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ÅWhy gender affirming care
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ÅWPATH Standards Of Care

ÅPillars of Transition; social, legal, medical, surgical, 
mental
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ÅResources



Why Gender Affirming Care

Trevor Project Survey 2022 and US Trans Survey 2015

34% of those who saw a health care provider in the past year reported a negative experience related to being 
transgender
26% did not see a doctor because of fear of being mistreated
47% did not see a doctor because they couldn’t afford it.
20% reported a professional such as a psychologist tried to stop them from being transgender.



US Transgender Survey 2015 in Utah

11%of respondents were 
unemployed, 21% were living in 
poverty(overall poverty 12%)

13% reported losing a job in 
their lifetime because of their 
gender identity or expression

34% of those who held a job o 
applied for a job in the last year, 

were fired, denied a promotion or 
were not hired because of their 
gender identity or expression

21% who held a job in the past year 
were verbally harassed, 1% 

physically attacked, 3% sexually 
assaulted because of their gender 

identity or expression

31% reported other forms of 
mistreatment; as being forced to us a 
restroom that didn’t match gender 

identity, not allowed to present in their 
desired gender, boss/coworker “outed” 

them without permission

30% experienced housing 
discrimination in the past year, 43% 
experienced homelessness at some 
point in their lives, 16% in the last 

year because they were transgender

23% had an issue with health insurance related to being transgender, 34% 
had a negative experience with a health care professional in the last year,  

68% avoid using a public restroom in the last year

Cost of changing IDs was a main barrier to changing  name and gender 
legally; 41% have not changed their legal name, 42% has not updated 
gender; 32% showed an  ID with name or gender that didn’t match their 

gender presentation and were verbally harassed, denied benefits or service 
asked to leave or assaulted.



National transgender discrimination survey 2015
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negative healthcare experience

no money for healthcare

afraid of healthcare providers

suicide attempt

hx sexual assault

no public bathroom

lost family support

Identifying and addressing barriers to transgender healthcare; where we are and what we need to do about it. David Michael Warner MS and Arunab 
Harish Mehta MD, Journal of General Internal Medicine, 36, 3559-3561 (2021)



Non-discrimination policies

* Affordable Care Act Section 
1557 

*Hippocratic Oath/Declaration of 
Geneva

*Code of Ethics AMA



One in five 
or six from 

Generation Z 
are LGBTQ



Create a Gender Affirming Clinic



Gender Affirming Care

No irrelevant questions about birth control, 
family planning, surgeries

No judgemental looks, statements and 
physical harassment or refusal of care

Include options on forms

Post a discrimination policy

Train staff and call center to treat 
transgender patents with respect and 
sensitivity



Definitions

ÅTransgender; gender identity/expression does not conform 
characteristics traditionally associated with the assigned sex 
at birth; but combines or moves between these. It’s an 
umbrella term and can include gender expansive, nonbinary, 
gender creative, genderqueer, gender diverse, genderfluid 
and genderbender people.

ÅIntersex; variety of conditions in which a person is born with 
a reproductive or sexual anatomy that doesn’t fit the typical 
definitions of female/male

ÅHow to affirm one’s Gender Identity;  recognize and use 
chosen names, respect pronouns, allow gender expression 
that reflects gender identity;

Å if not accepted, A PERSON IS 8 times as likely to attempt 
suicide

ÅGender dysphoria; discomfort caused by discrepancy 
between gender identity and sex assigned at birth







WPATH/Endocrine Society



Pillars of Transition
surgical

medical

Legal

social

mental

support

system



1.Social Transition

Presenting in public

pronouns that match gender identity

Different name

Dressing

Voice therapy

Hair removal

Psychotherapy

Peer support



2.Legal Transition

To obtain a legal name change in Utah, an applicant must submit a 
petition to the court. Subject to the court's discretion, the court may 
issue notice of the hearing. (Utah Code Ann. § 42-1-2). Forms and 
instructionsfor a name change petition can be found. Parents need to 
sign a consent for minors.

In Utah requires a letter from therapist or physician confirming patient 
has had “appropriate clinical treatment for transition their desired 
gender”, a nonbinary option X allowed.

Regulations and requirements vary per state and per country

In May 2021 the Utah Supreme Court ruled in favor for transgender 
people who want to change their name and gender legally in Utah. The 
decision took over 3 years. 



3.Medical Transition

Puberty Blockers for 10-16- year-
old teens 

Hormone replacement therapy for 
people assigned male at birth 
(AMAB)/transmasculine people

Hormone replacement therapy for 
people assigned female at birth 
(AFAB)/transfeminine people



Puberty Blockers

https:// www.thelancet.com/journals/landia/article/PIIS2213-8587%2817%2930099-2/fulltext

GnRH analogues that block the release of 
hormones from the pituitary gland; this stops the 
release of testosterone and estrogen; this 
suppresses puberty.

Leuprolide Acetate, Triptorelin, Supprelin or 
Histrelin acetate implant

These medications are also used for prostate 
cancer, fibroids, endometriosis and those starting 
puberty too early

Completely reversible, confirmed by many studies



WPATH SOC8 chapter on Adolescents



Adolescents

Puberty blockers; GnRh analogues block hormones in 
pituitary that block estrogen/testosterone production; 
Expensive, Reversible, fertility preserved, temporary bone 
density loss.

ÅAlternatives for AFAB; medroxy progesterone acetate or 
progesterone IUD, Nexplanon continuously-to stop 
menses

ÅAlternatives for AMAB; spironolactone, bicalutamide 
but may develop breast development (cheaper).

Å withholding puberty blockers from gender-dysphoric adolescents can result in worsening of dysphoria, 
depression, self-harm, and suicidality (Radix & Silva, 2014).

https://www.healio.com/pediatrics/journals/pedann/2014-6-43-6/%7Ba4ce928b-7b44-44c2-b9b8-02598d45c8df%7D/beyond-the-guidelines-challenges-controversies-and-unanswered-questions


Youth/Adolescents

ÅSuicide rate is high

ÅSupport system is important

ÅTNb youth have unique sex-ed needs ; standard sex ed 
needs trans-inclusive framing including ACE/asexuality 
spectrum

ÅGender dysphoria in children and adolescents is not “a 
phase”



Gender Affirming Hormone Therapy

Individualized and protocol Standards of Care (WPATH, Endocrine Society, DSM)

patient driven goals; this is your transition (individualized!)

Å Provider/physician goal of INFORMED CONSENT

Å A letter from a therapist & year of ¢real-life  experience is NOT required to initiate hormone therapy (WPATH 7+8 
Standards of Care). 

Å Medical requirement is capacity to give informed consent/assent, concept bodily autonomy, Yogyakarta principles

Å mental status and self-awareness evaluation is left to the prescribing physician. Some physicians prefer a basic 
evaluation by mental health professional (this is not required). 



Initial medical evaluation for GAH

ά5ƛŀƎƴƻǎƛǎέ ŦƻǊ ǊŜŎŜƛǾƛƴƎ ŎŀǊŜκƛƴǎǳǊŀƴŎŜ ŎƻǾŜǊŀƎŜ

•ICD10/11 GID/ Gender dysphoria/gender incongruence, 
Endocrine disorder NOS

Rule out any contraindications for hormones

family history, personal medical history, laboratory 
evaluation, (physical exam,  pelvic/genital exam-not 
at first visit, trauma informed)

Some patients have been self medicating.



Initial medical evaluation for GAH

Hormone Naïve/transfer of care/self 
medicating

•Complete history, medications and supplements

•Family medical history
•Mental health history

•Tobacco and other substance use/abuse history
•Sexual history

Laboratory evaluation (ideally vs 
Covid19 times)

•Liver enzymes, chemistry panel, blood count, 
lipids, hormone levels and specific testing 
dependent on history (brca/fvl).

Establish intent (do you know) and 
expectations; this is a journey and 
can change over time, regret can 

occur

Review of consent forms
Follow up visits, communication with 
your physician/provider; re-evaluate 

journey, discuss detransition 

Discuss impact of hrt on sexuality 
(function, pleasure and satisfaction) 
and fertility now and at follow up



Gender Affirming 
Hormone therapy for 
people assigned male 
at birth (feminizing 
hormone therapy)



GAH-Estrogen 
Transdermal 

creams -difficult to get consistent dose (absorption more difficult to control, must 
refrain from skin-to-skin contact after application), expensive, can be 
compounded/local use

patches- (0.05mg-0.4mg) widely available, good option -slightly more expensive; 
recommended over age 40/comorbidities; 0.1 mg biweekly; 1-2 patches

Oral

Estradiol tablets 1-6mg daily in divided doses (depending on age, risks) PO/SL

Do NOT use Premarin or Ethinyl Estradiol (highest clotting risk) 

Sublingual (troches) compounded dose -less toxic to liver, possibly less clotting 
risk.

Injectable

Å Estradiol Cypionate, Estradiol Valerate 2.5-10mg IM or SC weekly.

Bioidentical hormone pellets 

Å Estradiol 50-100 mg every 6 months SC.



GAH-Testosterone Blockers

Spironolactone (Aldactone) ; potassium sparing diuretic; 100-200 mg po dd

blocks cell receptor from effects of testosterone, diuretic effect, 
potassium+

Finasteride or Dutasteride; 5-alpha reductase inhibitor:  

decreased production of DHT-hair regrowth, can cause constipation, 
depression

Cyproterone acetate (Androcur) 25-50 mg dd: Interacts with androgen 
receptor and suppresses androgen biosynthesis, but can be hepatotoxic, 
increase prolactin and increase risk for meningioma (not FDA approved in 
US)

    Bicalutamide 50 mg dd; potent androgen receptor blocker that can induce 
breast development, can be hepatotoxic (limited studies)

 GnRH analogues; leuprolide im/sc (Lupron/Eligard) and histrelin (Supprelin) 
implant  block LH/FSH hormone production in the pituitary gland. Lasts 1-3 
years, expensive

Discuss impact on sexuality; desire, orgasm, pleasure and fertility, offer 
Sildenafi/Tadalafillfor those without bottom dysphoria to help with penile 
atrophy and for stronger erections



Effects of Estrogen

Change Onset (months) Maximum(years)

Skin softening weeks-2 varies

Pain threshold 1-4 Returns with +dose

Breast growth 1-4 2+

Weight distribution 2-6 2-5+

Muscle mass 2-6 2-5

Facial shape 2 1-2

Emotional 1 continues

Erectile pattern 1-6 varies 

Sterility  2 varies 

Effect from Estradiol and Androgen blockers



Contraindications/risks of 
estrogen therapy

Å  Contraindications;

Å     current breast cancer, (uterine cancer)

Å     history of thrombophilia (relative)

Å     smoking (relative)

Å     BRCA carrier (relative)

Å     history of stroke or thrombosis (relative-FVL)

Å     

Å  Risks;

Å    Dvt/pulmonary embolism/thrombosis/stroke

Å    breast cancer

Å    Elevated triglycerides



Progesterone            

Beneficial (article January 2019 “Endocrine Society”) but limited studies (not 
mentioned in SOC8); anecdotal benefit for breast shape, possibly sleep, mood, 
sensual feeling, body fat distribution, blocking testosterone

Dosing/administration patterns vary -no standard of care ; cyclic/daily/none, oral, 
rectal, sc,im

Generally used for a few years to stimulate breast tissue, no data regarding long 
time use

Side effects : weight gain, mood swings, pro-inflammatory

cancer risk unknown

Breastfeeding Protocol Newman-Goldfarb/lactation in transgender women 
https://www.liebertpub.com/doi/10.1089/trgh.2017.0044



Gender Affirming Hormone therapy for people assigned female at 
birth (masculinizing hormone therapy)



Injection ¬Standard doseº is injection 200mg/mL 0.4-0.5cc every 
week sc or im of testosterone cypionate (cheapest option) .

Others; Testosterone enanthate, testosterone propionate and 
testosterone undecanoate(12 week depot) or testosterone 
cypionate as self injector (Xyosted)

Or

Oral lozenges ¬trochesº daily dosing –compounded 24-
36mg bid

Gels/creams -often more expensive, skin contact must be 
avoided after application-can be compounded 50-100 mg 
daily; 2-3 pumps a day (3 to induce amenorrhea)

Implanted pellets –compounded 300-600 mg q 4-6 months

Patches work for some but are expensive

Testosterone capsules now available but expensive

Discuss contraception and sexuality



Effects of Testosterone

Change Onset (months) Maximum (year)

Deepening of Voice 6-12 1-2

Decreased Hip Fat
1-6 2-5

Weight Gain 6-12 2-5+

Muscle Mass Increase 6-12 2-5

Mild Breast Atropy 6-12 1-2

Body Hair Growth 6-12 4-5*

Clitoris Growth 3-6 1-2

Roughening of Skin 1-6 1-2

Loss of Menses 2-6 usually *

Vaginal Atrophy 3-6 1-2

Libido Changes 1-6 *



Contraindications,and risks of 
testosterone

Contraindications (relative); 

Estrogen sensitive tumors (breast, uterine, endometrial cancer) (relative)      

Polycythemia vera (relative)                                      

Active pregnancy ( teratogen cat X)                       

Uncontrolled thyroid disease (manage it)

Risks;

polycythemia, sleep apnea, pelvic pain, worse lipid profile, acne



Other 
Considerations 
on Testosterone

Aromatization to estrogen

Converts to DHT and can cause hair loss (finasteride/minoxidil)

Obesity -high estrogen (vaginal bleeding)-e blocker/progesterone

SHBG binds hormones and generally increased in obese or 
hypothyroid -it may be difficult to achieve adequate testosterone 
levels. 

Voice drop, facial hair and hair loss, bony changes (Adam’s apple) 
are permanent

Higher rate of PCOS in this population

Vaginal atrophy; consider local estrogen cream

Limited impact on fertility if started after menarche (mature eggs)



GAH after gonadectomy/menopause

Å Orchiectomy (vaginoplasty)

Removal of testicles -main source for testosterone production

Androgen blockers can be discontinued

Estrogen dose is often decreased (no consensus/studies)

Add-back low dose testosterone if desired (nonbinary or fatigue/libido)

Å Oophorectomy or natural menopause

      Estrogen levels will decrease. Change in bodyfat distribution

maintain same level of testosterone  (same dose)

Combine estrogen/testosterone if desired (nonbinary)

Bone, brain and heart health may be impacted (no long-term studies)

Å  Bone density testing, discuss vitamin D supplementation, calcium intake and weight bearing 
exercise



Nonbinary Gender Affirming Hormone therapy; infinite 
possibilities

Microdosing testosterone standard dose 80-100 mg weekly (im/sc), 
microdose 10-40 mg weekly or consider trochees 12 or 24 mg daily or 
bid. Side effects acne, voice drop, facial hair, scalp hair loss

Short term testosterone standard or micro dose taken for 1-2 years (or 
more) to initiate voice drop and possibly facial hair. De-masculinization 
of muscle mass, body configuration and skin occurs after a 2-6 months

Microdosing estrogen standard dose 6mg estradiol daily (oral), 
microdose 0.5-4mg daily or consider patch or gel. Breast development 
is irreversible. Can combine with androgen blockers, GnRH analogues or 
not

Microdosing anti androgens standard dose 100 mg spiro/50 mg 
bicalutamide. 50 mg spiro/25 mg bicalutamide will decrease testicular 
volume, sometimes sexual desire, these will cause breast growth. If 
breasts not desired; GnRH analogues (expensive but reversible), or/and 
Raloxifene (Evista).



GAH for nonbinary people

Å Serms; Selective Estrogen Receptor Modulators; estrogenic 
effects in some tissues but not others; tamoxifen, raloxifene

Å Aromatase inhibitors; antiestrogen, stops conversion from 
testosterone into estrogen; anastrozole, letrozole

Å SARMs; Selective Androgen receptor modulators; 
stimulates lean body mass/muscle development (anabolic 
activity not androgenic activity); experimental but 
promising (not FDA approved)

Å GnRH agonists; safe, reversible, expensive

Å Cycling any of the above including 
testosterone/estradiol/progesterone during the year

Å Fertility? Family planning? Contraception?

Å DETRANSITION-RETRANSITION-change in journey



4. Surgical transition

About 25% TGNB people have had some form of 
gender conforming surgery. Cost, unemployment 
and lack of insurance are  barriers to access.       

Chest surgery is twice more often requested 
then genital surgery

Further developments in patient-reported 
outcomes, research, transgender-specific 
provider education and technical advancements 
to GCS will be necessary to meet the healthcare 
needs of a growing TGNB population



Surgical Transition for Transgender women (AMAB)

ÅOrchiectomy; removal of testes; no androgen blockers

ÅVaginoplasty; construction of vagina using penile skin or bowel; 
includes creation of clitoris and labia

ÅOther surgeries; facial feminization surgery, trachea shave, vocal cord 
surgery, breast augmentation



Surgical Transition for Transgender men (AFAB)

ÅTop surgery; removal of breasts; masculinization chest

ÅHysterectomy with/without ovaries

ÅVaginectomy; removal of vagina

ÅMetoidoplasty; release of clitoris with or without urethral length

ÅPhalloplasty; creation of phallus with/without scrotoplasty



ÅBilateral 
Mastectomy



ÅRadial Arm Flap 
Phalloplasty



Vaginoplasty



Dilators



Mental Health diagnoses among transgender people

Åmood and anxiety disorders

Å PTSD

ÅEating disorders

Å personality disorders

Å attention-deficit/hyperactivity disorder, autism

Å substance use disorders

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6830528/



Gender Affirming Care for 
transgender patients; 
conclusion
ÅCreate a friendly clinic for all people

ÅMasculinizing and feminizing hormone therapy 
impacts tissues in several ways

ÅGender affirming surgeries can change natal anatomy

ÅUse a patient-centered collaborative care approach

ÅBe sensitive to past trauma (sexual, past medical 
experiences), consider harm reduction techniques

ÅConsider referrals to chronic pain centers, pelvic pain 
physical therapists, urologists and sex therapists after 
direct communication to ensure they have had 
transgender affirming sensitivity training.



Resources

WPATH Standards of Care 8 (especially chapter on 
“Hormone Therapy” and “Nonbinary Chapter” for 
evidence-based literature) 

Endocrine Society Guidelines (not SOC8 updated)

UCSF Center for Excellent Transgender Health

https://www.thelancet.com/series/transgender-health

https://fenwayhealth.org/care/medical/transgender-
health/

local GLBTQ center, HRC, GLAAD, Ntl Center for 
Transgender equality

Rebirth Health Center 8012723909 or

 rebirthobgyn@rebirthhealthcenter.com

“Transgynecology” textbook available on Amazon

https://fenwayhealth.org/care/medical/transgender-health/
https://fenwayhealth.org/care/medical/transgender-health/
mailto:rebirthobgyn@rebirthhealthcenter.com
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