
CLINICAL REVIEW

Addressing Needs of Transgender Patients:
The Role of Family Physicians
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There are approximately 1 million transgender and gender-diverse adults in the United States. Despite
increased awareness and acceptance, they frequently encounter medical settings that are not welcoming
and/or health care providers who are not knowledgeable about their health needs. Use of correct ter-
minology, following best practices for name and pronoun use, and knowledge of gender-affirming
interventions can create office environments that are welcoming to transgender clients. Health dispar-
ities faced by transgender patients that impact access to care include higher rates of mental health
issues, substance use disorders, violence, and poverty. Transgender women are at greater risk for HIV
acquisition and are less likely to achieve viral suppression compared with cisgender (nontransgender)
individuals. Medical providers can facilitate HIV prevention efforts by offering pre- and postexposure
prophylaxis to transgender patients at risk for HIV infection. Improving health outcomes requires
attention to cultural competency and an understanding of lived experiences and priorities of transgen-
der people. ( J Am Board Fam Med 2020;33:314–321.)
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Transgender adults (i.e., those whose gender iden-
tity does not align with their sex assigned at birth)
account for approximately 1 million people in the
United States, or about 0.4% of the US popula-
tion.1 A medical provider with a panel size of 2500
could therefore provide care to an average of 10
transgender patients. There has been increased
awareness and acceptance of transgender individu-
als over the last decade.2 The American Academy
of Family Physicians (AAFP) was one of the first
medical organizations to issue curriculum guide-
lines outlining the skills and competencies needed
to work effectively with transgender patients3 as
well as to include gender identity in its patient non-
discrimination statement.4 These guidelines, first
published in 2013 and last revised in 2016, list the
competencies, attitudes and behaviors, knowledge,

and skills in lesbian, gay, bisexual, transgender
(LGBT) health that family medicine residents opti-
mally need to provide appropriate and high-quality
care to LGBT patients. Since this health curricu-
lum has only recently been introduced, it is unlikely
that many physicians have achieved a high level of
competence. There is limited research assessing
knowledge of transgender health among family
medicine residents; however, a recent study survey
among University of Toronto residents in family
medicine, psychiatry, endocrinology, and urology
revealed that 51% of family medicine residents had
no content in transgender health during their resi-
dency program, 53% had no encounters with
transgender people, and only 10% agreed that
they would be competent in this area at the end of
their training. A positive finding from this study
was that more than half of the residents were
interested in incorporating transgender health
into their practice.5

The aim of this article is to highlight ways that
family physicians can incorporate the AAFP recom-
mendations into their clinical practice, such as
understanding some of the key health issues affect-
ing transgender people, best practices for creating
welcoming settings, the basics of hormone therapies,
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and appropriately assessing individual risk for HIV
and implementing appropriate prevention strategies.

Terminology
The terminology used to describe and define trans-
gender people is constantly evolving, reflecting social
and cultural trends and a clearer understanding of
the diversity of gender identity and expression within
the transgender community.6 Transgender women
and transfeminine individuals include those who
were assigned male at birth and who identify as
women, transgender women, or as being on the fem-
inine spectrum. Transgender men and transmascu-
line individuals include those who were assigned
female at birth and identify as men, transgender
men, or on the masculine spectrum. Approximately
one third of transgender individuals identify as
neither male or female, as both genders, or
another gender; and use terms such as nonbinary,
gender nonconforming, gender diverse, agender,
or genderqueer.7,8

Creating a Transgender-Affirming and
Welcoming Environment
Transgender individuals often avoid seeking medi-
cal care due to concerns about mistreatment in
health settings.7 Family physicians have an oppor-
tunity to improve transgender patients’ health care
experiences by creating a welcoming environment.
The 2 key principles of care are 1) respect for peo-
ples’ identities and experiences, and 2) avoiding
assumptions concerning gender and gender confor-
mity in clinical interactions.

All staff members need to be trained in how to
provide care that is welcoming and respectful. The
first encounter in a new medical setting can be
extremely uncomfortable for a transgender person
when incorrect assumptions are made about their
gender. Many transgender people use chosen
names that differ from their legal name or may use
pronouns that differ from the gender on legal docu-
mentation. It is often at the front desk in a clinic
that a perceived mismatch between a patient’s gen-
der expression and their legal name or gender
marker is recognized; how the front desk staff
address this discrepancy sets the tone for the
patient’s experience at the clinic. One example of
how front desk staff can address patients when these
situations arise includes “do you use a name that is

different from the one on this insurance/ID card?”
Another recommended practice is to gather infor-
mation at the time of registration about all patients
that includes their gender identity, sex assigned at
birth, and pronoun usage.9,10 When pronouns are
not known, staff can use the pronoun, “they.”
Another tip is to avoid gendered language such as
“sir” and “ma’am” until you are certain of a
patient’s pronoun use. If a mistake is made, for
example, using the wrong name or pronoun, an ac-
knowledgment of the error and apology is the best
course of action.

The National Academy of Medicine (formerly
called the Institute of Medicine), Joint Commission,
and other entities advise collecting information on
sexual orientation and gender identity from all
patients.11,12 The recommended way to collect in-
formation on gender identity is to use a 2-step ques-
tion10 that asks patients for both their gender
identity as well as their sex assigned at birth, as some
people whose gender identity is not congruent with
their assigned sex at birth do not identify as trans-
gender (Table 1). These questions have been found
to be understood and acceptable to transgender
individuals as well as to the majority of heterosexual,
cisgender patients.13 Sexual and gender minority
patients may prefer to disclose their gender iden-
tity in writing, for example by completing regis-
tration forms.14 Knowledge of a person’s sex
assignment at birth is important for health care
providers to deliver appropriate medical care, in
particular for sexual and reproductive health and
cancer screenings.

Creating a welcoming environment for trans-
gender patients also includes attention to office fea-
tures such as restrooms. If these cannot be single
occupancy or all gender then offices can instead
have a clearly posted policy that directs patients to
use the restroom that matches their gender identity.
Adding images of transgender people to educational
materials and displaying posters or pictures of
transgender people will also demonstrate that the
health facility seeks to be inclusive of gender diver-
sity.16,17 Examples of free posters and educational
materials can be found on the US Centers for
Disease Control and Prevention’s (CDC) Act
Against AIDS initiative Web site.18 Additional
items that have been suggested by community
members are that clinicians improve their knowl-
edge about transgender-specific issues such as hor-
mone therapy and use culturally relevant language
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when discussing identity and obtaining a sexual
history.19

Access to Gender-Affirming Interventions
Transition refers to the period of time when a per-
son starts to live in their true gender. It can include
social transition (e.g., telling friends, family, and co-
workers about one’s gender identity and expressing
one’s gender identity in social contexts), legal transi-
tion (e.g., changing gender markers on legal docu-
ments) and medical transition (e.g., taking hormonal
treatments and/or undergoing surgeries). Some
transgender patients may request medical interven-
tions to help align their gender presentation and/or
sex characteristics with their gender identity.
Family physicians can develop or improve their
knowledge about medical and surgical interven-
tions and gain expertise in hormonal therapy by
following established clinical guidelines from the
World Professional Association for Transgender
Health,20 the Endocrine Society,2 and the
University of California–San Francisco Center of
Excellence for Transgender Health Primary Care
Protocols21 (Table 2).

It is important to recognize that transgender
people may be at any stage of the medical gender
affirmation process when seeking care. Some indi-
viduals may never plan to use hormones or undergo
surgeries, while others may be seeking care specifi-
cally to access these interventions. Some may use
hormonal therapy but have not had surgery, and
still others may have undergone 1 or more gender-
affirming procedures. Understanding which medi-
cal interventions a person has received and which

interventions they are considering in the future is
important to providing appropriate medical and
preventive care services. For transfeminine people,
hormonal therapy usually consists of estradiol and
antiandrogens, such as spironolactone. This femi-
nizing therapy results in breast growth, softening of
the skin, and changes in fat distribution, resulting
in a more feminine appearance.22 Transfeminine
individuals may undergo several gender-affirming
surgeries, including breast augmentation, chondro-
laryngoplasty (tracheal shave), facial feminization
surgery, orchiectomy, and vaginoplasty.20 In vagino-
plasty procedures the neovagina is usually created
using penile and scrotal skin but may use an intestinal
or split skin graft.23 For transmasculine individuals,
hormone therapy usually consists of testosterone
causing deepening of the voice, increase in muscle
mass and facial hair.24 Gender-affirming surgeries
include bilateral mastectomy (top surgery), hysterec-
tomy, oophorectomy, and creation of a neophallus
using skin flaps from the forearm, chest wall, or thigh
(phalloplasty), or a procedure that lengthens and
frees the clitoris (metoidioplasty). These genital sur-
geries may also include scrotoplasty and testicular
implants. The phalloplasty is performed in several
stages, including placement of penile implants.23,25

Although many transmasculine patients will undergo
hysterectomy, oophorectomy, and vaginectomy (re-
moval of the vagina) before undergoing genital
reconstruction, some will opt to keep their organs,
including the vagina. Understanding the types of sur-
geries that patients have undergone as well as the
organs that remain will help the medical provider to
ascertain the need for appropriate health screenings
(Table 3).

Gender-affirming hormone therapy has many
positive effects, including improved mental health,
psychosocial outcomes, and quality of life.26,27

These interventions, however, may also have unto-
ward effects. Estrogen therapy in transgender
women has been associated with elevated risks of

Table 1. Collection of Gender Identity on a Patient

Registration Form15

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

h Male
h Female
h Transgender male/Trans man
h Transgender female/Trans woman
h Genderqueer/Gender nonconforming
h Additional identity (fill in) ______________________
h Decline to answer
2. What sex were you assigned at birth? (Check one)
h Male
h Female
h Decline to state

Table 2. Transgender Medicine Clinical Guidelines

World Professional Association for Transgender Health
(WPATH) www.wpath.org

University of California at San Francisco Center of
Excellence for Transgender Health www.transhealth.ucsf.
edu

Endocrine Treatment of Gender-Dysphoric/Gender-
Incongruent Persons: An Endocrine Society Clinical
Practice Guideline: https://academic.oup.com/jcem/article/
102/11/3869/4157558
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thromboembolic disease28 and dyslipidemia (ele-
vated triglycerides).29,30 Transgender women may
also be at increased risk for osteoporosis, especially
if there is inadequate estrogen treatment after go-
nadectomy.22 Testosterone carries a risk of erythro-
cytosis, acne, vaginal atrophy, amenorrhea, and
androgenetic hair loss.15,24 Since testosterone does
not provide adequate protection against pregnancy,
transgender men may also need counseling about
effective contraception.15 Both estrogen and testos-
terone can negatively impact fertility in transgender
people and current recommendations are to discuss
fertility preservation options, such as semen, oocyte,
or embryo cryopreservation before initiation of hor-
mones, and again if patients opt to undergo gonad-
ectomy procedures.31

Health Disparities for Transgender People
Transgender people face significant health dispar-
ities, mainly related to stigma and discrimination,
as well as unique barriers to health care.8,12 A large
US-based survey revealed that about 1 in 3 trans-
gender people had a negative health care experience
in the past year related to their gender identity and
approximately 1 in 4 avoided care due to concerns
about mistreatment in health settings.7 Transgender
people frequently encounter medical professionals
who lack expertise in gender-affirming care. Even
when they find health care providers who are able to
provide quality care, they may face additional bar-
riers, such as health insurance plans that exclude
gender-affirming medical care or surgeries.7 Several

studies indicate that transgender people may be less
likely to use preventive care services, such as cervical
and colon cancer screening.32,33 In some cases trans-
gender people face may face denial of coverage for
preventive care services when a gender mismatch is
perceived (e.g., cervical cytology for a transgender
man).

Compared with the general population, trans-
gender people, especially transgender women of
color, face significant psychosocial disparities,
including higher rates of homelessness, unem-
ployment, and poverty.7,34 Many have experienced
physical violence as well as school and workplace
harassment.7 It is no surprise that transgender indi-
viduals have higher rates of mental health issues
(anxiety and depression), substance use disorders,
and violence as a consequence of these factors.7,35

Primary Care
Transgender patients who have not undergone
gender-affirming care (hormones or surgeries)
can use the preventive care recommendations
suitable for their assigned birth sex. Although
there have not been well-conducted, long-term
studies that demonstrate an increase in breast
cancer incidence, the Endocrine Society and the
University of California at San Francisco (UCSF)
primary care guidelines recommend that trans-
gender women who have received estrogen ther-
apy and have developed breasts be offered
mammography following the guidelines for cis-
gender women.15,24 Transgender men who have a

Table 3. Gender Affirming Surgeries

Masculinizing SURGERIES Feminizing SURGERIES

Bilateral mastectomy: removal of both breasts, usually with nipple
grafts

Breast augmentation: surgery usually requires insertion of
silicone or saline breast implants

Masculinization laryngoplasty: vocal cord surgery that augments
the vocal fold contours to deepen the voice

Feminization laryngoplasty: vocal cord surgery that reduces the
larynx and shortens the length of the vibratory vocal fold
resulting in higher pitch

Facial masculinization surgery: this may include forehead
lengthening, jaw augmentation and genioplasty (chin reshaping)

Facial feminization surgery: can include rhinoplasty, jaw
reduction, cheek augmentation and brow lift

Thyroid cartilage enhancement: surgical augmentation of the size
of the laryngeal prominence using rib cartilage or an implant

Chondrolaryngoplasty: tracheal shave, reduces the size of the
laryngeal prominence

Hysterectomy/oophorectomy: removal of uterus and ovaries Orchiectomy: removal of the testicles
Vaginectomy: removal of the vaginal epithelium and obliteration
of the vaginal canal. This is done after hysterectomy.

Vaginoplasty: creation of a vagina using penile and scrotal skin
or intestinal graft

Metoidioplasty: creation of a neophallus from the clitoris
Phalloplasty: use of a free flap to create a neophallus
Scrotoplasty: creation of a scrotum using the labia majora with
placement of testicular implants
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cervix need to be screened for cervical cancer, fol-
lowing the recommendations for cisgender women.
Transgender men who have been on testosterone
for more than 6months have an increased risk of
unsatisfactory Papanicolaou results, possibly due to
testosterone induce atrophy.36 Cervical cancer
screening using self-collected swabs for human pap-
illomavirus testing has been found to be feasible and
acceptable and may be an option for those who are
reluctant to undergo examination and collection by
a medical provider.37 Transgender men who have
had bilateral mastectomy have been found to be at
lower risk for breast cancer; however, cases do
occur.38–40 Current guidelines for transgender men
recommend chest-wall exams after mastectomy as
well as a discussion of the risks and benefits of mam-
mography.15,41 Transgender men who have the
capacity for pregnancy, that is, have a uterus and
ovaries, can get pregnant while on testosterone42

and may therefore need counseling about fertility
and contraceptive options.43 There are no standard
guidelines addressing when to start screening for
osteoporosis in transgender women; however, 1
author suggests starting after age 40 years if risk fac-
tors are present.22

HIV
Transgender patients experience many health dis-
parities but possibly the most concerning is the
high rate of HIV infection. Transgender women in
the United States have an estimated HIV preva-
lence of 14%, one of the highest prevalence rates of
any group, except for men who have sex with men
(MSM).44,45 African-American transgender women
face an even greater disparity in HIV prevalence,
with up to 44.2% living with HIV compared with
25.8% of Hispanic/Latina transgender women and
6.7% of white transgender women.45 Although
transgender men have a lower HIV prevalence rate
(3.2%), those who identify as gay and have sex with
cis-gender MSM may be at higher risk for HIV
infection.45,46 Once diagnosed with HIV, trans-
gender women continue to face further disparities
lower rates of viral suppression compared with
cisgender people.47,48 This may be due to having
increased risk factors associated with nonadher-
ence to antiretroviral therapy, such as poverty,
housing instability, physical and emotional
trauma,49,50 prioritization of other health issues,51

or concern about the potential for drug inter-

actions between their hormone therapy and anti-
retroviral agents.52,53

Medical providers can also help to diminish
some of the HIV-related health disparities that
transgender people face. This starts with assessing
risk for HIV and sexually transmitted diseases.
When obtaining a sexual health history from trans-
gender patients, providers can continue to follow
the strategies of showing respect and avoiding
assumptions, especially regarding sexual behaviors
and the gender of sexual partners. Providers need
to be sensitive to the fact that transgender people
may prefer other words to describe their bodies.
For example, a transgender man may use “chest”
rather than “breast,” regardless of whether he has
had “top surgery” (ie, a mastectomy or breast
reduction surgery). Providers can ask patients about
their preferred terms for body parts or use less gen-
dered language (e.g., use “genitals” instead of
“penis” or “vagina”).54 Using gender neutral terms
is preferred by some clinicians as it can be challeng-
ing to remember the terms used by every patient. If
patients engage in receptive anal or oral sex, these
sites are screened with a rectal swab for gonorrhea
and chlamydia and an oral swab for gonorrhea, per
CDC guidelines.55 The preferred method uses
nucleic acid amplification testing. Currently there
is no guideline regarding routine screening of the
surgically constructed neovagina; however, testing
is recommended if the patient is symptomatic.

Both the CDC and the US Preventive Services
Task Force recommend that adolescents and adults
receive at least a 1-time screening for HIV screen-
ing.56,57 This is especially important for people of trans-
gender experience given their elevated HIV risk.58

Counseling about risk reduction includes discus-
sions about HIV pre-exposure prophylaxis (PrEP)
and postexposure prophylaxis. Studies indicate that
knowledge about PrEP is low among transgender
women.30 Additional barriers to PrEP for transgen-
der women include medical mistrust, concerns about
drug-drug interactions with hormone therapy, fi-
nancial or insurance barriers and lack of representa-
tion in educational materials.31 Data on the efficacy
of PrEP—specifically tenofovir disoproxil fumarate-
emtricitabine—among transgender women are lim-
ited. A recent subanalysis of the Pre-Exposure
Prophylaxis Initiative (iPrEx) trial revealed that
PrEP adherence was lower among transgender
women than MSM. In addition, PrEP efficacy
among transgender women was not demonstrated;
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however, no transgender woman who seroconverted
was taking PrEP as prescribed.32 This underscores
the importance of facilitating PrEP adherence among
transgender women. Clinicians can improve aware-
ness about PrEP among transgender patients, reas-
sure their patients about the lack of significant
interactions between hormone therapy and tenofovir
disoproxil fumarate-emtricitabine used for PrEP, and
direct patients to assistance programs to reduce out-
of-pocket costs (https://preplocator.org/). Medical
providers can find educational materials that feature
transgender people at the CDC’s Act Against AIDS
Web site.18

As with all people living with HIV, transgender
individuals will have better health outcomes if they
are engaged in care and are able to achieve viral sup-
pression through optimal adherence to antiretroviral
therapy. Transgender-friendly support services and
other services important to transgender people,
including case management, legal assistance, and
housing referrals can be offered if needed. Lastly,
patients need to be reassured about the safety of
using both hormones and antiretroviral therapy.
Many antiretroviral regimens have no interactions
with estrogens.35 Although interactions may occur
with boosted protease inhibitors, resulting in lower
estrogen levels, careful monitoring and dose adjust-
ments allow providers to both successfully treat
HIV and enable optimal use of hormonal therapy.59

The AAFP’s comprehensive curriculum on
LGBT health outlines attitudes, knowledge and skills
that are critical for delivery of appropriate care to
sexual and gender minority people. Family physicians
who implement these recommendations into clinical
practice will help to drive improved health outcomes
for transgender patients. Clinicians need to be aware
of the barriers to effective HIV prevention and treat-
ment in transgender communities and use existing
resources to improve HIV screening, provision of
PrEP and postexposure prophylaxis and linkage to
HIV treatment services. Ensuring a gender-affirming
clinical environment and gaining clinical expertise in
transgender medicine are the cornerstones to achiev-
ing these goals.

To see this article online, please go to: http://jabfm.org/content/
33/2/314.full.
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