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What Is Healthy People? 

 A national agenda that communicates a vision for 
improving health and achieving health equity  

 Creates a comprehensive strategic framework uniting 
health promotion and disease prevention issues under 
a single umbrella 

 A set of science-based, measurable objectives with 
targets to be achieved by the year 2020 

 Requires tracking of data-driven outcomes to monitor 
progress and to motivate, guide, and focus action 
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Healthy People: 

Evolution of Key Elements 

Target Year 1990 2000 2010 2020 

 

Overarching 
Goals 

• Decrease 
mortality: 
infants–adults 

 
• Increase 

independence 
among older 
adults 

• Increase span 
of healthy life 

 
• Reduce health 

disparities 
 
• Achieve access 

to preventive 
services for all 

• Increase 
quality and 
years of 
healthy life 

 
• Eliminate 

health 
disparities 

• Attain high-quality, longer lives 
free of preventable disease 

• Achieve health equity; eliminate 
disparities 

• Create social and physical 
environments that promote good 
health 

• Promote quality of life, healthy 
development, healthy behaviors 
across life stages 

# Topic Areas 15 22 28 42 

# Objectives/ 
Measures 

226/NA 312/NA 467/1,000 1200/1200 

Leading Health 
Indicators 

N/A N/A 22* 26* 

*selected from the full set of Healthy People objectives 
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A person whose gender identity or 

gender expression differs from the 

sex assigned to them at birth. 

 

 
“Trans” can be shorthand for 

transgender and transsexual. 

 

A working definition of 

Transgender 

Copyright 2012. Center of Excellence for Transgender Health. 

All Rights Reserved.  
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   Our mission is to increase access to comprehensive, 
effective, and affirming healthcare services for trans 
and gender-variant communities. 

Copyright 2012. Center of Excellence for Transgender Health. 

All Rights Reserved.  

Mission 
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   We include community perspectives by actively 
engaging a national advisory body (NAB) of 12 
transgender identified leaders from throughout the 
country.  

National Advisory Board 

Copyright 2012. Center of Excellence for Transgender Health. 

All Rights Reserved.  
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• Sex-segregated 
facilities 

• Unprotected 
Sex 

• Gender 
Affirmation 

• Unprotected 
Sex 

• Coping 

• Mental Health 

• Unprotected 
Sex 

• Housing & Job 
Discrimination 

• Internalized 

• Self Esteem 

Trans-  
phobia 

Drug 
Use 

Prison  
& Jail 
37- 65% 

Sex 
Work 

Copyright 2012. Center of Excellence for Transgender Health. 

All Rights Reserved.  
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HIV Prevalence Estimates 

among Trans People 

■ The average prevalence for                           
transwomen is 28%  

– (lab-confirmed)  

■ 12% (self report)  

 

 

■ African American transwomen have the 
highest prevalence (56%), compared to 
other racial/ethnic groups. 
 

 

1 in 4 

  

  

(Herbst, et.al, 2008; Nemoto, Operario, Keatley, et.al,2004)  
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■ Highest newly identified confirmed HIV 
positivity was found among transgender 
persons in 2008 and 2009 (2.4% and 2.6%, 
respectively)    

 

■ Black/African Americans (4.5% and 4.4%, 
respectively) 

 

■ Hispanics (2.7% and 2.5%, respectively) 

HIV Testing at CDC-Funded Sites  

(Centers for Disease Control and Prevention, 2011) 
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HIV Testing at CDC – 

Funded Sites 

2008 2009 2008 2009 2008 2009 2008 2009

Black/African Americans 0.9% 0.8% 1.2% 1.1% 0.5% 0.5% 4.5% 4.4%

Hispanics 0.7% 0.6% 1.1% 1.0% 0.2% 0.2% 2.7% 2.5%

White 0.5% 0.5% 0.8% 0.7% 0.2% 0.2% 0.6% 0.7%

American Indian or Alaska Native 0.4% 0.4% 0.6% 0.7% 0.2% 0.1% 2.4% 0.0%

Highest newly Identified confirmed HIV positivity 

Male TransgenderFemale

Highest newly 

Identified 

confirmed HIV 

positivity by race

(Centers for Disease Control and Prevention, 2011) 



19 

■ The Center of Excellence for Transgender Health 
(www.transhealth.ucsf.edu) makes the 
following recommendation for trans-inclusive 
data collection: 

 

– What is your current gender identity? 

 

– What was your assigned sex at birth? 

 

 

Data collection 

recommendations 

Copyright 2012. Center of Excellence for Transgender Health. 

All Rights Reserved.  

http://www.transhealth.ucsf.edu/
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Patient Intake 

■ What is your current gender identity? 

– Male 

– Female 

– Transgender Male/Transman 

– Transgender Female/Transwoman 

– Genderqueer 

– Other: please 
specify_________________________ 

– Decline to state 

Copyright 2012. Center of Excellence for Transgender Health. 

All Rights Reserved.  
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Patient Intake 

■ What sex were you assigned at birth? 

– Male 

– Female 

– Decline to state 

Copyright 2012. Center of Excellence for Transgender Health. 

All Rights Reserved.  
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■ A study of four US cities found that transgender 
women living with HIV were less likely to receive 
highly active antiretroviral therapy (HAART) than a 
non-transgender control group (59% vs. 82%, p < 
.001). 

Transgender women living with HIV 

less likely to receive good care 

(Melendez et al, 2005) 
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■ Create a concise, yet comprehensive primary 
care protocol for transgender patient care  

■ Maintain CoE Web site for health providers 

■ Provide in-person trainings 

■ Inform & empower primary healthcare 
providers 

■ Increase access to high quality, evidenced-
based health care for trans people 

Protocol for Transgender 

Patient Care:  Project Goals 

Copyright 2012. Center of Excellence for Transgender Health. 

All Rights Reserved.  
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Project Background 

■ Supported by The California Endowment 

■ Establishment of 9-member Medical 
Advisory Board (MAB)  

■ MAB Conference calls & in-person meetings 
as needed 

■ Protocols seen as “living” document, 
revisions to be made as necessary 

 

Copyright 2012. Center of Excellence for Transgender Health. 

All Rights Reserved.  
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Project Background 

■ Extensive Literature review & gap analysis  

■ Draft protocol developed by the MAB with 
support from Jamison Green 

■ Peer reviewed by faculty of the Family and 
Community Medicine Department, UCSF 

■ Launched at National Transgender Health 
Summit at UCSF (April 2011)  

Copyright 2012. Center of Excellence for Transgender Health. 

All Rights Reserved.  
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Protocol Content Overview 

■ Accurate, peer-reviewed medical guidance 

■ Basic Information; deeper levels of 
awareness 

■ Cultural humility 

■ Based in part on “best practices” from the 
field.  

Copyright 2012. Center of Excellence for Transgender Health. 

All Rights Reserved.  
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Asking Sensitive Questions 

 First ask yourself…Is my question necessary or am I just 
asking it for my own curiosity and thus not 
appropriate? 
 Example: Are you going to have surgery? 

 

 Some important guidelines to keep in mind so that you 
ask questions that are appropriate to your work: 

  1) What do I know? 

  2) What do I need to know? 

  3) How do I ask in a sensitive way? 

Copyright 2012. Center of Excellence for Transgender Health. 

All Rights Reserved.  
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Pronouns! 

 

 Don’t sweat it. Politely ask!   

 

 Remember individual trans people: 
◦ May have a preference of he or she 
◦ May not have a preference and it’s okay to use he or 

she 
◦ May prefer you use a gender neutral pronoun such 

as “ze” 
◦ May prefer you not use any pronoun at all 

Copyright 2012. Center of Excellence for Transgender Health. 

All Rights Reserved.  
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Physical Exam 

■ Assess for immediate health needs 

■ Treat the presenting issue and assess the health of 
organs/body parts that are present 

■ Respect patient’s gender identity  

■ Delay sensitive exams until they are necessary 

Copyright 2012. Center of Excellence for Transgender Health. 

All Rights Reserved.  
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Good Treatment Practices  

 Use proper pronouns with all clients  

 Get clinical supervision if you have issues or 
feelings about working with trans individuals. 

 Support trans clients to continue the use of 
hormones 

 Facilitate trans clients using “street” 
hormones to obtain competent medical care 

Copyright 2011. Center of Excellence for Transgender Health. 

All Rights Reserved.  
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Good Treatment Practices  

 Develop bathroom policy based on gender 
self-identities and gender roles 

 Create and maintain a safe environment for 
all trans clients 

 Develop and post nondiscrimination policy 
that explicitly includes gender identity 

 Provide and encourage training on trans 
healthcare issues 

 

 

 
Copyright 2012. Center of Excellence for Transgender Health. 

All Rights Reserved.  
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Outline 

■ Development of sex and gender 

■ Transgender identity development 

■ Stigma, mental health, and resilience 

■ Recommendations 
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Sex and gender identity 

Sex is multifaceted, and includes: 

 Chromosomal sex 

 Pre-natal hormonal sex 

 Gonadal sex 

 Morphology of the external genitalia 

 Morphology of the internal genitalia 

 Sex assigned at birth / sex of rearing 

 Post-natal hormonal sex 

 Hypothalamic sex 

 Gender identity/role 

(Money  & Ehrhardt, 1972) 
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Please describe how you identify in 

terms of your transgender identity? (N 

= 1,229) 

Dichotomy 

■ Female (MtF) / Male (FtM) 

■ Woman with a correctible birth 
defect 

■ Woman with a transsexual 
history 

■ Displaced male (FtM) 

■ Formerly transsexual 

■ Survivor of transsexuality 

■ Closet transsexual 

■ God just made a slight error 

Diversity 

■ I was born with a female body but I am 
on the male end of the gender 
spectrum, but I am more than just male 

■ Post-op man of transsexual experience 

■ 75% female, no plans on surgery or 
hormones 

■ Bigender/two spirit 

■ Gender neutral / genderless / neither 
male nor female 

■ Ambiguous/intergendered 

■ 3rd gender 

■ Dynamically gendered/gender fluid 

■ Gender queer: female-bodied, but not 
necessarily female in gender, and 
possibly not male either 

■ In-between and beyond 
  (Bockting, 2008) 
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Gender role vs. gender identity 

 Gender role behavior and gender identity are often conflated. 

 Nonconformity in gender role is more common than 
nonconformity in gender identity: 4.8 vs. 1% for boys and 10.6 
vs. 3.5% poor girls (Zucker et al., 1997). 

 Most children with gender role nonconformity do not develop 
an adult transgender identity. A lesbian and gay identity is 
most common: 12% vs. 62% for boys and 12% vs. 32% for girls 
(Zucker et al., 1995). Not every transgender man or 
transgender woman reports childhood gender role 
nonconformity. 

 The degree of gender role nonconformity may affect identity 
development via enacted and felt stigma. 
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Etiology 

 Unknown: Most likely a complex interaction between 
biological and environmental factors. 

 Research found some support for separation anxiety among 
gender nonconforming boys and psychopathology among 
mothers (Zucker et al., 1996, 2003), but this could not be fully 
replicated(Wallien et al., 2007). 

 Prenatal hormonal influences affect gender role behavior but 
not gender identity (Hines, 2006). 

 Genetic factors appear to play a role (Coolidge et al., 2002; van 
Beijsterveldt et al., 2006). 

 Current research focuses on the sexual differentiation of the 
brain; some structural brain differences in the hypothalamus 
were found. 

 My theory: Gender is not binary, transgender is matter of 
diversity (inverted bell shape curve). 
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Transgender identity 

development 

1. Pre-coming out 
 - Feeling different 
 - Stigma—two paths: early resilience 

or identity split 
2. Coming out 
 - Acknowledgment to self and others 
 - Calculated risks 
3. Exploration (Adolescent 

developmental tasks) 
 - Experimentation 
 - Stereotyped notions of masculinity 

and femininity 
 - Personal attractiveness and 

competence 
 - Transformation of shame into pride 
 - Importance of peer support 
 
   (Bockting & Coleman, 2007) 
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Transgender identity 

development 

4. Intimacy 
 - Desire for intimacy and first 

relationships in the preferred gender 
role 

 - Facing fear of abandonment/not 
being lovable 

 - Sexual orientation identity 
5. Identity integration 
 - Grief 
 - Transgender no longer the most 

important signifier of  identity, but 
one of several 

 - Less preoccupation with identity 
labels and pronouns 

 - Passing less and less important; 
tolerance of ambiguity 

 
   (Bockting & Coleman, 2007) 
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Family and friends 

 Family and friends go 
through their own 
coming out process 

 Common feelings are 
shock, denial, fear, 
anger (self-blame, 
betrayal), sadness, and 
acceptance 

 Extended stigma 
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Stigma, mental health, and 

resilience 

Previous research has found disproportionate rates of 
depression and suicidal ideation among small samples. For 
example, among 207 transgender seminar participants in 
Minnesota: 

■ 52% reported depression (38% among MSM, 40% among 
WSWM) 

■ 47% considered or attempted suicide in the last 3 years 
(31% among MSM, 32% among WSWM) 

       

 (Bockting et al., 2005) 
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Theory 

 Minority stress hypothesis: 

 Stigma and discrimination create a hostile and stressful social 
environment that causes mental health problems. Key to the 
concept of minority stress is that it is unique, meaning it is 
additive to general stressors experienced by all people.  

 Resilience: Good adaptation in the face of adversity. 

 

 (Meyer, 2003; Masten, 2001; Masten & Reed, 2002) 
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■ Online survey (50 min.), 
compensation: $30 gift 
certificate 

■ Completion rate was 
83% 

■ Mental health was 
assessed with the BSI-18 
(Derogatis, 2000) 

Instruments and procedure  
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Participants recruited via transgender 

community websites, listservs, blogs, and 

forums (N = 1,093)   

 Mean age was 33 years old  

 (SD = 12.0, range 18-70) 

 57% was male-to-female, 

 43% female-to-male 

 32% lived full-time in the 
preferred gender role 

 79% White, 21% of color  

 (72% of the U.S. population is 
White) 

 85% completed at least some 
college 

 Median annual household 
income $34k, 32% ≤ $20k 

 64% single, never married; 
20% married/civil union; 16% 
separated/divorced/widowed 

(Rosser et al., 2007) 
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Results: Enacted stigma 

Type of 
stigma 

Total sample 
(N=1,093) 

MtF (N=629) FtM (N=464) p-value 

Verbal abuse 769 (71%) 405 (65%) 364 (79%) < .05 

Problems 
getting a job 414 (38%) 189 (30%) 225 (49%) 

< .01 

Problems 
getting health 
services 271 (25%) 120 (19%) 151 (33%) 

< .001 

Physical abuse 

258 (24%) 143 (23%) 115 (25%) 

n. s. 

Lost a job 255 (24%) 146 (23%) 109 (24%) n. s. 

Sexual abuse 163 (15%) 95 (15%) 68 (15%) n. s. 

Denied or lost 
housing 127 (12%) 61 (10%) 66 (14%) 

n. s. 

Differences between the two gender groups were tested while controlling for 
demographic differences. (Bockting, 2012) 
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Results: Mental health (BSI-18) 

Clinical levels of depression, anxiety, somatization, and overall distress 

Total 
(N = 1,093) 

MTF  
(n = 629) 

FTM  
(n = 464) 

p-value 

Depression 44% 49% 37% < .001 

Anxiety 33% 33% 33% n. s. 

Somatization 28% 23% 34% < .05 

Global Severity Index 39% 39% 39% n. s. 

Percentages reflect a score above a T-score of 63, corresponding to the 90th percentile of 
community norms of 605 nontransgender males and 517 nontransgender females; p-
values are based on (logistic) regression to test for differences between MtFs and FtMs 
while controlling for significant demographic differences between the two gender 
groups.  (Bockting et al., 2012) 
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Results: Stigma and mental 

health 

■ Both enacted and felt stigma were positively 
associated with psychological distress  

 (β = .137, p < .001; β = .108, p < .001, respectively) 
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Results: Resilience 

Classification of participants based on enacted stigma and mental health  
(N = 486) 

Enacted 
stigma 

Mental health 

Poor  Good 

Low  Highly vulnerable 
n = 55 (5%) 

Competent 
n = 133 (12%) 

High Maladaptive 
n = 190 (17%) 

Resilient 
n = 108 (10%) 

Classification is based on lower vs. upper 25th percentile in enacted stigma and lower 
70th percentile vs. clinical cut-off point corresponding to upper 10th percentile on the 
BSI-GSI nontransgender norms. 
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Comparisons among resilient, competent, highly vulnerable, and maladaptive groups (N = 486) 

Group Mean (SD) Mean difference Mean (SD) Mean difference 

Family support 

1. Resilient 3.84 (2.26) .75 (p < .01) 
3.47 (2.23) 

.45 (p < .05) 
2. Competent 3.17 (2.17) .07 

3. Highly vulnerable 2.75 (2.11) -.34 
3.02 (1.96) 

4. Maladaptive 3.10 (1.91) 

Peer support 

1. Resilient 3.32 (1.65) .40 (p < .05) 
2.90 (1.67) 

.11 (n.s.) 
2. Competent 2.56 (1.61) -.36 

3. Highly vulnerable 2.35 (1.55) -.58 
2.79 (1.65) 

4. Maladaptive 2.92 (1.66) 

Identity pride 

1. Resilient 4.90 (1.22) .62 (p < .0001) 
4.62 (1.32) 

.36 (p < .01) 
2. Competent 4.39 (1.36) .10 

3. Highly vulnerable 4.16 (1.31) -.13 
4.26 (1.35) 

4. Maladaptive 4.29 (1.36) 

Two different comparisons were carried out using contrasts. First, the resilient group was compared to the 
maladaptive group; p-values are given for the mean differences. Second, the combined resilient/competence 
group was compared to the combined maladaptive/highly vulnerable group. Due to multiple comparisons, the 
overall type I error might be higher than .05. 
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Results 

■ Participants who experienced high levels of 
enacted stigma, yet had good mental health, 
reported higher levels of family support, peer 
support, and identity pride. 

■ Note: Compared to MSM (n = 480), 
transgender seminar participants (n = 207) 
reported less peer support (p < .0001); 
compared to MSM and WSWM (n = 122), 
transgender seminar participants reported the 
least family support (p < .001). 

 (Bockting et al., 2005) 
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Recommendations 

 Interventions need to confront stigma and 
discrimination (e.g., by taking a human rights 
approach to transgender health) 

 Access to transgender-sensitive and competent 
mental health services needs to be improved (e.g., 
provider training) 

 Treatment should promote effective stigma 
management strategies, strengthen social support, 
foster pride, and affirm the added value of being a 
person of transgender or transsexual experience (e.g., 
include family in therapy, encourage community 
involvement or provide group therapy, challenge 
internalized transphobia 
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Health Disparities 
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Health Disparities 
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What Do Transgender People 

Want from a Medical Provider? 

■ Hormones 

■ Surgery 

– Chest 

– Genital 

– Facial 

– Other 
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What do Transgender People 

Need? 

■ Care that is covered/paid for 

■ Accepting administrative and clinic staff 

■ Welcoming and inclusive clinic environment 

■ Open mindedness of others to not only accept, but 
incorporate their bodies’ differences into everyday 
medical care 

■ Primary, preventive, sexual healthcare, just like 
everyone else 
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What can those receiving 

patients do? 

■ Posters 

■ Literature, educational materials 

■ Intake and other paperwork 

■ Preferred vs. legal name/gender, pronoun 

■ Electronic Medical Records (EMR) 

■ Cultural sensitivity training 

– Community input and involvement 
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What can healthcare 

workers do? 

■ If unsure, ask patient for preferred name & pronoun 

■ Avoid assumptions about anatomy 

■ Transgender people may have complex feelings about 
gowns, changing, etc. 

■ Not all transgender people are obviously transgender 

■ Not all transgender people fit the same mold 
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What Can Hormones Do? 

■ Cross Sex Hormone Therapy– Results 

– Skin/hair/nails 

– Subcutaneous and facial fat 

– Odors 

– Breasts 

– Body fat 

– Genitals 

– Mind 

– Voice 
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Cross Sex Hormone Treatment 

(csHT) 

■ MTF 

– Estrogens 

– Testosterone blockade 

 Spironolactone 

 5-alpha reductase inhibitors (dutasteride, finast) 

– Progestagens 

 

■ FTM 

– Testosterone  

– Progestagens 
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Youth 

■ Identifying transgender youth at a prepubertal or 
pubertal age has many benefits 

– Prevent virilization, menarche or breast 
development 

– Reduce trauma associated with living in wrong 
gender/body 

– Allows socialization and development at same time 
and pace as peers 
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Youth – General Approach 

■ Provider works with child, family, school 

– Role of mental health  

■ Cross-dress at home only? 

■ Social transition? School? 

■ Puberty blockers? 

■ Cross – gender hormone treatment? 

■ Surgery? 
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Youth – Pubertal HRT 

■ Allows puberty to progress in chosen gender 

■ Begin at lower doses and increase to standard adult 
dose 

■ Include testosterone blockade when appropriate 
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Cancer Risk & Screening 

■ Breast 

– FTM 

– MTF 

■ Cervix 

■ Ovarian 

■ Prostate 

■ Uterus 

■ Pituitary 

■ Everything else 
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Preventive Screening 

■ If you have an organ, it must be screened 

■ Prostate 

■ Breast 

■ Uterus 

■ Cervix 

■ Ovaries 

■ Bones 
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Long Term Considerations 

■ J Clin Endo Metab 1/08 Van Gooren et al 

– MTF transdermal 100mcg or 2-4mg orally/day of 17-
beta estradiol (n=2236 over 29 years) 

– FTM 250mg every 2wk of IM testosterone esters 
(n=876 over 29 years) 

– “Mortality was not higher than in a comparison 
group” 

– Conclude “Cross sex hormone treatment of 
transsexuals seems acceptably safe over the short 
and medium term, but solid clinical data are lacking 

– Post-hoc analysis showed that the “6-8% mortality 
with [ethinyl estradiol]… was not seen with the use 
of other estrogens” 
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Quality of Life Outcomes 

■ Hormone therapy reduces anxiety, depression and 
improves social functioning 

■ Surgery improves global functioning and quality of 
life 

■ Regret rates are extremely low 

■ Malpractice risk effectively nonexistent 
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Miscellany 

■ Diagnostic coding 

– ICD-9, 10 

– DSM (US) 

■ Legal documentation 

– US State Dept 

– State-by-state ID documents 

■ Managing referrals (SOC v7) 

– Received from other providers 

– Initiating csHT 

– Referring to others for csHT or surgery 
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The future? 
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UCSF CoE Protocols 

■ Transhealth.ucsf.edu 

■ 2010 evidence and expert opinion based treatment 
protocols 

■ Recommendations very relevant to US community 
clinic care and other settings with limited resources 

■ Many other resources 
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Vancouver Guidelines 

■ Transhealth.vch.ca 

■ Very rational, complete set of guidelines 

■ WPATH version 6 vs. 7, Informed Consent 

■ Suggest that cross gender care belongs in a primary 
care setting, rather than endocrinology 
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Additional References 

■ Providing Care to Transgender Persons: A Clinical 
Approach to Primary Care, Hormones and HIV 
Management 

– Williamson C;  J Assoc Nurs AIDS Care, 2010(21) 
221-229 

– Most current review that makes sense and is 
based on evidence 
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Additional References 

■ A Long-Term Follow-Up Study of Mortality in 
Transsexuals Receiving Treatment With Cross-Sex 
Hormones 

Gooren LJ; Eur J Endocrinol, 2011 Apr;164(4):635-42. 
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Additional References 

■ Care of Transsexual Persons 

Gooren LJ, New Engl J Med 2011, (16) 1251-1257. 

■ Management of the Transgender Adolescent 

Olson J, Forbes C, Belzer M, Arch Pediatr Adolesc 
Med. 2011;165(2):171-176. 
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Questions & 

Answers 

If you have any questions you would like to pose to the 
presenters, please type them into the Q&A window to the right. 

We will address as many questions as we can in the time 
allotted.  


