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� I won’t share data on comparisons of various 
cross-gender hormone regimens (there is no 
data to share!)

� I won’t discuss intersex or other disorders of 
sexual development (DSD)

� I won’t discuss insurance coverage  

� I won’t show pictures of genital reconstruction

� I won’t pretend to be an expert



� Transgender (sometimes shortened to trans

or TG) people are those whose psychological 

self ("gender identity") differs from the 

social expectations for the physical sex they 

were born with.

� Gender nonconforming

� Gender variant



� MTF

� FTM 

� Transgender woman or transwoman

� Transgender man or transman







� In May 2010, WPATH released a statement 
urging the de-psychopathologization of 
gender nonconformity. 
� “The expression of gender characteristics, 

including identities, that are not stereotypically 
associated with one’ s assigned sex at birth is a 
common and culturally-diverse human 
phenomenon that should not be judged as 
inherently pathological or negative.” 

� WPATH Board of Directors, 2010



� Gender identity disorder 

� Gender dysphoria – will be in the DSM-V

� Not all gender variant patients or gender 

nonconforming patients will have gender 

dysphoria









� Gender ≠ Sex 

� Gender identity is distinct from sexual 

orientation despite “GLBT”

� Many people use the word transgender to 

mean different things 

� Many patients may fit under the 

“Transgender umbrella” yet not describe 

themselves as transgender



Health Care 

Disparities



� Violence

� HIV 

� Substance Abuse

� Suicidal Ideation and Attempt

� Lack of Health Insurance







Violence

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__________________

2008 National 

Transgender

Discrimination Survey

6450 respondents 



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



� Avoid or delay health care when sick or 
injured due to fear 
of discrimination                 36%  (vs 27%)

� Physical assault                  32%  (vs 25%)
� Sexual assault                     15%  (vs 9%)
� Past suicide attempts          43%  (vs 40%) 

� (compare with U.S. overall rate of 1.6%)



� 25% of TG patients: provider did not approve 

of “gender change”

� 30% found willing provider who lacked 

knowledge of how to provide treatment

� ¼ to 1/3  felt that being transgender affected 

both their access to care and interaction with 

providers 
Whittle et al Transgender Euro Study 2008



� Mental Health Assessment 

� Real Life experience 

� Hormonal Therapy 

� Surgical Treatment 

� Continuing Care



� WPATH
� www.wpath.org

� Vancouver Coastal Health 
� http://www.celebratevgh.ca/transhealth

� Endocrine Society
� http://www.endo-society.org

� UCSF Center for Excellence 
� http://transhealth.ucsf.edu





WPATH

“To provide clinical 

guidance for health 

professionals to assist

transsexual, 

transgender, and 

gender nonconforming 

people with safe and 

effective pathways to 

achieving lasting 

personal comfort with 

their gendered selves, 

in order to maximize 

their overall health, 

psychological well-

being, and self-

fulfillment.”



� Some patients require neither hormones nor 

surgery

� Changes in gender role and expression may be 

sufficient to alleviate symptoms

� Some may need change in gender role along 

with hormones, but no surgery 

� Others may need change in gender role along 

with surgery but no hormones

� Individualized approach



� 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



� Assess gender dysphoria
� Provide information regarding options for 

gender identity and expression and possible 
medical interventions

� Assess, diagnose and discuss treatment for 
co-existing mental health concerns

� If applicable, assess eligibility, prepare, and 
refer for hormone therapy

� If applicable, assess eligibility, prepare, and 
refer for surgery 







� Feminizing or masculinizing hormone 

therapy is a medically necessary 

intervention for many people with gender 

dysphoria



� 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



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 



� With appropriate training, can be managed by a 

variety of providers

� Medical visits relating to hormone therapy 

provide opportunity to deliver broader care to a 

population that is often medically underserved 

� Many of the screening tasks and management of 

co-morbidities such as cardiovascular risk 

factors and cancer screening fall uniformly 

within the scope of primary care



� 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



� Absolute contraindications: 

� Pregnancy

� Unstable coronary artery disease 

� Untreated polycythemia with HCT >55%

� History of breast cancer or other estrogen-

sensitive cancers…consult oncologist

� Signs and symptoms of PCOS should be 

evaluated as symptoms may worsen on 

testosterone



� CBC 

� Lipid profile

� Liver profile 



� Every three months for first year: 
� CBC 

� LFTs 

� Lipid profile 

� Check testosterone at one year 
� Goal 350-700 ng/dl

� Follow-up every 6-12 months



� Testosterone 
� IM cypionate/enanthate
▪ Cheap 

▪ Requires self-injection (or by friend/partner) q 1-2 weeks
▪ Sub-Q?

▪ Peaks and troughs 

� Transdermal 
▪ Androgel 1-5 pumps/day

▪ Androderm 2.5-10 mg/day 

▪ Compounded creams

� Topical testosterone to clitoris



Effect Expected Onset Expected Maximum

Effect

Skin oiliness/acne 1-6 months 1-2 years 

Facial/body hair growth 3-6 months 3-5 years 

Scalp hair loss >12 months Variable

Increased muscle 

mass/strength

6-12 months 2-5 years

Body fat redistribution 3-6 months 2-5 years 

Cessation of menses 2-6 months n/a

Clitoral enlargement 3-6 months 1-2 years 

Vaginal atrophy 3-6 months 1-2 years 

Deepened voice 3-12 months 1-2 years



� Male pattern baldness:  May treat with 

Minoxidil

� Vaginal atrophy: May use topical estrogen 

creams 

� Acne: treat in a number of ways, including 

use of retinoids

� Irregular menses: may use progesterone, 

though patient usually without menses after 

first few months 



� Contraindications to estrogen: 

� Previous venous thrombotic events related to 

underlying hypercoagulable condition 

� History of estrogen-sensitive neoplasm

� End-stage chronic liver disease 

� Tobacco use associated with increased risk of 

thrombosis



� Lipid profile 

� Fasting blood glucose or A1c 

� Liver profile 

� Prolactin

� Electrolytes 

� BUN/Creatinine

� Consider CBC, coagulation profile, if 

indicated



� Estrogens (use 17-β estradiol)
� IM (estradiol valerate) 20-40 mg q 1-2 weeks 
▪ Cheap ($40 for 4-6 months) 

▪ Requires injection 

▪ Peak/Trough

▪ Safe 

� Oral 
▪ Daily or BID oral estradiol 2-8 mg daily  

▪ Relatively constant levels 

▪ Higher VTE risk 

▪ Higher first pass metabolism (monitor LFTs) 

▪ Cheap 



� Estrogen, (continued)
� Sublingual 

� Cheap, 

� Easy

� Avoids first pass effects 

� Same dose as oral

� Increases “burst” response.  Possible divided dose?

� Transdermal
� Expensive ($100/month) 

� Skin irritation 

� Most constant blood levels 

� Very safe



Effect Expected Onset Expected Maximum

Effect

Body fat redistribution 3-6 months 2-5 years

Decreased muscle mass 3-6 months 1-2 years

Softening of skin/decreased oily 3-6 months Variable

Decreased libido 1-3 months 1-2 years

Decreased spontaneous 

erections

1-3 months 3-6 months

Male sexual dysfunction Variable Variable

Breast growth 3-6 months 2-3 years 

Decreased testicular volume 3-6 months 2-3 years 

Decreased sperm production Variable Variable

Thinning of body and facial hair 6-12 months >3 years



� Controversial 

� Allows more effective feminization at lower 

estradiol levels 

� Prevents  further virilization/hair loss 





� Spironolactone

� Blocks androgen receptors

� Risks: hyperkalemia, orthostasis, volume depletion, polyuria

� Cyproterone acetate (CPA)

� Androcur, Cyprostat

� Androgen receptor antagonist 

� Blunts secretion of LH/FSH

� Weak progestin effect 

� Not available in U.S.

� Concerns about liver toxicity



� 5-alpha reductase inhibitors (finasteride, 

dutasteride) 

� Beneficial effects on scalp hair loss, body hair 

growth, sebaceous glands, skin consistency 

� GnRH agonists (goserelin, buserelin, triptorelin) 

� Expensive, available only as implants or injections



� Controversial 

� Some clinicians feel necessary for breast 

development

� Possible side effects: weight gain, depression, 

lipid changes, possible increased breast 

cancer risk, possible increased CV risk 



� Best assessment is clinical response
� Follow monthly after dosing change, and 

q3-4 months for first year 

� Testosterone levels
� Not likely to be helpful (vary widely over a day)

� Suppress below upper limit of normal female range

� Estrogen levels
� Can help if unsatisfactory response (breast 

growth/feminization) Maintain in pre-menopausal 

female range 





� Facial hair removal

� Electrolysis 

� Laser 

� Tracheal shave 

� Most common surgical 

� Potential for scarring (rare) 

� Vocal damage (rare) 



� Facial feminization surgery (FFS)

� Sliding genioplasty

� Brow shave 

� Scalp reduction 

� Hair transplantation 

� Rhinoplasty



Transgenderzone.com





www.cinematter.com



www.drspiegel.com



� Orchiectomy 

� With or without removal of scrotum 

� Breast augmentation 

� Silicone

� Questionable safety 

� Voice surgery

� Rarely done now

� High risk of complications







� Labiaplasty (using scrotal tissue)
� Vaginoplasty

� “neo-vagina” 

� Many patients travel to Thailand and elsewhere (save 
$10k off US $15k-$25k)

� Penile inversion 
▪ Requires lubrication 

▪ May be problems with depth 

▪ Requires frequent dilation

� Colon graft
▪ Self-lubricates 

▪ Higher risk surgery 

� Depth and dilation not a problem 



� Chest reconstruction 

� Bilateral periareolar

� Nipple/areolar reconstruction



� Scrotoplasty

� Dissection/expansion of labia 

� Testicular implants 

� Metoidioplasty

▪ Release of  clitoral suspensory ligament 

▪ With previous testosterone therapy, clitoris may gray up to 2” 

▪ May or may not allow penetration of partner 

▪ Urethroplasty (extension through enlarged clitoris) is done by 

some surgeons; higher risk of complications



� Phalloplasty
� Often multiple procedures

� Very expensive 

� Up to one year recovery time 

� Free forearm flap 

� Abdominal/thigh muscle flap 

� Hysterectomy/Salpingoophorectomy
� Should be considered within 5 years of beginning 

testosterone due to poorly defined ovarian/endometrial 
cancer risks



� Growing awareness

� Area of debate: 

� Delay puberty?

� When to begin cross-living? 

� When to begin hormones? 







� With GnRH agonists (puberty blockers) 

� Many recommend allowing natal gender 

Tanner stage 2/3 

� Puberty blockers allow a “breathing time” for 

both young person and family



1.  What is your current gender identity? (Check and/or circle ALL that apply)

☐ Male

☐ Female

☐Transgender Male/Transman/FTM

☐Transgender Female/Transwoman/MTF

☐Genderqueer

☐Additional category (please specify) __________

☐ Decline to answer

2. What sex were you assigned at birth? (Check one)

☐ Male

☐ Female

☐ Decline to answer

3. What pronouns do you prefer?_______________________



� “If you have an organ, you need screening!”

� All trans patients at theoretical increased risk 

of osteoporosis (counsel re: calcium/D)

� Screen for depression 

� Weight/Diabetes/Metabolic changes 



� MTF with neovagina
� Perform bimanual, speculum and external exam, 

but Pap of minimal value 

� FTM pap screening 
� follow published female guidelines for those who 

have cervix

� Anal Pap 
� Recommendations remain somewhat unclear 

� HIV positive anal-receptive patients

� ?others



� Transgender men who have not had top 

surgery should follow mammography 

recommendations for cisgender women

� Transgender women who have taken 

crossgender hormone therapy for more than 

five years should begin mammography  

screening by the age of 50



� For transmen over age 60 if taking hormones 

for less than 5-10 years 

� If taking hormones for > 5-10 years, consider 

screening at age 50

� Recommend supplemental calcium and 

Vitamin D 

UCSF Transgender Health Protocol 



� 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 



� Lawsuits 

� Treating societal outcasts

� Doing something they were never taught 

about 

� Altering nature 

� Simple fear of the unknown 

� Homophobia/transphobia

� Preconceptions/ignorance 

� Patients having regret



� Risk:Benefit ratio is outstanding!

� FTM have 2000% relative reduction in suicide 

rate once on hormone therapy 

Maddie Deutsch, MD



� Ask the questions 

� Don’t assume….

� Use name that patient prefers 

� Use pronouns that patient prefers 

� Apologize when you make a mistake

� Non-discrimination policies should include 

gender identity/gender expression 







� Transgender is a broad term 

� Many patients don’t fit into a binary model 

� Gender identity is not the same as sexual orientation 

� Transgender patients are an underserved population 

� Much care of transgender patients may be performed 

in a primary care setting

� Don’t forget preventive care 

� Don’t add the “T” without doing the work

� We can do better …..always better 

� Meliora







First ever 

Transgender Healthcare 

Conference 

Rochester, NY



� www.fenwayhealth.org

� www.wpath.org

� www.glma.org

� http://transhealth.ucsf.edu

� http://healthypeople.gov/2020

� http://transhealth.vch.ca/resources/careguidelines

� www.endo-society.org/guidelines

� www.nickgorton.org


