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HPI 
• 19 FTM transgender patient presents to clinic to continue hormone 

therapy 

• Born female at birth but identifies as a male and prefers to use male 
pronouns 

• Started on testosterone at Howard Brown Health in June 2016 

• Reports having regular menses prior to hormone therapy initiation 

• Participated in “informed consent model” at the onset of hormonal 
treatment for gender affirmation 

• Satisfied with changes undergone since starting testosterone, including 
cessation of menses, changes in voice and redistribution of body fat 
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Few Endocrinologists Are Adequately 
Prepared For Transgender Care 

• Anonymous survey sent to 6992 US practicing endocrinologists (8% 
Peds Endo) 

• Nearly 80% of endocrinologists have treated a transgender person; 
However, 80.6% have never received formal training on care for 
these patients  (out of 411 responders) 

• 77% were very or somewhat confident in terms & definitions, 63% in 
taking a history, & 65% in prescribing hormones 

• 35 of 54 Endocrinology Fellowship PDs reported education on 
transgender topics (64.8%) 

• 93.8% of PDs indicated fellowship training in this area is important 



Conclusions from this Study 
• Confidence and competence in transgender health 

needs to increase among Endocrinologists 

• Strategies include: 

• Development of online training modules 

• Expansion of formal transgender health curriculum 
in fellowship programs 

• Presentations at national and international meetings 

JCEM 2017 



CDC’s Behavioral Risk Factor Surveillance System 2016 







• Estimated 0.58% of adults in the US 
identify as transgender (1.4 million) 

 
• 1 in 5 transgender people who had 

contact with a medical professional 
about their gender identity said their 
provider had tried to stop them from 

being transgender (Medscape Medical 
News, 2015 Transgender Survey) 

 
• 70% of transgender individuals have 

suffered some form of mistreatment at 
the hands of medical providers 

including harassment & violence 
(Lambda Legal) 



Which is the most accurate 
definition of “gender identity” 

• A. The way a person identifies their sexual 
orientation 

• B. The gender assigned to a child at birth 

• C. The way a person expresses their gender 

• D. A person’s internal sense of their gender 





Transgender: Gender identity does not align with 
societal expectations for assigned sex 

 
 
 

Cisgender: Gender identity aligns with societal 
expectations for assigned sex 



Common Terminology 
• Transgender woman, trans woman, MTF 

• born male at birth, usually prefer “she” or “her” pronouns 

• Transgender man, trans man, FTM  

• born female at birth, usually prefer “he” or “his” pronouns 

• Genderqueer, or nonbinary: Someone who identifies as 
neither gender, both genders, or a combination of male and 
female genders 

• may use any pronoun, or use “they” or “their”  



Difference Between Gender 
Nonconformity & Gender Dysphoria 

• Gender Dysphoria: DSM-5 diagnosis for individuals who have a strong and persistent 
cross-gender identification and a persistent discomfort with his or her sex, or sense of 
inappropriateness in the gender role of that sex (previously Gender Identity Disorder) 

• Gender nonconformity refers to the extent to which a person’s gender identity, role, or 
expression differs from the cultural norms prescribed for people of a particular sex 

• The World Professional Association for Transgender Health (WPATH) released a 
statement in 2010 for the de-psychopathologization of gender nonconformity 
worldwide: 

• “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” 



Taking Care of Transgender 
Patients 

• Providers should not assume that all gender variant 
individuals have the same attitudes, behaviors, 
beliefs, experiences 

• Honor the patient’s preferred gender identity & use 
the pronouns they use 

• Apologize if you misgender a patient 

• Recognize that not every transgender person who 
comes to you for hormones wants to have surgery 



Non-Medical & Medical 
Treatment/Options for Gender 

Affirmation 
• Non medical changes in the person’s gender expression or 

role: possibly including binding or padding of breasts, hips or 
buttocks, penile tucking or use of prostheses 
 

• Support groups  & services 
 

• Changes in name & gender markers (socially & on ID) 
 

• Hair removal techniques, voice & communication therapy 
 

• Psychotherapy or counseling 
 

• Cross-sex hormone therapy or surgery to alter secondary 
sexual characteristics of the body 



Provider Responsibilities 
• Providing initial evaluation that includes patient transition 

goals, health history, risk assessment and relevant labs 

• Discuss expected effects and fertility risks 

• Confirm Pt has capacity to understand risks/benefits & can 
give informed consent 

• Letter from MHP and/or 3 mos of “real life” experience 

• vs Informed Consent Model 

• Provide ongoing medical monitoring 



WPATH: is an 
international, 

multidisciplinary, 
professional 

association whose 
mission is to 

promote evidenced 
based care, 
education, 

research, advocacy 
public policy & 

respect for 
transgender health 

Endocrine Society: “The WPATH SOC have provided mental 
health and medical professionals with general guidelines for 

the evaluation & treatment of transsexual persons” 
J Clin Endocrinol Metab 2009. 94:3132-3154. 
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Endocrine Society Guidelines 
• Goal of transgender hormonal treatment: 

• Suppress endogenous hormone secretion determined by the person’s 
genetic/biologic sex 

• Maintain sex hormone levels within normal range for the person’s desired 
gender 

• A MHP must recommend endocrine treatment & participate in ongoing care 
throughout the endocrine transition & decision for surgical sex reassignment 

• Recommend against treating prepubertal children 

• Recommend treating transgender adolescents (Tanner 2) by suppressing 
puberty with GnRH analogues until age 16, after which cross sex hormones 
can be given 

• Suggest surpassing endogenous sex hormones, maintaining physiologic 
levels of gender appropriate sex hormones & monitoring for known risks 

J Clin Endocrinol Metab 2009. 94:3132-3154. 



Differences Between Children & 
Adolescents With Gender Dysphoria 

• Important difference between gender dysphoric children & adolescents is the 
proportion for whom dysphoria persists into adulthood 

• Studies have shown most pre-pubertal children are no longer gender dysphoric once 
puberty begins, most will turn out to be homosexual 

• 12-27% persistence rate of gender dysphoria in children into adulthood  

• period of age 10-13 crucial in their own sense of awareness about their gender 
identity 

• Persistence into adulthood appears to be much higher for adolescents (no formal 
prospective studies)  

• 100% in f/u study of 70 adolescents 

• 55% in f/u study of 53 adolescents requested HT & surgery, 45% did not return to 
clinic during adolescence 



Categories of Physical 
Interventions 

• Fully Reversible: Use of GnRH analogues to suppress estrogen or testosterone 
production & consequently delay the physical changes of puberty 

• Alternative to GnRH analogues: spironolactone to decrease androgen effects; 
Continuous OCPs (or depot medroxyprogesterone) to suppress menses 

• Partially Reversible: Hormone therapy to masculinize or feminize the body (at about age 
16) 

• Some hormone induced changes may need reconstructive surgery to reverse the effect 

• Irreversible: Surgical procedures; Should not be done until age of legal majority in given 
country  (18yo US) & Pt has lived in gender role congruent with gender identity for at 
least 12 months 

• Gender dysphoric youth should undergo a thorough psychodiagnostic equation by a 
qualified MHP (determination of gender dysphoria & to evaluate for psychiatric co-
morbidities) 

The Standards of Care. WPATH 7th version. 



Early Pubertal Trans 
Youth 

• Netherlands study (2011) examined consequences of pubertal suppression with a GnRH 
agonist in early mid pubertal gender dysphoric adolescents (J Sex Med. 2011 
Aug;8(8):2276-83) 

• 70 gender dysphoric adolescents with lifelong gender dysphoria started on GnRH agonist at 
Tanner 2/3 

• Depressive symptoms decreased 

• General mental health functioning improved 

• All went on to receive cross sex hormone treatment 

• Rationale for intervention with puberty suppression: 

• Additional time for gender exploration without pressure of ongoing pubertal development 

• Prevention of permanent development of sex characteristics if adolescent continues to 
pursue sex reassignment 



Late Pubertal Transgender 
Youth 

• Tanner 4/5;  Too late for GnRH agonists to block 
endogenous pubertal development, but can suppress H-
P-G axis potentially to allow use of lower hormone doses 

• FTM individuals can be treated with testosterone alone 

• MTF individuals optimally treated with agent that 
blocks testosterone secretion/action concurrent with 
estrogen 

J Clin Endocrinol Metab. 2014 Dec;99(12):4379-89. 
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• Adolescent’s physical development should be 
carefully monitored during pubertal suppression 

Nicole Maines, 14, her twin brother, Jonas, and their parents have traveled a 
long, trying road. (Suzanne Kreiter/Globe Staff) 

The Children’s Hospital Gender 
Management Services Clinic was founded 
in 2007 by endocrinologist Norman Spack 
and urologist David Diamond, the clinic - 

known as GeMS and modeled on a Dutch 
program - is the first pediatric academic 
program in the Western Hemisphere that 

evaluates and treats pubescent 
transgender individuals 

Monitoring 



J Clin Endocrinol Metab. 2014 Dec;99(12):4379-89. 

Monitoring 



a: every 3-12 mos; b: until puberty is completed 
J Clin Endocrinol Metab. 2014 Dec;99(12):4379-89. 



Figure 3 Bone mineral density of the lumbar spine (LS), femoral neck (FS) and total body (TB) in 
nine transsexual adolescents during a period of 24 months of treatment with a GnRH analogue 

(GnRHa), measured just prior to the start of the GnRHa treatment (0) and after 12 and 24 months.  

Henriette A Delemarre-van de Waal, and Peggy T Cohen-Kettenis 
Eur J Endocrinol 2006;155:S131-S137 

© 2006 Society of the European Journal of Endocrinology 
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• A 22-year follow-up of the first described gender-dysphoric 
adolescent (FTM) treated with GnRH agonist and cross-sex 
hormones  
 

• Reported overall psychological well-being with no clinical signs 
of adverse effects on brain development; furthermore, BMD 
was within the normal range for both sexes 



The Standards of Care. WPATH 7th version. 

Adult Hormone Therapy 



Medical Necessity of HT 
• Feminizing/Masculinizing HT is medically necessary for 

many transgender and gender nonconforming individuals 
with gender dysphoria 

• Some people seek maximum feminization/masculinization 

• Others experience relief of dysphoria with an androgynous 
presentation resulting from hormonal minimization of 
existing sex characteristics 

• HT must be individualized on Pt’s goals, the risk/benefit 
ratio of medications, the presence of other medical 
conditions, & consideration of social and economic issues 



Informed Consent Model 
• Protocol for providing HT consistent with WPATH  SOC guidelines 

• Instead of requesting a letter from a MHP or proof of “real life 
experience” patients are given complete and accurate information 
regarding their decision about getting hormone therapy (HT) or 
not 

• Informed consent: 

• The person has the correct information about HT 

• The person can understand the information about HT 

• The person can use the information to make a decision 



Informed Consent Form for Feminizing 
or Masculinizing Hormones 

• Role of hormones & how they change the body 

• Effects of hormone therapy 

• Fertility aspects, option for sperm banking or egg freezing 

• What changes to expect & when to expect them 

• Possible health problems/side effects that may occur 

• Screening for & addressing acute or current mental health concerns 

• Expectation for continued monitoring 

• Consent form signature page (Pt & Medical Provider) 



Informed Consent Form for 
Feminizing Hormones 











Summary of Informed 
Consent Model  

• The focus is on obtaining informed consent as the 
threshold for the initiation of HT in a 
multidisciplinary, harm reduction environment 

• Less emphasis is placed on the provision of mental 
health care until the patient requests it, unless 
significant mental health concerns are identified that 
would need to be addressed before hormone 
prescription  



Effects of Hormone Therapy 
• Feminizing/masculinizing HT will induce physical changes 

that are more congruent with a Pt’s gender identity 

• In FTM patients, the following are expected to occur: depend 
voice, clitoral enlargement (variable), growth in facial and 
body hair, cessation of menses, atrophy of breast tissue, 
increased libido, decreased percentage of body fat 
compared to muscle mass 

• In MTF patients, the following physical changes are 
expected to occur: breast growth (variable), decreased libido 
& erections, decreased testicular size, increased percentage 
of body fat compared to muscle mass 











Risk Assessment 
• MTF:  No absolute contraindications to feminizing therapy per se, 

but there are for the types of feminizing agents 

• Contraindications to estrogen: Previous DVT related to 
underlying hyper coagulable condition, Hx of estrogen sensitive 
neoplasm, end stage liver disease 

• FTM: Contraindications to testosterone: pregnancy, unstable CAD, 
untreated polycythemia (Hct>55%) 

• Increased prevalence of PCOS in FTM Pts, associated with 
increased risk for DM, cardiac disease, HTN, 
ovarian/endometrial cancers; Symptoms of PCOS should be 
evaluated prior to initiating testosterone 







Likely Increased Risks of 
MTF Therapy 



Likely Increased Risks of 
MTF Therapy 



Possible Increased Risks of MTF Therapy 



Inconclusive Risks of MTF Therapy 



Likely Increased Risks of FTM 
Therapy 



Possible Increased Risks of FTM Therapy 



Possible Increased Risks of FTM Therapy 



Inconclusive or No Risks of FTM Therapy 



Inconclusive or No Risks of FTM Therapy 



Inconclusive or No Risks of FTM Therapy 



Hormone Regimen: MTF 

STAR
T MID MAX 

SPIRONOLACTON
E (QD OR BID) 50mg 100mg 200mg 

FLUTAMIDE 125mg 
bid 

FINASTERIDE 1mg 2.5mg 5mg qd 

MEDROXY-
PROGESTERONE 2.5mg  5mg 10mg 

Anti-Androgens* 

Only used pre-orchiectomy 

Only used pre-orchiectomy 

*Doses typically decrease after orchiectomy 



Hormone Regimen: MTF 

START MID MAX 

ESTRADIOL 1mg/Qd 4mg 8mg 

PREMARIN 
(ORAL CONJ 
ESTROGEN) 

2.5mg 5mg 10mg 

ESTRADIOL 
VALERATE 

OR 
CYPIONATE 

5mg 
q2wks 

20mg 
q2wks 60mg q2wks 

ESTRADIOL 
PATCH 

0.1mg/d 
biw 

0.2mg/d 
biw 0.4 mg/d biw 
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Goal: Natal female levels 
of estradiol 

(T<200) 
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Anti Androgens 
MOA 

Spironolactone 

Flutamide 

Finasteride 
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Hormone Regimen: FTM 

OTHER 
MEDS FOR 

TRANS MEN 
DOSE USE 

DEPO-
PROVERA 

150mg 
IM 

Q3mos 

for menses 
cessation 

FINASTERID
E 

1mg to 
5mg Qd 

Male 
pattern 

baldness 



Hormone Regimen: FTM 
START MID MAX 

TESTOSTERONE 
CYPIONATE 

30mg q wk 
IM or SQ 60mg q wk 125mg q wk 

TESTOSTERONE 
ENANTHATE 

30mg q wk 
IM or SQ 60mg q wk 125mg q wk 

ANDRODERM 
PATCH 

2.5mg/ 
patch qd 

5mg/patch 
qd 

7.5mg/ patch 
qd 

TESTOSTERONE 
1% GEL 2.5mg qd 5mg qd 10mg qd 

TESTOSTERONE 
CREAM 5% 

(COMPUNDED) 
0.25 g qd 1g qd 2g qd 

TESTOSTERONE 
UNDECANOATE  

160 mg/d 
PO 200mg/d 240mg/d 

(cottonseed oil) 

(sesame seed 
oil) 

* Doses may be decreased in oophorectomy in some cases 
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Goal: Natal male levels of 
testosterone (350-700ng/dL) 
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100mg/mL (10mL): $59.10 

4mg/24hr x1 patch: $20.54 

200mg/mL (5mL): $89.95 

25mg/2.5gm x 2.5g: $20.92 

2% (60g): $87.23 



J Clin Endocrinol Metab, September 2009, 94(9):3132–3154 
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Typical Health Care Maintenance 

Everyone:  Screen BP, HgA1c, & lipids yearly  

Everyone:  Screen for breast cancer after age 50 with mammogram is there 
is breast tissue (may not be necessary in MTF without breast cancer FH)  

FTM/trans men require regular pap screening if they have a cervix (cytology 
should indicate Pt is on Testosterone as altered epithelium may mimic 
dysplasia) 

in FTM: any unexplained vaginal bleeding should be evaluated like a natal 
female 

FTM: Bone density at age 50 if on T >10yrs, at age 60 otherwise  

MTF: Continue to screen for prostate cancer if there is a prostate 

MTF: Consider adding ASA to trans women >50  



• Prospective study of 23 trans men (FTM) and 23 
age matched control cis women. 

• Grip strength and biochemical markers of bone 
turnover were measured as well as BMD and DEXA 

European Journal of Endocrinology 
(2015) 172, 163–171 







Results of this Study 
• Before hormonal treatment, trans men had similar bone and body composition 
compared with control women. 
 

• Testosterone treatment induced in trans men a gain in muscle mass and strength 
and loss of fat mass (in the presence of unchanged BMI and waist and hip 
circumference) 
 

• Bone markers P1NP and CTX both increased during the first year of treatment in 
trans men 
 

• Areal and volumetric bone parameters remained largely unchanged apart from a 
small increase in trabecular vBMD at the distal radius and in BMD at the total hip 
in trans men. None of these changes were observed in the control group. 
 

• Conclusions: Short-term testosterone treatment in trans men increased muscle 
mass and bone turnover. The latter may rather reflect an anabolic effect of 
testosterone treatment rather than bone loss. 



Back to Our Patient 



Back to Our Patient 

• Pt was restarted on previous testosterone dose 
(100mg/week IM) 

 
• To discuss general maintenance issues like pap 

smear at next visit  



What We As Providers Should 
Be Aware Of 

• Bad experiences are a big reason why LGBT, in particular 
Transgender individuals do not seek medical care 

• Positive interactions with clinicians can increase a transgender 
person’s health care utilization 

• Availability of transgender health care itself is a major step towards 
making the clinical environment welcoming towards transgender 
individuals 

• Physicians should refrain from pathologizing gender nonconformity 

• Look for upcoming LGBT provider training in our clinic in the near 
future!  Informed consent letter smart phrase coming soon… 



Conclusions-1 
• Improved competence & confidence in delivery of transgender health is 

needed 

• Transgender patients seeking gender affirming care require a safe, effective 
hormone regimen that will 1) Suppress endogenous hormone secretion 
determined by biologic sex & 2) maintain sex hormone levels within the 
normal range for the person’s desired gender 

• Because gender dysphoria does not persist from childhood to adolescence 
endocrine treatment of pre-pubertal children is not recommended 

• Gender dysphoria in transgender adolescents tends to persist into adulthood  

• Treatment of transgender adolescents involves suppressing puberty to allow 
more time for gender identity exploration at Tanner 2 stage & involves GnRH 
analogues 

• Mental health comorbidities in gender dysphoric youth significantly diminish or 
resolve when such individuals are subject to gender affirming care 



Conclusions-2 
• Prospective cohort studies focused on long term safety and efficacy are 

needed to optimize transgender care 

• Providing hormonal treatment for gender affirmation should also include risk 
assessment and continued monitoring 

• Depending on Pt’s risk profile, there may be appropriate screening tests or 
exams for conditions affected by HT & ideally should be carried to prior to 
start of HT 

• Hormone providers should address preventative health care with Pts 
particularly if Pt does not have a PCP 

• For more education about transgender care please familiarize yourself with 
materials from WPATH (wpath.org);  Training modules are available at the 
National LGBT Health Education Center                                             
(https://www.lgbthealtheducation.org) 

http://wpath.org
https://www.lgbthealtheducation.org
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Objectives 
-Learn about Transgender Care in the Endocrinology Setting 

-Review the latest Standard of Care Guidelines from the 

WPATH and from the Endocrine Society for Transgender 

Care in Adolescents & Adults 

-Learn about the Informed Consent Model for Transgender 

Care 

-Discuss Effects of Hormone Therapy & Potential Risks of 

Treatment 
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