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LEARNING OBJECTIVES

1) Identify common medical and surgical interventions used by 

transgender people and relevant considerations for primary 

care.

2) Be able to perform a culturally competent, sensitive parts 

inventory.

3) Identify preventative care considerations in transgender 

patients.

4) Identify contraception options for transmasculine patients.



THE IMPORTANCE OF INCREASING CULTURAL COMPETENCE 

AROUND TREATING TRANSGENDER PATIENTS

• Transgender people are discriminated against in 

healthcare, employment, housing, and the wider 

society. They are at higher risk of violence.

• Data on the next slide are from the 2015 US 

Transgender Survey report

James, S. E., Herman, J. L., Rankin, S., Keisling, M., 

Mottet, L., & Anafi, M. (2016). Executive Summary of 

the Report of the 2015 U.S. Transgender Survey. 

Washington, DC: National Center for Transgender 

Equality.

Accessed at https://www.ustranssurvey.org/reports



BARRIERS TO CARE

• One third had negative experiences with healthcare providers due to being 

transgender. Rates were higher for people of color and people with disabilities.

• Negative experiences ranged from refusal to treat, verbal harassment, having to 

educate providers, and physical or sexual assault.

• In the past year, 23% did not see a healthcare provider when they needed to due 

to fear of mistreatment, and 33% due to inability to pay. Thus, your 

patients may have delayed care due to fear of how they would be treated or due 

to cost. They may also be slow to trust you.

• Respondents also reported issues with insurance – 25% any problem related to 

being transgender, 55% denial of coverage for transition-related surgeries, 25% 

denial of coverage for hormones.



A BRIEF GUIDE TO LANGUAGE USED

• Transgender: anyone who does not feel that the sex/gender they were assigned at 

birth does not describe them or does not fully describe them.

• Nonbinary: someone who is not a man or woman or feels that neither of those 

terms fully describe their gender.

• A(F/M)AB: Assigned Fe/male At Birth. While a useful term, if language that uses the 

patient’s affirmed gender is appropriate, use that. Also written as (F/M)AAB.

• Sex assigned at birth: what a doctor or midwife said someone’s sex was when they 

were born, generally based on genitals.

• Legal sex: the sex on identification documents, insurance cards, etc.

• Gender: made up of identity, social role, social expectations, and 

gender presentation.

• GAHT: Gender Affirming Hormone Therapy



QUESTION #1

1) Your new patient tells you that she is a transgender woman. Which of the following would be 

an example of some best practices to ensure culturally competent care in your clinic:

A. Ask if her chosen name is different than her legal name and ask her what pronouns she uses. 

Note this in your EMR in a way that allows it to be easily visible to staff.

B. Tell her that she must be addressed by the name on her legal ID in the clinic.

C. Ascertain whether she is on gender affirming hormone therapy by doing a general review of 

medications. When reviewing medical history, ask if she has had any surgical procedures.

D. Before doing a parts inventory, get consent to use medical terminology or ask if the patient 

prefers alternative terms.

E. All the above

F. A, C, and D



ANSWER #1

The answer is F. Using chosen name and pronouns, getting consent before 

discussing body parts and using language that helps the patient feel comfortable, 

and normalizing gender affirming medications and surgeries by asking about them 

along with other medical and surgical history will all help make your clinic a more 

welcoming environment. Insisting that the patient must use her legal name and the 

pronouns that correspond to her legal sex marker may make the patient 

uncomfortable, as it takes time, and depending on the state, specific treatments or 

surgeries, to change identifying documents.



TIPS FOR A MORE WELCOMING CLINIC ENVIRONMENT

• We are often limited to non-ideal data entry and display by EMRs that are not designed with trans patients in 

mind.

• The goal should be to make the chosen name and pronouns the easier option to see, not legal name and sex 

marker (when there is a conflict).

• Ideal intake forms would collect legal name, chosen name, pronouns, self-identified gender (man, woman, 

nonbinary/genderqueer, other, write in), whether someone identifies as trans or not, legal sex, and sex 

assigned at birth.

• No EMR will be ideal – this is a systems issue and discussing best solutions with IT, vendors, and clinical 

management is essential.

• Mistakes will happen – apologize without making a big deal, move on, and find a way to make sure the same 

mistake doesn’t happen again.



COMMON MEDICAL AND SURGICAL INTERVENTIONS

• Transgender people may have or want to have some, all, or none of the interventions listed. In 

addition to medical and surgical interventions, transgender people may change their names, how 

they present themselves, and deemphasize primary or secondary sexual characteristics (e.g., 

through binding the chest or tucking the genitals).

• Trans women: GAHT commonly consists of estradiol (most often through pills, intramuscular 

injections, or patches), an anti-androgen (such as spironolactone or leuprolide, as well medications 

such as finasteride to prevent hair loss), and sometimes a progestin.

• Common surgeries include orchiectomy, vaginoplasty (generally using penile and scrotal tissue, 

though peritoneal tissue is sometimes used for the neovagina; rarely, a portion of the colon is 

used), body contouring, facial feminization surgery (may involve brow bossing reduction, hair line 

advancement, genioplasty, rhinoplasty, and other procedures), and breast augmentation.

• Facial and body hair does not disappear with GAHT; laser hair removal and electrolysis are 

commonly used.



• Trans men: GAHT consists of testosterone, often as an intramuscular 

or subcutaneous injection, a topical gel, patches, or implants.

• Surgical interventions include masculinizing chest reconstruction 

(bilateral mastectomy with re-placement of the nipples or breast 

reduction), hysterectomy (often, but not always, with removal of the 

cervix and bilateral oophorectomy), metoidioplasty (a procedure done 

after some time on GAHT where the clitoris is released to form a 

phallus; often done with a urethral reroute), phalloplasty (donor tissue 

(often from the patient’s forearm) is used to form a phallus; a urethral 

reroute is done; generally requires multiple surgeries), and body 

contouring.



OBTAINING A PARTS INVENTORY

• Obtaining a parts inventory is not a one-time list of questions, but 

rather a process where data is gathered when relevant, and in a 

sensitive way.

• Always ask how patients prefer to refer to their bodies; use proper 

medical terminology when discussing surgeries and procedures, not 

slang terms.

• Never use terms such as “the surgery”.



• Consider the context – if you first meet a patient at an urgent care 

appointment for an upper respiratory infection, asking for specific 

details about items in their surgical history may not be appropriate for 

that visit, and may be viewed by the patient as being about how you view 

trans people and not their health.

• Remember that trans people expect intrusive and inappropriate 

interactions with health care professionals – you need to clearly convey 

the relevance of your questions to their health.



SOME THINGS TO SAY

• “It’s important that we do screenings based on the parts you have. To be able to make the best 

recommendations for you, it’s important that I ask you some questions about your body and any 

medical or surgical history you may have. Your yearly physical gives us time to do that. Is it okay 

to talk about that now?”

• “You said that you had (X surgery). Since there can be differences in the specific procedures 

that were done, I would like to ask you a few more questions so I know what to best recommend 

for your health care. Is it okay if I use medical terminology? Are there any terms you’d like me to 

use or to avoid?”

• “It’s important that all people with a cervix have appropriate cervical cancer screening. Have 

you ever had a cervical cancer screening? Do you know when that last happened, and what the 

results were?”

• “It’s recommended that you have cervical cancer screening this year. Is it okay to discuss your 

options to find what you’d be most comfortable with?”



QUESTION #2

• Your patient is a 53-year-old trans woman who wants to know if she needs a 

mammogram. She started gender affirming hormone therapy thirteen years 

ago and has been on estradiol continuously since that time. Which guidance 

matches current guidelines?

A. Trans women do not need mammograms regardless of hormone history

B. Expert opinion states that mammogram is recommended as she is over 50 

years of age, and she has been on gender affirming hormone therapy for 

greater than 5-10 years

C. She does not yet need a mammogram, as although she is over the age of 50, 

she has not been on gender affirming hormone therapy for at least twenty 

years

D. You do not have enough information to make a recommendation – your 

recommendation would depend on family history.



ANSWER #2

The answer is B. According to the UCSF guidelines, while there is 

not much data on the risk of breast cancer in trans women, the 

risk is likely lower than in cisgender women. Expert opinion 

recommends starting screening at age 50 and 5 or 10 years of 

GAHT (depending on the expert). Mammogram should be done 

every two years. Patients should be counseled on risks of breast 

cancer versus the risks of over screening.



ROUTINE PRIMARY CARE, PREVENTATIVE HEALTH, AND SCREENING

Key points:

1. Majority of differences in routine lab monitoring should be done 

by the GAHT prescriber.

2. Outside of sex hormones, when normal ranges vary by sex 

assigned at birth, in most cases any value in either range should 

be considered normal in a patient on GAHT.

3. Screenings should be based on the parts present. The UCSF 

guidelines are an excellent resource for the impact of GAHT and 

gender affirming surgeries on routine screenings.



ROUTINE LABS, TRANSFEMININE SPECTRUM

Taken from the UCSF guidelines.

1. This monitoring should be done 

by the GAHT prescriber.

2. When you do routine labs, if 

increased potassium is noted, 

alert GAHT prescriber if the 

patient is on spironolactone 

(unless this is established to be 

due to handling of the sample).

3. Cardiometabolic monitoring is per 

USPSTF guidelines – they are not 

changed by GAHT.



ROUTINE LABS, TRANSMASCULINE SPECTRUM

Taken from the UCSF guidelines

1. Again, monitoring should be done by the 

GAHT prescriber.

2. Exogenous testosterone can cause 

excessively high hemoglobin and 

hematocrit. A hematocrit of 55 would 

require therapeutic phlebotomy. Inform the 

GAHT prescriber of any upward trend above 

the male assigned at birth range.

3. Cardiometabolic monitoring is unchanged 

from USPSTF guidelines.



CANCER SCREENING

No data are available that show substantial differences in cancer rates 

from sex assigned at birth; however, data are very limited. In general, 

cancer screening should proceed for parts present as per routine 

guidelines regardless of presence of GAHT.

Further considerations follow.



BREAST CANCER SCREENING: TRANS WOMEN

• None needed without GAHT history. There is very limited data on 

breast cancer risk in trans women on GAHT, but it is likely less than 

cisgender women due to noncyclical exposure to estrogens and less 

total exposure.

• Expert guidance varies, but current expert opinion states that 

screening should start after a discussion of risk at the age of 50 and 

5-10 years of GAHT and be done via mammography every two years.

• There is a high rate of “dense” or “very dense” breast tissue in trans 

women. 

• As with cisgender women, clinician and self breast exams are not 

recommended.



BREAST CANCER SCREENING: TRANS MEN

• If bilateral mastectomy has not occurred, or if surgery was limited 

to breast reduction: follow screening guidelines as per cisgender 

women.

• No guidance after bilateral mastectomy. Note that most 

masculinizing chest reconstruction leaves more tissue than a 

mastectomy done for breast cancer treatment or prevention. Post 

surgically, mammography will not be useful and if imaging is 

needed, MRI or ultrasound would be the available options.



PROSTATE CANCER

• Risk of prostate cancer in trans women is likely less than in cisgender 

men due to suppression of testosterone.

• Screenings should be done as per guidelines for cisgender men.

• Note that vaginoplasty does not include prostatectomy; if the prostate 

must be palpated, it is best palpated through a digital vaginal exam as 

it will be anterior to the neovagina.



CERVICAL CANCER

• Cervical cancer screenings in trans men are done as per guidelines in 

cisgender women.

• Note that there are higher rates of unsatisfactory Pap smears for trans men 

on testosterone; indicate on the sample whether the patient is taking 

testosterone and/or is amenorrheic.

• Testosterone can lead to atrophic vaginitis due to lowered levels of estrogens 

– care should be taken with pelvic exams, and a smaller speculum can be 

used.

• Pelvic exams can also be particularly intense triggers for dysphoria. Briefing 

patients on what will happen during the exam and how they prefer the exam 

to be done can help. Some may prefer narrating what will happen in each step 

during the exam, some may just want the exam done as quickly as possible.

• Self swabs for HPV are an alternative under the new guidelines.



EXAMPLE

• Robert is a 52-year-old transgender man who presents for his yearly physical. His 

medications include testosterone cypionate 100mg weekly by IM injection, 

lisinopril 10mg, and atorvastatin 20mg.

• His prior medical and surgical history is unremarkable other than masculinizing 

chest reconstruction, hypertension, and hyperlipidemia.

• He was last seen by one of your colleagues six months ago for a hypertension 

follow up, where his blood pressure was 123/82. It is 118/78 today.

• What are some questions you might ask?



• You review medications and medical and surgical history. Robert 

reveals that he has had a hysterectomy since the last time he was 

seen.

• You ask some questions about his past procedures to get more 

details.

• Robert reveals that his masculinizing chest reconstruction was a 

bilateral mastectomy with standard surgical techniques for chest 

masculinization. He states that he has no family history of breast 

cancer.

• He notes that he had a total hysterectomy and bilateral oophorectomy. 

He states that he has no history of abnormal Pap smear prior to 

surgery.



• You discuss cancer screening guidelines. Given the surgical procedure 

used and his negative family history, he does not need breast cancer 

screening.

• As he no longer has a cervix, and has no history of high-grade lesions, 

he does not need cervical cancer screening.

• He does state he has never had colon cancer screening. After 

discussing options, he is referred for colonoscopy.

• Given his diagnoses of hypertension and hyperlipidemia, labs include 

a lipid panel and hemoglobin A1c.



QUESTION #3

• You have a nonbinary patient on the trans masculine spectrum (assigned 

female at birth) who is currently taking injectable testosterone. They have a 

cisgender male partner with whom they have receptive vaginal intercourse. 

Which of the following is true about their contraceptive needs and options?

A. They can only use nonhormonal forms of contraception.

B. They do not need contraception as testosterone prevents pregnancy.

C. They have no limitations on their contraception options.

D. They can use progestin containing contraception, but estrogen containing 

contraception will interfere with their gender affirming hormone therapy.



ANSWER #3

The answer is C. Neither testosterone nor transgender status impact contraceptive 

options. Testosterone will not impact the effectiveness of hormonal contraception, 

nor will hormonal contraception impact the effectiveness of testosterone.



CONTRACEPTION AND PREGNANCY

• While we caution patients that GAHT can cause infertility that may 

persist after the cessation of GAHT, we also caution patients that GAHT 

is not an effective means of contraception either for people who can 

cause pregnancy or can become pregnant. Thus, if someone on GAHT 

engages in pregnancy causing activities, they or their partner (or both) 

should use effective means of contraception.

• While infertility persisting after cessation of GAHT is a risk after as 

soon as three months of GAHT, many transgender people regain 

fertility on cessation of GAHT. 



• Testosterone is contraindicated in pregnancy. Cessation of menses 

caused by testosterone can increase the length of time it takes for a 

pregnancy to be noticed, particularly if a patient believes that they 

cannot become pregnant.

• Testosterone is not a contraindication for any method of 

contraception, nor does it impact effectiveness.



DECISION MAKING AROUND CONTRACEPTION

• In addition to concerns and needs shared with cis women around 

contraception, trans masculine people may have unique concerns 

related to dysphoria.

• Hormonal contraception, particularly estradiol containing, may trigger 

dysphoria. In addition, gender coding of various contraceptive 

methods – particularly those that need to be used on a regular basis 

(such as OCPs) – can trigger dysphoria.

• Patient comfort around procedures and ease of starting/stopping are 

also valid concerns.



• Menses is often a significant source of dysphoria. Contraceptive 

methods can be used to cease menses for patients not on 

testosterone, or on a low dose not sufficient to suppress 

menstruation.

• Continuous OCP (skipping placebo week), progestin-containing 

IUD, depot medroxyprogesterone acetate, or etonogesterel implant 

can all be effective options.

• For IUD and implant, consider who will be performing placement 

and removal procedures – you? Someone within your clinic? An 

outside referral? – in terms of logistics and patient comfort level.
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gender-incongruence
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QUESTIONS AND DISCUSSION


