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Several medical organizations, including the AAFP, recommend residents be trained to 
provide quality, culturally appropriate care to LGBTQ patients of all ages. AAFP and STFM 
went through a multi-year process to create detailed guidelines on this training, that will be 
discussed later.

Beyond professional organizations, as family physicians you all have committed yourselves 
to providing patient-centered primary care. Gender is a part of every patient, and therefore 
providing care to help affirm and support patients in their gender is part of the spectrum 
and scope of practice for this specialty.
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the right to have children and to decide how many and under what conditions you 
give birth.
the right to not have children.
the right to parent one's own children in safe & healthy environments

International Conference on Population and Development in Cairo (1994)
Recognized individual’s right to plan family must be central to global development

SisterSong Critical Role (1997 …) 
National multi-ethnic Reproductive Justice collective 
Membership represents Indigenous, African American, Arab and Middle Eastern, 
Asian and Pacific Islander, and Latina women and LGBTQ people
Membership also includes white, male, and pro-life allies who support women’s 
human right to lead fully self-determined lives
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New important study
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Kolbery 1956 

Awareness of being a boy or a girl begins during the first year of a child’s life, when 
babies typically discover their genitals. Between the ages of 1 and 2, children 
become conscious of physical differences between genders. By the age of 3, 
children are easily able to label themselves as they acquire a strong concept of self. 
By age 4, a child’s gender identity is stable. 

During this same time of life, children learn gender role behavior—that is, doing 
things "that boys do" or "that girls do.” Before the age of 3, children can differentiate 
sex-stereotyped toys. By 3 years of age, they have also become more aware of boy 
and girl activities, interests, and occupations. Many begin to play with youngsters of 
their own sex in activities identified with that sex. By the time they enter 
kindergarten, children’s gender identities are well established. 

Source: American Academy of Pediatrics. (1995). CARING FOR YOUR SCHOOL-
AGE CHILD: AGES 5–12. New York: Bantam Books. 

While most individuals will identify in binary “male or female,” “boy or girl,” or “man 
or woman” paradigms, it is important to note that some individuals’ identities might 



be in between these categories.
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Pediatric medical, mental health, social service, and school providers have many 
opportunities to explore with kids and parents what their children are interested in, 
behaviors that may be concerning, or general activities involved.



The overall idea is some people have discordance between gender assigned at birth and 
lived-gender identity which can include agender.  

10



11





Who should be screened and what are you looking for in terms of gender nonconformity 
and patients struggling with their gender identities?

First, you should be screening all children to see if they are expressing gender as expected 
according to developmental stages.

Next, screen kids who present with gender nonconforming behaviors (dress, play choices, 
identifying as the opposite sex from their natal sex, choosing a gender nonconforming 
name, etc).  

Also, screen kids who are expressing mood or behavior problems or may be struggling with 
a variety of issues, one of which is gender.



This is where clinicians can come in. What do you ask, and to whom?  



Four areas that we look at: 
(1) sex—usually male or female; 
(2) identity—how you do identify yourself?; 
(3) attractions—whom you are attracted to; and 
(4) expression, or sexual behavior.  

It is NOT about the label, but we need to use labels for this talk, so we are all 
speaking the same language!  

Source:  http://itspronouncedmetrosexual.com
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Before a specialist would begin K’s transitioning, she would assess K’s stage of development 
as this will determine whether pubertal suppression is an option. Working with a mental 
health professional, the provider will determine whether K is psychologically ready to 
transition. Additionally, the provider and patient must discuss how the transition will affect 
K’s social interactions including school, family, and community life. 

The provider will review all the benefits and risks associated with pubertal suppression and 
cross-hormone therapy.
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Short-acting preparations that need to be delivered one- to three-times daily by nasal spray 
are also available but are not as efficient as sustained release preparations in suppressing 
gonadotropin secretion with prolonged non pulsatile GnRH-like hormone.
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Short-acting preparations that need to be delivered one- to three-times daily by nasal spray 
are also available but are not as efficient as sustained release preparations in suppressing 
gonadotropin secretion with prolonged non pulsatile GnRH-like hormone.
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decreases pulse frequency GnRH release by hypothalamus, which decreases release 
of FSH\LH by anterior pituitary
Decreased levels of FSH inhibit follicular development, preventing an increase 
in estradiol levels
Progestogen negative feedback and lack of estrogen positive feedback on LH release 
prevent a LH surge
Inhibition of follicular development and absence of a LH surge prevent ovulation.
-inhibition of sperm penetration by changes in the cervical mucus
-inibition of ovarian function during DMPA use causes endometrium to become thin 
and atrophic

Decreases GnRH pulse frequency

• Antagonistic effect
• Low frequency stimulates FSH synthesis –

increasing follicular estradiol increase
• Increased frequency stimulates LH Synthesis 
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& surge related to ovulation
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Before a specialist would begin K’s transitioning, she would assess K’s stage of development 
as this will determine whether pubertal suppression is an option. Working with a mental 
health professional, the provider will determine whether K is psychologically ready to 
transition. Additionally, the provider and patient must discuss how the transition will affect 
K’s social interactions including school, family, and community life. 

The provider will review all the benefits and risks associated with pubertal suppression and 
cross-hormone therapy.
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De Roo et al. 2016, Wallace et al 2014
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De Roo et al. 2016, Wallace et al 2014
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spermatogonial stem cells (SSCs)
1de Roo et al., Inter Rev Psych2016; vol 28, no. 1, 112-119

Oktay al., JPAG. 2016 October ; 29(5): 409–416 
Pre-pubertal girls
With sufficient ovarian reserve (AMH > 2 ng/ml) 
serial serum AMH to delay intervention to post-puberty
ovarian tissue cryopreservation if AMH falls to < 2 ng/ml • oocyte cryopreservation post-
pubertal age

With insufficient reserve (AMH ≤ 2 ng/ml)
ovarian tissue cryopreservation 

2 Anderson et al. Hum Reprod. 2014 Jan;29(1):97-106. 

All age pt ovarian cryo
10/24 underwent removal of cortical strips vs oophorectomy • Primordial and/or early-
activated primary follicles in all samples • Small pre-antral follicles identified in patients 
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who had not received oncologic treatments Duncan et al. J Adolesc Young Adult Oncol. 2015 
Dec 1; 4(4): 174–183 
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Normally, your pituitary gland produces FSH and LH at the beginning of your 
menstrual cycle. The FSH is sent out into the body. LH is stored in the pituitary gland 
until just before ovulation.
FSH tells the follicles in your ovaries to wake up and grow.
FSH stands for "follicle stimulating hormone." Makes perfect sense, given 
it stimulates the follicles!
Gonadotropin fertility drugs, that are FSH or FSH along with LH, act similarly.
They tell the follicles on your ovaries to grow and develop.
LH typically peaks just before ovulation during a natural cycle and helps any mature 
eggs to go through one last growth spurt and release-ovulate
During treatment with gonadotropins, you may be given either an injection of rLH
or, more commonly, hCG- acts like the natural LH spike and will trigger ovulation.

There are two basic types of gonadotropins: recombinant gonadotropins and 
urinary-extracted gonadotropins.1 
Recombinant gonadotropins are created in a laboratory using recombinant DNA 
technology.
Recombinant FSH gonadotropins on the market include Gonal-F and Follistim.
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Currently, Luveris is the only recombinant LH gonadotropin available.
Urinary-extracted gonadotropins are extracted and purified from the urine of 
postmenopausal women. (Their urine is naturally high in FSH.) They include human 
menopausal gonadotropins (hMG), purified FSH and highly purified FSH.
Purified urine-extracted FSH gonadotropins include Bravelle and Fertinex.
Human menopausal gonadotropins (hMG) contains FSH and LH. It includes 
medications like Humegon, Menogon, Pergonal and Repronex.
Menopur is a highly purified hMG.
A related drug, human chorionic gonadotropin (hCG) is often part of fertility 
treatment with gonadotropin injections.
You may know hCG as the pregnancy hormone, but it also happens to be molecularly 
similar to LH.
In a natural cycle, LH triggers ovulation.
As part of fertility treatment, an injection of hCG may be used to trigger ovulation.
Ovidrel, Novarel, Pregnyl and Profasi are brand names for hCG injectables.

From PLoS One. 2013; 8(2): e56189    2013 Feb 
15. doi: 10.1371/journal.pone.0056189
PMCID: PMC3574022 Does the Number of Oocytes Retrieved Influence Pregnancy 
after Fresh Embryo Transfer?
Qianfang Cai, 1 Fei Wan, 2 Kai Huang, 3 and Hanwang Zhang 3 , *

relationship between the number of oocytes and pregnancy rates was hyperbolically 
distributed, based on the argument that ovarian stimulation and excessive response 
may have detrimental effects on oocyte and embryo quality, and that endometrial 
receptivity or supraphysiological estradiol levels could have deleterious effects on 
embryo implantation. These researchers then proposed the optimal number of 
oocytes for achieving the best pregnancy rates in IVF [6], [7]. Van der Gasst et al. 
found that the highest pregnancy rate was achieved with 13 oocytes, below and 
above which the outcomes were compromised [7]. Similarly, Sunkara et al. reported 
approximately 15 oocytes were required to maximize the live birth rate [6].
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