to ask. You already had that information.’’),
and one indicated that the question would not have fit
with the storytelling process (MLMS3 said, ‘‘It wouldn’t
have bothered me [if you had asked], but it would have
been out of place for me to be asked directly.’’). Finally,
MLMS2 disagreed with the idea of direct questioning
about SOGI: ‘‘I think it’s up to the patient. I don’t
think it’s a question that needs to be asked. If someone
doesn’t want to share it yet, then they shouldn’t have to.
A lot of people are afraid.’’ She later clarified her re-
sponse by saying, ‘‘If it’s a part of their story, they should
share it.’’

Discussion
This project sought to evaluate the MLMS program to
determine its utility in inviting self-disclosure of SOGI.
All Veterans self-disclosed their SOGI and reported the
essentiality of their SOGI to their life narratives. Most
stated this information is necessary for their medical
providers to know and said MLMS was a worthwhile
experience. The most notable range of responses re-
lated to being directly asked about their SOGI. Cur-
rently, VA healthcare policy requires self-identified
gender identity to be recorded in VA medical docu-
ments.15 One Veteran reported a lengthy history of
self-disclosure and noted that her SOGI are extensively
documented. Another Veteran suggested that people
should not be required to answer questions about
their identity if they do not want to. VA policy includes
a ‘‘choose not to answer’’ option for SOGI questions.15

The range of Veterans’ qualitative responses demon-
strates the importance of MLMS as a patient–centered
intervention. That is, MLMS does not pressure Veter-
ans to expose elements from their lives that they are
uncomfortable disclosing. In fact, in the introduction
to the intervention, Veterans are informed that they
can discuss what they like and leave out what they
like; one rationale for this instruction is to prevent trig-
gering experiences for Veterans with PTSD. MLMS
supports Veterans’ disclosure of information they
deem relevant to their life story and healthcare.

Many factors contribute to one’s willingness to dis-
close their SOGI, let alone have the information docu-
mented in their medical record. Future lines of inquiry
are necessary to better understand the antecedents of
TGD Veterans’ SOGI disclosures and to develop strat-
egies for how providers should incorporate these iden-
tity factors in their treatments. Within the historical
context of DADT, TGD Veterans may face significant
pressure to stay silent. Our limited sample of TGD Vet-
erans believed that their SOGI are important enough
for their medical providers to know that they self-
disclosed these identities and consented to their stories

Table 2. Veterans’ Responses to Program Evaluation Questions

ID

The process
of sharing

my story was
worthwhile

I disclosed my sexual
orientation and/

or gender
identity while telling

my life story

The interview questions
felt relevant to my
sexual orientation

and/or gender identity

I think this information
is important for my

medical provider
to know about me

I wished I had been directly
asked about my sexual

orientation and/
or gender identity

during the interview

MLMS 2 Agree Yes Strongly agree Neutral Disagree
MLMS 3 Strongly agree Yes Strongly disagree Strongly agree Neutral
MLMS 4 Agree Yes Agree Strongly agree Agree
MLMS 5 Strongly agree Yes Strongly agree Agree Neutral

TGD VETERANS’ IDENTITY AND MLMS 3
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being included as a part of their medical record. MLMS
in the Veteran’s record may foster the provision of
healthcare consistent with the Veteran’s self-identified
gender identity and pronouns.

A recent meta-analysis supports the importance of
sexual orientation disclosure to healthcare providers on
both direct and indirect health outcomes.19 For example,
disclosure was associated with greater healthcare satis-
faction, more routine screenings and examinations, bet-
ter psychological well-being, more routine healthcare
use, and better self-reported health. These outcomes
demonstrate the benefits of sexual identity disclosure
in healthcare settings, which may be one approach to re-
ducing health disparities. An important caveat is that
gender identity disclosure is not the same as sexual ori-
entation disclosure, and there are many factors that one
must weigh when deciding how, when, and to whom
they disclose their various identities. Additional research
interrogating identity disclosure among TGD Veterans
is essential to better understand these complex decisions.
MLMS appears to be well suited to invite identity disclo-
sure in a reasonable, nonobtrusive way, and it empowers
the Veteran to choose whether they disclose their SOGI.

Limitations and implications
Initially, this project aimed to interview 10 LGBT Veter-
ans recruited from a variety of clinics; however, over
seven months, only four stories were completed, and
all were referred from the ITTT. All participants were be-
tween 32 and 58 years old and identified as non-Hispanic
white. Yet, participants reported an array of gender iden-
tities. The difficulty recruiting more Veterans with in-
creased heterogeneity is likely multifactorial and may
speak to relative invisibility resulting from stigmatizing
policies (e.g., DADT), low rates of healthcare utilization
secondary to harassment, and/or providers infrequently
asking their Veteran patients about their SOGI.3,5,17

Having a specialty clinic that serves as a consultation-
liaison service for TGD Veterans likely aided our com-
pletion of MLMS interviews; yet, this project’s sample
was limited and may not be generalizable to more di-
verse Veterans. Future attempts to reach marginalized
persons may be most feasible within specialized clinics
rather than general medical or mental health settings.

Prior implementation of MLMS focused on inpatient
settings where Veterans were readily available for the in-
terview and read-back, whereas we offered MLMS as an
outpatient or telehealth intervention.22 While we attemp-
ted to schedule appointments when the Veteran would
already be at the medical center, some appointments

were scheduled outside of the Veteran’s routine clinical
care. Because MLMS was developed to promote person-
centered care, it need not be completed in person and
could instead be completed over telephone or videocon-
ferencing. Since more Veterans completed MLMS via tel-
ehealth, relative to in-person, we demonstrate the utility
of this format and suggest practitioners interested in
implementing MLMS consider telehealth options. This
became especially salient starting March 2020 when
nearly all face-to-face appointments were canceled due
to the COVID-19 pandemic. Relatedly, MLMS may
work well as an outreach service during the pandemic.
It is a low cost, low technology, and accessible treatment
that is rooted in evidence-based narrative medicine prac-
tices and has shown benefits in improving patient–
provider relationships.19,20,22 We are unable to specify
at present what provider variables contributed to the Vet-
erans’ self-disclosure. Future research is needed to directly
examine the interaction of Veteran/provider factors.

Conclusion
LGBT groups may be disproportionately impacted by
external minority stressors, such as cissexism and trans-
phobia, which are theorized to negatively impact mental
and physical health.6 With the history of DADT and the
political climate regarding TGD servicemembers, some
TGD Veterans may not spontaneously disclose their
SOGI. Practitioners are encouraged to seek competency
in TGD healthcare and to provide affirming services.15

To combat health disparities and promote resiliency,
nontraditional approaches to LGBT health are needed.
MLMS may serve as a useful tool to support identity dis-
closure in an affirming way among Veterans. Additional
research is needed to understand the factors associated
with identity disclosure (e.g., safety) and related out-
comes (e.g., enhance patient–provider relationships, ac-
cess to care).
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