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Our Roots
Fenway Health

 Independent 501(c)(3) FQHC 

 Founded 1971

 Mission: To enhance the wellbeing of the 
LGBTQIA+ community as well as people in 
our neighborhoods and beyond through 
access to the highest quality health care, 
education, research, and advocacy

 Integrated primary care model, including 
HIV and transgender health services

The Fenway Institute

 Research, Education, Policy
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LGBTQIA+ Education and Training

The National LGBTQIA+ Health Education Center offers educational programs, resources, and consultation to 
health care organizations with the goal of providing affirmative, high quality, cost-effective health care for lesbian, 
gay, bisexual, transgender, queer, intersex, asexual, and all sexual and gender minority (LGBTQIA+) people.

 Training and Technical Assistance 

 Grand Rounds

 Online Learning
 Webinars, Learning Modules

 CE, and HEI Credit

 ECHO Programs

 Resources and Publications

www.lgbtqiahealtheducation.org

education@fenwayhealth.org
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Technical Questions? 

 Please call Zoom Technical Support: 1.888.799.9666 ext 2 

 You can contact the webinar host using the chat function in Zoom. Click the 
“Chat” icon, and type your question.

 Alternatively, e-mail us at education@fenwayhealth.org for less urgent 
questions
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Sound Issues? 

 Ensure your computer speakers are not muted

 If you cannot hear through your computer speakers: Navigate to the bottom 
toolbar on your screen, go to the far left, and click the arrow next to the 
phone icon

 Choose “I will call in.” 

 Dial the phone number and access code
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After the Webinar

• Close the browser, and an evaluation will automatically open for 
you to complete​

• We very much appreciate receiving feedback from 
all participants​

• Completing the evaluation is required to obtain a CME 
certificate
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CME/CEU Information

Physicians​

AAFP Prescribed credit is accepted by the American Medical Association as equivalent 
to AMA PRA Category 1 Credit™ toward the AMA Physician’sRecognition Award. 
When applying for the AMA PRA, Prescribed creditearned must be reported as 
Prescribed, not as Category 1.​

Nurse Practitioners, 
Physician Assistants, 
Nurses, Medical 
Assistants​

AAFP Prescribed credit is accepted by the following organizations. Please contact 
them directly about how participants should report the credit they earned.
•American Academy of Physician Assistants (AAPA)​
•National Commission on Certification of Physician Assistants (NCCPA)​
•American Nurses Credentialing Center (ANCC)​
•American Association of Nurse Practitioners (AANP)​
•American Academy of Nurse Practitioners Certification Program (AANPCP)​
•American Association of Medical Assistants (AAMA)​

Other Health 
Professionals​

Confirm equivalency of credits with relevant licensing body.​

This activity has been reviewed and is acceptable for up to 1.0 Prescribed credits by the American Academy of 
Family Physicians. Participants should claim only the credit commensurate with the extent of their participation 
in this activity.
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Continuing Medical Education Disclosure

 Program Faculty: Alex S. Keuroghlian, MD, MPH; 

 Current Position: Director of the Division of Education and Training at the Fenway 
Institute; Associate Professor of Psychiatry, Harvard Medical School/Massachusetts 
General Hospital

 Disclosure: Editor of forthcoming McGraw-Hill Education textbook, will receive future 
royalties. 
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Learning Objectives

 At the end of this session, participants will be able to:

1. Explain the context for behavioral health inequities across diagnostic categories within a 
gender minority stress framework

2. Describe culturally responsive tailoring of evidence-based clinical practices for transgender 
and gender diverse (TGD) youth

3. Apply strategies for building inclusive, affirming, and trauma-informed environments 
within health centers to optimize mental health outcomes for TGD youth
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Gender Minority Stress Framework
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Fig. 1: Adapted from Hatzenbuehler (2009)
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Abuse at Home and School

 10% reported a family member was violent towards them because they were 
transgender

 8% were kicked out of the house because they were transgender

 Many experienced serious mistreatment in school, including being verbally harassed 
(54%), physically attacked (24%), and sexually assaulted (13%) because they were 
transgender

 17% experienced such severe mistreatment that they left a school

2015 U.S. Transgender Survey
https://transequality.org/sites/default/files/docs/usts/USTS-
Full-Report-Dec17.pdf
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Employment and Housing Inequities

 29% of transgender people live in poverty, compared to 14% in the U.S. population 

 Transgender people have a 15% unemployment rate (compared with 5% in the U.S. 
population)

 16% of transgender people report homeownership, compared to 63% of the U.S. 
population 

 Nearly 30% of transgender people experienced homelessness in their lifetime

 12% report past-year homelessness due to being transgender 

2015 U.S. Transgender Survey
https://transequality.org/sites/default/files/docs/usts/USTS-
Full-Report-Dec17.pdf
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Disparities in Access to Affirming Care

 33% had at least one negative experience with a health care provider such as being 
verbally harassed or refused treatment because of gender identity 

 23% of transgender people report not seeking needed health care in the past year due 
to fear of gender-related mistreatment

 33% did not go to a health care provider when needed because they could not afford 
it 

2015 U.S. Transgender Survey
https://transequality.org/sites/default/files/docs/usts/USTS-
Full-Report-Dec17.pdf
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Gender Minority Stress Treatment Principles for 
Clinicians

 Normalize adverse impact of gender minority stress

 Facilitate emotional awareness, regulation, and acceptance

 Empower assertive communication

 Restructure minority stress cognitions

 Validate unique strengths of TGD people

 Foster supportive relationships and community

 Affirm healthy, rewarding expressions of gender

Adapted from Pachankis (2015)
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Prevalence of Status Quo Interventions

Turban et al., 2019 17



Gender Identity Conversion Efforts Across the 
United States

Turban et al., 2019 18



Health Disparities (2015 U.S. Transgender Survey) 

 39% of respondents experienced serious psychological distress in the month prior 
(compared to 5% of the U.S. population)

 40% had lifetime suicide attempt (compared to 4.6% of US population)

2015 U.S. Transgender Survey
https://transequality.org/sites/default/files/docs/usts/USTS-
Full-Report-Dec17.pdf
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Suicidality: Gender and Sexual Minority Adults

 Lifetime prevalence of suicide 
attempts in the United States:
 General adult population: 4%

 Sexual minority adults: 11-20%

 Gender minority adults: 41%

Kann et al. (2011); Perou and Bitsko (2013)
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Suicidality (2015 U.S. Transgender Survey)

In the preceding 12 months:

 48% had seriously thought about suicide

 24% made a plan to kill themselves

 7% had attempted suicide

40% had attempted suicide at one point in their lives

 34% had first attempt by age 13

 92% had first attempt by age 25

2015 U.S. Transgender Survey
https://transequality.org/sites/default/files/docs/usts/USTS-
Full-Report-Dec17.pdf
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Mental Health Effects of Conversion Efforts

Turban et al., 2020 22



Conversion Efforts Associated with Increased 
Odds of Suicide Attempts

 Lifetime exposure associated with:
 lifetime suicidal attempt (aOR 2.27; 95% CI 1.09 to 2.24; P<.001) 

 Exposure before age 10 associated with:
 lifetime suicide attempt (aOR 4.15; 95% CI, 2.44-7.69; P<0.001)

 No difference in outcomes between conversion efforts by religious advisors versus 
secular-type professionals

Turban et al., 2020 23



Take Two: Asking Communities What Health Care 
They Want

Plan and Act for Transgender Health
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Social Gender Affirmation for Youth Associated 
with Good Adult Mental Health 
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Pubertal Suppression Associated with Decreased 
Lifetime Suicidal Ideation
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Gender-affirming Hormones in Adolescence 
Associated with Better Adult Mental Health
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Understanding “Detransition” and Dynamic 
Gender Presentations
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Debunking “Social Contagion” Narrative
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Factors Associated with Higher PTSD Severity 
among Transgender Adults

 Higher everyday discrimination

 Greater number of attributed reasons for 
discrimination

 More visually expansive gender 
expression

 Unstable housing

Reisner et al. (2016)
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Factors Associated with Lower PTSD Severity 
among Transgender Adults

 Younger age

 Trans masculine gender identity

 Medical gender affirmation

Reisner et al. (2016)
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Cognitive Processing Therapy for PTSD

 Adapting selected components of cognitive processing therapy for PTSD by Resick

 Focus:
 Education about posttraumatic stress; 

 Writing an Impact Statement to help understand how trauma influences beliefs; 

 Identifying maladaptive thoughts about trauma linked to emotional distress; 

 Decreasing avoidance and increasing resilient coping.  
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Cognitive Triad of Traumatic Stress

Part 1, Chapter 3—Understanding the Impact of Trauma 

help individuals navigate daily life (Janoff-

Bulman, 1992). For example, it would be dif-

ficult to leave the house in the morning if you 

believed that the world was not safe, that all 

people are dangerous, or that life holds no

promise. Belief that one’s efforts and inten-

tions can protect oneself from bad things 

makes it less likely for an individual to per-

ceive personal vulnerability. However, trau-

matic events—particularly if they are 

unexpected—can challenge such beliefs. 

Let’s say you always considered your driving

time as “your time”—and your car as a safe

place to spend that time. Then someone hits 

you from behind at a highway entrance. Al-

most immediately, the accident affects how 

you perceive the world, and from that moment 

onward, for months following the crash, you 

feel unsafe in any car. You become hypervigi-

lant about other drivers and perceive that oth-

er cars are drifting into your lane or failing to

stop at a safe distance behind you. For a time, 

your perception of safety is eroded, often lead-

ing to compensating behaviors (e.g., excessive

glancing into the rearview mirror to see 

whether the vehicles behind you are stopping)

until the belief is restored or reworked. Some 

individuals never return to their previous belief

systems after a trauma, nor do

they find a way to rework

them—thus leading to a 

worldview that life is unsafe. 

Still, many other individuals 

are able to return to organiz-

ing core beliefs that support

their perception of safety. 

M any factors contribute to

cognitive patterns prior to,

during, and after a trauma.

Adopting Beck and colleagues’ 

cognitive triad model (1979),

trauma can alter three main 

cognitive patterns: thoughts 

about self, the world (others/environment),

and the future. To clarify, trauma can lead

individuals to see themselves as incompetent

or damaged, to see others and the world as 

unsafe and unpredictable, and to see the future 

as hopeless—believing that personal suffering

will continue, or negative outcomes will pre-

side for the foreseeable future (see Exhibit

1.3-2). Subsequently, this set of cognitions

can greatly influence clients’ belief in their 

ability to use internal resources and external 

support effectively. From a cognitive–

behavioral perspective, these cognitions have a

bidirectional relationship in sustaining or con-

tributing to the development of depressive and

anxiety symptoms after trauma. However, it is 

possible for cognitive patterns to help protect

against debilitating psychological symptoms as

well. M any factors contribute to cognitive

patterns prior to, during, and after a trauma. 

Feeling different  

An integral part of experiencing trauma is

feeling different from others, whether or not 

the trauma was an individual or group experi-

ence. Traumatic experiences typically feel sur-

real and challenge the necessity and value of

mundane activities of daily life. Survivors 

Exhibit  1.3-2: Cognit ive Triad of Traumat ic Stress 

67 

SAMHSA (2014)
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Cognitive Processing Therapy for Minority Stress

 Possible tailoring for TGD people:
 Focus on how gender identity-specific stigma causes posttraumatic stress (e.g., avoidance, mistrust, 

hypervigilance, low self-esteem); 

 Attributing challenges to minority stress rather than personal failings;

 Impact Statement on how discrimination and victimization affect beliefs (e.g., expecting rejection, 
concealment needs, internalized transphobia); 

 Decreasing avoidance (e.g., isolation from TGD community or medical care); 

 Impact of minority stress on health behaviors and goals.

Girouard et al. (2019)
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Substance Use Disorders among TGD People

 Substance use disorders (SUDs) among TGD people have historically been 
understudied 

 Reporting of gender identity data in SUD-related research is limited

 In several studies, TGD people have elevated prevalence of alcohol and drug use 
disorders compared with the general population

Flentje et al. (2015); Benotsch et al. (2013); Santos et al. (2014)
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Gender Minority Stress and Substance Use 
among TGD People

 35% of transgender people who experienced school-related verbal harassment, 
physical assault, sexual assault, or expulsion reported using substances to cope with 
mistreatment related to gender identity or expression

 Psychological stress of health care access disparities faced by transgender people is 
believed to contribute to worse mental health, including disproportionate substance 
use as a coping strategy

Grant et al. (2015); Poteat et al. (2013); Wilson et al. (2015)
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Substance Use Disorders among TGD Adults

 Among 452 TGD adults, increased odds of SUD treatment history plus recent 
substance use were associated with:
 Intimate partner violence

 PTSD

 Public accommodations discrimination

 Unstable housing

 Sex work

• Higher SUD prevalence increasingly viewed as downstream effects of chronic gender 
minority stress

Keuroghlian et al. (2015)

38



39



Alcohol Research with TGD Populations

 Recommendations:
 Being explicit as to whether and how sex assigned at birth, current sex-based physiology, and/or 

social gender are operationalized and relevant for research questions

 Expanding repertoire of alcohol measures to include those not contingent on sex or gender

 Testing psychometric performance of established screening instruments (e.g., AUDIT) with TGD 
populations

 Shifting beyond cross-sectional study designs

 Shared decision-making in counseling regard healthy alcohol use 

Gilbert et al. (2018)
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Gendered Guidelines for Unhealthy Alcohol Use

Arellano-Anderson and Keuroghlian (2020)
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Opioid Use Disorders among TGD People

 Transgender middle school and high school students more than twice as likely to 
report recent prescription pain medication use compared to other students 

 Transgender adults on Medicare have increased prevalence of chronic pain compared 
to cisgender (non-transgender) adults.

 Transgender patients may be at increased risk post-operatively of developing an 
opioid use disorder.

De Pedro et al. (2017); Dragon et al. (2017)
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Cognitive-behavioral Therapy for Substance Use 
Disorders

 Adapting selected topics and practice exercises from the manual by Carroll

 Focus: 
 Coping With Craving (triggers, managing cues, craving control) 

 Shoring Up Motivation and Commitment (clarifying and prioritizing goals, addressing ambivalence)

 Refusal Skills and Assertiveness (substance refusal skills, passive/aggressive/assertive responding)

 All-Purpose Coping Plan (anticipating high-risk situations, personal coping plan)

 HIV Risk Reduction
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Cognitive-behavioral Therapy for Substance Use 
Disorders

 Possible tailoring for TGD people: 

 Minority stress-specific triggers for cravings (e.g., gender identity-related discrimination and 
victimization, expectations of rejection, identity concealment, and internalized transphobia)

 SUDs as barriers to personalized health goals

 Assertive substance refusal with sex partners; HIV risk from hormone and silicone self-injections; 
SUDs as barriers to personalized goal of successful gender affirmation

Girouard et al. (2019)
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Opioid Agonists and Gender-affirming hormone 
Therapy

 Co-prescription of opioid agonists (e.g., methadone and buprenorphine) and gender-
affirming hormone therapy
 Safe and feasible with appropriate monitoring and follow-up.

Kerridge et al. (2017); Dragon et al. (2017)
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Body Image Dissatisfaction

 TGD people have greater body dissatisfaction than cisgender counterparts

 Trans masculine people have comparable body dissatisfaction scores to cisgender 
boys/men with eating disorders 

 Drive for thinness greater among trans feminine participants than trans masculine 
participants 

 Trans masculine and trans feminine people report greater dissatisfaction not only for 
gender-identifying body parts but also body shape and weight

Witcomb et al. (2015); Testa et al. (2017) 
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Weight-related Disparities

 Compared to cisgender peers, TGD students more likely underweight or obese; less 
likely to meet recommendations for strenuous physical activity, strengthening physical 
activity, and screen time

 TGD students may need more tailored interventions to alleviate existing disparity and 
improve their long-term health 

Vankim et al. (2014)
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Discussing Body Image

 In discussing weight loss or gain with TGD patients, messages should be framed to 
affirm a patient’s gender identity 

 Asking what words people use to describe their body parts and then using those 
words with them can help improve rapport and enhance engagement in treatment 

Goldhammer et al. (2019)  
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Gender Identity and Psychiatric Disorders

 Often impede gender identity exploration 
and alleviation of distress

 Need to stabilize psychiatric symptoms for 
facilitation of gender identity discovery and 
affirmation

 Informed consent-based care

Smith et al. (2018)
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Role of Clinicians in Gender Affirmation Process

 Fostering gender identity exploration, discovery and affirmation

 Presenting appropriate non-medical and medical strategies for gender affirmation

 Assistance in making fully informed decisions regarding personalized gender 
affirmation process:

 Relevant options

 Benefits/risks

 Capacity for medical decision making/informed consent

 Arranging suitable referrals to care
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Focus Areas in Gender-affirming Care

 Explore gender identity, expression, and role

 Focus on reducing internalized transphobia

 Help improve body image

 Facilitate adjustment through affirmation process (physical, psychological, social, 
sexual and reproductive considerations; economic and legal challenges)
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Psychopharmacologic Considerations

57

 Gender-affirming hormones

 Spironolactone and other vasodilators

 Antipsychotics

 Mood stabilizers

 Serotonergic agents and spontaneous erections

Turban, Kamceva, Keuroghlian (2022)



Moving Beyond Psychiatric Diagnosis Requirements
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Moving Beyond Psychiatric Gatekeeping of 
Gender-affirming Care

 Uncoupling gender diversity from the stigma of diagnostic classification in clinical 
practice

 Non-diagnosis codes (Z-codes in ICD-10 or Q-codes in ICD-11) that specify “factors 
influencing health status” may allow reimbursement by third-party payers

 Seeking reimbursement for services without a diagnosis (e.g., “psychiatric evaluation 
preceding gender-affirming surgical intervention”) and without assumption of distress 
or psychopathology

Perlson et al. (2020)
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 617.927.6354 

 education@fenwayhealth.org 
8 www.lgbtqiahealtheducation.org

 www.acponline.org/fenway

The National LGBTQIA+ Health Education Center provides educational programs, resources, and consultation to 

health care organizations with the goal of optimizing quality, cost-effective health care for lesbian, gay, bisexual, 

transgender, queer, intersex, asexual, and all sexual and gender minority (LGBTQIA+) people. 

The Education Center is part of The Fenway Institute, the research, training, and health policy division of Fenway 

Health, a Federally Qualified Health Center, and one of the world’s largest LGBTQIA+ focused health centers.

THANK YOU!
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