Primary Care
Introduction
Primary care is the broadest of health care disciplines, defined by the “provision of integrated,
accessible health care services by clinicians who are accountable for addressing a large
majority of personal health care needs, developing a sustained partnership with patients, and
practicing in the context of family and community.” (Institute of Medicine, 1996).
Primary care providers (PCPs) encompass a wide range of health care professionals who
deliver this care, including general and family medical practitioners, nurse practitioners,
advanced practice nurses, physician associates/assistants and internists.
PCPs cross a variety of education, training, and specialties. Given degree and specialty, the
scope of practice varies, and not all providers may be trained or qualified to directly provide the
full breadth of trans health care, such as mental health, genital/pelvic care, or post-operative
care following gender confirming procedures. Physicians and other providers receive little
education in transgender health at any time during their training (Dubin, et al., 2018; see SOC8
education section), thus most skills are currently acquired out in practice, either informally or
through brief continuing education opportunities (Jaffee et al., 2016), see SOC8 education
section. However, if providers are competent to deliver similar care for cisgender patients, they
should develop competency with TGD patients. Competencies outlined below are all to be
understood as applying within the provider’s scope of licensure and practice. However, all PCPs
should be able to manage the comprehensive health of transgender patients either directly or by
appropriate referral to other health care providers, including other specialists, for evaluation and
treatment. There is no evidence that competency in caring for TGD patients can only be
achieved through a formal or certification process. In explicitly stating recommended
competencies, however, PCP’s and TGD persons across all settings can share a standard set
of expectations of the knowledge, skills and cultural competence required in the care of TGD
persons.
Due the singular medical, surgical and social conditions faced by TGD people, primary care
providers (PCPs) need distinct competencies in the care of transgender persons, apart from
what is expected of all PCP’s who may otherwise care for diverse population, including ethnic,
racial, or sexual minorities. Professional bodies from a range of generalist disciplines have
issued position statements and guidelines specific to the care of TGD people, including the
American College Obstetrics and Gynecology (ACOG), the Italian Society of Gender, Identity
and Health (SIGIS), the Italian Society of Andrology and Sexual Medicine (SIAMS) and the
Italian Society of Endocrinology (SIE), the Polish Sexological Society and Southern African HIV
Clinicians’ Society, 2021. (ACOG, 2021; Fisher et al., 2021; Grabski et al., 2021; Tomson et al.,
2021) Reisner et al. (2015) state that “For the most part, the general health and wellbeing of
transgender people should be attended to within the primary care setting, without differentiation
from services offered to cisgender (non-transgender) people for physical, psychological, and
sexual health issues. Specific care for gender transition is also possible in primary care.” There
are many examples of these services being provided safely and effectively outside of specialist
care in diverse cities such as Toronto and Vancouver in Canada, New York and Boston, USA,
and Sydney, Australia. (Radix & Eisfeld, 2014; Reisner, 2016)
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Hormone Therapy
Whether transgender patients receive HT from a specialist, e.g., an endocrinologist, or a
primary care provider (PCP) may depend on the availability of knowledgeable and welcoming
providers and country-level factors such as healthcare regulations and health services funding.
In much of the world, specialty services for TGD people are partly or wholly unavailable, which
reinforces the need for all health providers to undertake training in provision of gender affirming
care. In some countries, primary care providers may be required to refer TGD patients to
specialist services (e.g., gender identity clinics) resulting in unacceptable delays to access HT.
(Royal College of General Practitioners, 2019).
Hormone-related therapy encompasses a range of interventions, such as puberty suppression
and hormone initiation or hormone maintenance. With training, gender affirming hormone
therapy can be managed by most PCPs. Regardless of whether or not serving as the primary
hormone prescriber, all PCPs should be familiar with the medications, suggested monitoring,
and potential side effects for hormone therapy as noted in the Standards of Care 8 (see
hormone therapy section). PCPs should be able to make appropriate referral to appropriate
providers for all transition related services they do not themselves provide.
This chapter supports the argument that hormone therapy (HT) can be prescribed by PCPs or
other non-specialists - “Considering barriers to health care access and the importance of HT to
this population, it is imperative that PCPs are able and willing to provide HT for transgender
patients (Shires, 2017).
Primary Care Providers are commonly called upon to provide care for a broad range of
conditions and needs, including those with which they may have had limited or no prior
experience. Often this care involves accessing commonly used and readily available reference
sources, such as professional society guidelines, or subscription online knowledge bases.
PCPs are advised to use a similar approach when asked to provide basic hormone therapy
care, by using these Standards of Care as well as other readily accessed resources (Oliphant et
al., 2018, Cheung et al., 2019, T’Sjoen et al., 2020, Hembree et al., 2017) It should be noted
that most of the commonly used medications in gender affirming regimens are familiar to
everyday primary care practice, including but not limited to: Testosterone, estradiol,
progesterone and other progestagens, and spironolactone.

Mental Health
Primary care providers should be able and willing to provide mental health support for
transgender people and gender-affirming hormone treatments that can alleviate gender
dysphoria and allow gender expression. At the very least, they should be aware of these needs
and consult additional specialty support if needed.
Wylie et al state that “Primary health-care providers assessing for hormone and surgery
eligibility should be competent in assessing basic mental health issues and should recognize
that referral to a mental health professional may be necessary—for example, where there is
evidence of depression or gender minority stress.” (Wylie et al., 2016)

Preventive Care
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General practitioners are versed in providing comprehensive primary and secondary cancer
prevention as a part of routine primary care. Evidence based cancer prevention guidelines vary
globally, due to differences in national guidelines and levels of access to screening modalities at
the local level. To date, research on the long-term impact of gender affirming hormone therapy
on cancer risk is limited (Blondeel et al., 2016; Braun et al., 2017). We have insufficient
evidence to estimate prevalence of cancers in breast or reproductive organs among
transgender populations (Joint et al., 2018). However, cancer screening should commence, in
general, according to local guidelines. Several modifications are discussed in detail, below,
depending on type and duration of hormone use and/or surgical intervention. The primary care
provider should maintain an updated record of which organs are present for transgender
patients (an organ inventory), that is updated based on surgical history or development from
gender affirming hormones, and then offer routine screening as appropriate.
Not all PCP’s provide care across the lifespan. However, if providers routinely care for children,
adolescents or elder cisgender persons, they should develop competency in trans care
applicable to these age groups. Otherwise, PCPs should be able to make appropriate referral
to other health care providers caring for these populations.de.

Summary of Recommendations
Statement 1: We recommend that clinicians obtain detailed medical history for trans and
gender diverse people, including past and present use of hormones and gonadal surgeries,
and presence of traditional cardiovascular and cerebrovascular risk factors, in order to
provide regular cardiovascular risk assessment according to established, locally used
guidelines.
Statement 2: We recommend that clinicians should assess and manage cardiovascular health
in trans and gender diverse people using tailored risk factor assessment and
cardiovascular/cerebrovascular management methods.
Statement 3: We recommend that clinicians tailor sex-based risk calculators used for
assessment of medical conditions to the needs of trans and gender diverse people, taking
into consideration length of hormone use, dosing and levels, current age, and age at initiation
of hormones.
Statement 4: We recommend that clinicians counsel trans and gender diverse patients about
their tobacco use and advise tobacco/nicotine abstinence prior to gender affirming surgery.
Statement 5: We recommend that clinicians discuss and address aging-related psychological,
medical, and social concerns with trans and gender diverse patients.
Statement 6: We recommend that clinicians follow local breast cancer screening guidelines
developed for cisgender women for transfeminine individuals who have received estrogens,
taking into consideration length of hormone use, dosing, current age, and age at initiation of
hormones.
Statement 7: We recommend that clinicians follow local breast cancer screening guidelines
developed for cisgender women in transmasculine individuals who have not had chest
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masculinization surgery.
Statement 8: We recommend that clinicians should follow local screening guidelines
developed for cisgender women of average and elevated risk respectively including
recommendation not to screen) for transmasculine individuals of average and elevated risk
for ovarian or endometrial cancer.
Statement 9: We recommend against routine oophorectomy or hysterectomy in
transmasculine individuals on testosterone treatment with otherwise average risk solely for
the purpose of preventing ovarian or uterine cancer.
Statement 10: We recommend that clinicians should offer cervical cancer screening to
transmasculine individuals with a cervix, or a history of having a cervix, following local
guidelines for cisgender women.
Statement 11: We recommend that clinicians counsel trans and gender diverse people that
the use of antiretroviral medications is not a contraindication for gender-affirming hormone
therapy.
Statement 12: We advise that clinicians obtain a detailed medical history on trans and gender
diverse people including past and present use of hormones and gonadal surgeries, and
presence of traditional osteoporosis risk factors, to assess optimal age and necessity for
osteoporosis screening.
Statement 13: We advise that clinicians discuss bone health with transgender individuals
including the need for active weight bearing exercise, healthy diet, calcium and vitamin D
supplementation and fall prevention strategies.

Statement 1:
We recommend that PCPs obtain detailed medical history for trans and gender diverse
people, including past and present use of hormones and gonadal surgeries, and
presence of traditional cardiovascular and cerebrovascular risk factors, in order to
provide regular cardiovascular risk assessment according to established, locally used
guidelines.

Statement 2:
We recommend that clinicians should assess and manage cardiovascular health in trans
and gender diverse people using tailored risk factor assessment and
cardiovascular/cerebrovascular management methods.

Statement 3:
We recommend that clinicians tailor sex-based risk calculators used for assessment of
medical conditions to the needs of trans and gender diverse people, taking into
consideration length of hormone use, dosing and levels, current age, and age at initiation
of hormones.
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Cardiovascular disease (CVD) and stroke are the leading causes of mortality worldwide (World
Health Organization, 2017). Extensive data among racial, ethnic and sexual minorities in
multiple settings demonstrate significant disparities in prevalence of CVD and its risk factors, as
well as outcomes to medical interventions. Structural factors such as access to care,
socioeconomic status, and allostatic load related to minority stress contribute to these
disparities (Flentje et al., 2019; Havranek et al., 2015). TGD people often experience social,
economic and discriminatory conditions similar to other minority populations with known
increased cardiovascular risk (James et al., 2016, Reisner et al., 2016; Carpenter et al., 2020).
Transgender and gender diverse persons of racial, ethnic and sexual minorities would
experience increased impact related to intersectional stress. Conversely, access to gender
affirming care, including hormone therapy, may buffer against the elevation of CVD risk due to
improving quality of life, and reducing gender dysphoria and incongruence (Martinez C et al.,
2018; Defreyne, J et al., 2019). Primary care providers can significantly improve transgender
health through screening and prevention of CVD and its associated risk conditions—tobacco
use, diabetes mellitus, hypertension, dyslipidemia, and obesity.
The few, primarily U.S based, studies of the prevalence of CVD, stroke or CVD risk in
transgender and gender diverse persons independent of hormone therapy indicate elevated CV
risk, including high rates of undiagnosed and untreated CV risk factors with inadequate CV
prevention compared to cisgender populations (Denby et al., 2021; Nokoff et al., 2018,
Malhotra, A et al., 2020). In one population based study, transgender people had greater odds
of discrimination, psychological distress, and adverse childhood experience, and these were
associated with increased odds of a having cardiovascular condition (Poteat et al., 2021).
In U.S studies based on the data from the Behavioral Risk Factor Surveillance System, both
transgender men and transgender women show higher prevalence of myocardial infarction (MI),
stroke, or any CVD compared to cisgender men and/or cisgender women. Results vary based
on the adjustment of data for additional variables, including race, income or cardiovascular risk
factors. (Nokoff et al., 2018; Caceres et al., 2020, Alzahrani et al., 2019). Gender nonbinary
persons also had higher odds of CVD (Downing & Przedworski, 2018). Data on hormone use
was not collected in these studies, and the studies are limited by the use of self-reported health
histories. In the U.S., transgender and gender diverse individuals presenting for hormone
therapy may have higher rates of undiagnosed and untreated CVD risk factors compared to the
cisgender population (Denby et al., 2021), although may not be applicable globally.
A large 2018 case control study from several US centers which used 10:1 cisgender matched
controls found no statistically significant difference in rates of MI or stroke between transgender
women and cisgender men, and rates of MI, stroke, or VTE between transgender men and
cisgender men or women. There was a statistically significant hazard ratio of 1.9 for venous
thromboembolism among transgender women in comparison to cisgender men. A sub-cohort of
transgender women who initiated hormone therapy during (as opposed to prior to) the 6-year
study window did show an increased risk of stroke. Increases in rates of VTE in the overall
cohort of transgender women and stoke in the initiation sub-cohort of transgender women
demonstrated calculated numbers-needed-to-harm (not reported in the paper) between 71-123.
(Getahun et al, 2018) Other studies have demonstrated no increase in CV events or stroke
among transgender men on testosterone therapy, though studies are limited by small sample
size, relatively short follow up, and younger age of sample population. (Nota et al., 2019;
Martinez et al., 2020).
European and US studies in transgender women who have accessed feminizing hormone
therapy increasingly indicate higher risk of CVD and/or stroke, compared to cisgender women
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and in some studies, cisgender men (Wierckx et al., 2013; Nota et al., 2019; Getahun et al.,
2018). Many of these studies had significant limitations: variably adjusting for CV related risk
factors, small sample sizes especially of older transgender women, and variable duration and
types of hormone therapy (Connelly et al., 2019; Defreyne et al., 2019, Connelly et al., 2019
Martinez et al., 2020). The overall increased risk was small. The majority of transgender women
who experienced cardiac events or stroke in many of these studies were over 50 years old, had
one or more CVD risk factors, and were on a variety of hormone regimens, including but not
limited to ethinyl estradiol, which is a synthetic estrogen that confers significant elevations in
thrombotic risk and is not recommended for use in feminizing regimens. (Martinez et al., 2020;
Gooren et al., 2014). Current limited evidence suggests that estrogen-based hormone therapy is
associated with an increased risk of myocardial infarction and stroke, but whether this small risk
is a result of hormone therapy or an effect of pre-existing CV risk in unclear. There are no
known studies specifically addressing CVD and related conditions in non-binary individuals,
those who use sub-physiologic doses of gender affirming hormones, or in adults previously
treated with puberty suppression.
Primary care providers can best address CVD risk during hormone therapy by assessing
transgender and gender diverse people for CVD and modifiable CVD risk factors: diabetes
mellitus, hypertension, hyperlipidemia, obesity, and smoking, as well as address minority stress
contributing to cardiovascular risk. In addition, primary care providers can mitigate transgender
cardiovascular health disparities with timely diagnosis and treatment of risk conditions, and
tailored management supportive of ongoing gender affirming interventions.
Risk assessment guidelines vary, based on the national or international context and scientific
affiliation of guideline developers. CVD prevention guidelines vary regarding the nature and
frequency of risk assessment for otherwise healthy adults under age 40 (WHO, 2007; Arnett et
al., 2019; Authors/Task Force members et al., 2016; Precoma et al., 2019) Over age 40, when
cardiovascular risk increases, guidelines clearly recommend scheduled risk assessment using a
calculated prediction of ten-year total CVD risk, based on risk prediction equations from large
population samples. Examples of risk calculators include SCORE (recommend by European
Guidelines on CVD Prevention), Pooled Cohort Studies Equations (2013 AHA ACC Guideline
on the assessment of CVD risk), Framingham risk scores, and the World Health Organization
(WHO) Risk Prediction Charts. The WHO charts were developed based on information on the
countries in each WHO subregion. In many low resource settings, facilities are not available to
measure cholesterol or serum glucose, and alternative predication charts are available based
without these measures.
However, all current cardiovascular risk calculators are gendered, using sex as a significant risk
variable. There is currently insufficient data on cardiovascular risk interventions across the
lifespan in transgender and gender diverse persons with medical and surgical interventions to
adjust these predictive equations. Nonetheless, it is clear that both sex-assigned at birth and
medical transition can affect the parameters used to calculate cardiovascular risk (Maraka et al.,
2017; Martinez et al., 2020; Defreyne et al., 2019; Connelly et al., 2019). Providers can take a
variety of approaches to the use of cardiovascular risk calculators in transgender and gender
diverse persons, including using the risk calculator for the sex assigned at birth, affirmed
gender, or a weighted average of the two, taking into consideration total lifetime exposure to
hormone therapy. Though data are lacking, it is likely most appropriate to use the affirmed
gender for transgender adults with a history of pubertal-age hormone therapy initiation. Patients
with a history of sub-maximal hormone therapy use, or prolonged periods of time postgonadectomy without hormone replacement before roughly age 50 may require an even more
nuanced approach. Providers should be aware of the characteristics and limitations of the risk
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calculator in use. Providers should engage patients in shared decision making regarding these
specific considerations.
There are currently no studies comparing the prevalence of dyslipidemia between transgender
and cisgender samples, controlled for hormone use. As noted previously, data in other
populations demonstrates that psychosocial stress during childhood and remote adulthood favor
adiposity and abnormal lipid metabolism (Grebreab et al., 2018). Both testosterone and
estrogen-based hormone therapy affect lipid metabolism, although evidence is limited by the
variety of hormone regimens and additional variables (Maraka et al., 2017; Martinez et al., 2020;
Defreyne et al., 2019 Connelly et al., 2019; Deutsch et al., 2013). On balance, estrogen tends to
raise in high-density lipoprotein (HDL) cholesterol and triglycerides, with variable effects on low
density lipoprotein (LDL) cholesterol, while testosterone variably affects triglycerides,
decreases HDL cholesterol and increase LDL cholesterol. The method of administration may
affect this pattern, particularly related to oral versus transdermal estrogen and triglycerides
(Maraka et al., 2017). In general, the effect sizes of these differences are minimal, and the
overall impact on cardio- and cerebrovascular outcomes are unclear. There are no studies
examining hormone effects on transgender and gender diverse people with pre-existing
dyslipidemia, with hormone use starting over age 50 or effects beyond 2-5 years of therapy.
There are currently no studies comparing the prevalence of hypertension between transgender
and cisgender samples, controlled for hormone use. Data in other populations demonstrates
that chronic and acute psychosocial stress, including experiences of discrimination, can mediate
hypertension (Spruill, 2010; Din-Dzietham et al., 2004). There were no differences in reported
hypertension between transgender men or women compared to cisgender samples in studies
from U.S. the Behavioral Risk Factor Surveillance System, a large national US health survey.
(Nokoff et al., 2018; Alzahrani et al., 2019).
Studies of testosterone and estrogen-based hormone therapy have shown inconsistent effects
on systolic and diastolic blood pressure, and a systematic review concluded that given the
limited quality of the studies, there is insufficient data to reach conclusions on the effects of
gender affirming hormone therapy on blood pressure (Connelly et al., 2021). Spironolactone,
often used as an androgen blocker in feminizing hormone therapy, is a potassium sparing
diuretic, and may increase potassium when use conjunction with ACE inhibitors or angiotension
receptor blocker medications, as well as salt substitutes. There are no studies examining
hormone effects on transgender and gender diverse people with pre-existing hypertension, with
hormone use starting over age 50 or effects beyond 2-5 years of therapy. Transgender persons
on hormone therapy should undergo any additional blood pressure screening or monitoring as
indicated by WPATH guidelines for hormone therapy.
There are currently no studies comparing the prevalence of diabetes mellitus between
transgender and cisgender samples, independent of hormone use. Data in other populations,
including sexual minorities, indicates that chronic and acute psychosocial stress can mediate
the development and control of type 2 diabetes (Kelly and Mubarak, 2015; Beach et al., 2018).
No differences in reported diabetes were found between transgender men, transgender women
or nonbinary persons compared to cisgender samples in studies from the U.S. Behavioral Risk
Factor Surveillance System (Nokoff et al., 2018; Alzahrani et al., 2019; Caceres et al., 2020).
Several small studies have shown a higher-than-expected prevalence of polycystic ovarian
syndrome or hyperandrogenemia among transgender men (Feldman, J 2016), conditions
associated with insulin resistance and diabetes risk. While studies of both testosterone and
estrogen-based hormone therapy show varying effects on weight/body fat, glucose metabolism
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and insulin resistance (Defreyne et al., 2019), most do not demonstrate any increase in
prediabetes or diabetes (Connelley et al., 2019; Chan et al., 2018). There are no studies
examining hormone effects on transgender and gender diverse people with pre-existing
diabetes, with hormone use starting over age 50 or effects beyond 2-5 years of therapy. There
are currently no studies specifically addressing diabetes in adults previously treated with
puberty suppression.

Statement 4:
We recommend that clinicians counsel trans and gender diverse patients about their
tobacco use and advise tobacco/nicotine abstinence prior to gender affirming surgery.
Tobacco use is a leading contributor to cardiovascular disease, pulmonary disease and cancer
worldwide (World Health Organization, 2020, May 27). TGD persons have a higher prevalence
of tobacco use compared to cisgender individuals, varying across the gender spectrum
(Buchting et al., 2017; Azagba et al.,2019), a pattern consistent with other populations
experiencing minority stress (Gordon et al., 2020). Primary care providers can promote
protective factors against tobacco use, including reducing exposure to personal or structural
discrimination, having gender affirming identification, and having health insurance (Shires &
Jafee, 2016; Kidd et al., 2018).
The health risks of tobacco use affect trans and gender diverse persons disproportionately,
primarily due to decreased access to culturally competent, affordable screening and treatment
of tobacco related disease (Shires & Jafee, 2016; Alzahrani et al., 2020). Smoking may further
increase cardiovascular and venous thromboembolic risk for trans and gender diverse
individuals on feminizing gender affirming hormone therapy (Alzahrani et al., 2020; Hontscharuk
et al., 2021). Smoking doubles or triples the risk of general surgery complications, such as
wound healing, scarring, and infection (Yoong et al., 2020), increasing the risk for those
accessing gender affirming surgeries. Quitting smoking prior to surgery and maintaining
abstinence for six weeks after significantly reduces complications (Yoong et al., 2020)
There are currently few studies of smoking cessation programs specifically focused on trans
and gender diverse persons (Berger & Mooney-Somers, 2017). Limited evidence suggests,
however, that primary care providers can enhance smoking cessation efforts by addressing the
effects of minority stress (Gamarel et al., 2015), and incorporating gender affirming interventions
such as hormone therapy (Myers & Safer, 2016).

Statement 5:
We recommend that clinicians discuss and address aging-related psychological,
medical, and social concerns with trans and gender diverse patients.
Aging presents specific social, physical, and mental health challenges for trans and gender
diverse persons. While the literature on aging and trans elders is limited, many older trans and
gender diverse adults have experienced a lifetime of stigma, discrimination, and repression of
identified gender (Witten, et al.,2017; Fabbre, V. D., & Gaveras, E. 2020). This experience
affects trans and gender diverse elders’ interactions with health care (Fredriksen-Goldsen et al.,
2014; Kattari & Hasche, 2016; Walker et al., 2017). Trans elders are more likely than cisgender
LGB peers to report poor physical health, even when controlled for socio demographic factors.
(Fredriksen-Goldsen et al., 2011; Fredriksen-Goldsen et al., 2014). Reduced access to culturally
competent care and sequelae of minority stress often result in delayed care, potentially
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exacerbating chronic conditions common with aging (Fredriksen-Goldsen et al., 2014; Bakko &
Kattari, 2021.
Although there are few studies on gender affirming medical interventions among trans and
gender diverse elders, evidence suggests that older adults experience significantly higher
quality of life with medical transition even compared to younger trans and gender diverse adults
(Cai, X et al., 2019). Age itself is not an absolute contraindication or limitation to gender
affirming medical or surgical interventions, however trans and gender diverse elders may not be
aware of the current range of social, medical or surgical options available to meet their
individual needs (Hardacker et al., 2019; Houlberg, 2019).
While studies on mental health among trans and gender diverse elders are limited, those over
age fifty experience significantly higher rates of depressive symptoms and perceived stress
compared to cisgender LGB and heterosexual older adults. (Fredriksen-Goldsen et al., 2011,
Fredriksen-Goldsen et al., 2014). Risk factors specific to trans and gender diverse elders
include gender and age-related discrimination, general stress, identity concealment,
victimization, and internalized stigma, while social support, and community belonging appear
protective (Fredriksen-Goldsen et al., 2014; Hoy‐Ellis& Fredriksen‐Goldsen, 2017; White
Hughto & Reisner, 2018). PCPs may assist patients by encouraging spirituality, self-acceptance
and self-advocacy, and an active healthy lifestyle which are associated with resilience and
successful aging (McFadden et al., 2013; Witten, 2014).
TGD elders often face social isolation and loss of support systems, including close friends and
children (Fredriksen-Goldsen et al., 2011; Witten, 2017). The most common aging concerns
among trans and gender diverse persons are losing the ability to care for themselves followed
by having to go into a nursing home or assisted living facility (Henry et al., 2020). Long term
care settings present the potential for physical or emotional abuse, denial of hormones, denial of
routine care, being “outed,” and being prevented to live and dress according to ones affirmed
gender Services and Advocacy for GLBT Elders (SAGE) and National Center for Transgender
Equality (NCTE), 2012; Porter et al., 2016; Pang et al., 2019). TGD elders identify senior
housing, transportation, social events, support groups as being most needed services (SAGE)
and National Center for Transgender Equality (NCTE), 2012; Witten, 2014).
Despite barriers, most trans and gender diverse persons engage in successful aging,
strengthened with clear areas of resilience (Fredriksen-Goldsen et al., 2011; Witten, 2014).
Primary care providers should address core health issues facing trans and gender diverse
elders, including mental health, gender affirming medical interventions, social support, and end
of life/long term care.
Beyond the independent impact of factors such as minority stress and social determinants on
health in later years, data are lacking on specific health issues for transgender people using
hormone therapy later in life, including those who began hormone therapy at a younger age,
and those seeking to continue or begin hormone therapy in their sixth, seventh, eighth, or later
decades. With an increasing proportion of transgender people beginning hormone therapy at
younger ages, including some who begin at the time of puberty, studies to examine the impact
of decades of treatment on long-term health are ever more important.

Statement 6:
We recommend that clinicians follow local breast cancer screening guidelines developed
for cisgender women for transfeminine people who have received estrogens, taking into
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consideration length of hormone use, dosing, current age, and age at initiation of
hormones.
Transfeminine people taking estrogen will develop breasts and therefore warrant consideration
for breast cancer screening. Exogenous estrogen may be one of multiple factors that contribute
to breast cancer risk in cisgender people. Two cohort studies have been published on breast
cancer prevalence among transgender women in the Netherlands (Gooren et al., 2013) and the
U.S. (Brown & Jones, 2015). Both were retrospective cohorts of clinical samples using a
diagnosis of breast cancer as the outcome of interest, with comparisons made to cisgender
controls. Neither study involved prospective screening for breast cancer, and both have
significant methodologic limitations. Numerous guidelines have been published (Center of
Excellence for Transgender Health & Community Medicine, 2016) recommending some
combination of age + length of estrogen exposure as the determinant of need to commence
screening. These recommendations are based on expert consensus only and are evidentiarily
weak.
BRCA 1 and 2 mutations increase the risk of breast cancer, including the risk of hormone
sensitive tumors. The degree of increase in risk, if any, from gender affirming estrogen therapy
is unknown. Patients with a known BRCA1 mutation should be counseled on the unknowns,
and shared decision making with informed consent should occur between the patient and
provider, recognizing the numerous benefits of hormone therapy.
Other considerations for breast cancer screening among transgender women may include that
transgender woman are likely to have more dense breasts on mammography.
Dense
breasts, history of injecting breasts with fillers such as silicone, and/or breast implants may
complicate interpretation of breast imaging via mammography (Sonnenblick et al., 2018);
special techniques should be used accordingly. People who have injected particles for breast
augmentation such as silicone or other fillers may have complications, including sclersosing
lipogranulomas that obscure normal tissue on mammography or ultrasound.

Statement 7:
We recommend that clinicians follow local breast cancer screening guidelines developed
for cisgender women in transmasculine people who have not had chest masculinization
surgery.
For transgender men, theoretical concerns exist regarding direct exposure to testosterone as
well as aromatized estrogen resulting from testosterone therapy as a risk factor for the
development of breast cancer. Limited retrospective data has not demonstrated increased risk
for breast cancer among transgender men (Gooren et al., 2013; Grynberg et al., 2010), however
prospective and comparison data are lacking. Most people who have had chest masculinization
surgery will have some breast tissue remaining, and therefore it is important for providers to be
aware that breast cancer risk is not zero in this population. The timing and approach to breast
cancer screening in transgender men who have had chest surgery is currently not established,
and, similar to cisgender men with significant family history or BRCA gene mutation, screening
via MRI, or ultrasound may be appropriate. Because the utility and performance of these
approaches have not been studied, and because self- and clinician-led chest/breast exams are
not recommended in cisgender women due to potential harms of both false-positive results and
over-detection (detection of a cancer which would have regressed on its own with no need for
intervention), any approach to screening in transgender men who have had chest surgery
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should occur in the context of shared decision making between patients and providers regarding
the potential harms, benefits, and unknowns of these approaches.

Statement 8:
We recommend that clinicians should follow local screening guidelines developed for
cisgender women of average and elevated risk respectively (including recommendation
not to screen) for transmasculine people of average and elevated risk for ovarian or
endometrial cancer.
Current consensus guidelines do not recommend routine ovarian cancer screening in cisgender
women. Case reports of ovarian cancer among transgender men have been reported (Dizon et
al., 2006; Hage et al., 2000). No evidence currently exists to suggest that testosterone therapy
leads to an increased risk of ovarian cancer, however long-term prospective studies are lacking
(Joint et al., 2018).

Statement 9:
We recommend against routine oophorectomy or hysterectomy in transmasculine people
on testosterone treatment with otherwise average risk solely for the purpose of
preventing ovarian or uterine cancer.
Transgender men are often in an oligo- or anovulatory state, or otherwise experience shifts in
leuteal phase function and progesterone production. This combined with the possible increased
estrogen exposure from aromatization of exogenous testosterone raises the concern for
excessive or unopposed endometrial estrogen exposure, although clinical significance is
unknown. Histologic studies of the endometrium in transgender men taking testosterone have
found atrophy rather than hyperplasia (Grimstad et al., 2018; Grynberg et al., 2010; Perrone et
al., 2009). In a large cohort of transmasculine people who had hysterectomy with
oophorectomy, benign histopathology in ovaries was noted in all cases (n=85) (Grimstad et al.,
2020). While prospective outcome data are lacking, there is insufficient evidence at this time to
support a recommendation of routine hysterectomy or oophorectomy solely conducted for
prevention of endometrial or ovarian cancer in transgender men. Otherwise, unexplained
signs/symptoms of endometrial or ovarian cancer should be evaluated appropriately.

Statement 10:
We recommend that clinicians should offer cervical cancer screening to transmasculine
individuals with a cervix, or a history of having a cervix, following local guidelines for
cisgender women.
Individuals with a cervix should undergo routine cervical cancer prevention and screening
according to age-based regional practices and guidelines. This includes vaccination against the
human papilloma virus (HPV) and screening according to local guidelines, including cytologyic,
high-HPV co-testing if available. Is important that clinicians are mindful of approaches to the
pelvic speculum exams that minimize pain and distress for trans masculine people.
TGD people with a cervix are less likely to have had conventional cervical cancer screening,
often because the exam can cause worsening of dysphoria and/or general practitioners and
patients are misinformed about the need for this screening (Agenor et al., 2016; Potter et al.,
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2015). Testosterone therapy can result in atrophic changes of the genital tract, and length of
time on testosterone has been associated with greater likelihood for insufficient sampling on
cervical cancer screening cytology (Peitzmeier et al., 2014). Alternatives to speculum exams
and/or cervical cytology, such as provider- or self-collected high-risk HPV swabs, may be of
particular benefit for screening people with a cervix. Research underway in the U.S. is
examining use of self-collected vaginal high-risk HPV testing among trans masculine
populations; HPV swabs were found to be highly acceptable among trans men with a sensitivity
to high-risk HPV of 71.4% (negative predictive value of X ) and specificity of 98.2%, (Reisner et
al., 2018). Further study is needed on the harms of HPV primary screening in transgender men
with respect to potential increased risk of invasive examinations and colposcopies.

Statement 11:
We recommend that clinicians counsel trans and gender diverse people that the use of
antiretroviral medications is not a contraindication for gender-affirming hormone
therapy.
PCPs have unique opportunities to contribute crucial education and prevention efforts,
especially related to decreasing HIV burden among transgender women. Mistrust of health
care providers due to past experiences of discrimination and transphobia impacts HIV
prevention and linkage to care efforts (Sevelius et al., 2016; Silva-Santisteban et al., 2016).
Stigma, lack of adequate training, and innate power hierarchies within medical establishments
all contribute to ambivalence and uncertainty among health care professionals when caring for
transgender patients (Poteat et al., 2013). Finally, a lack of inclusive and gender affirming
practices in the health care setting may lead to transgender people feeling unsafe discussing
sensitive topics such as HIV diagnosis and avoiding care out of fear (Bauer et al., 2014; Gibson
et al., 2016; Minor Peters, 2016; Seelman et al., 2017).
Clinicians should be aware of this broader context within which many trans and gender diverse
people are seeking care for either gender affirming hormones and/or HIV chemoprophylaxis or
treatment. Various misconceptions may exist about the safety of taking gender affirming
hormones concurrently with antiretroviral therapy for HIV chemoprophylaxis or treatment.
Direct study of ART/GAHT interactions has been limited. Two studies of the effects of GAHT on
tenofovir diphosphate (Grant et al., 2021) and tenofovir diphosphate and emtricitabine (Shieh et
al., 2019) have found some signals of statistically significant lowered ART drug levels of unlikely
clinical significance. Data on interactions between hormonal contraceptives and anti-retrovirals
on the whole are reassuring with respect to the impact of hormones on ART (Nanda et al.,
2017). Because estradiol is partially metabolized by cytochrome P450 (CYP) 3A4 and 1A2
enzymes, potential drug interactions with other medications that induce or inhibit these
pathways, such as non-nucleoside reverse transcriptase inhibitors (NNRTIs, e.g., efavirenz
(EFV) and nevirapine (NVP) may exist. (Badowski, 2021). (DHHS 2021). However, the
preferred first-line ART regimens in most countries use integrase inhibitors, which have minimal
to no drug interactions with gender-affirming hormones and can be used safely (Badowski,
2021, DHHS 2021).
If concerns exist about potential interactions, clinicians should monitor hormone levels as
needed. Therefore, trans and gender diverse people living with HIV and taking antiretroviral
medications should be counseled that taking antiretrovirals is safe alongside gender affirming
hormone therapy.
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Statement 12:
We advise that clinicians obtain a detailed medical history on trans and gender diverse
people including past and present use of hormones and gonadal surgeries, and presence
of traditional osteoporosis risk factors, to assess optimal age and necessity for
osteoporosis screening.

Statement 13:
We advise that clinicians discuss bone health with transgender individuals including the
need for active weight bearing exercise, healthy diet, calcium and vitamin D
supplementation and fall prevention strategies.
Estrogen and testosterone both impact bone formation and turnover. Testosterone results in
greater periosteal apposition and bone mass in individuals assigned male at birth who have a
male puberty however peak bone mineral density (BMD) does not vary by sex assigned at birth.
(Almeida et al., 2017; Vanderschueren et al., 2004) Declines of sex hormones are associated
with development of osteoporosis in older age. (Almeida et al., 2017). The World Health
Organization has stated that the osteoporosis prevention and its associated fractures is
essential to the maintenance of health and quality of life. (World Health Organization, 2004)
TGD individuals may receive medical and/or surgical interventions that have the potential to
influence bone health, such as receipt of sex hormones, androgen blockers, and gonadectomy,
therefore a detailed medical history, including past and present use of hormones and gonadal
surgeries is necessary to establish the need for osteoporosis screening.
Several observational studies have compared BMD in transgender adults before and after
receipt of hormones and in transgender individuals compared to sex-at-birth matched cisgender
controls. These studies have had disparate results, including both increases and decreases in
BMD after initiating GAHT, likely due to different study designs, hormone regimes and length of
follow-up. In recent years, well conducted prospective studies and systematic reviews and
metanalyses have advanced knowledge about bone health for TGD persons.
Low bone mineral density may exist before initiation of hormones. One study among
transgender women showed lower mean areal BMD at the femoral neck, total hip and spine
compared to age-matched cisgender male controls, (Van Caenegem et al., 2013) and another
study revealed a high prevalence of low BMD scores among TGD youth before starting puberty
blockers. (Lee et al., 2020). The authors for both studies concluded that low rates of physical
activity may be an important contributor to these findings.
Acceleration of bone loss can occur after gonadectomy if hormones are stopped, or hormones
levels are suboptimal. In one study, thirty percent of transgender women who had undergone
gonadectomy had low bone mass, and this correlated with lower 17B estradiol levels and
adherence to GAHT. (Motta et al., 2020)
Investigation of the effects of GAHT on BMD have revealed that transgender women receiving
estrogen therapy show improvements in BMD. A systematic review and meta-analysis on the
impact of sex hormones on bone health of transgender individuals included 9 eligible studies in
transgender women (n=392) and 8 eligible studies in transgender men (n=247) published
between 2008 and 2015. The meta-analysis revealed that transgender women showed a
statistically significant increase in lumbar spine BMD (but not femoral neck BMD) compared with
WPATH PROPERTY

CONFIDENTIAL DRAFT FOR PUBLIC COMMENT
DECEMBER 2021

NOT FOR DISTRIBUTION

baseline measures. Among transgender men, there were no statistically significant changes in
the lumbar spine, femoral neck, and total hip BMD at 12 and 24 months after starting
testosterone compared to baseline. (Singh-Ospina et al., 2017) Since the publication of this
study, the European Network for Investigation of Gender Incongruence (ENIGI) study, a
multicenter prospective observational study (Belgium, Norway, Italy and the Netherlands)
published results on BMD outcomes for 231 transgender women and 199 transgender men one
year after initiating hormone therapy. (Wiepjes et al., 2017) Transgender women had an
increase in BMD of the lumbar spine, total hip and femoral neck, and increased BMD of the total
hip occurred in transgender men. One study has reported no fractures in transgender
individuals at 12 months following initiation of hormones (53 transgender men and 53
transgender women. (Wierckx et al., 2014). These studies provide guidance that receipt of
GAHT alone is not an indication for enhanced osteoporosis screening.
The recommended screening modality for osteoporosis is dual energy x-ray absorptiometry
(DXA) of the lumbar spine, total hip and femoral neck. (Kanis, 1994) However in many low- and
middle-income countries BMD tests using DXA are not available, and routine DXA-based
screening is conducted in few countries, the USA being an exception. When they exist,
recommendations for BMD screening are based on several factors including sex assigned at
birth, age and presence of traditional risk factors for osteoporosis, such as prior fracture, high
risk medication use, conditions associated with bone loss and low body weight. (International
Society for Clinical Densitometry, 2019)
Clinical practice guidelines include recommendations for osteoporosis screening in TGD
individuals. (Hembree et al., 2017; Rosen et al., 2019; UCSF Transgender Care, 2016) For TGD
people, both the ISCD and The Endocrine Society suggest consideration of baseline BMD
screening before initiation of hormones. The ISCD guidelines state that BMD testing is indicated
for TGD individuals if they have a history of gonadectomy or therapy that lowers endogenous
gonadal steroid levels prior to initiation of hormone therapy, hypogonadism with no plan to take
GAHT or known indications for BMD testing.(Rosen et al., 2019)). However, the evidentiary
basis for these recommendations is weak, and widespread implementation is not practical and
unlikely to result in interventions or changes in management. From the perspective of face
validity, there is no reason to suspect that GAHT in the setting of gonadectomy or endogenous
hormonal suppression with physiologic add-back until at least the age of 50 would lead to
clinically relevant BMD disorders requiring intervention.
PCPs should discuss ways to optimize bone health with TGD clients. In addition, PCPs should
provide information about the importance of nutrition and exercise on maintaining bone health.
TGD individuals with, or at risk for, osteoporosis should be informed about the benefits of weight
bearing exercise and strength and resistance exercises in limiting bone loss. (Benedetti et al.,
2018). Good nutrition is integral to bone health as nutritional deficiencies, including insufficient
calcium intake and low vitamin D, can result in low bone mineralization. Vitamin D and calcium
supplementation have been shown to reduce hip as well as total fracture incidence (Weaver et
al., 2016). Although relevant to all populations, this discussion is pertinent as high prevalence of
hypovitaminosis D has been seen in TGD populations. (Motta et al., 2020; Van Caenegem et
al., 2013).

References:
Agenor, M., Peitzmeier, S. M., Bernstein, I. M., McDowell, M., Alizaga, N. M., Reisner, S. L., . . .
Potter, J. (2016). Perceptions of cervical cancer risk and screening among transmasculine
WPATH PROPERTY

CONFIDENTIAL DRAFT FOR PUBLIC COMMENT
DECEMBER 2021

NOT FOR DISTRIBUTION

individuals: patient and provider perspectives. Cult Health Sex, 18(10), 1192-1206.
doi:10.1080/13691058.2016.1177203
Almeida, M., Laurent, M. R., Dubois, V., Claessens, F., O'Brien, C. A., Bouillon, R.,
Vanderschueren, D., & Manolagas, S. C. (2017). Estrogens and Androgens in Skeletal
Physiology and Pathophysiology. Physiol Rev, 97(1), 135-187.
https://doi.org/10.1152/physrev.00033.2015
Alzahrani, T., Nguyen, T., Ryan, A., Dwairy, A., McCaffrey, J., Yunus, R., ... & Reiner, J. (2019).
Cardiovascular disease risk factors and myocardial infarction in the transgender population.
Circulation: Cardiovascular Quality and Outcomes, 12(4), e005597
American College of Obstetricians and Gynecologists (2021) Health Care for Transgender and
Gender Diverse Individuals. Committee Opinion 823 Published online on February 18, 2021.
Azagba, S., Latham, K., & Shan, L. (2019). Cigarette, smokeless tobacco, and alcohol use
among transgender adults in the United States. International Journal of Drug Policy, 73, 163169.
Badowski ME, Britt N, Huesgen EC, Lewis MM, Miller MM, Nowak K, et al. Pharmacotherapy
considerations in transgender individuals living with human immunodeficiency virus.
Pharmacotherapy: The Journal of Human Pharmacology and Drug Therapy. 2021;41(3):299314
Baker, K. (2013). Transforming Health: International Rights-Based Advocacy for Trans Health.
New York. Retrieved from http://www.opensocietyfoundations.org/reports/transforming-health
Bakko, M., & Kattari, S. K. (2021). Differential access to transgender inclusive insurance and
healthcare in the United States: challenges to health across the life course. Journal of aging &
social policy, 33(1), 67-81.
Benedetti, M. G., Furlini, G., Zati, A., & Letizia Mauro, G. (2018). The Effectiveness of Physical
Exercise on Bone Density in Osteoporotic Patients. Biomed Res Int, 2018, 4840531.
https://doi.org/10.1155/2018/4840531
Berger, I., & Mooney-Somers, J. (2017). Smoking cessation programs for lesbian, gay, bisexual,
transgender, and intersex people: A content-based systematic review. Nicotine & Tobacco
Research, 19(12), 1408-1417.
Bienz, M., & Saad, F. (2015). Androgen-deprivation therapy and bone loss in prostate cancer
patients: a clinical review. BoneKEy reports, 4, 716. doi:10.1038/bonekey.2015.85 [doi]
Blondeel, K., de Vasconcelos, S., García-Moreno, C., Stephenson, R., Temmerman, M., &
Toskin, I. (2018). Violence motivated by perception of sexual orientation and gender identity: a
systematic review. Bulletin of the World Health Organization, 96(1), 29–41L.
Blondeel, K., Say, L., Chou, D., Toskin, I., Khosla, R., Scolaro, E., & Temmerman, M. (2016).
Evidence and knowledge gaps on the disease burden in sexual and gender minorities: a review
of systematic reviews. Int J Equity Health, 15, 16. doi:10.1186/s12939-016-0304-1
Braun, H., Nash, R., Tangpricha, V., Brockman, J., Ward, K., & Goodman, M. (2017). Cancer in
transgender people: evidence and methodological considerations. Epidemiologic Reviews,
39(1), 93-107.

WPATH PROPERTY

CONFIDENTIAL DRAFT FOR PUBLIC COMMENT
DECEMBER 2021

NOT FOR DISTRIBUTION

Brown, G. R., & Jones, K. T. (2015). Incidence of breast cancer in a cohort of 5,135 transgender
veterans. Breast Cancer Research and Treatment, 149(1), 191-198. doi:10.1007/s10549-0143213-2 [doi]
Buchting, F. O., Emory, K. T., Kim, Y., Fagan, P., Vera, L. E., & Emery, S. (2017). Transgender
use of cigarettes, cigars, and e-cigarettes in a national study. American journal of preventive
medicine, 53(1), e1-e7.
Cai, X., Hughto, J. M., Reisner, S. L., Pachankis, J. E., & Levy, B. R. (2019). Benefit of genderaffirming medical treatment for transgender elders: later-life alignment of mind and body. LGBT
health, 6(1), 34-39.
Callen-Lorde Community Health Center (2014) Protocols for the Provision of Hormone Therapy.
http://callen-lorde.org/graphics/2018/05/Callen-Lorde-TGNC-Hormone-Therapy-Protocols2018.pdf
Campbell-Hall, V., Peterson, I., Bhana, A., Mjadu, S., Hosegood, V., & Flisher, A. J. (2010).
Collaboration between traditional practitioners and primary health care staff in South Africa:
Developing a workable partnership for community mental health services. Transcultural
Psychiatry, 47(4), 610–628. https://doi.org/10.1177/1363461510383459
Colvin, C. J., Fairall, L., Lewin, S., Georgeu, D., Zwarenstein, M., Bachmann, M., … Bateman,
E. D. (2010). Expanding access to ART in South Africa: The role of nurse-initiated treatment
Lessons from the STRETCH trial in the Free State, 100(4), 210. https://doi.org/10.1186/14784491-7-75.https://doi.org/10.2471/BLT.17.197251
Census Organization of India (2015). Population Census 2011. https://www.census2011.co.in
Center of Excellence for Transgender Health. (2016). Guidelines for the Primary and GenderAffirming Care of Transgender and Gender Nonbinary People. (M. B. Deutsch, Ed.), University
of California, San Francisco. San Francisco: Center of Excellence for Transgender Health.
Cheung AS, Wynne K, Erasmus J, Murray S, Zajac JD. Position statement on the hormonal
management of adult transgender and gender diverse individuals. Medical Journal of Australia.
2019;211(3):127–33.
Deebel, N. A., Morin, J. P., Autorino, R., Vince, R., Grob, B., & Hampton, L. J. (2017). Prostate
Cancer in Transgender Women: Incidence, Etiopathogenesis, and Management Challenges.
Urology, 110, 166-171. doi:10.1016/j.urology.2017.08.032
Deutsch MB, Glidden DV, Sevelius J, Keatley J, McMahan V, Guanira J, et al. HIV pre-exposure
prophylaxis in transgender women: a subgroup analysis of the iPrEx trial. The lancet HIV.
2015;2(12):e512-e9
Department of Health and Human Services. Panel on Antiretroviral Guidelines for Adults and
Adolescents. Guidelines for the Use of Antiretroviral Agents in Adults and Adolescents with HIV.
Transgender People and HIV. Available at https://clinicalinfo.hiv.gov/en/guidelines/adult-andadolescent-arv/transgender-people-hiv?view=full
Dubin, S. N., Nolan, I. T., Streed Jr, C. G., Greene, R. E., Radix, A. E., & Morrison, S. D. (2018).
Transgender health care: improving medical students’ and residents’ training and awareness.
Advances in medical education and practice, 9, 377
Denby, K. J., Cho, L., Toljan, K., Patil, M., & Ferrando, C. A. (2021). Assessment of
Cardiovascular Risk in Transgender Patients Presenting for Gender-Affirming Care. The
American Journal of Medicine.
WPATH PROPERTY

CONFIDENTIAL DRAFT FOR PUBLIC COMMENT
DECEMBER 2021

NOT FOR DISTRIBUTION

Dizon, D. S., Tejada-Berges, T., Koelliker, S., Steinhoff, M., & Granai, C. O. (2006). Ovarian
cancer associated with testosterone supplementation in a female-to-male transsexual patient.
Gynecologic and Obstetric Investigation, 62(4), 226-228. doi:94097 [pii]
Fabbre, V. D., & Gaveras, E. (2020). The manifestation of multilevel stigma in the lived
experiences of transgender and gender nonconforming older adults. American journal of
orthopsychiatry.
Fisher AD, Senofonte G, Cocchetti C, Guercio G, Lingiardi V, Meriggiola MC, Mosconi M, Motta
G, Ristori J, Speranza AM, Pierdominici M, Maggi M, Corona G, Lombardo F. SIGIS-SIAMS-SIE
position statement of gender affirming hormonal treatment in transgender and non-binary
people. J Endocrinol Invest. 2021 Oct 22. doi: 10.1007/s40618-021-01694-2. Epub ahead of
print. PMID: 34677807.
Fredriksen-Goldsen, K. I., Cook-Daniels, L., Kim, H. J., Erosheva, E. A., Emlet, C. A., Hoy-Ellis,
C. P., ... & Muraco, A. (2014). Physical and mental health of transgender older adults: An at-risk
and underserved population. The Gerontologist, 54(3), 488-500.
Fredriksen-Goldsen, K. I., Kim, H.-J., Emlet, C. A., Muraco, A., Erosheva, E. A., Hoy-Ellis, C. P.,
Goldsen, J., Petry, H. (2011). The Aging and Health Report: Disparities and Resilience among
Lesbian, Gay, Bisexual, and Transgender Older Adults.Seattle: Institute for Multigenerational
Health.
Gamarel, K. E., Mereish, E. H., Manning, D., Iwamoto, M., Operario, D., & Nemoto, T. (2015).
Minority stress, smoking patterns, and cessation attempts: findings from a community-sample of
transgender women in the San Francisco Bay area. Nicotine & Tobacco Research, 18(3), 306313.
Georgeu, D., Colvin, C. J., Lewin, S., Fairall, L., Bachmann, M. O., Uebel, K., … Bateman, E. D.
(2012). Implementing nurse-initiated and managed antiretroviral treatment (NIMART) in South
Africa: a qualitative process evaluation of the STRETCH trial. Implementation Science, 7(1).
https://doi.org/10.1186/1748-5908-7-66.
Gooren, L. J., van Trotsenburg, M. A., Giltay, E. J., & van Diest, P. J. (2013). Breast cancer
development in transsexual subjects receiving cross-sex hormone treatment. The journal of
sexual medicine, 10(12), 3129-3134. doi:10.1111/jsm.12319 [doi]
Gordon, A. R., Fish, J. N., Kiekens, W. J., Lightfoot, M., Frost, D. M., & Russell, S. T. (2020).
Cigarette Smoking and Minority Stress Across Age Cohorts in a National Sample of Sexual
Minorities: Results From the Generations Study. Annals of Behavioral Medicine.
Grabski B, Rachoń D, Czernikiewicz W, Dulko S, Jakima S, Muldenr-Nieckowski Ł, TrofimiukMuldner M, Baran D, Dora M, Iniewicz G, Mijas M, Stankiewicz S, Adamczewska-Stachura M,
Mazurczak A. Recommendations of the Polish Sexological Society on medical care in
transgender adults - position statement of the expert panel. Psychiatr Pol. 2021 Jun
30;55(3):701-708. English, Polish. doi: 10.12740/PP/OnlineFirst/125785. Epub 2021 Jun 30.
PMID: 34460891.
Grant RM, Pellegrini M, Defechereux PA, Anderson PL, Yu M, Glidden DV, et al. Sex Hormone
Therapy and Tenofovir Diphosphate Concentration in Dried Blood Spots: Primary Results of the
iBrEATHe Study. Clinical Infectious Diseases: an Official Publication of the Infectious Diseases
Society of America. 2020. Available at: https://doi.org/10.1093/cid/ciaa1160

WPATH PROPERTY

CONFIDENTIAL DRAFT FOR PUBLIC COMMENT
DECEMBER 2021

NOT FOR DISTRIBUTION

Grimstad, F., Fowler, K., New, E., Unger, C., Pollard, R., Chapman, G., . . . Gray, M. (2018).
Evaluation of Uterine Pathology in Transgender Men and Gender Nonbinary Persons on
Testosterone. Journal of Pediatric and Adolescent Gynecology, 31(2), 217.
Grynberg, M., Fanchin, R., Dubost, G., Colau, J. C., Bremont-Weil, C., Frydman, R., & Ayoubi,
J. M. (2010). Histology of genital tract and breast tissue after long-term testosterone
administration in a female-to-male transsexual population. Reproductive biomedicine online,
20(4), 553-558. doi:10.1016/j.rbmo.2009.12.021 [doi]
Hage, J. J., Dekker, J., Karim, R. B., Verheijen, R. H. M., & Bloemena, E. (2000). Ovarian
cancer in female-to-male transsexuals: report of two cases. Gynecologic Oncology, 76(3), 413415.
Hardacker, C. T., Chyten-Brennan, J., & Komar, A. (2019). Transgender Physiology, Anatomy,
and Aging: A Provider’s Guide to Gender-Affirming Surgeries. In Transgender and gender
nonconforming health and aging (pp. 37-60). Springer, Cham.
Henry, R. S., Perrin, P. B., Coston, B. M., & Witten, T. M. (2020). Transgender and gender nonconforming adult preparedness for aging: Concerns for aging, and familiarity with and
engagement in planning behaviors. International Journal of Transgender Health, 21(1), 58-69.
Hiransuthikul A, Himmad L, Kerr SJ, Janamnuaysook R, Dalodom T, Phanjaroen K, et al. Drugdrug interactions among Thai HIV-positive transgender women undergoing feminizing hormone
therapy and antiretroviral therapy: the iFACT study. Clinical infectious diseases 2021;72(3):396–
402.
Hembree, W., Cohen-Kettenis, P. T., Gooren, L., Hannema, S. E., Meyer, W. J., Murad, M. H.,
Rosenthal, S. M., Safer, J. D., Tangpricha, V., & T’Sjoen, G. G. (2017). Endocrine Treatment of
Gender-Dysphoric/Gender-Incongruent Persons: An Endocrine Society* Clinical Practice
Guideline. The Journal of Clinical Endocrinology & Metabolism, 102(11), 3869-3903.
https://doi.org/10.1210/jc.2017-01658
Hontscharuk, R., Alba, B., Manno, C., Pine, E., Deutsch, M. B., Coon, D., & Schechter, L.
(2021). Perioperative Transgender Hormone Management: Avoiding Venous Thromboembolism
and Other Complications. Plastic and Reconstructive Surgery, 147(4), 1008-1017.
Houlberg, M. (2019). Endocrinology, hormone replacement therapy (HRT), and aging. In
Transgender and gender nonconforming health and aging (pp. 21-35). Springer, Cham.
Hoy‐Ellis, C. P., & Fredriksen‐Goldsen, K. I. (2017). Depression among transgender older
adults: General and minority stress. American Journal of Community Psychology, 59(3-4), 295305.
Hunt, J., Bristowe, K., Chidyamatare, S., & Harding, R. (2017). ‘They will be afraid to touch you’:
LGBTI people and sex workers’ experiences of accessing healthcare in Zimbabwe—an in-depth
qualitative study. BMJ Global Health, 2(2), e000168. https://doi.org/10.1136/bmjgh-2016000168
Institute of Medicine (US) Committee on the Future of Primary Care; Donaldson MS, Yordy KD,
Lohr KN, Vanselow NA, editors. (1996) Primary care: America's health in a new era.
Washington (DC): National Academies Press (US).
Jaffee, K. D., Shires, D. A., & Stroumsa, D. (2016). Discrimination and delayed health care
among transgender women and men. Medical Care, 54(11), 1010-1016.

WPATH PROPERTY

CONFIDENTIAL DRAFT FOR PUBLIC COMMENT
DECEMBER 2021

NOT FOR DISTRIBUTION

James, S. E., Herman, J. L., Rankin, S., Keisling, M., Mottet, L., & Anafi, M. (2016). The Report
of the 2015 U.S. Transgender Survey. Washington, DC: National Center for Transgender
Equality.
Joint, R., Chen, Z. E., & Cameron, S. (2018). Breast and reproductive cancers in the
transgender population: a systematic review. BJOG: An International Journal of Obstetrics and
Gynaecology, 125(12), 1505-1512. doi:10.1111/1471-0528.15258
Kanis, J. A. (1994). Assessment of fracture risk and its application to screening for
postmenopausal osteoporosis: synopsis of a WHO report. Osteoporosis International, 4(6), 368381.
Kattari, S. K., & Hasche, L. (2016). Differences across age groups in transgender and gender
non-conforming people’s experiences of health care discrimination, harassment, and
victimization. Journal of aging and health, 28(2), 285-306.
Keo-Meier, C. L., Herman, L. I., Reisner, S. L., Pardo, S. T., Sharp, C., & Babcock, J. C. (2015).
Testosterone treatment and MMPI-2 improvement in transgender men: A prospective controlled
study. Journal of Consulting and Clinical Psychology, 83(1), 143–156.
https://doi.org/10.1037/a0037599
Kidd, J. D., Dolezal, C., & Bockting, W. O. (2018). The relationship between tobacco use and
legal document gender-marker change, hormone use, and gender-affirming surgery in a United
States sample of trans-feminine and trans-masculine individuals: implications for cardiovascular
health. LGBT health, 5(7), 401-411.
Kruk, M. E., Gage, A. D., Arsenault, C., Jordan, K., Leslie, H. H., Roder-DeWan, S., … Pate, M.
(2018). High-quality health systems in the Sustainable Development Goals era: time for a
revolution. The Lancet Global Health. https://doi.org/10.1016/S2214-109X(18)30386-3
Lee, J. Y., Finlayson, C., Olson-Kennedy, J., Garofalo, R., Chan, Y. M., Glidden, D. V., &
Rosenthal, S. M. (2020). Low Bone Mineral Density in Early Pubertal Transgender/Gender
Diverse Youth: Findings From the Trans Youth Care Study. J Endocr Soc, 4(9), bvaa065.
https://doi.org/10.1210/jendso/bvaa065
Lerner, J. E., Martin, J. I., & Gorsky, G. S. (2020). More than an Apple a Day: Factors
Associated with Avoidance of Doctor Visits Among Transgender, Gender Nonconforming, and
Nonbinary People in the USA. Sexuality Research and Social Policy, 1-18.
Machtinger EL, Cuca YP, Khanna N, Rose CD, Kimberg LS. From treatment to healing: the
promise of trauma-informed primary care. Women's Health Issues. 2015;25(3):193-7.
McLachlan, C. (2018). Que(e)ring Trans and Gender Diversity. South African Journal of
Psychology, https://doi.org/10.1177/0081246318780774
Miksad, R. A., Bubley, G., Church, P., Sanda, M., Rofsky, N., Kaplan, I., & Cooper, A. (2006).
Prostate cancer in a transgender woman 41 years after initiation of feminization. JAMA,
296(19), 2312-2317.
Motta, G., Marinelli, L., Barale, M., Brustio, P. R., Manieri, C., Ghigo, E., Procopio, M., &
Lanfranco, F. (2020). Fracture risk assessment in an Italian group of transgender women after
gender-confirming surgery. J Bone Miner Metab, 38(6), 885-893.
https://doi.org/10.1007/s00774-020-01127-9

WPATH PROPERTY

CONFIDENTIAL DRAFT FOR PUBLIC COMMENT
DECEMBER 2021

NOT FOR DISTRIBUTION

Müller, A. (2013). Teaching lesbian, gay, bisexual and transgender health in a South African
health sciences faculty: addressing the gap. BMC Medical Education, 13, 174.
https://doi.org/10.1186/1472-6920-13-174
Müller, A. (2015). Strategies to include sexual orientation and gender identity in health
professions education. African Journal of Health Professions Education, 7(1), 4–7.
https://doi.org/10.7196/AJHPE.359
Müller, A. (2017). Scrambling for access : availability , accessibility , acceptability and quality of
healthcare for lesbian , gay , bisexual and transgender people in South Africa. BMC
International Health and Human Rights, 1–10. https://doi.org/10.1186/s12914-017-0124-4
Müller A, Daskilewicz K, Kabwe ML, Mmolai-Chalmers A, Morroni C, Muparamoto N, et al.
Experience of and factors associated with violence against sexual and gender minorities in nine
African countries: a cross-sectional study. BMC Public Health. 2021;21(1):1–11.
Myers, S. C., & Safer, J. D. (2017). Increased rates of smoking cessation observed among
transgender women receiving hormone treatment. Endocrine Practice, 23(1), 32-36.
Nanda K, Stuart GS, Robinson J, Gray AL, Tepper NK, Gaffield ME. Drug interactions between
hormonal contraceptives and antiretrovirals. AIDS. 2017 Apr 24;31(7):917-952. doi:
10.1097/QAD.0000000000001392. PMID: 28060009; PMCID: PMC5378006.
Oliphant J, Veale J, Macdonald J, Carroll R, Johnson R, HarteM, Stephenson C, Bullock J.
Guidelines for gender affirming healthcare for genderdiverse and transgender children, young
people and adults in Aotearoa, NewZealand. Transgender Health Research Lab, University of
Waikato, 2018.
Pang, C., Gutman, G., & de Vries, B. (2019). Later life care planning and concerns of
transgender older adults in Canada. The International Journal of Aging and Human
Development, 89(1), 39-56.Persson Tholin, J., & Broström, L. (2018). Transgender and gender
diverse people's experience of non-transition-related health care in Sweden. International
Journal of Transgenderism, 19(4), 424-435.
Poteat, T., Wirtz, A. L., Radix, A., Borquez, A., Silva-Santisteban, A., Deutsch, M. B., …
Operario, D. (2015). HIV risk and preventive interventions in transgender women sex workers.
The Lancet, 385(9964), 274–286. https://doi.org/10.1016/S0140-6736(14)60833-3
Porter, K. E., Brennan-Ing, M., Chang, S. C., Dickey, L. M., Singh, A. A., Bower, K. L., & Witten,
T. M. (2016). Providing competent and affirming services for transgender and gender
nonconforming older adults. Clinical Gerontologist, 39(5), 366-388.
Peitzmeier, S. M., Reisner, S. L., Harigopal, P., & Potter, J. (2014). Female-to-male patients
have high prevalence of unsatisfactory Paps compared to non-transgender females:
implications for cervical cancer screening. Journal of General Internal Medicine, 29(5), 778-784.
Perrone, A. M., Cerpolini, S., Maria Salfi, N. C., Ceccarelli, C., De Giorgi, L. B., Formelli, G., . . .
Meriggiola, M. C. (2009). Effect of long-term testosterone administration on the endometrium of
female-to-male (FtM) transsexuals. The journal of sexual medicine, 6(11), 3193-3200.
doi:10.1111/j.1743-6109.2009.01380.x [doi]
Potter, J., Peitzmeier, S. M., Bernstein, I., Reisner, S. L., Alizaga, N. M., Agenor, M., & Pardee,
D. J. (2015). Cervical Cancer Screening for Patients on the Female-to-Male Spectrum: a
Narrative Review and Guide for Clinicians. Journal of General Internal Medicine, 30(12), 18571864. doi:10.1007/s11606-015-3462-8
WPATH PROPERTY

CONFIDENTIAL DRAFT FOR PUBLIC COMMENT
DECEMBER 2021

NOT FOR DISTRIBUTION

Psychological Society of South Africa. (2017). Practice Guidelines For Psychology
Professionals Working With Sexually And Gender-Diverse People. (C. J. Victor & J. A. Nel,
Eds.) (1st ed.). Johannesburg: Psychological Society of South Africa. Retrieved from
http://www.psyssa.com
Radix, A., Eisfeld, J. (2014). Informierte Zustimmung in der Trans*-Gesundheitsversorgung
Erfahrungen eines US-amerikanischen Community Health Center. Z Sexualforsch 2014; 27;
31–43. https://doi.org/10.1055/s-0034-1366129
Reisner, S. L., Bradford, J., Hopwood, R., Gonzalez, A., Makadon, H., Todisco, D., … Mayer, K.
(2015). Comprehensive Transgender Healthcare: The Gender Affirming Clinical and Public
Health Model of Fenway Health. Journal of Urban Health, 92(3), 584–592.
https://doi.org/10.1007/s11524-015-9947-2
Reisner, S. L., Radix, A., & Deutsch, M. B. (2016). Integrated and Gender-Affirming
Transgender Clinical Care and Research. Journal of acquired immune deficiency syndromes
(1999), 72 Suppl 3(Suppl 3), S235–S242. https://doi.org/10.1097/QAI.0000000000001088
Reisner, S. L., Deutsch, M. B., Peitzmeier, S. M., White Hughto, J. M., Cavanaugh, T. P.,
Pardee, D. J., . . . Potter, J. E. (2018). Test performance and acceptability of self- versus
provider-collected swabs for high-risk HPV DNA testing in female-to-male trans masculine
patients. PloS One, 13(3), e0190172. doi:10.1371/journal.pone.0190172
Rosen, H. N., Hamnvik, O. R., Jaisamrarn, U., Malabanan, A. O., Safer, J. D., Tangpricha, V.,
Wattanachanya, L., & Yeap, S. S. (2019). Bone Densitometry in Transgender and Gender NonConforming (TGNC) Individuals: 2019 ISCD Official Position. J Clin Densitom, 22(4), 544-553.
https://doi.org/10.1016/j.jocd.2019.07.004
Royal College of General Practitioners. The role of the GP in caring for gender-questioning and
transgender patients: RCGP position statement. Jun 2019. https://www.rcgp.org.uk/policy/rcgppolicy-areas/transgender-care.aspx
SAGE (Services and Advocacy for GLBT Elders) and National Center for Transgender Equality
(NCTE) . (2012). Improving the lives of transgender adults . New York and Washington, DC:
Auldridge, A., Tamar-Mattis, A., Kennedy, S., Ames, E., & Tobin, H. J.
Seelman, K. L., Colón-Diaz, M. J., LeCroix, R. H., Xavier-Brier, M., & Kattari, L. (2017).
Transgender noninclusive healthcare and delaying care because of fear: connections to general
health and mental health among transgender adults. Transgender health, 2(1), 17-28.
Shieh E, Marzinke MA, Fuchs EJ, Hamlin A, Bakshi R, Aung W, Breakey J, Poteat T, Brown T,
Bumpus NN, Hendrix CW. Transgender women on oral HIV pre-exposure prophylaxis have
significantly lower tenofovir and emtricitabine concentrations when also taking oestrogen when
compared to cisgender men. J Int AIDS Soc. 2019 Nov;22(11):e25405. doi: 10.1002/jia2.25405.
PMID: 31692269; PMCID: PMC6832671.
Shires, D. A., & Jaffee, K. D. (2016). Structural discrimination is associated with smoking status
among a national sample of transgender individuals. Nicotine & Tobacco Research, 18(6),
1502-1508.
Shires, D. A., Stroumsa, D., Jaffee, K. D., & Woodford, M. R. (2017). Primary care providers’
willingness to continue gender-affirming hormone therapy for transgender patients. Family
Practice, (March), 1–6. https://doi.org/10.1093/fampra/cmx119

WPATH PROPERTY

CONFIDENTIAL DRAFT FOR PUBLIC COMMENT
DECEMBER 2021

NOT FOR DISTRIBUTION

Singh-Ospina, N., Maraka, S., Rodriguez-Gutierrez, R., Davidge-Pitts, C., Nippoldt, T. B.,
Prokop, L. J., & Murad, M. H. (2017). Effect of Sex Steroids on the Bone Health of Transgender
Individuals: A Systematic Review and Meta-Analysis. J Clin Endocrinol Metab, 102(11), 39043913. https://doi.org/10.1210/jc.2017-01642
Sonnenblick, E. B., Shah, A. D., Goldstein, Z., & Reisman, T. (2018). Breast Imaging of
Transgender Individuals: A Review. Curr Radiol Rep, 6(1), 1. doi:10.1007/s40134-018-0260-1
Strauss, P, Cook A, Winter S, Watson V, Wright Toussaint D, L. A. (2017). Trans Pathways: the
mental health experiences and care pathways of trans young people - Summary of results.
Telethon Kids Institute, Perth, Australia. https://www.doi.org/10.13140/RG.2.2.19410.25284
Tomson A, McLachlan C, Wattrus C, Adams K, Addinall R, Bothma R, Jankelowitz L, Kotze E,
Luvuno Z, Madlala N, Matyila S, Padavatan A, Pillay M, Rakumakoe MD, Tomson-Myburgh M,
Venter WDF, de Vries E. Southern African HIV Clinicians' Society gender-affirming healthcare
guideline for South Africa. South Afr J HIV Med. 2021 Sep 28;22(1):1299. doi:
10.4102/sajhivmed.v22i1.1299. PMID: 34691772; PMCID: PMC8517808.
T’Sjoen G, Arcelus J, de Vries ALC, Fisher AD, Nieder TO, Özer M, et al. European Society for
Sexual Medicine Position Statement “Assessment and Hormonal Management in Adolescent
and Adult Trans People, With Attention for Sexual Function and Satisfaction.” Journal of Sexual
Medicine. 2020;17(4):570–84.
Turo, R., Jallad, S., Prescott, S., & Cross, W. R. (2013). Metastatic prostate cancer in
transsexual diagnosed after three decades of estrogen therapy. Canadian Urological
Association Journal, 7(7-8), E544.
UCSF Transgender Care, Department of Family and Community Medicine,,University of
California San Francisco. (2016). Guidelines for the Primary and Gender-Affirming Care of
Transgender and Gender Nonbinary People. Retrieved 5/11/2020 from
https://transcare.ucsf.edu/guidelines
Uebel, K. E., Lombard, C., Joubert, G., Fairall, L. R., Bachmann, M. O., Mollentze, W. F., …
Wouters, E. (2013). Integration of HIV care into primary care in South Africa: Effect on survival
of patients needing antiretroviral treatment. Journal of Acquired Immune Deficiency Syndromes,
63(3), e94–e100. https://doi.org/10.1097/QAI.0b013e318291cd08
UN General Assembly (2015). Transforming our world : the 2030 Agenda for Sustainable
Development. 21 October 2015. A/RES/70/1. https://undocs.org/A/RES/70/1
Van Caenegem, E., Taes, Y., Wierckx, K., Vandewalle, S., Toye, K., Kaufman, J. M., Schreiner,
T., Haraldsen, I., & T'Sjoen, G. (2013). Low bone mass is prevalent in male-to-female
transsexual persons before the start of cross-sex hormonal therapy and gonadectomy. Bone,
54(1), 92-97. https://doi.org/10.1016/j.bone.2013.01.039
Vanderschueren, D., Vandenput, L., Boonen, S., Lindberg, M. K., Bouillon, R., & Ohlsson, C.
(2004). Androgens and bone. Endocrine Reviews, 25(3), 389-425.
Victor, C. J., & Nel, J. A. (2017). Developing an affirmative position statement on sexual and
gender diversity for psychology professionals in South Africa. Psychology in Russia: State of the
Art, 10(2), 87–102. https://doi.org/10.11621/pir.2017.0206
Walker, R. V., Powers, S. M., & Witten, T. M. (2017). Impact of anticipated bias from healthcare
professionals on perceived successful aging among transgender and gender nonconforming
older adults. LGBT health, 4(6), 427-433.
WPATH PROPERTY

CONFIDENTIAL DRAFT FOR PUBLIC COMMENT
DECEMBER 2021

NOT FOR DISTRIBUTION

Weyers, S., Villeirs, G., Vanherreweghe, E., Verstraelen, H., Monstrey, S., Van den Broecke,
R., & Gerris, J. (2010). Mammography and breast sonography in transsexual women. European
Journal of Radiology, 74(3), 508-513. doi:10.1016/j.ejrad.2009.03.018
Weaver, C. M., Alexander, D. D., Boushey, C. J., Dawson-Hughes, B., Lappe, J. M., LeBoff, M.
S., Liu, S., Looker, A. C., Wallace, T. C., & Wang, D. D. (2016). Calcium plus vitamin D
supplementation and risk of fractures: an updated meta-analysis from the National Osteoporosis
Foundation. Osteoporosis International, 27(1), 367-376. https://doi.org/10.1007/s00198-0153386-5
White Hughto, J. M., & Reisner, S. L. (2018). Social context of depressive distress in aging
transgender adults. Journal of Applied Gerontology, 37(12), 1517-1539.
Wilson, E. C., Chen, Y. H., Arayasirikul, S., Wenzel, C., & Raymond, H. F. (2015). Connecting
the Dots: Examining Transgender Women’s Utilization of Transition-Related Medical Care and
Associations with Mental Health, Substance Use, and HIV. Journal of Urban Health, 92(1), 182–
192. https://doi.org/10.1007/s11524-014-9921-4
Winter, S., Settle, E., Wylie, K., Reisner, S., Cabral, M., Knudson, G., & Baral, S. (2016).
Synergies in health and human rights: a call to action to improve transgender health. The
Lancet, 388(10042), 318–321. https://doi.org/10.1016/S0140-6736(16)30653-5
Witten, T. M. (2014). It's not all darkness: Robustness, resilience, and successful transgender
aging. LGBT health, 1(1), 24-33.
Witten, T. M. (2017). Health and well-being of transgender elders. Annual Review of
Gerontology and Geriatrics, 37(1), 27-41.
Wolf-Gould, C. S., & Wolf-Gould, C. H. (2015). A Transgender Woman with Testicular Cancer:
A New Twist on an Old Problem. LGBT Health. doi:10.1089/lgbt.2015.0057 [doi]
World Health Organization. (2004, May). WHO scientific group on the assessment of
osteoporosis at primary health care level. In Summary meeting report (Vol. 5, pp. 5-7).
https://www.who.int/chp/topics/Osteoporosis.pdf
World Health Organisation. (2015). Sexual Health, human rights and the law. WHO, [online].
Geneva. https://doi.org/10.1080/17441692.2014.986175\World Health Organization (2017).
WHO Model List of Essential Medicines, 20th List (March 2017)(Amended August 2017).
http://www.who.int/medicines/publications/essentialmedicines/en/
World Health Organization (2018). Declaration of Astana. Available at:
https://www.who.int/primary-health/conference-phc/declaration
World Health Organization and the United Nations Children’s Fund (UNICEF) (2018). A vision
for primary health care in the 21st century: towards universal health coverage and the
Sustainable Development Goals. Geneva: World Health Organization and the United Nations
Children’s Fund (UNICEF) (WHO/HIS/SDS/2018.X).
World Health Organization. (2003). Guidelines for medico-legal care for victims of sexual
violence. World Health Organization. Geneva.
https://www.who.int/violence_injury_prevention/publications/violence/med_leg_guidelines/en/
World Health Organization. Tobacco. (2020, May 27). Retrieved April 04, 2021, from
http://www.who.int/health-topics/tobacco#tab=tab_1

WPATH PROPERTY

CONFIDENTIAL DRAFT FOR PUBLIC COMMENT
DECEMBER 2021

NOT FOR DISTRIBUTION

Wiepjes, C. M., Vlot, M. C., Klaver, M., Nota, N. M., de Blok, C. J., de Jongh, R. T., Lips, P.,
Heijboer, A. C., Fisher, A. D., Schreiner, T., T'Sjoen, G., & den Heijer, M. (2017). Bone Mineral
Density Increases in Trans Persons After 1 Year of Hormonal Treatment: A Multicenter
Prospective Observational Study. J Bone Miner Res, 32(6), 1252-1260.
https://doi.org/10.1002/jbmr.3102
Wierckx, K., Van Caenegem, E., Schreiner, T., Haraldsen, I., Fisher, A. D., Toye, K., Kaufman,
J. M., & T'Sjoen, G. (2014). Cross-sex hormone therapy in trans persons is safe and effective at
short-time follow-up: results from the European network for the investigation of gender
incongruence. J Sex Med, 11(8), 1999-2011. https://doi.org/10.1111/jsm.12571
Witten TM. It's Not All Darkness: Robustness, Resilience, and Successful Transgender Aging.
LGBT Health. 2014 Mar;1(1):24-33. doi: 10.1089/lgbt.2013.0017. Epub 2013 Aug 22. PMID:
26789507.
Wylie, K., Knudson, G., Khan, S. I., Bonierbale, M., Watanyusakul, S., & Baral, S. (2016).
Serving transgender people: clinical care considerations and service delivery models in
transgender health. The Lancet, 388(10042), 401–411.
Yoong SL, Tursan d’Espaignet E, Wiggers J, St Claire S, Mellin-Olsen J, Grady A et al.(2020)
Tobacco and postsurgical outcomes: WHO tobacco knowledge summaries. Geneva: World
Health Organization

WPATH PROPERTY

CONFIDENTIAL DRAFT FOR PUBLIC COMMENT
DECEMBER 2021

NOT FOR DISTRIBUTION

