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T ransgender and nonbinary 
(TGNB) adolescents are those 
whose gender identity differs 
from their sex assigned at birth 

(Figure). In the United States, 2% of 
adolescents identify as TGNB.1 Given 
the prevalence, almost any clinician 
who sees adolescent patients will see 
TGNB patients. It is essential to be 
prepared to provide competent care. 

TGNB adolescents are facing grow-
ing inequities, including health care 
disparities. These disparities are often 
rooted in medical disenfranchisement, 
exemplified by stigma and discrimina-
tion both inside and outside the medical 
system.2 Almost one-third of TGNB 
individuals have had 1 or more nega-
tive experiences in health care related 
to their gender identity, including 

the inability to find a knowledgeable 
provider, being discriminated against 
in medical settings, or being refused 
necessary treatment because of their 
gender identity.2 Increasing legal barri-
ers also threaten the well-being of TGNB 
adolescents, and a growing number of 
states are seeking to curtail access to 
gender-affirming care (GAC).3 At a time 
when TGNB identities are under siege, 
every clinician and clinical space should 
be safe, welcoming, and supportive. 

Creating a welcoming 
clinical environment
Patients must feel welcomed in clini-
cal settings, and the care team should 
employ several things to establish inclu-
sive spaces for gender-diverse patients 
(Table 1), including the following: 

•  Ensure clinical environments have 
posters, flyers, or other reading materi-
als that are reflective of all genders. 
Visible emblems, such as TGNB flags 
and pronoun pins, can be intentional 
symbols of safety and inclusion for 
TGNB adolescents and their families.

•  Reevaluate clinic titles (eg, women’s 
health) for accuracy to ensure they are 
reflective of all patient population(s) 
receiving care.4

•  Ensure inclusive bathrooms for diverse 
gender identities are available. 

•  Have space on intake forms and 
medical records for the patient’s name-
in-use, legal names (if different from 
name-in-use), and pronouns.5 

•  Ensure name-in-use and pronouns are 
relayed with every transfer of care. All 
adolescents should be asked about 
name-in-use and pronouns in private, 
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as caregivers may not be privy to how a 
TGNB adolescent identifies. Clinicians 
should never discuss a patient’s gender 
or pronouns with caregivers without  
their consent.

•  Train all staff (including front-of-house 
and associated departments) in gender-
inclusive practices. 

When establishing a patient’s medi-
cal history and performing a physical 
exam, providers should consider a few 
things that are relevant for some TGNB 
adolescents. Some TGNB patients may 
undergo surgeries to align their bodies 
with their gender; clinicians should not 
assume current anatomy. Instead, an 
anatomic inventory that assesses cur-
rent and past anatomy can be helpful. 
Additionally, some adolescents may 
experience dysphoria or distress related 
to certain parts or functions of their body 
(eg, genitals, hair, and menses) that do 
not align with their gender.6,7 Clinicians 
should be sensitive to this and, when 
appropriate, ask patients whether there 
are nonanatomic terms they use to 
describe their body parts and how they 
work. Providers should always mirror 
patients’ language when possible. If a 
patient experiences distress with a part 
of their body where an examination is 
indicated, clinicians should utilize a 
trauma-informed approach and engage 
in shared decision-making. This would 
include if, when, and how the exam 
will occur, as well as the potential use 
of support persons or alternative focus 
techniques (eg, headphones). Clini-
cians should prioritize noninvasive 
alternatives when available (eg, a pelvic 
ultrasound instead of a bimanual exam).

Gender-affirming therapies
In the care of TGNB adolescents, the 
most prevalent care provided is social 
affirmation. This can manifest as 

affirming the patient’s name, gender, 
and pronouns. Additionally, some 
patients may desire and benefit from 
cognitive, medical, or surgical gender-
affirming therapies. Every TGNB 
individual’s gender embodiment goals 
are different, and clinicians should 
not assume every TGNB adolescent  
desire therapies.2

Gender-affirming mental 
health
Adolescence is a time when many 
people are exploring identity, includ-
ing gender. Providers should affirm to 
patients that being gender diverse is not 
a mental health condition. However, 
some TGNB adolescents may experi-
ence dysphoria related to their gender, 
defined as an impairment in daily 
activities or functioning stemming from 
gender incongruence. This may be con-
nected to pubertal changes or changes 
in peer relationships, among other 
things. Some TGNB adolescents will 
benefit from affirming mental health 

support in navigating their identity.8 
For TGNB minors who desire GAC, the 
current version of the “Endocrine Treat-
ment of Gender-Dysphoric/Gender-
Incongruent Persons: An Endocrine 
Society Clinical Practice Guideline” 
(2017) recommends the involvement of 
a trained behavioral health provider and 
a formal diagnosis of gender incongru-
ence or gender dysphoria.9 For those 
who are not minors, clinicians comfort-
able in diagnosing gender incongruence 
do not need to have a separate mental 
health evaluation before GAC initiation. 
Additionally, not all TGNB adolescents 
will experience gender dysphoria and 
some will experience gender euphoria, 
instead.10 As such, behavioral health 
needs should be individual to the 
patient, their experiences, and goals.

Gender-affirming medical 
therapies
Gender-affirming medical therapies 
for TGNB adolescents include puber-
tal suppression medications and 

Safe Zone Project thesafezoneproject.com: a free resource that can 
serve as foundational knowledge on communicating effectively with and 
about TGNB patients. Workshops for LGBTQIA+ awareness and allyship are 
also available.

Refuge Restrooms refugerestrooms.org: This resource is led by TGNB 
individuals and provides the nearest, safe restrooms for gender-diverse 
individuals based on the user’s location. 
Note: This is a community-based project, and individuals may contribute safe 
bathrooms they are aware of and have verified to grow the database.

Pronouns mypronouns.org: a resource on understanding pronouns, how to 
ask about them, and how to use them.

National Center for Transgender Equality transequality.org: a national 
organization, leading a diverse set of efforts to fight for TGNB equality, with 
many resources available.

LGBTQIA+, lesbian, gay, bisexual, transgender, queer, intersex, asexual (or allied); TGNB, transgender 
and nonbinary.

TABLE 1. Safe and welcoming space resources

https://thesafezoneproject.com/
https://www.refugerestrooms.org/
https://www.mypronouns.org/
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gender-affirming hormone therapies 
(GAHT). These have been shown to 
improve the mental health and quality 
of life of TGNB adolescents.9,11 Clini-
cians who are skilled in supporting this 

patient population are diverse, and 
obstetrician-gynecologists (ob-gyns) 
have many skills that allow them to learn 
and provide this care.12 Most medica-
tions reviewed below are off-label use. 

Pubertal suppression
The goals of pubertal suppression 
therapies (Table 29) are to pause the 
development of secondary sex char-
acteristics that may not align with a 

Medications Expected changes Monitoring

Pubertal suppression (GnRH analogs)

Leuprolide acetate (11.25 mg IM per 3 monthsb)
Histrelin acetate subcutaneous implant  
(1-3 years)

Arrest of secondary sex trait 
development

Every 3 months: height, weight, Tanner stage, 
blood pressure 
Every 6-12 months: luteinizing and follicle-stimu-
lating hormones, estradiol, testosterone, vitamin D
Every 1-2 years: renal and liver function, lipids, 
glucose, haemoglobin A1c, DEXA scan 

Testosteronec

Testosterone cypionate/enanthate IM/SQ  
(20-100 mg/weekd)
Testosterone patch (1-8 mg/day)
Testosterone 1% gel (12.5-100 mg/morning)
Testosterone 5% cream (10-100 mg/day)
Testosterone pellets (10-14 pellets  
[75 mg each]/3-4 months)e

Increases facial and body hair
Increases muscle mass
More central adiposity distribution
May increase acne
Increases libido
Increases clitoral size
Deepens the voice
Induces amenorrhea
Male-pattern balding may occur

Baseline: CBC
Every 3 months for first year, then 6-12 
months thereafter: serum testosterone  
(goal 320-1000 ng/dL), CBC

Estrogens and Antiandrogens

Estrogensf

17-beta estradiol oral/sublingual (1-8 mg/day)6

Estradiol transdermal patch (50-400 μg/[bi]
weekly)
Estradiol valerate IM (10-40 mg/2 weeks)h

Estradiol cypionate IM (1-5 mg/2 weeks)h

Antiandrogensi

Spironolactone (50-200 mg/day)
Finasteride (5 mg/day)
Bicalutamide (25-50 mg/day)

Increase breast development
Decrease muscle mass
More hip/thigh adiposity 
distribution
Soften skin
Decrease libido and spontane-
ous erections

For all patients:
Every 3 months for first year, then 6-12 months 
thereafter: serum testosterone (goal < 50 ng/dl), 
serum estradiol (100-200 pg/mL)
On spironolactone: CMP should be done at 
baseline and alongside above estrogen therapy 
monitoring
On bicalutamide: LFTs should be done at 
baseline and alongside above estrogen therapy 
monitoring

 

TABLE 2. Select pubertal suppression and gender-affirming hormone therapies9

CBC, complete blood count; CMP, comprehensive metabolic panel; GnRH, 
gonadotropin-releasing hormone; IM, intramuscular injection; SQ, subcutane-
ous injection; LFTs, liver function tests.
a. For a complete list of options, please refer to “Endocrine Treatment of 
Gender-Dysphoric/Gender-Incongruent Persons: An Endocrine Society Clini-
cal Practice Guideline” (2017).
b. If gonadotropins are not suppressed, may require higher dosing.
c. For patients who are previously on and continuing GnRH analogues, they 
will likely be able to start at a lower dose and increase more slowly (eg,  
25 mg/m2 injectable testosterone every 2 weeks, increasing by 25 mg/m2 
every 6 months until reaching adult dosing).  

d. Can also do every 2–week dosing,
e. Most patients will begin with a nonsubcutaneous pellet form.
f. For patients who are previously on and continuing GnRH analogues, they will 
likely be able to start at a lower dose and increase more slowly (eg, 5 μg/kg/day 
of oral estradiol or 6.25-12.5 μg/day of transdermal estradiol, increasing by the 
starting amount every 6 months until reaching adult dosing).  
g. Dosing can be divided and taken throughout the day.
h. May also do weekly dosing.
i. Patients with functional testes who desire to limit virilization may desire 
antiandrogens to suppress testicular function. However, at higher doses of 
estrogens, this may not be necessary.
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person’s gender identity.9 They also 
aid TGNB youth in having more time 
during adolescent development to 
identify the patient’s medical-related 
gender goals (eg, desire for GAHT or 
surgeries) and can be started as early 
as Tanner II. These are generally safe, 
relatively reversible, and well-tolerated 
medications. The most commonly used 
are gonadotropin-releasing hormone 
(GnRH) analogues. They should not 
be used indefinitely in isolation, as sex 
steroids are beneficial for long-term 
health. Some patients will chose to 
continue them as they start GAHT to 
maintain endogenous supression. In 
this case, it is acceptable to continue 
pubertal suppression medications 
alongside GAHT. The added benefit 
for TGNB youth with pubertal sup-
pression is limiting the development 
of secondary sex characteristics. 
Otherwise, some TGNB individuals 
may later seek surgery to alleviate or 
reverse these developments, such as 
vocal cord thickening or breast devel-
opment, functionally decreasing the 
need for future surgery. Once pubertal 
suppression is discontinued for youth 
who do not desire GAHT, natal puberty 
will continue to progress. 

Menstrual suppression
Some TGNB adolescents with ovaries 
and uteri may utilize menstrual sup-
pression for gender-affirming reasons 
(ie, due to dysphoria associated with 
menses) or nongender-affirming (eg, 
dysmenorrhea) reasons.13,14 Depending 
on their goals, menstrual suppres-
sions can be used before, without, 
or in tandem with GAHT. Although 
testosterone suppresses menses, up 
to one-quarter of TGNB adolescents 
may experience breakthrough bleed-
ing, and thus may seek concomitant 

menstrual suppression.13 Menstrual 
suppression does not require a mental 
health clinician and can be prescribed 
by any clinician prescribing for 

nongender-affirming reasons. 
In particular, some TGNB patients 

may be interested in danazol, which 
is a synthetic androgen progestin that 
produces mild virilizing effects at higher 
doses and successful menstrual sup-
pression.15 Past medical history, patient 
preferences, and goals should influence 
the choice of method. Testosterone is 
also not an approved form of contracep-
tion, and those who engage in sexual 
activity and can achieve pregnancy 
should be counseled on contraceptive 
options, regardless of menstrual sup-
pression goals.7 

Gender-affirming hormone 
therapies
TESTOSTERONE
Testosterone is the mainstay therapy 
for patients who desire virilization.9 
Testosterone acts to suppress endog-
enous estrogen and induce androgenic 
changes. Expected changes are noted 
in Table 2. Onset and maximal change 
may vary, depending on the individual, 
preparation, and dosing, but most 
achieve maximal effects by 2 years 
after initiation (Table 2). Testosterone’s 
adverse effects include erythrocytosis, 
lipid profile changes, vaginal dryness, 
and possible mild elevation of transami-
nases. Contraindications include active 
polycythemia and unstable coronary 
artery disease. Current evidence does 
not show an increased risk of repro-
ductive cancers on testosterone.16-18 
However, clinicians should engage in 
shared decision-making with families 
based on their specific history and the 
current evidence. 

ESTROGENS AND 
ANTIANDROGENS
For those seeking estrogenic effects, 
options typically include estrogens with 

TABLE 3. SELECT 
GENDER-AFFIRMING 

SURGERIES

FACIAL FEMINIZATION: a set of diverse 
procedures used to soften the bony and soft 
tissue contours of the face, head, and neck. 

MASCULINIZING CHEST SURGERY: removal of 
chest tissue to create a more masculine 
chest contour. 

BREAST AUGMENTATION: placement of 
implants to enhance breast shape and size. 

HYSTERECTOMY: removal of uterus and 
cervix. May be done with or without 
concomitant oophorectomy, depending on 
the patient’s history and gender goals.

METOIDIOPLASTY: creation of a small 
neophallus using hormonally enlarged 
clitoral tissue following testosterone gender-
affirming hormone therapy use. If patient 
also desires urethral lengthening within 
neophallus to stand to void, a vaginectomy 
is performed, which requires a preceding 
hysterectomy. Patients may also have 
scrotal implants placed.

PHALLOPLASTY: creation of a neophallus 
using a skin flap (larger than metoidioplasty). 
If patient also desires urethral lengthening 
within neophallus to stand to void, a 
vaginectomy is performed, which requires a 
preceding hysterectomy. Patients may also 
have scrotal implants placed.

ORCHIECTOMY: removal of testes to stop  
the production of testosterone and  
sperm. This may be done in isolation or  
during vaginoplasty.

VAGINOPLASTY: creation of a functional 
vagina alongside clitoris, shortened urethra, 
and labia. For patients who desire the 
external genital surgery but not the depth of 
a vaginoplasty, a vulvoplasty, or “zero-depth 
vaginoplasty,” may be performed. 



or without the use of antiandrogens 
(Table 2).9 Antiandrogens are ben-
eficial in suppressing the androgen 
effects for those with testes. Estrogen 
alone is sufficient for some patients, 
and others will not desire to suppress 
endogenous virilization. Adverse effects 
of estrogen include headaches, breast 
tenderness, nausea, dry skin, increased 
appetite, weight gain, increased risk 
for venous thromboembolism (VTE), 
and estrogen-sensitive cancers later in 
life. Prolactinemia may occur, which is 
asymptomatic in most cases, and routine 
monitoring is not necessary for those 
patients. Estrogen is contraindicated in 
active estrogen-sensitive cancers. Those 
who have other risks for thrombogen-
esis (eg, smoking or a history of VTE) 
should consider the less thrombogenic  

transdermal preparations.
Antiandrogen adverse effects, risks, 

and contraindications are specific to 
each medication. As discussed above, in 
pubertal suppression, GnRH analogues 
can also be used as antiandrogens. 
Spironolactone, an aldosterone recep-
tor antagonist and diuretic, is the most 
commonly used antiandrogen. Adverse 
effects include polydipsia, polyuria, 
hypotension, and hyperkalemia. In 
addition, potassium levels must be 
monitored and hydration encouraged. 
Spironolactone is not a good option 
for TGNB adolescents who lack safe 
bathroom access, and it is contrain-
dicated in patients with renal disease  
or hyperkalemia.

Finasteride, a 5α-reductase inhibi-
tor, is another antiandrogen; it limits 

the conversion of testosterone to the 
potent dihydrotestosterone (DHT). 
Bicalutamide is a nonsteroidal antian-
drogen that selectively blocks receptor 
activation by androgens and DHT and 
may have estrogenlike effects. There 
are less data on bicalutamide’s use in 
TGNB patients. The main risk associ-
ated with bicalutamide is a rare risk of 
liver dysfunction, including fulminant 
hepatitis, and its use should be avoided 
in patients with hepatic disease.

PROGESTINS
Some patients will desire to use 
progestins, although present data are 
inconclusive on their benefit. The goals 
of progestins are founded on anecdotal 
reports of improvements in breast devel-
opment, mood, and libido.19 Providers 
should share decision-making with 
patients and determine whether they 
would like a trial of progestin. The most 
common forms used are micronized 
bioidentical progesterone (100-200 mg 
daily) and oral medroxyprogesterone 
acetate (2.5-10 mg daily). 

FERTILITY, FAMILY BUILDING, 
GENDER-AFFIRMING MEDICAL 
THERAPIES, AND TGNB 
ADOLESCENTS
TGNB individuals have diverse family-
building goals, and those who want 
families may also desire genetically 
related children.20 Fertility preservation 
should never be considered a clinical 
requirement prior to initiating GAC. 
However, current guidelines recom-
mend universally offering it to all 
patients before therapy initiation.9 
Despite this, the data regarding GAC 
and fertility are rapidly changing, and as 
such, clinicians should counsel on the 
known and unknown risks and benefits 
of the specific therapies of interest to 
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FIGURE. TERMINOLOGY RELATED TO TRANSGENDER 
AND NONBINARY ADOLESCENT HEALTH

GENDER: the internal sense of self as it relates to 
men, women, and other genders, depending 
on social constructs. Gender assignments in 
childhood are often based on birth sex (see 
below). Although gender can only truly be 
defined by the individual, as they get older, 
they may express a different gender than what 
is aligned with sex assigned at birth. Evidence 
supports gender identity is innate and is not 
changeable by external sources.

SEX: the assignment of male, female, or 
intersex at birth, based on external anatomy 
(more rarely based on prenatal testing).

GENDER EXPRESSION: the expression of an 
individual’s gender using mannerisms, dress, 
language, and hair. 

CISGENDER: individuals who have a gender 
that is aligned with their sex assigned at birth. 

TRANSGENDER: an umbrella term used to 
describe those whose gender identity 
differs from their sex assigned at birth. Not 
every person will use this term to describe 
themselves and may use 1 or none of the 

terms below. Clinicians should honor the 
patient’s terms they use for themselves.

GENDER NONBINARY: those whose gender 
does not fall within the exclusive concepts of 
identifying as women/men based on  
social constructs.

TRANSGENDER MAN: a man who was assigned 
female sex at birth.

TRANSGENDER WOMAN: a woman who was 
assigned male sex at birth.

GENDER INCONGRUENCE: persistent 
incongruence between the gender felt or 
experienced and the gender assigned at birth.

GENDER DYSPHORIA: clinically significant 
distress or impairment in daily activities or 
functioning related to gender incongruence 
with sex characteristics or anatomy. Not all 
transgender adolescents will experience 
gender dysphoria.

GENDER EUPHORIA: the sense of joy from living 
in one’s true gender. 
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offer their patients the most up-to-date 
information about their options. For 
example, for TGNB adolescents who 
initiate GnRH analogues at the start of 
puberty, fertility may only be impacted 
should they subsequently progress to 
GAHT. For these patients, the primary 
option for fertility preservation due to 
immature gametes is gonadal tissue 
preservation.20 For TGNB adolescents 
who are postpubertal with testes and 
desire estrogens, most data support 
that estrogens decrease fertility, and the 
mainstay of fertility preservation prior 
to therapy is cryopreservation of sperm. 
Finally, a growing body of data suggest 
that for postpubertal TGNB adolescents 
who desire testosterone, it does not 
render ovaries and uteri infertile, as pre-
viously thought.21 These patients should 
be aware of the increasing reports of 
successful discontinuance of testos-
terone and preservation of oocytes and 
pregnancies.22,23 However, guidelines 
still recommend that if patients desire 
to minimize the impact of testosterone, 
then oocyte cryopreservation should 
be offered. 

Gender-affirming surgical 
considerations in TGNB 
adolescents
Although a full review of gender-
affirming surgeries (GASs) is beyond the 
scope of this paper, many clinicians who 
care for TGNB adolescents may have 
patients interested in these procedures.

G A S  ( Ta b l e  3 )  e n c o m p a s s e s 
several procedures that help TGNB 
individuals align their bodies with their 

gender. Many of these are deferred 
until after the age of majority, which 
is 18 years in most municipalities. 
However, procedures such as chest 
masculinization are increasing in fre-
quency in adolescents and have shown  
promising results.24

The World Professional Association 
Transgender Health Standards of Care 
are used as guidance for presurgical 
requirements in tandem to insurance 
companies and individual surgeon 
specific requirements.25 These can 
include minimum time on GAHT before 
surgery, mental health letters that 
support the procedure, or the need for  
hair removal.21

Patients should be counseled on 
fertility preservation before fertility-
altering surgeries such as an orchiec-
tomy, hysterectomy, metoidioplasty, 
or phalloplasty (which may require 
a hysterectomy). Of note, gender-
affirming hysterectomies, including 
those done as prerequisites for 

metoidioplasty or phalloplasty, do not  
require oophorectomies.21

Conclusion
The experiences of TGNB adolescents 
are diverse, and ameliorating the 
disparities they face is vital. TGNB 
individuals represent 2% of adolescents 
in the United States; they have primary 
and may have specialty health care 
needs. All patients deserve welcoming 
and affirming care, which every ob-gyn 
can provide. Learning to deliver aspects 
of this care can significantly increase 
access to this necessary field. In an era 
when many municipalities are seeking 
to curtail the rights of TGNB adolescents 
and limit their access to essential care, 
it is imperative now more than ever that 
ob-gyns expand their clinical services 
to provide care for this population.  
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 Two percent of adolescents identify as transgender or gender nonbinary. 

 Every patient’s gender goals are unique to them, and clinicians should 

always ask patients about their goals and not assume based on gender identity 

or expression.

 The most common gender-affirming care (GAC) a clinician will provide is 

welcoming and inclusive care, which includes respecting a patient’s gender, 

their name, and pronouns. 

 Obstetrician-gynecologists are well positioned to provide other forms 

of GAC, including hormone therapy, gender-affirming hysterectomies, and 

postvaginoplasty care. 

 Menstrual suppression can be offered to any patient with menstrual 

dysphoria, regardless of gender, menstrual patterns, or initiation of other GAC. 
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