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¡ Many people use the word transgender to 
mean different things 

¡ Many patients may fit under the “Transgender 
umbrella” yet may not use term transgender

§ Gender may be non-binary and may be fluid 
over time

¡ Gender ≠ Sex 
¡ Gender identity is distinct from sexual 

orientation (though we often say “LGBT”)





(Grant et al 2010)www.lgbthealtheducation.org



¡ Health Care Access 
¡ Violence
¡ Mental Health Concerns
¡ Substance Abuse
¡ HIV 



Presentation 
Download theand Resources

of Gender and Transgender Terms





What is your primary gender
identity today?

❏ Male/man

❏ Female/woman

❏ Part time as one gender, 
part time as another 

❏ A gender not listed here, 
please specify__________________



¡ Genderqueer
¡ Pangender
¡ Third Gender 
¡ Genderfluid
¡ Hybrid 
¡ In-between
¡ Non-binary
¡ Androgynous
¡ Blended 
¡ Two-spirit

2008 National Transgender Discrimination Survey



• Avoid or delay health care when 
sick or injured due to fear of 
discrimination                           36%

• Physical assault                     32%  
• Sexual assault                       15% 
• Past suicide attempts            43%

2008 National Transgender Discrimination Survey





¡ Changes in gender expression
¡ Hormone therapy
¡ Surgery 
¡ Psychotherapy



¡ Explore gender identity, gender role and 
expression

¡ Address negative impact of gender dysphoria 
(if present) and stigma on mental health 

¡ Alleviate internalized transphobia
¡ Enhance social and peer support
¡ Improve body image 
¡ Promote resilience

WPATH 2012



¡ A “letter” no longer required for initiation of 
hormones (most recent WPATH guidelines)



¡ Peer support resources 
¡ Voice and communication therapy 
¡ Hair removal 
¡ Breast binding or padding 
¡ Padding of hips and buttocks 
¡ Genital tucking or prostheses 
¡ Name and gender marker changes on identity 

documents



¡ Feminizing or masculinizing hormone 
therapy is a medically necessary 
intervention for many people with gender 
dysphoria



Gender dysphoria: 
“Discomfort or distress that is caused by a 
discrepancy between a person’s gender 
identity and that person’s sex assigned at 
birth (and the associated gender role and/
or primary and secondary sex 
characteristics)” 



¡ Persistent, well-documented gender dysphoria

¡ Capacity to make a fully informed decision and 
to consent to treatment

¡ Age of majority

¡ If significant medical or mental health 
concerns are present, they must be reasonably 
well-controlled 



¡ Initial evaluation (discussion of patient goals, 
health history, physical, risk assessment, 
relevant labs) 

¡ Discuss expected effects 
¡ Confirm capacity to understand risks and 

benefits 
¡ Provide ongoing medical monitoring
¡ Communicate with any other members of 

team (mental health professional, surgeon)
¡ Provide any necessary documentation







¡ “The goal of transgender endocrine therapy is 
to change secondary sex characteristics to 
reduce gender dysphoria and/or facilitate 
gender presentation that is consistent with 
the felt sense of self.  In addition to inducing 
physical changes, the act of using 
hormones is itself an affirmation of gender 
identity.” 

Vancouver Coastal Health  



Risk Level Feminizing Hormones Masculinizing
Hormones

Likely increased risk Venous thromboembolic disease
Gallstones
Elevated liver enzymes
Weight gain
Hypertriglyceridemia

Polycythemia
Weight gain 
Acne 
Androgenic alopecia (balding) 
Sleep apnea

Likely increased risk with 
presence of additional risk factors

Cardiovascular disease 

Possible increased risk Type II Diabetes Destabilization of certain 
psychiatric disorders
Cardiovascular disease 
Hypertension 
Type II Diabetes

No increased risk or 
inconclusive risk

Breast cancer Loss of bone density 
Breast cancer 
Cervical cancer
Ovarian cancer 
Uterine cancer 

WPATH, Standards of Care, Vol 7



¡ Hormones?
§ What specific goals:  

▪ Breast concerns
▪ Genital concerns
▪ Sexual function
▪ Fertility
▪ Hair growth?
▪ Body fat distribution

¡ Surgery?



¡ For transmasculine patients:
§ Hemoglobin/Hematocrit
§ Lipids (depending on USPSTF guidelines)

UCSF



¡ Many examples of consent forms exist (see 
resource list)

¡ UCSF guidelines no longer recommend 
written consent forms but support the 
documentation of an informed consent 
discussion



¡ Often ignored 
¡ Need to discuss sperm 

banking  or egg 
preservation prior to 
initiation of cross-gender 
hormones 

¡ Patients need counseling 
re: contraceptive options

¡ MTF often permanent 
sterility within months

¡ FTM off hormones MAY be 
able to conceive 







UCSF Center for Excellence in Transgender Health



Callen-Lorde Protocols for the Provision of HormoneTherapy





www.stroheckers.com



UCSF



¡ For topical testosterone, any time
¡ For injectable…

§ check mid-cycle
§ If any fluctuating symptoms, consider checking a 

peak (1-2 days after injection) and trough level. 
Consider increased frequency of injections (and 
decrease dose accordingly)



¡ Driven by patient goals, while monitoring 
hormone levels and safety (Hgb/Hct)

¡ Clinical response: amenorrhea by 6 months
¡ Once within the mid-normal male range for 

total testosterone, no evidence that higher 
doses increase virilization

¡ Some genderqueer/GNC/GNB patients may 
wish to remain in low male range or below

¡ Once on stable dose, monitor yearly unless 
concerns arise



¡ Manage as cis-gender men:

§ Topical minoxidil
§ Oral finasteride 1 mg (Propecia) 
§ Note: as in cisgender men, avoid finasteride 5 mg 

as excess testosterone blockade may result 
(decreased virilization)



¡ Peaks in first year of testosterone
¡ Avoid supraphysiologic dosing, significant 

peak-trough swings and prolonged dosing 
intervals



¡ Many forms of 17-beta estradiol available 
(referred to simply as estradiol)

¡ Conjugated equine estrogen (Premarin) no 
longer recommended (possible increased VTE 
risk; increased cardiac risk) 

¡ Ethinyl estradiol (found in OCPs) not 
recommended (increased risk of VTE)



¡ No evidence that one surpasses another with 
regard to feminization

¡ Anecdotal evidence that changes may be 
more rapid with IM estrogen, though cyclical 
mood swings and fluctuating levels may 
make this less appealing to some





¡ For transwomen: 
§ Lipids
§ Electrolytes and renal function (if considering use 

of spironolactone)
§ ? Liver function                                         

UCSF



UCSF



¡ No outcomes studies
¡ May use oral estradiol sublingually
¡ Avoid oral estradiol in patients older than 35-

40
¡ Avoid oral estradiol in smokers

¡ Start low, go slow



¡ Most groups no longer recommend baseline 
or periodic testing for prolactin unless patient 
develops symptoms of prolactinoma (new 
headaches, visual concerns, galactorrhea) 



¡ Suppress or minimize male secondary sex 
characteristics (some permanent after 
puberty)

¡ Allow lower estradiol levels



¡ Most commonly used 

¡ Potassium-sparing diuretic 

¡ Hyperkalemia most significant side effect, 
but rare if monitored appropriately and not 
used in patients with renal insufficiency



¡ Finasteride/dutasteride
¡ Block conversion of testosterone to potent 

dihydrotestosterone
¡ They don’t block production of testosterone 

and are therefore less effective than 
spironolactone

¡ Good choice for those who cannot use 
spironolactone 

¡ May use as single agent, espec for those 
considering partial femininization



¡ No need for testosterone blockade 
¡ May decrease estrogen dosing 



¡ Role is controversial
¡ No well-designed studies 
¡ Anecdotal evidence that they may help with 

breast development
¡ Concerns raised by WHI likely not to be 

extended to transgender women (usually 
younger population, no use of equine 
estrogens)

¡ Possible negative effect on mood
¡ Most groups do not use at all



UCSF



¡ General approach: increase both estrogen 
and testosterone blockade until estrogen in 
female range, then increase testosterone 
blockade

¡ Some providers don’t recommend following 
hormone levels, but risk exists for under-
feminization if testosterone levels not 
suppressed 

¡ Endocrine Society recommends                    
total T<55 ng/dl



¡ Tobacco use: increased risk VTE
§ Recommend transdermal estrogen
§ Consider ASA 81 mg (no data) 

¡ Erectile dysfunction: 
§ OK for use of sildenafil (Viagra) or tadalafil (Cialis)









¡ WPATH guidelines now more inclusive

¡ For some, the process of gender affirmation 
and transition may be internal/limited to a 
social process

¡ For others, a variety of medical/surgical 
interventions



¡ Some on transmasculine spectrum may wish 
low dose testosterone (particularly if no 
dysphoria around menses)

¡ If dysphoria persists in patient with persistent 
menses on low-dose testosterone, consider 
addition of DepoProvera, or use of 
progesterone IUD or implant



¡ Tucking
¡ Binding
¡ Sexual health











¡ Chest reconstruction 



¡ Many different types
¡ All expensive 
¡ Often complicated 
¡ Beyond the scope of today’s discussion
¡ Often not covered by insurance



76% taking hormones whether 
monitored or not

Surgical status and future 
desire to have surgery is 
diverse

MTF

FTM

(Grant et al 2011) www.lgbthealtheducation.org











¡ Facial feminization surgery (FFS)
§ Sliding genioplasty
§ Brow shave 
§ Scalp reduction 
§ Hair transplantation 
§ Rhinoplasty



¡ Facial hair removal
§ Electrolysis 
§ Laser 

¡ Tracheal shave 
§ Most common surgical procedure
§ Potential for scarring (rare) 
§ Vocal damage (rare) 





Transgenderzone.com



www.drspiegel.com







¡ Transgender patients may be at increased 
risk of both heart disease and stroke
§ Hormone use
§ Increased smoking
§ Obesity
§ High blood pressure
§ Lack of appropriate screening 



¡ “If you still have the parts, they need to be 
screened.” 
§ Mammograms
§ Prostate cancer 
§ Paps





¡ May be anxiety-provoking
¡ Transmen more likely to be behind on cervical 

cancer screening/have inadequate sampling
¡ Be sure to document that it is a cervical pap 

(so not run as an anal pap if male gender 
marker)

¡ Indicate amenorrhea/testosterone use, if 
applicable



¡ Offer support person in room if desired
¡ Discuss all steps thoroughly in advance 
¡ Avoid using medical terminology unless 

discussed in advance.  Some transmen refer to 
vagina as “front” or “front-hole” for example

¡ Self-collection of samples other than pap, if 
needed

¡ Consider use of vaginal estrogens for 1-2 weeks 
prior to exam in men on long-term testosterone



¡ Transgender patients at 
increased risk of drug and 
alcohol abuse 

¡ Substance use often a 
way to deal with stigma





¡ Stigma, discrimination, social isolation, 
possible racism 

¡ Stigma may lead to dropping out of school 
and to homelessness at a young age. 

¡ Some TG patients may turn to substance use 
to deal with stress 

¡ Some may turn to sex work for survival



¡ Estimated HIV 
prevalence in 
transgender women
§ 28% in US
§ 56% in African-Americans
§ 18-22% worldwide

¡ Higher rates in 
unemployed persons, 
and persons who have 
engaged in sex work and 
IV drug use

(Baral, 2013; Herbst, 2008; Schulden, 2008)

www.lgbthealtheducation.org











www.glaad.org



¡ Transgender is a broad term 
¡ Many patients don’t fit into a binary model 
¡ Transgender patients are an underserved population 

with significant health disparities 
¡ Respect and confidentiality are key
¡ Much care of transgender patients may be performed 

in a primary care setting…

¡ And we in college health can (and should) be providing 
that care!







www.lgbthealtheducation.org
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