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We acknowledge the 
traditional 

custodians of the 
lands and seas on 

which we work and 
live, and pay our 

respects to Elders, 
past, present and 

emerging.



Do you know what groups these flags represent?



Which group is represented by the following flag?



Which group is represented by the following flag?



Which group is represented by the following flag?



Which group is represented by the following flag?



Which group is represented by the following flag?





RBWH Gender Service



WHO can be referred to RBWH Gender Service?

Trans and gender diverse people aged 17 years and older, who reside in Qld.



WHAT services are provided and who’s in the team?

• Psychosocial support and counselling 

• Psychiatry service 

• Medical service – gender affirming hormone treatment [GAHT]

• Voice therapy 



How can GPs refer their patients?

• Follow referral requirements 

• Use healthpathway for extra guidance

• Refer via smart referrals or e-referral (Medical Objects)

• Contact Gender Service for advice and support 



Are there other referral options in Brisbane?





Where can GPs find information on local services and support 
available?







The questions you may 
be worried about 

asking…



“Aren’t sex and gender the same thing?”





“Isn’t gender diversity just a recent trend?





“Why are there are soooooo many different terms!?!”



There are many different terms…
• Natal sex 

• Gender incongruence 

• Gender dysphoria 

• Cisgender 

• Transgender

• Gender diverse

• Non-binary

• Gender Fluid

• Agender

• Bigender 

• Trigender 

• Demi-guy; Demi-girl 

• Gender queer 

• Brotherboy; sistergirl 

• Two-spirit 

• Misgendering

• Dead-naming



https://pflag.org/glossary/



“How can we, as GPs, best look after our transgender, 
gender diverse and non-binary patients?”



Gender affirming approach 

1. Use a trauma-informed approach 
2. Don’t make assumptions
3. Normalise inclusive, gender-neutral language
4. Use patient’s preferred name and correct pronouns 
5. Ask relevant questions and explain reasons for questions
6. Be sensitive when talking about people’s bodies
7. Be sensitive where it comes to physical examination



Preferred name 



Correct gender 



Correct 
Pronouns



Case discussions 



Case 1
Wilma 



Wilma is a 28 year-old trans female. She is a new patient. 

Gender – female 

Pronouns – she/her

Preferred names – Willamena or Wilma 

Natal sex – male 

Legal name – Willamena Rose Mason



Wilma has recently moved to town for work.

PMHx
Gender dysphoria – diagnosed 3 years ago  
Depression
?ADHD
?ASD

Medications 
Sertraline 50mg daily 

Allergies – nil known 



Social

moved to Gladstone 2 months ago for work as waitress

Lives with friend

Sexuality – asexual –has never been sexually active 

Smoking – never 

Alcohol – rare, 1-2 standard drinks 1-2 times per year 

No other substances 



Family history

Nil significant

Examination 

BP 110/70 

BMI 22



Investigation results-

All normal

No STI or BBV testing as has never had sexual contact



She would like to commence feminising gender affirming 
hormone treatment (GAHT)

Wilma’s GP refers her to the Gender Service. 



Wilma’s  first appointment is via Telehealth with the 
social worker from Gender Service, who assesses Wilma 
in terms of gender incongruence and psychosocial well-
being. 

Wilma is also orientated to the Gender Service. 



As Wilma has already been diagnosed with 
gender dysphoria she doesn’t need to go 
through the diagnostic process. 

Wilma would like to start feminising 
hormones.



Wilma is very interested in feminising speech therapy.

Wilma is interested in seeing the psychiatrist re possible 
ADHD and ASD.



The social worker discusses Wilma at the next 
multidisciplinary team meeting and Wilma is booked in 
with Sexual Health Physician and Psychiatrist and flagged 
as wanting speech therapy. 



Wilma is seen by the Psychiatrist and is diagnosed with 
ASD and ADHD and commenced on treatment. 

The psychiatrist discusses her at next multidisciplinary 
team meeting and she is booked in for review by the 
psychiatry registrar.



Wilma is seen by the Sexual Health Physician.

She is medically assessed for suitability for feminising 
GAHT. 

An informed consent process is used.



What gender affirming hormone treatment is most appropriate for 
Wilma?

• Oestrogen – oral versus topical? dose?

• Testosterone blocker – type?, dose?

• What about progesterone?



Where do you get your guidance from with regards to hormone 
treatment?



https://auspath.org.au/standards-of-care/
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Wilma commences-
• Oestrodial tablet 2mg daily with plan to titrate up 

to a maximum of 8mg daily (4mg BD)
• Cyproterone ½ x 50 mg tablet daily



The Sexual Health Physician discusses Wilma at the 
next multidisciplinary team meeting. 

Wilma will have follow up with the GPwSI and already 
has follow up booked with the psychiatry registrar.

Wilma is booked in for the speech therapy program.



Wilma will have a blood test prior to her medical 
review appointment in 3 months time.



What oestradiol range will you be aiming for on her blood tests?

Is there a level that is concerning? 

What happens to prolactin and when should we be concerned?



https://auspath.org.au/standards-of-care/



At her 3 month review

Wilma is very happy with physical 
changes. 

She  has reduced sex drive and 
fewer spontaneous erections and is 
happy with this.  

Her mood remains good. 



Her oestradiol level is 200 pmol/L and testosterone level 
is 0.7 nmol/L. 

All other results are normal. 



Wilma has started speech therapy and is practising 
her exercises.



Wilma’s GP is happy to continue prescribing 
hormones and monitoring Wilma.

Wilma is discharged from our medical team but can 
be referred back at any stage.



What does the GP have to be aware of when asked to 
adjust hormone therapy?



Case 2 

Dylan 



Dylan is a 26 year old Trans male. 

Gender – male 
Pronouns – he/him
Preferred name – Dylan or DJ
Natal sex – female 
Legal name = “dead name”

You have been Dylan’s GP for a few years.



Dylan has had gender incongruence since teens and socially 
transitioned as a teen. He did not have puberty blockers as his 
parents were concerned.



PMHx 

Asthma as a child

Migraine with aura 

Has never had cervical cancer screening 

Medications - nil 

Allergies - nil known 



Social

Lives with partner Ryan, cis male

Sexuality – “gay”…(but is at risk of pregnancy)

Smoking – 15-20 cigarettes 

No alcohol.

No other substances.

Family history – nil significant



Examination 

BP 105/70 

BMI 20.

The results of all investigations are normal.



Dylan is referred to the Gender Service.

Dylan’s first appointment is via Telehealth with the Social 
Worker from the Gender Service. 



Dylan is interested in masculinising hormones and “top 
surgery” as he has significant dysphoria about chest/breasts. 



He is not sure whether he would like biological children in the 
future.

Dylan currently uses condoms always for contraception. 



The Social Worker discusses Dylan at multidisciplinary team 
meeting and Dylan is booked in with a Psychologist for 
diagnostic assessment.



Dylan sees the Psychologist for 4 appointments. He is 
diagnosed with gender dysphoria. 

The Psychologist discusses Dylan with the 
multidisciplinary team and he is given appointments 
with the Psychiatrist and the Sexual Health Physician.



While waiting for his appointment, Dylan sees his GP for 
cervical cancer screening. 

His cervical cancer screening comes back as low-risk and 
he is put on the practice recall for repeat cervical cancer 
screening in 5 years. 



Dylan sees the Psychiatrist and his diagnosis of gender 
dysphoria is confirmed. 

He receives a letter of diagnoses which will be required  
prior to gender affirming surgery.



Dylan is seen by the Sexual Health Physician.

Dylan is provided with information about-

• Gamete preservation

• Masculinising GAHT



He is medically assessed for suitability for masculinising 
hormones.

An informed consent process is used.



Why might some people choose different testosterone options?



https://auspath.org.au/standards-of-care/
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Dylan has an appointment with a fertility specialist. He has egg retrieval 
and gamete preservation. 



Dylan sees his GP and has support to quit smoking with nicotine 
replacement therapy and regular counselling. 

He successfully quits smoking. 

He is motivated by his desire for gender affirming surgery and having “top 
surgery”.



Dylan has a medical review appointment and sees the 
Sexual Health Physician.

He chooses testosterone undecanoate 1g  for his 
testosterone and the Sexual Health Physician prescribes 
his initial PBS Authority script



PBS Authority Prescription requirements 



What monitoring will Dylan require in terms of blood tests?



Dylan is aware testosterone is not a contraceptive and 
treatment in pregnancy can cause foetal malformations.

He will continue to use condoms always for contraception 
and is aware of emergency contraception.



Dylan fills his script and books in with his GP for his first 
testosterone injection. 

He has a booster injection with the practice nurse at 6 weeks 
and blood test for trough testosterone just prior to his third 
dose at week 12.



This trough testosterone level is 37nmol/L (preferred range: 10-
20)* and FBC is normal.

The GP calls the Gender Service for advice. 



What would be your recommendation in this situation?



With this adjustment, Dylan’s trough testosterone 
remains between 10 and 20 nmol/L and his FBC 
remains normal.



Dylan had moderately severe acne to his face, 
back and chest but has seen his GP and 
commenced treatment with his GP.



Dylan is very happy with the physical and emotional 
changes and deepening of his voice.



Dylan had discomfort with penetrative sex and has 
tried using more lubricant. 

This hasn’t really helped and dryness and pain are 
significantly impacting Dylan’s sex life.



What would you recommend?



Topical oestrogen is very helpful and Dylan now has 
no pain with penetrative sex.



Dylan’s GP is comfortable prescribing Dylan’s 
testosterone nd monitoring Dylan.

Dylan is discharged from the Gender Service with 
advice he can be referred back as needed.



What are the long term and monitoring requirements?



Are there guidelines and other resources and training 
programs?



https://ashm.org.au/training_cat/ashm-acons-trans-and-
gender-diverse-sexual-health-care-e-learning/







Other questions…



Can you discuss the age at which hormone therapy is 
indicated?



Is there going to be extensive psychiatric services available as most 
of these are unaffordable for our patients?



RBWH Gender Service contact details 

07 3646 3357

genderservice@health.qld.gov.au

Level 6, Ned Hanlon Building 

Royal Brisbane and Women’s Hospital 

Herston Qld 4029

mailto:genderservice@health.qld.gov.au

