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INTRODUCTION

This document has been prepared by _ Consultant

Endocrinologist, and the GIC’s Clinical Team.

The information contained in this document has been c d in order to support GPs

oring arrar@nts. The, Q

and other medical practitioners in safe prescribln

Gender |sts Gener
Practitioners and Clients and contains a shared car ent and a
letter of consent for the |n|t|at|o nes. It is N that clie &
the preparations, as listed, er me sion, a ored as
recommended. Q~ 0

Please ens @a latest u the medic \Xi interactions, as listed,
are obtm@ m the BNFb
sharZ care:

Q ing validit & r|nC|pIe of
I have , a patient baS|s of gender incongruence suggested

, the prm% shared care remains valid for the duration of their

document outlines the roles and responsibilj

und r active tre t with our service, and also after discharge. A new shared
care document i ired each time we update the guidance, as the principle of
shared car Qvalld Inevitably over time on hormone therapy, as with most

medications, adjustments need to be made in relation to blood test results and

clinical response to treatment and we give advice on this in clinic letters and

Treatment of Gender Incongruence in Transgender women, Transfeminine and Non-
binary People (Assigned Male at Birth) v11.1
Page 3



SHARED CARE
PRESCRIBING GUIDELINE

correspondence. We do not send a new shared care document each time a change
to hormone therapy dosing or formulation is suggested, because the advice we

provide is consistent with the shared care guidelines.
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LETTER FROM CLINICAL DIRECTOR
and
CONSULTANT ENDOCRINOLOGIST

Dear Colleague

We have created this shared care protocol in order to ensure that clients who attend the Charing Cross
Gender Identity Clinic receive a partnership of care from both thelr nder Clinicians and their General
Practitioners.

The medicine recommended by the GIC is usually an oestrogen tra oI valerate)t femlnlsatlon
and which will be continued indefinitely after surgery. In som ditional or edicines ar
used, as outlined in the shared care protocol. Someti s a need for analogue (
Decapeptyl or Zoladex) to suppress testosterone prior t

In view of the fact that clients will be having long-ter! indenance trea \ their best in

their GP to prescribe and monitor their treatment, sUpport from_our cessary.

eatment of
GPs will be

Although not all these medicines are licens
they are medicines with which, in our ex
slightly higher than would usually be
frame and needs a bigger dosedaye

0 rimary Care is cons i i
gefider dysphorig in Primary Carg Thie lig

ical-quidance/ethical-hublirans-healthcare---advise-bised-on-

There is a comp
which GPs and A

In the evén
arran ts

the tr
that this will &enough infor to feel confident to prescribe the maintenance medication
cified. If you estions, or w | more information, you are welcome to contact us.

o therapy is made, we would be grateful if
the ciient within two weeks in order to initiate

!onsullanl an! !ro'essor in Endocrinology
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SUPPORTING CLINICAL INFORMATION

Indication(s): Treatment of gender incongruence following psychiatric/psychological assessment at
a Gender Identity Clinic.

Binary gender identities (transgender women):

The standard protocol is outlined in this shared care document.

Non-binary gender identities:

Though based on knowledge and experience of cross-sex hormonal therapies in

transgender men and transgender women, our roach to hormone therapy for non-
binary clients is multidisciplinary and individuali
and treatment approach is consistent with
clients with a non-binary gender identity, th
standard aims outlined in this docume J 2
be documented and may be updated ouér tire.

Place in Therapy: Hormonal therapy will usuall
complete.

Commencement of hormona apy is re@am
gender incongruencegi de'and the persoryi
S u

c
The person will be @sse as being ca
treatment. Any ps cal or physica Ith complic

fitnisation of th

tion in the treatment £t trans women is hampered by a
led trials to assist irijour therapeutic decisions. There
gantfamount of expiriefce e treatment of this condition

J several we isfied hormonal protocols, and the
gs that, for carefully selected clients,
alleviating the potentially debilitating

ormone the
condition of

Baseli

oke/use tobacco (if smoking, use cisgender HRT dosing)
e a history of thromboembolism or risk factors for thromboembolism
e a history of cardiovascular event or risk factors for cardiovascular
sease

Have chronic headaches or migraine (and if there are focal/hemiplegic
symptoms Neurology advice is also required regarding stroke risk and safety
of oestrogen therapy).

Topical oestrogen (estradiol) gel (Sandrena or Oestrogel 0.06% gel):

Sandrena gel (0.5-5mg once a day):
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Sandrena gel is initiated at a dose of 0.5 mg once a day, up to a maximum of 5 mg
once a day. Dose adjusted by 0.5-1 mg every three months until there is a plasma
oestradiol level of 400-600 pmol/l, 4-6 hours after the gel is applied to the skin of the
body or legs (avoiding the arms).

Oestrogel Pump-Pack 0.06% gel (0.75-7.5 mg/day):

Oestrogel is initiated a dose of 1 pump actuation (0.75 mg) once a day, up to a
maximum of 10 pumps (7.5 mg) once a day. Dose adjusted by 1 pump (0.75 mg)
every three months until there is a plasma oestradiol level of 400-600 pmol/l, 4-6
hours after the gel is applied to the skin of the body or legs (avoiding the arms).

For estradiol gels, the first set of monitoring bloods is due 8 weeks after

initiating therapy, as follows:
¢ Blood should be drawn for: oestradi 0-600 pmol/L), testosterone,

prolactin, liver function
e The blood test should be take
making sure the i
e Blood pressure and BM

After any adjustment to th
weeks later, as per the abovey

Additionally, monitofing skiould be done \onths in the f| . ery 6-12
months in the Q , and the reafter if the . e.

ctions.

and of estra@%at monitoring'is

spray once a d maximum 6 sprays per day. Dose
justed by ray every three mont - e is a plasma oestradiol level of 400-
600 pmol/l, rs after the sprayis applied to the skin of the body or legs

(avoiding th

For t@ spray, the fir of monitoring bloods is due 8 weeks after

iniglati rapy, as follows:
Blood should n for: oestradiol (aim 400-600 pmol/L), testosterone,
proI ctlon
Th test'8hould be taken 4-6 hours after the spray is applied to the skin

the spray is put on the body or legs, not the arms.
Blood sure and BMI

r justment to the dose or Lenzetto spray, repeat monitoring is due 8 weeks
per the above instructions.

dditionally, monitoring should be done every 3-6 months in the first year, every 6-12
onths in the second year, and then annually thereafter if therapy is stable.

The GIC can advise on dose titration and adjustments to therapy, on receipt of blood
test results and other monitoring information.
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Topical Oestrogen (estradiol) patches 50—-250 micrograms/24hr, applied twice a week

(examples of estradiol patches include: Estradot, Evorel, Estraderm MX, Progynova
TS)

Estradiol patches are initiated at a dose of 50 micrograms twice a week (patches
changed after 3-4 days), up to a maximum of 250 micrograms twice per week
(patches changed after 3-4 days). Dose adjusted by 50 micrograms every three
months until there is a plasma oestradiol level of 400-600 pmol/l, 48-72 hours after
the patch is applied to the skin.

e Blood should be drawn for: oestradiol ( 400-600 p
prolactin, liver function
e Blood pressure and
After any adjustment tohe r brand o str@tchee repeat moONitdEing Is
i io
advise on dose titratioMyand adjustments_to therafy, on receipt of blood
, up to'a maximum of ' ce a day. Dose adjusted by 2 mg

For Estradiol patches, the first set of monitoring bloods is due 8 weeks after
initiating therapy, as follows:
testosterone,
*
e The blood test should be t -72 hours after pafc ation to the
skin. 2
due 8 weeks later, aG ove instructi
Additionally, o] do months if the Q every 6-12
months ip year, and ereafter @ stable.
Qinformation. * O
re initiated at a dose of 2 mg
until there i smaeestradiol level of 400-600 pmol/l, 4-6
e tablet
Tab t be swallowe e all at the same time, and not taken sublingually
llo dissolve in the
- radiol tablet first set of monitoring bloods is due 8 weeks after

every three
hours after t

. he blood should be taken at least 4 hours (ideally 4-6 hours) after the
dioI tablets are taken all together in the morning, swallowed whole with
. lood pressure and BMI

fter any adjustment to the dose or brand of estradiol tablets, repeat monitoring is
due 8 weeks later, as per the above instructions.

Additionally, monitoring should be done every 3-6 months in the first year, every 6-12
months in the second year, and then annually thereafter if therapy is stable.
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The GIC can advise on dose titration and adjustments to therapy, on receipt of blood
test results and other monitoring information.

Perioperative management

The decision about whether oestrogen therapy is withdrawn at the time of surgery,
especially genital surgery is a surgical decision. At the current time many genital
surgeons ask for the patient to withdraw from oestrogen therapy prior to pelvic
surgery.

The surgeon would advise when it is safe to restart hormone therapy and generally
hormone therapy is restarted at the same dose the individual was taking prior to
surgery, with repeat monitoring done 8 weeks later as above.

Testosterone suppression

If oral oestrogen at 4 mg OD (or equiv ical doses of SanI 2mg OQor

oestrogen patches 100 micrograms t eek) does n the plasma

testosterone into the female rang I, a GnRH a can be adde
depending on patient goals, an rone suppres ed for at least’ 6
months in advance of genital congfructive surgery o tomy, as foll

Decapeptyl (triptorelin) S g (IM) every ost cost-effi e opijon)
or
Zoladex (goserelm) b cut) eve X

Alternatives:
Leuprorelin (P.H 25 mg nths
Leuprg 3.75mg (
Goselg mg (sub cut) month
Decape SR 3 mg (IM) thly
DecapeptySR 22.5 mg (I ery 6 months
[ a 00-400 mic s e a day (see BNF)

e nRH analogues, Cyproterone
is co-administe 0 weeks with the first dose of a
2 but not thereafter. C Slerfe acetate is typically not
patient ha ver disease or hyperprolactinaemia
ect profile cardiovascular disease and reduced bone

sallsymptoms do not occur because the patient has been
dgen treatment at théjsame time. GnRH analogues may prolong the QT

ieptis taking medications that can prolong the QT interval such
hey should have an ECG performed before commencing

de 0.5 mg OD
terone acetate 12.5 mg - 25 mg OD [27].

yproterone acetate is not used as first line medication because although it is an
effective medication it has a side effect profile that can include abnormal liver
function, negative effects on lipid profile, small prolactin elevations and an overall
rare, but cumulative dose-dependent, increased risk of meningioma (single and
multiple) and prolactinoma. There are occasionally patients that cannot tolerate
GnRH analogues, in which case cyproterone acetate may be recommended. Recent
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studies have suggested that low-dose cyproterone acetate may be safer (at doses of
12.5 mg once a day).

Low dose testosterone gel

Low dose testosterone gel may be recommended for symptoms of hypoactive sexual
desire disorder (HSDD). As per section below, this requires liaising with GIC team,
who will advise what checks need to be done prior to starting low-dose testosterone
gel, typically as Tostran 2% gel, half an actuation once a day (5 mg).

Treatment of non-binary individuals

For clients with a non-binary gender identity, the s of therapy may be different to
the standard aims outlined in this documen h an individualised care plan
tim
d

will be documented and may be updated o
After assessment (including general ri nefits of hormo ent)by &
gender specialists in the core side of t inic, non-binary glien & opt for

t
their desired degree of feminiSationfgasculinisation/andnd
and experience of cross-se nal therapies i
women undergoing a biflgry t ition, our appro tolhormone thera

and individ “P¥ individualise S
2022) guidanc @ 0 manage
i 6 ne therapy, th€y ame, alsg.gounselled on

es and outcomes
ore permanent or
C individualised care
cstrogen the to start with, but over time

.Me often use lgWw-dose O r
g on a client’s gpals and progr s&®an eatnient, standard-dose
red (in con

nges. The risks and

C it the gender specialists in
nti-androgen nalogues may also be used
In@ividualised gaals ant ress on treatment [1].

@Of response at adequate doses / client self-discharges
Review dos&ien starts smoking
Postoperative:

t of significant contraindication to oestrogen use

Monitoring icians

Requirements . . o L N

before Starting® chological / psychiatric assessment of client’s suitability for treatment.
Treatment: iagnosis of gender incongruence.

Assessment of the individual’'s ability to consent to treatment.
Screening for self-administered substances.

Review of baseline screening blood tests and information once received from GP (as
per below).
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GP:

Organise baseline tests, with blood tests taken as a 09:00am fasting sample, as
follows:

e Blood tests: FSH, LH, Testosterone, Oestradiol, Prolactin, SHBG, Vitamin D, Liver
function, Fasting glucose or Hba1c, Fasting lipids, U&Es (if taking Spironolactone or
otherwise indicated).

e Blood pressure and Height, Weight, BMI

Please send those results to GIC.Endo@tavi-port.nhs.uk for review, along with a
general medical summary and medication list.

Individuals over the age of 45 can be offere SA test but this should not be
done without a discussion of the risks a W|th the patients as per
NICE guidance [28]. PSA is an unreliable for prostate ¢ .Around 1in7
of those with prostate cancer have nor evels Occasion test can give
a false positive, indicating cancer whe is none. This j ecommende

to confirm a tumour with an MRI s undergomg bi
s treatment,
growing cancer that may nevefica . Benefits of

may be higher for high-risk@roups, ily h|story or af

treatment may make
coordinate approprl te tr
easier to dlagn g

Monitoring
requirements once
stable, includi
frequency:

O

onths until hormone levels are stable within target
eafter:

Oestradiol (ra 400-600 pmol/l),
Testosterone@ 0-3 nmol/l)

Prolactin

Liver tioriests
BM ressure

ry patients, a DEXA scan 3 years after initiation of low-dose oestrogen

&)

D\

—

bone assessment.

Follow up Clinicians:

L 4
arrangements Clients will be reviewed by the GIC at regular intervals.

and The specialist team will take responsibility for the recommendation of
. treatment, counselling about risks and benefits of therapy, and
Prescribing recommending alterations to GPs until client is stabilised on therapy

Responsibilities: ) ]
To oversee the whole programme of assessment and treatment, including

dose adjustment as necessary to reach a maintenance level

Treatment of Gender Incongruence in Transgender women, Transfeminine and Non-
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e To advise GP on any problems arising from treatment which may need a
dose adjustment or a change in medication.

GP:

o The GP will take on prescribing as per the shared care agreement, with the
support and guidance of the GIC

e The GP will be responsible for the ongoing prescribing of oestrogens and
anti-androgens and will continue to act as the primary contact for general
healthcare.

e The GP will refer to the specialist team if any significant developments or
deteriorations occur, such as occurrence of side-effects, worsening of
symptoms or complications of hormon rapy.

e The GP to take advice of surgeons o ina and restarting hormones in
relation to gender reconstructive suger

e Following discharge from the GP will follow t%arge *
guidance provided by the spe t Service and maj escription of
the patient’s hormone th ' GP will conta ecialist servi

i Sigwiti

there are any complic thaparise or if ther, cant changes;in
the patient’s gender sifuaticl,and gain further &d i

&

client on requé a

Management of
complications on
hormone therapy

Gender Nurse Spe@DThe Gender ialist will provi @ oort and
advice for GengragP jtioners, Cg u rmacist@ g5, and the

ual practice is tqyusemedigation to keep testosterone
If total testaste vels increase over 3 nmol/L, it
ce with re(N ed treatment. Seek advice from

is aili-coagulated. Kindly alert the GIC team as
documentation on management and/or

is higher than 1000 then please refer to local endocrine service for
sment and consider requesting a pituitary MRI scan.

. Abnormal Liver Function Tests:

r values less than 3x the upper limit of normal: check medicines and alcohol history
and re-test in 4-6 weeks. If Liver function tests are abnormal on repeat, then perform
further investigations to determine the cause: Hepatitis B and C serology, HIV serology,
EBV, Ferritin, Copper, Caeruloplasmin, liver auto-immune screen, ultrasound of the
liver.
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oestrogen to reduce the strain on the liver; please discuss this with the GIC team.

hormone therapy and refer to local hepatology.

5. New diagnosis of Cancer, Stroke or Myocardial Infarction:

Temporarily suspend hormone therapy until discussion with the GIC team.

If the person is using oral oestrogen it may be appropriate to change to a topical

If values are greater than 3x the upper limit of normal: GP to temporarily suspend

Practical issues designed to detect the major side effects of hormonal treatment. The risks of
including other oestrogen exposure appear to be related to the @firation of oestrogen treatment in
relevant genetic females. For this reason the long ter itoring of trans women should

advice/information: | include health screening for breast cancer.
Monitoring of bone health @ TS
Monitoring of bone health is not routi reguired unless th n has significa
risk factors for osteoporosis or h a significant brealgfr steroid treatifie
(>24 months). The GIC clinici make a recomme about DEXA scanrii
Medication but the performance of thaf,scap would be deferre p care.
information,
particularly in

relation to potential | The client should b at they will gaf.affigutomatic call-upg0 Tép but not
interactions, can be | male screening if th lesthanged on S &- iter system,
found in the latest | and they will nded ing. The damipeghensive

edition of the BNF

ublications/nhs-

i @/omen is approximately
a eatment but no increased risk
|

ion this represents a risk that is

rat DVT risk of 0.4% over 5 years in our clients [9].

Breast cance

The ingi@gnce of breast cancer with standard HRT in genetic females is estimated at
% f 3.2/1000 aged 50-59 years and 4/1000 aged 60—69[10]. This is based
rge,population-based studies. We know from both the Heart and
/Progestin Replacement Study (HERS)[11] and Women’s Health Initiative
All12] that the inclusion of progesterone in the HRT regimen increases this risk.

n the trans feminine population the risk of breast cancer appears to be reduced
compared to cisgender females (incident ratio 0.3 [0.2-0.4]). This value is
significantly higher than cisgender men (incident ratio 46.7 [27.2-75.4])[13].

The risk of breast cancer secondary to feminising hormone therapy is very low
when compared to cisgender females. Which means that oestrogen use beyond
55 years of age in trans women appears safe from the point of view of breast health,

The safety monitoring for this ongoing treatment has been outlined. This monitoring is

Treatment of Gender Incongruence in Transgender women, Transfeminine and Non-
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and indeed most trans women continue HRT lifelong. Breast screening should be
offered however as per the national guidelines.

Hyperprolactinaemia

The lactotroph is sensitive to the ambient oestrogen levels in the serum. Oestrogen
not only causes increased prolactin release from these cells, but also causes
proliferation of them, which can result in hyperprolactinaemia and pituitary
hypertrophy. The incidence of significant hyperprolactinaemia has been reported to
be up to 15%[14]. There have only been rare case reports of prolactinomas in trans
women and none have needed withdrawal of oestrogen treatment. This situation is
complicated by the fact that many hormonal regimens in Europe co-prescribe
cyproterone acetate with oestrogen. Cyproterone acetate has been shown to
increase the risk of prolactinoma by 4.3 fold compared to cis gender females and
26.5 fold compared to cisgender males [15].

Abnormal liver function
Abnormalities of liver function are, rarel iated with the use lofgbegtrogen *

therapy.

The risk of abnormal liver functio
In half of these, the abnormalitj
increases are mild and only r

rans women.[16,
. However the
ire discontinuat eatment.

Prostate cancer

Prostate cancer is @ommon malig o] % n, with an
incidence of p@. the eig . AS the maijorify oi'genitle
- <

nonconforming n have tre ey produce the
cander is consequ data in this field is

sca é\study suggests thatthe standardised incident fa#io of prostate cancer
[ an who have b on estradiol either yproterone acetate or having
undergoneorchidectomy, is roximately 0 1910.05-0. ] the cisgender male

lation [18]. Thi m@ lower fort\(;\ ess GnRHa.

apy leads to a suppressi adotrophin production and
tion in spermatog% nts are counselled that treatment will
5 0

subsequent ;
reduce thei 8ih treatment on fertility are usually
reversi Wewer there pe ent reduction in fertility potential

Fg{ s@rvation is disc with client before they started on hormone
m

if desired they shQuld be referred for fertility preservation through local
services before mencing on hormone treatment.

regards to c ion, hormone therapy cannot be relied upon as effective

taken at ge ssignment surgery. Clients should be advised that contraceptive
measures needyto be continued where appropriate whilst on hormone therapy until
they undergo goriadectomy.

C @ Infarction.
€ 0f myocardial infarction in the transgender female population is not
e

d in comparison to the cisgender male population. The incidence of
mydeardial infarction varies between 0.4-1 [16, 19, 20]. The risk seems to be limited
those using an oestradiol in some studies. The reason meta-analysis suggested
that the pooled relative risk was 1 [CI, 0.8-1.2] [21].

Cerebrovascular Disease

The risk of stroke does not appear to be increased in transgender women compared
to cisgender men. In the long-term study the incidence of stroke in transgender
women taking oestrogen was strongly associated with smoking. The recent meta-

Treatment of Gender Incongruence in Transgender women, Transfeminine and Non-
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analysis has estimated the relative risk of stroke in trans men compared to cisgender
men was 1.3 [95% CI, 1-1 0.8].

To attempt to minimise the cumulative exposure to oestrogen it is advisable to use
the lowest oestrogen dose tolerated by the client, and when a preparation that can be
monitored is used. The aim of treatment is to try and provide physiological oestrogen
replacement aiming to have the oestradiol levels in the physiological range. On our
local assay we aim for a plasma oestradiol level of 400 — 600 pmol/L. They should
also be monitoring of the safety bloods as detailed above. Gonadotrophin level
measurements are unhelpful.

GnRH analogues are used preoperatively to reduce testosterone production instead
of increasing the dose of oestrogen therapy. Inthis situation these medicines are
extremely effective and safe, as the majority of side effects of GnRH analogues

(ie hot flushes, depression and osteoporosis cur as the client is co-
administered oestrogen.

When the client reaches 45 years of a nsideration
preparation has been recommendeg, t ational guida
Large case studies in cisgender womep suggest that topi
impact of thromboembolism ke which is why t@pi
Ethinyloestradiol, b

is used o
the age of 45 [22, 23].
appears to bi.a igted with the use
oestrogen , so this oestr hould be
avoided [1, 24].
The curs @est that Ic 'n@ eatment with o€ trans women is

assog ght increase e standard mortality ratig increase in

ated
mort rs to be associated with an increase ipgthe risk f suicide in vulnerable
individualg, [HR 5.7[25] 19 [24] and also an incrgas n cagdiovascular deaths
i e

6[2512.5 [24]. Thedncr@ase in suicid rs to be historical when
j reated 1983-2010. This may
i

n

strogen

ise
not

The increase in vasc

treated for

Bone

. tisimp

ortafijthe
dysphoria shouldgbe a

)

ssed.

are or, alternatively,

in'society, leading to a reduction in
psychological health of people

standard horm therapy aimed at physiological replacement

ain ne mineralisation ingansgender women. Routine monitoring of bone
jsation is ther ot required unless there are specific risk factors for

DOroSis.

e

vionitoring of Ith is not routinely required unless the person has significant
risk factors 1@ ostgoporosis or has had a significant break from sex steroid treatment
(>24 months).§he GIC clinician will make a recommendation about DEXA scanning
but the performaricCe of that scan would be deferred to primary care.

ary people we do not have the same outcome data. We therefore suggest
onitoring of bone health by DEXA scanning is done 3 years after

Estradiol replacement therapy has been shown to have several potential effects on
renal function, including fluid retention, blood pressure changes, and possible
increases in proteinuria [29, 30]. However, estradiol can also have beneficial effects
on kidney function in some groups of patients such as postmenopausal women or
those with pre-existing renal insufficiency. We don’t routinely recommend
adjustments to treatment in cases of mild renal impairment, but advise regular
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monitoring of kidney function and proteinuria in such patients to minimize associated
risks. In cases of moderate to severe renal impairment, kindly consult the GIC.

Libido and energy issues

With regards to poor energy and libido disturbance, this patient group can suffer from
hypoactive sexual desire disorder (HSSD), something which can respond well to
adjustment in hormone therapy, including possible use of low-dose testosterone. If
this seems to be the case then contacting the specialist team here or, a specialist
endocrine service, for an assessment would be appropriate.

Information
provided

Clients are given a copy of the clinic’'s Hormone Management Booklet which is also
available for GPs on our website or GPs can request it by email at gic.endo@tavi-

Transgender People, Their Families and Profes als [26]

port.nhs.uk. It is based on it is based on The Tr@der Handbook: A Guide for

COMMUNICATION A ORT

GIC Clinic Web Site: www.gic.nhs.uk GIC pho

Gender ldentity Clinic contacts:

forwarded to the most

Email: hormone therapy related queries can be

GP hormone advice line: ||| Gz (t@is for GPs/healt

appropriate clinician or It

\& OK ‘Q\
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SHARED CARE PRESCRIBING AGREEMENT
(Appendix ia)

CIRCUMSTANCES WHEN SHARED CARE IS APPROPRIATE

e The GIC clinicians will establish that the person is suitable for hormone treatment when they are in
a stable social and psychological circumstance.

e The GIC clinicians will establish that there is no significant medical or endocrinological
contraindication to hormone therapy.
The GIC clinicians will request that the GP commence prescribing when these conditions are met.
The GIC clinicians will be available to give advice on further ma ment.

AREAS OF RESPONSIBILITY

Specialist Gender Identity Clinician

= Establish or confirm diagnosis and asses

= Assessment of baseline bloods and monito blGods until st

= Discuss treatment with client and ensure ve a cle
effects of treatment, including dos t ts and how

as required

The specialist team provides the glient nformation
= Obtain signed consent for a reatmen

= Send a signed shareg e eline with cli€gp

information to GP,
=  Contact GP directly anse to shared gare reqliest has not b received within two weeks
= Monitor treatment acc@gdifig to clinical g%ce and adwse&her@}P on dose titration of

medicines.

Ongoing e ements: SpECi am to \
= Write owing clinic contact§and inform GP t Is stable on hormones.
= |nf Mitoring results and a% ded changes in therapy prescribed by

scontinue if
d by GP ommunicate outcome to GP
ke arrangements @7 ongoing monito follow up accordingly to shared care guidelines,
ding continygédWw€edJor therapy.

and advice for General Practitioners, Community
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GP RESPONSIBILITIES

= Consider shared care proposal and if in agreement to respond within two weeks of receipt
= If do not agree to shared care, discuss with requesting consultant or local CCG medicines
management team, within two weeks of receipt of shared care request

After agreement to share care

= Prescribe and monitor treatment as advised by the specialist team and according to shared care
guideline

= Monitor general health of client and check adverse effects as appropriate; ensure client is aware of
warning symptoms and how to report them

= Inform specialist team of suspected adverse effects and “al§o report via yellow card scheme if
necessary

i

= Stop treatment on advice of specialist team or immedia need arise

= Check compatibility interactions when prescribing new or&toppinig existing m n

= Discuss any abnormal results with specialist consu gree any acti uir, L 4

= Take advice from surgical teams about pausing andy€starting therapy infrelati genital
reconstructive surgery. @
Only ask specialist to take back prescribi nmanageab @arise. Allow e e
notice period.

CLI SPONSIB

L] Keep a copy of informatiq by Gen ic, inclug G treatment, to
take along when seging ¢
Take medicines g5 agreed amé prescribed
Report any adve 5 to GP or hospital or at the earliest opporttfiity
Ensure that you attép tests as requi&sted by your Geryer inician or GP

Do not share medicine
nts for review as &8s
i t specialist GP of all medicati ing taken, whether prescribed or
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SHARED CARE PRESCRIBING AGREEMENT
(Appendix ib)

GENDER CLINICIAN

Client name:

Client ID: \
Client NHS No: @Q

Date of Birth: @
| confirm that | have assesse ;ove na d land i
recommendation that treatme ibed:

Furt e, ¢the “Areas gnsibilit : Qcovered and | agree to the

“f rrangeme
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CLIENT CONSENT LETTER FOR INITIATION OF HORMONES
(Appendix ii)

) e (print name) met with the above named

clinician.

| can confirm that | am aware of the potential effects, ts and e tations of
hormone therapy. In addition | am also aware of t ntial effects th%therapy .

will likely have on my fertility. | do not wish to dis is further w \

O

medical doctor. @

Furthermore | confirm that | will ab o fhe “Client R @Ihtles asﬁ d

N
K & €>
O

% \@fb \‘{\Q
O 0
$
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SHARED CARE PRESCRIBING AGREEMENT
(Appendix iii)

GP/Primary Care Provider

Client name: \
Client ID: @Q

Client NHS No: @

Date of Birth:

%Oo
*53

ing agree t and agree to the
“Areas of Responsibility WEin shared e arrangeme h o er specialist
and and ce, | understand

services, and as n3|stent wi
that this |ncI ribing an ‘ gther treatment as outlined
in this shar; ocum port an% the specialist gender

ent, wi
service. E
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