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Case #1 

 

- Topic: Discussing feminizing hormone therapy with a patient 

- Educational goals: To be handed out to students prior to the patient encounter 

- Background information:  

o To be posted on the door of the patient encounter room and read by student before 

entering 

o Contains information about expectations of encounter, objectives for the student to 

achieve, and patient information that will be useful during patient interaction 

- Patient information: 

o To be studied by the standardized patient prior to the encounter 

o Contains patient information relevant to the encounter 

o Any information pursued by the student that is not included in the patient 

information section should prompt the standardized patient to respond no 

- Learning points: 

o To be handed out to students before and after completion of patient encounter 

o Encourage students to study information prior to encounter so that they can 

practice applying their knowledge in a practice clinical setting 

 

Case #2 



 

Case #3 

 

- Topic: Pre-exposure prophylaxis for prevention of HIV transmission 

- Educational goals: To be handed out to students prior to the patient encounter 

- Background information:  

o To be posted on the door of the patient encounter room and read by student before 

entering 

o Contains information about expectations of encounter, objectives for the student to 

achieve, and patient information that will be useful during patient interaction 

- Patient information: 

o To be studied by the standardized patient prior to the encounter 

o 





 

Background information: 

Setting: You are the internist working at a primary care outpatient clinic 
 
Scenario: Jonathon Cooper is a 24 year old male at birth here for their first visit in the office. They want 
to discuss hormone treatment for transitioning from male to female (feminizing hormone therapy). 
 
 
Objectives: 

- Gather a focused patient history, including HPI, past medical, surgical, social, and sexual 
histories, with a focus on their sexual history 

- Discuss patient’s goals of care with hormone use, including long term medical/surgical goals 
- Briefly counsel patient on available medical and surgical treatment for transitioning 

 
 
 
The encounter will last 20 minutes. An announcement will be made with 5 minutes and 1 minute 
remaining. Please wrap up your encounter upon hearing the 1 minute left warning. 
 

 

 

 

 

 

 

 

 

 

 

 

 



 

Patient Information: 

You are a 24 year old male at birth who comes to the primary care physician today for an annual 

checkup. For years you have felt that your sex at birth does not align with your gender identity and you 

are planning on bringing this up with a physician for the first time. 

You don’t currently have any symptoms and are feeling well today. Your past medical history is 

significant only for asthma as a young child. You have not used an albuterol inhaler in years, and have 

never been hospitalized or intubated. You are not currently on any medications. You have never had 

surgery in the past. You have never been diagnosed with any psychological illnesses. 

You smoke ½ pack of cigarettes a day, and drink alcohol occasionally at social events. You do not use any 

illicit or non-prescribed medications. You work at an advertising agency, and are worried about how 

coworkers will respond if you tell them you are transgender. You live with 1 roommate. 

Your preferred pronouns are they/them. You are sexually active with male partners only, have never 

had a sexually transmitted disease to your knowledge and were tested for “the usual STDs” at a pop-up 

clinic several months ago. You use condoms during sex and are currently single. You do not believe you 

engage in high risk sexual behavior and have had 2 life-time partners, both relationships that lasted 

approximately 1 year. 

The rest of your history is all negative and you can respond negatively to any further questioning by the 

medical student outside of the above described information. 

 

 

 

 

 

 

 

 

 



 

Learning Points: 

 

1) Provide a welcoming clinic environment for all gender identities 

a. Check-in 

i. A welcoming clinic environment for all patients will enable them to feel more 

comfortable speaking to medical professionals and will encourage them to 

return for follow up care 

ii. Include gender neutral restrooms easily accessible from the waiting area 

iii. Add the following to intake forms and EMRs: 

1. Name preference 

2. Gender identity 

3. Gender at birth 

4. Preferred pronouns 

5. Sexual Orientation 

 

2) Suggestions for performing the physical exam 

a. Physical exam should be directed by chief complaint and type of visit scheduled 

b. Most of the exam will remain unchanged when comparing cis and trans patients. Below 

are a few pointers: 

i. Gender affirming approach continue to use preferred name and pronouns 

throughout encounter 

ii. Genitalia exam 

1. Only when clinically indicated 

2. For vaginal exam in transgender women 

a. Vaginal cuff without cervix 

b. Anoscope smaller and more comfortable for exam than 

speculum 

c. Explain every step prior to and during the exam 

 

3) Introduction to feminizing hormonal therapy 

a. Goal of feminizing hormone therapy 

i. Development of female secondary sex characteristics via estrogens 

1. Estrogens 

a. Preferred form is 17-Beta estradiol 

i. MOA: bioidentical to estrogen, agonist of estrogen 

receptors 

ii. Side effects = mood swings, HA, hot flashes, weight gain 



iii. Low VTE risk so safe for use in most patients, consider 

alternative methods if patient has underlying clotting 

disorder 

iv. Methods of delivery= transdermal patch, sublingual 

tablet, PO, injected as a conjugated ester 

v. Serum levels unpredictable with transdermal absorption 

b. Currently do not recommend use of ethinyl estradiol or 

conjugated equine esters because of increased VTE risk 

 

ii. Suppression of male secondary sex characteristics via anti-androgens 

1. Allow lower doses of estrogens which decreases potential side effects 

2. Can be used without estrogen, but increased risk for hot flashes, low 

energy, depressed mood, low bone density (estrogen withdrawal type 

symptoms) 

a. Spironolactone 

i. MOA: K+-sparing diuretic, direct antagonist of androgen 

receptors, suppressor of testosterone synthesis 

ii. Side effects = elevated K+ levels, polyuria, orthostatic 

hypotension, polydipsia 

b. 5 alpha reductase inhibitors (finasteride) 

i. MOA: blocks 5 alpha reductase enzyme, therefore 

preventing conversion of testosterone to 

dihydrotestosterone (a potent androgen with many 

physiological effects) 

ii. Less dramatic effects, no effect on production or action 

of testosterone 

c. GnRH analogs 

i. MOA: shut down hypothalamic pituitary testicle axis 

therefore reducing testosterone production 

ii. Used for patients not achieving desired androgen 

suppression with above medications or for patients 

approaching and desiring to delay puberty 

iii. Barriers to use = cost, daily injection vs implantable 

release device 

d. Progestogens 

i. MOA: synthetic analogues of physiologic hormone, 

agonist to progesterone receptors, antagonist of 

gonadotropins 

ii. Case reports of improved breast and areolar 

development, improved libido and mood 

iii. Side effects = low mood in some 



iv. Women’s Health Initiative (WHI) study results likely not 

applicable to transgender population, no suspected 

increase in cardiovascular mortality or breast cancer  

 

b. Lab monitoring while on hormone therapy 

i. Titrate medications up until total estradiol and total testosterone levels are 

within female sex at birth physiological levels 

1. Check estradiol and testosterone Q3 mo until achieved then check 

yearly after that unless new medical conditions arise 

2. Current evidence shows that titrating serum estradiol to higher end of 

physiologic range does not correlate directly to more feminizing effects 

or improved breast development 

3. Recommended total testosterone level <55ng/ml 

4. Above recommendations per Society of Endocrinology 

5. Other societies argue for checking bioavailable testosterone levels, to 

ensure SHBG elevation is not preventing complete feminization 

ii. If on spironolactone 

1. FSH/LH ensure adequate gonadotropin levels to maintain bone 

density 

2. BUN/Cr 

iii. Remainder of lab monitoring as normally performed in primary care setting per 

USPTF guidelines 

 

 

 

Summary of feminizing hormonal therapies: 

 
Hormonal therapy 

Category MOA Side effects 

17-Beta estradiol Feminizing Direct agonist of 
estrogen receptors 

Mood swings, hot 
flashes, weight gain 

Spironolactone 
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Case #2 Safe sex practices for women who have sex with women 

 

 

Educational Goals: 

 
-







 

Learning points: 

 

1) General definitions to know when taking care of women who have sex with women (WSW) 

 
 

2) Barriers to optimal care for women who have sex with women (WSW) 

a. Barriers include  

i. Lack of health insurance 



3) How physicians can overcome communication barriers with WSW patients 

a. 



 
 

 

4) Safe sex practices for WSW 

a. Barrier protection 

i. Dental dams 

1. Initially developed for oral surgery practice 

2. Used as barrier between mouth and vulva or anus during sexual activity 

3. Studies show that they are only rarely used by WSW 

4. Are a method to prevent transmission of HIV and other STDs 

a. There is a low risk of HIV transmission from oral sex 

b. Things that increase transmission risk of HIV during oral sex 

include open sores in either the mouth or vagina, oral contact 

with menstrual blood, bleeding gums, co-infections with other 

STDs 

ii. Latex or rubber gloves 

1. Used during penetration of fingers or hand into vagina or anus 

2. Some studies concluded that this barrier method is used more 

frequently than dental dams 

iii. Condoms 

1. Used on sex toys 



2. 



Women  Sexually active women under 25 years of age1 

 Sexually active women aged 25 years and older if at increased risk2 

 Retest approximately 3 months after treatment3 

Gonorrhea 

Women  Sexually active women under 25 years of age1 

 Sexually active women age 25 years and older if at increased risk9 

 Retest 3 months after treatment10 

Trichomonas 

Women  *Consider for women receiving care in high-prevalence settings 



https://www.cdc.gov/std/tg2015/screening-recommendations.htm


 

 

 

Case #3: Pre-exposure prophylaxis for prevention of HIV transmission 

 

 

Educational Goals: 

 
-Improve 2nd year medical student comfort with discussion of sensitive topics pertaining to sexual health 

and orientation prior to clinical rotations 

 

-Encourage change in use of language by medical providers to become more inclusive of all gender 

identities and sexual orientations 

 

-To provide basic knowledge of HIV 





 

Patient Information: 

You are a 28 year old male named Robert Canello who comes to his family doctor today for an annual 

checkup. In addition to your physical, you wish to discuss pre-exposure prophylaxis (PrEP) which you 

have heard about from several friends. 

You are currently asymptomatic and are not having any acute medical problems. Your past medical 

history is significant for eczema and irritable bowel syndrome. You occasionally use hydrocortisone 

cream for your eczema flairs. You control your irritable bowel syndrome by trying to eat healthy and 

avoiding caffeine. You had surgery as a baby for inguinal hernias on both sides. You have never been 



 

Learning Points: 

1) Basic information on Human Immunodeficiency Virus (HIV) 

a. Microbiology 

i. HIV is a retrovirus RNA virus that converts RNA to DNA during 

replication via an enzyme called reverse transcriptase, with 

subsequent insertion of DNA into host genome 

ii. Two types of HIV 

1. HIV-1 most common cause of HIV disease throughout the 

world 

2. HIV-2  originally identified in and confined to West Africa, 

has since spread to other regions in the world 

iii. Structure 

1. Provides molecular targets for HIV treatment and PrEP 

2. Overall HIV has an icosahedral structure 

3. Two major envelope proteins are gp120 and gp41 

a. Gp120 protein on virus binds to CD4 on T-cells of host, 

allowing binding and entry into T-cells 

4. Virions bud off of host cells resulting in the incorporation of a 

lipid membrane bilayer on outer surface 

 

 
iv. Replication cycle of HIV 

1. Shown in figure below: 

a. Includes binding of virus into host cell via gp120:CD4 

interactions, along with co-receptors CCR5 and CXCR4 

on host cells 

b. Host cells targeted by HIV include CD4 T lymphocytes, 

macrophages and dendritic cells 



c. After initial binding, viral membrane fuses with the 

host cell membrane via gp41 located on the HIV virus, 

and the virus enters the cell 

d. The virus then uncoats the capsid protein shell 

surrounding the HIV RNA, and reverse transcriptase 

beings converting the RNA into double-stranded DNA 

(called proviral HIV-DNA) 

e. Proviral HIV-DNA then enters the host cell nucleus, 

where the HIV-DNA is integrated into the host cell 

genome via enzymes called integrases 

f. Host cell transcription and translation proceeds, 

producing viral proteins necessary for the creation of 

new viral particles. It also results in the generation of 

new genomic RNA to be packaged into HIV capsids of 

new viral particles. 

g. New virions are produced, and bud off of the host cell. 

 

b. Transmission 

i. Mainly by sexual contact 

1. Receptive anal intercourse has highest risk of transmission in 

terms of probability of acquiring HIV per-act (138 per 10,000 

exposures) 

2. Insertive anal intercourse had the second highest probability 

for sexual contact transmission (11 per 10,000 exposures) 





c. Diagnosis 

i. Initial test will usually be an antigen/antibody combination test or an 

antibody alone test 

1. Rapid form available and must be confirmed with further 

testing 

2. Antigen tested is p24 

3. Algorithm for testing is shown below: 

 

d. Disease progression in untreated adults 

i. Primary/Acute infection: 

1. High viral load, dissemination of disease to organ systems 

2. CD4 count will drop precipitously 

3. +/- acute HIV syndrome with largely constitutional symptoms 

including weight loss, fevers, night sweats, decreased 

appetite, fatigue 

ii. Clinical latency/Persistent infection: 

1. Continued viral replication but maintained at relatively stable 

level by individual’s immune response, CD4 count recovers 

slightly and remains at stable level 

2. No clinical symptoms 

iii. Advanced HIV/AIDs: 

1. Viral replication surges, CD4 count drops 

2. Constitutional symptoms re-emerge 

3. Opportunistic infections develop 

4. CD4 count <200 or AIDs defining illness occurs officially 

diagnosed with AIDs 

iv. Clinical course summarized below: 



 

 

2) Counseling on high risk behavior and risk reduction 

a. Counseling for risk reduction based largely on transmission methods 

described above 

i. For patients with high risk sexual encounters you should encourage 

condom use and frank discussions with their partners about their 

exposure potential 

ii. Recommend testing for both your patient and their new partners 

before intercourse 

iii. For patients who are intravenous drug users recommend no needle 



i. Fixed-dose combination of 300 mg tenofovir with 200 mg 

emtricitabine only FDA approved medication for PrEP 

1. Brand-name is Truvada 

ii. Shown to be safe and effective for MSM, IV drug users, heterosexual 

men and women who are at significant risk of HIV exposure 

iii. Also to be considered for HIV-discordant couples (one partner has 

confirmed HIV + status) 

iv. Not enough data confirming safety and efficacy for teenagers 

1. Must consider their risk level of HIV exposure and ability to 

make own decisions with or without parental involvement 

b. Prior to starting 

i. Must exclude primary or chronic HIV testing using above described 

laboratory testing methods 

ii. Also screen patient for constitutional symptoms and postpone 

starting PrEP until you confirm patient is HIV negative 

iii. Baseline kidney function testing (BUN/Cr) 

c. Side effects: 

i. Headache, nausea, flatulence 

ii. Possible acute renal injury/failure 

1. Signs of acute renal injury decreased urinary output, fluid 

retention (swelling of extremities, shortness of breath), 

headache, nausea, fatigue, confusion, seizures, coma and 

death 

d. Laboratory monitoring: 

i. Every 3 months 

1. Laboratory testing for HIV infection 

2. Pregnancy testing if applicable 

3. Refill with no more than 90 day supply because must re-test 

for HIV 

ii. Every 6 months 

1. Renal function reassessed (BUN/Cr/Estimated Cr clearance) 

a. Can continue PrEP even in Cr increases as long as GFR > 

60 ml/min 

2. Other STD testing (syphilis, chlamydia, gonorrhea) 

iii. Every 12 months 

1. Re-evaluate need for continuing PrEP 

 



http://dx.doi.org/10.15585/mmwr.mm6631a3
https://stacks.cdc.gov/view/cdc/23446%20Accessed%20April%205
https://www.cdc.gov/hiv/testing/index.html
https://www.cdc.gov/hiv/pdf/guidelines/PrEPguidelines2014.pdf

