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ABBREVIATIONS & GLOSSARY

Someone whose gender identity conforms to the person’s assigned gender at birth and whose gender 
matches the person’s sex at birth (previously also known as non-transgender)

The assumption that everyone is or should be cisgender

United Nations Committee/Convention on the Elimination of All Forms of Discrimination against Women

Chris Hani Baragwanath Hospital (Soweto, Johannesburg)

Cross-Gender Hormone Treatment. One part of gender-affirming treatment can be the administration of 
hormones in order to create changes in sex characteristics. In the case of transgender women these would 
be oestrogens and progesterone, which stem some hair growth and initiate breast development; in the 
case of transgender men, this would be testosterone, which deepens the voice and promotes hair growth

Ceasing to treat something (e.g. trans* identities, gender diversity or intersex bodies) as a disease, disorder 
or pathology; and instead valuing, respecting and affirming it as a healthy expression of human diversity 

Diagnostic and Statistical Manual of Mental Disorders, published by the American Psychiatric Association 

Socially constructed roles, behaviour, activities and attributes that a particular society considers 
appropriate for men and women

(Medical) care, treatment and procedures such as cross-gender hormones, gender-affirming surgeries, etc., 
which a transgender person can choose to undertake in order to make their bodies more congruent with 
their gender identity, thus affirming their gender

The ways in which a person expresses or shows their gender – through their social behaviour, clothing, 
appearance, posture, body language, speech and other means

One’s personal sense of being male or female or another gender. It often, but not always, matches the sex 
based on the external genitalia present at birth

The markers in identity documents such as passports and other official documents, which indicate that 
someone is male or female

Displaying gender traits that are not normatively associated with a person’s biological sex – “feminine” 
behaviour or appearance in a male is often considered gender-variant, as is “masculine” behaviour or 
appearance in a female

Gender DynamiX (Athlone, Cape Town)

Groote Schuur Hospital (Cape Town)

Global Trans Research and Advocacy Project

International Classification of Diseases – an international standard diagnostic tool for epidemiology, health 
management and clinical purposes, published by the World Health Organisation (WHO)

A person born with sexual characteristics that show greater diversity than conventional definitions of 
‘female’ or ‘male’

Intra-uterine device used for contraception

Lesbian, Gay, Bisexual, Transgender/Transsexual, Queer/Questioning, Intersex, Asexual/Ally

CISGENDER

CISNORMATIVE

CEDAW

CHBH

CGHT

DEPATHOLOGISATION

DSM

GENDER

GENDER-AFFIRMING 
CARE/TREATMENT/

PROCEDURE

GENDER EXPRESSION

GENDER IDENTITY (GI)

GENDER MARKERS

GENDER NON-
CONFORMING (GNC)

GDX

GSH

GTRAP

ICD

INTERSEX

IUD

LGBTQIA

i



Men who have Sex with Men: Men who engage in sexual activity with other men – a behavioural term which 
does not necessarily reference one’s identity or desires. There are many situations where men engage in 
sex with men without identifying as gay or bisexual

The sex of a person at birth

Not treating someone (e.g. a trans* or intersex person) or something (e.g. gender diversity or 
intersexuality) as representing a disease, disorder or pathology, but rather valuing, respecting and affirming 
them as healthy expressions of human diversity

A quick, painless test used to detect early cell changes in the neck of the womb, which may later progress 
to cancer. The Papanicolaou test (abbreviated as Pap test, known earlier as Pap smear, cervical smear, or 
smear test)

To view something as medically/psychologically abnormal or as a disease/pathology

Short-term antiretroviral treatment to reduce the likelihood of HIV infection after potential exposure 
(commonly administered after rape)

South Africa

South African National AIDS Council

A Zulu term that is commonly used to describe Southern African traditional healers 

South African Trans Health Research Initiative (SATHRI)

Biological and physiological characteristics used to define bodies as female, male, intersex or transgender/
transsexual (in the latter case when physical features are altered through transition/gender affirmation 
procedures)

Physical/anatomical features that are considered to distinguish male, female, intersex and transsexual/
transitioning bodies from each other. Primary sexual characteristics refer to physical features that are  
part of the reproductive system, such as gonads (e.g. ovaries, testes, ovotestes) and genitals (e.g. clitoris, 
vagina, penis). Secondary sexual characteristics are those features (e.g. breasts, facial hair, voice change, 
body shape and fat distribution) that appear during puberty under the influence of sex hormones

A person’s sexual attraction to individuals of a different gender or the same gender or more than  
one gender. Some people identify as heterosexual/straight, gay, lesbian, bisexual, pansexual and/or 
attracted to non-binary, transgender and intersex bodies/genders. Some people do not experience  
sexual attraction (asexual)

Sexual and reproductive health and rights. The concept of human rights applied to sexuality  
and reproduction

Social, Health and Empowerment Feminist Collective of Transgender Women of Africa (East London)

Standards of Care for the Health of Transsexual, Transgender, and Gender Nonconforming People,  
Version 7 (latest), published by the World Professional Association for Transgender Health (WPATH). 
Available online at http://www.wpath.org/ 

Significant others, family, friends and allies

Sex Workers Education and Advocacy Taskforce (Cape Town)

MSM

NATAL SEX

NON-PATHOLOGISING

PAP SMEAR

PATHOLOGISE

POST-EXPOSURE 
PROPHYLAXIS (PEP)

SA

SANAC

SANGOMA

SATHRI

SEX

SEXUAL 
CHARACTERISTICS

SEXUAL 
ORIENTATION

SHHR

SHE

SOC 7

SOFFA

SWEAT
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Testosterone – often shortened to “T” in informal speech

Traditional health practitioner

Transgender and Intersex Africa (Soshanguve, Pretoria)

A term often used instead of transgender (see below), with the asterisk (*) used as placeholder that 
indicates a range of diverse gender identities and expressions

The process of changing one’s body/physical appearance, social and legal identity and/or gender 
expression to match one’s gender identity

A broad umbrella term for persons whose gender identity and/or gender expression differs from the sex or 
gender assigned to them at birth; or whose gender expresses greater diversity and fluidity than society’s 
binary (masculine/feminine) norms. Some transgender people pursue physical transition or gender-
affirming procedures, but many do not. Transgender is sometimes more narrowly used as a synonym for 
transsexual (see below) 

A person whose gender identity differs from the sex or gender assigned to them at birth. A narrower term 
than transgender; more commonly used in medical circles and more strongly associated with pursuing 
physical transition/gender affirmation procedures.

A transgender woman, or male-to-female (MTF); a person who was considered male at birth, but her 
gender identity is female and she identifies with female pronouns (she, her)   

A transgender man, or female-to-male (FTM); a person who was considered female at birth, but his gender 
identity is male and he identifies with male pronouns (he, him)

An irrational fear of, and/or hostility towards, people who are transgender or who otherwise surpass 
traditional gender norms

University of Cape Town

United Nations

World Health Organisation

Women who have Sex with Women: Women who engage in sexual activity with other women; a 
behavioural term which does not necessarily reference one’s identity or desires. There are many situations 
where women engage in sex with women without identifying as lesbian or bisexual

World Professional Association for Transgender Health

T

THP

TIA

TRANS*

TRANSITION

TRANSGENDER

TRANSSEXUAL

TRANSWOMAN

TRANSMAN

TRANSPHOBIA

UCT

UN

WHO

WSW

WPATH
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THE 2ND TRANS* HEALTH, ADVOCACY  
AND RESEARCH CONFERENCE: 31 MAY – 2 JUNE 2014

The conference had three major themes, which also constituted practical  
goals that we wished to advance using the conference as a platform for further 
action, namely:
•  Trans*-affirming health services
•  Sexual and reproductive health and rights
•  Trans* movement and community

These three themes were addressed through different streams such as research, activism, 
movement building, skills building and regional voices. The diversity of  
the presentations also resulted in the strong emergence of two additional  
sub-themes, namely:  

•  Trans* women

•  Trans* and gender diverse children, adolescents and youth

It is important to note the overwhelming number and diversity of conference presentations, 
making it impossible to include all of them in this report. However, the conference 
programme contains all the speaker biographies and abstracts, and can be requested from 
any of the three host organisations.

The conference was opened by Nthabiseng Mokoena, who 
welcomed and thanked our conference presenters, participants and 
funding partners on behalf of Gender DynamiX (GDX), Transgender 
and Intersex Africa (TIA) and the Social, Health and Empowerment 
Feminist Collective of Transgender Women of Africa (S.H.E).

Mokoena expressed the hope that the conference would “be a safe and 
constructive platform for academic advocacy and social conversations with 
a broad range of stakeholders, in order to advance transgender health and 
human rights in Africa”.  

The timing of this conference was particularly auspicious, as it coincided  
with an inter-agency statement released by seven United Nations bodies 
(OHCHR, UN Women, UNAIDS, UNDP, UNFPA, UNICEF and WHO) aiming 
to help eliminate forced, coercive and involuntary sterilisation. Mokoena 
emphasised that this statement specifically addresses the impact of these 
practices and policies on transgender, intersex and gender non-conforming 
persons, among other groups: Building on this, the conference organisers 
encouraged everyone at the conference to dialogue and plan towards 
a stronger and more unified African voice regarding trans* organising, 
and called for greater collaboration between practitioners, researchers, 
professionals, activists and community members in order to further our 
collective knowledge, expertise and skills. 

https://www.youtube.com/watch?v=2jyIrQrS1qM

INTRODUCTION

Mokoena expressed the hope 
that the conference would  
“be a safe and constructive 

platform for academic 
advocacy and social 

conversations with a broad 
range of stakeholders,  

in order to advance 
transgender health and  
human rights in Africa”.
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Our conference theme, Rooted in the Past, Reaching for the Future, afforded us the 
opportunity to reflect on where we came from and where we are heading to in the field of 
trans* health. We could reflect on developments in trans* health research and advocacy 
work, on the emerging trans* movement in the South African and Sub-Saharan regional 
contexts, and on where the conference itself was coming from and is heading to, gauging 
the progress made since our first initiative took shape four years ago:

In November 2010, a Trans* Health, Advocacy and Research Pre-Conference was organised 
with the aim to establish research and advocacy needs towards access to trans*-specific 
healthcare. Forty people attended the pre-conference, which provided the cornerstone and 
mandate for organising a conference to be held the following year. The agenda was set!

The first Trans* Health and Advocacy Conference in November 2011 brought together 130 
delegates in Cape Town. During this three-day conference, South African and international 
activists, representatives from non-governmental organisations (NGOs), medical and 
healthcare practitioners, government employees, bilateral organisations, transgender 
persons and academics engaged in discussions and mutual education on how to ensure a 
better quality of life and health for transgender people. At the 2011 conference, regional 
participation was very limited, with only six non-South African participants from Sub-
Saharan Africa.

The central focus of the discussions and presentations at the 2011 conference was access 
to healthcare, trans*-specific health needs, the impact of HIV amongst transgender people, 
and expressions of gender and sexuality. The conference concluded that there was a lack of 
trans*-health research and information, which contributed to limitations regarding the 
provision of trans*-positive healthcare. 

In 2013, three organisations – Transgender and Intersex Africa (TIA), Gender DynamiX 
(GDX) and the Social, Health and Empowerment Feminist Collective of Transgender 
Women of Africa (S.H.E) – embarked on a partnership to jointly host the 2nd Trans*  
Health, Advocacy and Research Conference in 2014. It was remarkable to note the growth 
in participants and abstract submissions between 2011 and 2014. Where it had been a 
challenge to find enough abstracts to fill a three-day programme in 2011, which largely  
took place in plenary, an enormous number of abstracts were received in 2014, 
necessitating several parallel streams to accommodate the numerous research and  
other reports from activists, NGOs, researchers, trans* individuals and allies alike.

2

• International participants (7), 
GTRAP trainers (5) and funding 
agency representatives (10).

• Regional participants (25);
within this group, people self-
identified as: male (5), female (6), 
trans woman (7), trans man (4) and 
gender non-conforming (1). Four 
were from peri-urban communities. 

• National participants (73);
within this group, people self-
identified as: male (13), female (15), 
woman (1), woman (intersex)

 (1), trans woman (14), trans man 
(11), gender non-conforming (2), 
queer (1) and genderqueer (1). 
Seventeen were from or worked in 
rural areas. 

• Cape Town participants
(77); within this group, people 
self-identified as: male (19), female 
(25), trans woman (26), trans man 
(3), womyn (1), transmasculine 
(1) and queer (1). Three were 
from rural areas, 20 of the listed 
participants were also part of

SWEAT’s Sistaazhood trans-
women sex worker support 
group, and three participants 
were community leaders from 
Gugulethu.

Approximately 45% of our 
participants comprised surgeons, 
medical doctors, psychologists, 
counsellors, nurses, health 
practitioners and service providers, 
medical and nursing students, and  
other employees in health service 
environments.

PARTICIPANT DEMOGRAPHICS – TOTAL NUMBER OF PARTICIPANTS: 198



We were fortunate that a collaboration formed with the Global Trans Research and 
Advocacy Project (GTRAP) enabled us to increase the number of regional participants  
that we could budget for from 16 to 25. Regional participation at the 2nd Trans* Health, 
Research and Advocacy Conference included not only activists from organisations, but also 
other trans* individuals and health service providers. At the 2014 conference we had five 
workshop presentations from other African countries, which included Botswana, Egypt, 
Lesotho, Zambia and Zimbabwe. Other participating African countries included Namibia, 
Lesotho, Swaziland, Madagascar, Uganda, Tanzania and Kenya.

As the organisers of the 2014 conference, we would like to use this opportunity to reflect 
on progress made since the 2011 conference. We wish to acknowledge the great work of 
activists, trans* individuals, researchers, and the emerging African trans* movement. 
Drawing inspiration from our theme, Rooted in the Past, Reaching for the Future, we 
decided to reflect on the recommendations made at the end of the 2011 conference report 
and track the progress we collectively made between the two conferences. To do so, we 
look at the content of the conference presentations, as well as draw on information we 
have of the tireless work of trans* individuals, activists, researchers, service providers and 
organisations. We hope that this will serve as an honest reflection informing the trans* 
community and its allies of advances as well as gaps or areas for improvement, thereby 
helping to shape programme development and assisting organisations and funders to 
prioritise future work.
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PROGRESS AND AREAS  
FOR IMPROVEMENT 2011 – 2014

2011  
RECOMMENDATION

2014  
PROGRESS MADE AND AREAS FOR IMPROVEMENT

PROVIDE ACCESS  
TO GENDER AFFIRMING  

THERAPIES AND  
TREATMENT IN  
SOUTH AFRICA  

AND THE  
AFRICAN REGION

•  Gender affirming procedures, treatments and services still largely
lacking, inaccessible and unaffordable in South Africa and other  
African countries.

•  Transgender Unit at Groote Schuur Hospital (GSH, Cape Town) offers
a comprehensive trans* friendly service with an open and supportive 
approach; works with trans* organisations; keeps abreast of WPATH 
developments, but is severely underfunded with a 20-26 years  
waiting list; and is motivating for more government funding for  
transition services.

•  TIA refers Johannesburg-based constituents to Chris Hani
Baragwanath Hospital (CHBH), which currently has a multi-disciplinary 
“gender panel” that assesses transgender patients and facilitates 
their medical gender affirming process. CHBH is also seeing more 
transgender patients than it did in the past.

•  TIA currently runs a project to ensure that transgender healthcare is
offered within secondary and primary healthcare institutions.

•  S.H.E is engaging with Eastern Cape office of Commission for Gender
Equality and Cecilia Makhiwane Provincial Hospital (East London) to 
advance provision of gender affirming care for transgender persons.

•  GSH works in supportive way with trans* adolescents and Dr Simon
Pickstone-Taylor assists trans* youth at Red Cross Children’s Hospital 
(Cape Town).

•  Some South African trans* adolescents have accessed puberty
blocking/cross-sex hormones, and a 16-year-old trans* boy has had 
chest surgery.

•  Efforts underway to get medical aids in SA to provide more inclusions
for transgender therapies; GDX-GSH motivational statement to 
medical aids on medical necessity of gender affirming therapies.

•  Parliamentary submissions by Gender DynamiX to emphasise need
for gender affirming and transgender-specific healthcare provision 
and inclusion in National Health Insurance (NHI) programme.

http://www.samj.org.za/index.php/samj/article/view/8392
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2011  
RECOMMENDATION

2014  
PROGRESS MADE AND AREAS FOR IMPROVEMENT

PROVIDE ACCESS TO  
GENDER AFFIRMING  

THERAPIES AND  
TREATMENT IN  

SOUTH AFRICA AND  
THE AFRICAN REGION 

•  GDX working on a comprehensive database with currently 50+
practitioners in various disciplines throughout South Africa, and 
continues adding medical and health practitioners, expanding points 
of access to gender affirming treatment.

•  TIA currently engages with private medical service providers in
the Johannesburg area and there has been growth in the number 
of private psychologists able to see trans* patients in this area. TIA’s 
Medical Advocacy Group (MAG) has enabled engagement with the 
Gender Identity Interest Group in Johannesburg in order to access 
a wider network of psychologists committed to transgender and 
intersex healthcare.

•  Psychological Society of South Africa’s (PsySSA) has established a
Sexuality and Gender Division and issued a Sexual and Gender 
Diversity Position Statement in 2013, committing psychologists 
to serving the needs of LGBTI, queer and asexual populations, 
undertaking to develop SA guidelines for LGBTI-affirmative 
psychological practice and supporting best practice transgender 
healthcare. 

•  Awareness created about gender affirming therapies in the media
(e.g. Discovery channel, Dr Kevin Adams, Ronald Addinall and GDX 
constituents); GDX sourced key informants and interviews.

•  Evidence of a General Practitioner/ surgeon in Gaborone, Botswana,
who assists trans* and intersex clients.  

•  Communication with activists indicates medical assistance in
Nairobi, Kenya – details of medical practitioners not publicly available.

ACCESS TO  
PRIMARY HEALTH CARE 

NEEDED FOR TRANSGENDER 
PEOPLE AND HEALTHCARE 

FACILITIES NEED TO BE 
ENGAGED, EDUCATED AND 

TRAINED ON HOW TO  
CARE  FOR AND TREAT 

TRANSGENDER PEOPLE

•  TIA currently sensitising two primary clinics in Pretoria as a pilot
in order to use this as a best practice “guide” in future.practitioners 
in various disciplines throughout South Africa, and continues adding 
medical and health practitioners, expanding points of access to gender 
affirming treatment.

•  Trans*-friendly HIV, STI and TB care by Ivan Thoms clinic and the 
TB/HIV Care Association clinic/mobile clinics (Cape Town) in 
partnership with SWEAT.

•  HIV programme for transgender women in the Eastern Cape (S.H.E).
•  Activism by GDX, Iranti-org and Legal Resources Centre to ensure a

trans* woman’s admission in a Gauteng hospital in a way that respects 
her gender identity.

•  A total of 20 nurses, surgeons and social workers at Grey’s
Provincial Hospital in Pietermaritzburg received training by GDX  
in 2014.

•  Talks and presentations (e.g. by Dr Elma de Vries and Chris/tine
McLachlan) on primary care and healthcare access for transgender 
persons – given at various conferences, workshops and professional 
education days aimed at general practitioners, family physicians, 
public health specialists, rural health professionals and other health 
practitioners.

http://www.psyssa.com/documents/PsySSA_sexual_gender_position_statement.pdf
http://www.psyssa.com/documents/PsySSA_sexual_gender_position_statement.pdf
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2011  
RECOMMENDATION

2014  
PROGRESS MADE AND AREAS FOR IMPROVEMENT

LOCALISED GUIDELINES  
ARE NEEDED IN ORDER TO 
ADDRESS TRANSGENDER-

SPECIFIC HEALTHCARE ISSUES, 
SUCH AS ACCESS TO GENDER 

AFFIRMING THERAPIES, IN THE 
CONTEXT OF A RESOURCE-POOR 
SETTING SUCH AS SOUTH AFRICA

•  Medical transition care guidelines for General Practitioners
developed by Drs Arnaud de Villiers and Elma de Vries through 
a SATHRI project. Introductory pamphlet available online. More 
detailed guide available from Dr de Vries. 

•  Primary care guidelines for health workers on sexual and
reproductive health for transgender and gender non-conforming 
people developed by Dr Alex Müller and SATHRI. 

•  Sexual health information guide guide for trans* and gender non-
conforming people developed by Dr Alex Müller.

GENDER AFFIRMING THERAPIES, 
LIKE HORMONES, SHOULD  
BE DECENTRALISED FROM 

TERTIARY INSTITUTIONS  
SUCH AS GROOTE SCHUUR 

HOSPITAL TO LOCAL CLINICS

•  Treatment guidelines have been developed (see above) for
decentralisation of gender affirming hormone therapies to local 
clinics and GPs in SA, but still need to be widely disseminated and 
implemented at primary care level.

•  Private and state-based primary and secondary care clinicians can
now obtain support to provide hormone therapy by contacting trans* 
organisations (GDX, S.H.E, TIA) and Groote Schuur Hospital.

•  TIA building relationships with local clinics towards better trans*-
specific healthcare access at primary care level.

SENSITISE AND CAPACITATE 
NURSES IN ORDER TO PROVIDE 

THEM WITH APPROPRIATE 
GUIDELINES FOR  

TRANSGENDER CARE

•  TIA’s project on introducing transgender healthcare within primary
and secondary healthcare institutions involves sensitisation of nurses 
on the needs of transgender people; so far two clinics have been 
sensitised in Pretoria and are being monitored.

•  Nurses at Grey’s Provincial Hospital in Pietermaritzburg have
received training by GDX in 2014.

•  Second-year nursing students (46) were trained at the Western
Cape Nursing College earlier in 2014; GDX aims to continue with  
this relationship.

PROGRAMME MANAGERS  
WITHIN THE HEALTH SECTOR 

AND NGOS ARE TO BE TRAINED 
TO PROVIDE BETTER CARE FOR 

TRANSGENDER PERSONS

•  SWEAT uses peer-to-peer trainers as members of the 
TB/HIV Care Association’s mobile clinic in order to attend to  
health care for sex workers, including the health needs of trans*  
sex workers. 

•  Professional awareness/sensitisation of medical colleagues took
place in the form of talks/lectures/discussions by GSH-GDX 
members or affiliates at GP and surgical conferences, etc.

•  GDX, TIA and S.H.E respectively gave sensitisation workshops in the
Northern Province, Mpumalanga, Limpopo, Kwa-Zulu Natal, Eastern 
Cape, Gauteng and Western Cape to service providers and NGOs.

•  Department of Health’s (2012) Operational guidelines for HIV,
STIs and TB programmes for key populations in South Africa now 
recommends that ‘[t]ransgender health […] be included in national 
health programmes’, that health care workers ‘be sensitised to the 
needs of transgender people and be familiarised with primary care 
aspects of transgender health’ and that they should ‘not assume the 
gender of clients’. 

http://www.genderdynamix.org.za/wp-content/uploads/2014/05/GDX-GP-Guide-A-April-2014.pdf
http://www.genderdynamix.org.za/wp-content/uploads/2013/06/GDX-HCW-Bklt-for-Web.pdf
http://www.genderdynamix.org.za/wp-content/uploads/2013/05/GDX-Safer-Sex-Bklt-Eng.pdf
http://www.tbhivcare.org/?page=news&id=44
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2011  
RECOMMENDATION

2014  
PROGRESS MADE AND AREAS FOR IMPROVEMENT

INCLUSION OF TRANSGENDER-
RELATED SERVICES IN 

CURRICULUM DEVELOPMENT 
OF TRAINING INSTITUTIONS FOR 

MEDICAL STUDENTS 

•  Transgender Unit at Groote Schuur Hospital (Cape Town) is currently
considering including transgender issues in undergraduate curriculum, 
developing CPD-accredited transgender health course and planning 
to use surgeons from transgender units abroad to train local 
surgeons.

•  Drs Alex Müller, Adele Marais, Kevin Adams, Elma de Vries, as well 
as Ron Addinall and others, lecture on transgender issues in the 
medical and health sciences (e.g. School of Public Health and 
Family Medicine, Department of Surgery, Department of Psychiatry 
and Mental Health) and humanities (e.g. Department of Social 
Development) at the University of Cape Town (UCT) and include 
trans* health issues in curricula. Dr Adele Marais encourages students 
to research trans* health.

TRADITIONAL HEALTH 
PRACTITIONERS (THPS) NEED 

TO BE ENGAGED IN HEALTH 
DISCUSSIONS AS THEY ARE 
WELL-PLACED TO PROVIDE 

KNOWLEDGE ON HOW TO 
ADDRESS THE NEEDS OF 
TRANSGENDER PEOPLE  

FROM AN INDIGENOUS 
CULTURAL PERSPECTIVE

•  S.H.E engages extensively in research and public sensitisation
regarding the public health systems in Eastern Cape, traditional 
practices, HIV and the impact on trans* women’s lives. t

MORE SAFE SPACES NEED 
TO BE PROVIDED WHERE 

TRANSGENDER PEOPLE CAN 
EXCHANGE KNOWLEDGE AND 

ACCESS INFORMATION

•  Support groups and social outreach for trans* and intersex people
offered by the following organisations and groups:
– SHE (East London and surrounding areas),
– TIA (Pretoria, Johannesburg, Mpumalanga, North West Province),
– SWEAT and Sisonke (Sistaazhood group for transgender women

sex workers, Cape Town),
– Triangle Project (Cape Town) and
– Ctrl Alt Gender (Gauteng). 

•  Parents of trans* children networking informally to support each
other, based in Cape Town.

•  SOFFA sessions (twice per year) at the Triangle Project 
support group.

•  PASSOP (People Against Suffering Oppression and Poverty) and 
Legal Resources Centre (LRC) offer assistance to LGBTI refugees.

PARENTS AND SCHOOLS  
NEED TO BE EMPOWERED ON 

HOW TO DEAL WITH THEIR 
TRANSGENDER CHILDREN

• TIA, S.H.E and GDX engaging with schools and Department of
Education; alerting media to bullying incidents.

•  GDX, GALA, Triangle Project, Gay & Lesbian Network 
(Pietermaritzburg) are part of the Transformation in Education 
Network (TEN) to address discrimination and bullying in schools and 
create LGBTI-inclusive school environments.

•  TIA engaged with District Department of Education in Pretoria to
provide support for transgender pupil who was abused at school by 
fellow learners and did not receive support from the school. This has 
led to the learner being allocated to a new school, his gender identity 
being recognised by the school and TIA being chosen as service 
provider by District Department of Education to provide sensitisation 
and training for teachers in future.
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2011  
RECOMMENDATION

2014  
PROGRESS MADE AND AREAS FOR IMPROVEMENT

PARENTS  
AND SCHOOLS  

NEED TO BE  
EMPOWERED  

ON HOW TO  
DEAL WITH  

THEIR  
TRANSGENDER  

CHILDREN

•  A few social services and healthcare practitioners (e.g. Ronald 
Addinall, Dr Simon Pickstone-Taylor and GSH Transgender Unit) are 
engaging with schools, parents, children and Department  
of Education, playing advocacy, educational, supportive  
and facilitating roles.

•  Best practice model for social transition at school developed by
Ronald Addinall (clinical social worker, University of Cape Town).

•  Study by Inez Saunders on experiences of trans* adolescents, with
recommendations to schools, parents and professionals.

•  Trans* and intersex organisations engage with Department of 
Education on issuing of matric certificates in individuals’ preferred 
names/gender.

STIGMA THAT  
TRANSGENDER  

PEOPLE  FACE  
AND ISSUES  

SUCH AS RAPE AND  
SEXUAL VIOLENCE,  

SEX WORK,  
HOMELESSNESS, 

UNEMPLOYMENT,  
AND VULNERABILITY  

TO HIV INFECTION  
NEED TO FURTHER  

BE EXPLORED  
AND ADDRESSED;  

AND RELEVANT  
STAKEHOLDERS  

SUCH AS  
GOVERNMENT AND  

RELIGIOUS GROUPS  
NEED TO BE BROUGHT  

TO THE TABLE  
TO DISCUSS WAYS  

OF REMOVING  
STIGMA AND  

DISCRIMINATION  
IN SOCIETY 

•  GDX, TIA and S.H.E use workshops, talks, training material,
guidelines, meetings, press releases and legal assistance to sensitise 
police, employers, educational institutions, hospitals, government 
departments and the public.

•  Recommendations developed for government and shelters to
ensure trans* inclusive policies and practices at shelters, but still 
need to be implemented. 

•  TIA continues to sensitise social workers and the Department of
Social Development so that they can better assist transgender 
persons, especially with cases of violence and family rejection.

•  Guide developed for employers on how to support transgender
 employees at work. 

•  Sistaazhood group for transgender women sex workers (SWEAT
and Sisonke, Cape Town) provides mutual support and mobilising for 
sex workers’ rights and decriminalisation of sex work.

•  S.H.E works on Transience Research Project to document violence
against trans* women.

•  GDX participated in the Department of Justice and Constitutional
Development’s LGBTI-forum dealing with LGBTI-targeted violence.

•  Triangle Project, SWEAT and GDX reached 120 South African Police
Service (SAPS) staff in 2013 in training workshops aimed at 
sensitisation and training on Standard Operating Procedures to 
ensure safety, human rights and dignity of trans* persons are 
respected.

•  GDX reached 33 and 13 SAPS officers in KwaZulu-Natal and Eastern
Cape respectively in 2014 during sensitisation and training on 
Standard Operating Procedures.

•  During a 2013 project, TIA and GDX reached a total of 50 service
providers (home-based care workers, nurses, police, counsellors and 
NGO staff) in the Northern Province, Mpumalanga and Limpopo in 
sensitisation workshops.

•  GDX reached a total of 17 SAPS and Department of Health service
providers in 2013 in the Matzikama municipal district (rural Western 
Cape) in sensitisation workshops.

•  Transgender persons included as one of the key populations at
higher risk of HIV exposure in the National Strategic Plan (NSP) on 
HIV, STIs and TB for the period 2012-2016 (SANAC 2011:6), which 
may help with recognising special trans* health needs, but also risks 
increasing stigmatisation. 

•  GDX engaged successfully with the JL Zwane Presbytarian Church
in Gugulethu in 2012 and 2013 to join collaborative efforts in 
inclusiveness for LGBTI congregants.

http://www.genderdynamix.org.za/wp-content/uploads/2013/08/GDX-Shelter-Report.pdf
http://www.genderdynamix.org.za/wp-content/uploads/2013/09/Transition-at-work-for-employers.pdf
http://www.genderdynamix.org.za/wp-content/uploads/2013/09/Transition-at-work-for-employers.pdf


2011  
RECOMMENDATION

2014  
PROGRESS MADE AND AREAS FOR IMPROVEMENT

SOUTH AFRICANS NEED 
TO START EMBARKING 

ON RESEARCH THAT 
SPECIFICALLY SPEAKS TO  

AND ADDRESSES THE  
HEALTH NEEDS AND 

SEXUALITY ISSUES OF 
TRANSGENDER PEOPLE  

IN THE COUNTRY 

•  Research on trans* and (to a lesser extent) intersex healthcare
access and sexualities in South Africa and other African countries is 
increasing, but we need to continue to encourage locally authored 
publications and develop local research capacity, especially among 
trans* and intersex people themselves. A few useful studies  
available online:
– Transgender access to sexual health services in South Africa:
Findings from a key informant survey (Stevens 2012). 
– Awareness and perceptions of health service providers regarding 
the transgender population in South Africa (Graves 2013). 
– KwaZulu Natal transgender and gender non-conforming needs
assessment report 2012 (Moloi 2013). 
– Becoming a transgender/intersex internal migrant in urban

Gauteng: Challenges and experiences of transition while seeking 
access to medical services (Husakouskaya 2013). 

– Proud & Healthy: An overview of community based needs
assessments on sexual health of LGBTIs in Southern Africa 
(Ricardo, Langen & Odumosu 2014). 

– Transgender and nonconforming health needs assessment in 
Lesotho (Ntsekhe 2014, available from Matrix Support Group).

•  Interns, students and other researchers requested by GDX to sign a
memorandum of understanding (MOU) and agree to make a copy of 
their research available on organisational website in return for GDX 
facilitating contact with potential research participants – a practice 
that contributes to making research open access and accessible to 
the public, and hopefully also increases accountability of researchers 
to their research participants.

•  During the recent Psychological Society of South Africa (PsySSA) 
conference, two research papers focused on transgender issues and 
five papers included transgender within LGBTI.

•  A number of presentations at the 2014 Trans* Health, Research and
Advocacy conference reported on local research dealing with 
trans* health issues, for instance exploring the healthcare needs 
of transsexual women (Douglas Newman-Valentine and Sinegugu 
Duma), knowledge and attitudes of undergraduate medical 
students regarding transgender issues and the need for transgender 
inclusion in the medical curriculum (Cara van Niekerk), psychosocial 
functioning of individuals pursuing sex reassignment surgery (Musa 
MaseTshaba), sexual identity and HIV vulnerability of transgender 
men (Olebogeng Nkoliswa), suggestions regarding an HIV research 
agenda for the trans* community (Brian Kanyemba) and healthcare 
access and other challenges of transgender people in the Matzikama 
area (Whitney Booysen).

ADDITIONAL ACHIEVEMENTS
A mandate to promote the depathologisation of gender diversity was received by GDX from a  
focus group that met in 2011 (pursuant to the 2010 pre-conference) and addressed issues relating  
to indigenous knowledge and the WPATH Standards of Care, DSM and ICD.

•  GDX subsequently participated in and contributed to WHO processes and activist forums addressing 
the proposed ICD-11 gender incongruence diagnoses. 

•  Participants of the 2nd Trans* Health, Advocacy and Research Conference issued the Cape Town 
Declaration on Gender Incongruence of Childhood (GIC) of Childhood (GIC), which formally requests 
WHO to remove existing and proposed diagnoses (GID and GIC) that pathologise gender diversity  
in childhood.
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http://www.genderdynamix.org.za/wp-content/uploads/2012/10/Transgender-access-to-sexual-health-services-in-South-Africa.pdf
http://www.genderdynamix.org.za/documents/awareness-and-perceptions-of-health-service-providers-regarding-the-transgender-population-in-south-africa/#more-1402
http://www.genderdynamix.org.za/wp-content/uploads/2014/05/Transgender-and-Gender-Non-Report.pdf
https://www.academia.edu/4389339/Becoming_a_transgender_intersex_internal_migrant_in_Urban_Gauteng_Challenges_and_Experiences_of_Transition_while_Seeking_Access_to_Medical_Services
http://www.coc.nl/wp-content/uploads/2014/08/Proud-Healthy-COC-2014.pdf
http://www.genderdynamix.org.za/wp-content/uploads/2013/05/Indigenous-Comments.pdf
http://www.wpath.org/uploaded_files/140/files/Cape Town Declaration_GIC proposal_original signatories.pdf
http://www.wpath.org/uploaded_files/140/files/Cape Town Declaration_GIC proposal_original signatories.pdf


TRANS* INDIVIDUALS AND COMMUNITY MEMBERS  
SHARE THEIR EXPERIENCES AND KNOWLEDGE

Many trans* individuals encounter challenges during their efforts to gain 
recognition for their gender identity and expression, or when they pursue  
gender affirming processes or transition (in whichever way this may be  
defined or expressed by a particular individual). 

Incidents of discrimination by educational facilities and healthcare providers, disputes  
and labour court cases related to unfair employment practices, or a confrontation with  
a particular media house, to name a few examples, may motivate or compel individuals  
to become activists.

Often trans* individuals struggle on their own without the support and back-up of 
organisations, but their personal actions and activism may eventually also benefit others.  
This was illustrated in a number of conference sessions where panellists shared their life 
journeys. The coordinating organisations wish to thank Ricky Nathanson, Leigh Davids, the 
Moodleys, Kaylyn Nel, Lance Scheepers, Tina West and others for sharing their personal 
stories with us, and would like to encourage trans* individuals who are not affiliated to  
specific organisations to think creatively and find innovative ways of taking up trans*  
activism. The YouTube video work of Mieke Botha is one example. 

In what follows, we highlight a few conference sessions where people shared their (often 
traumatic) experiences, the significant obstacles they were up against and their victories, 
small and large. We hope that by including their stories in this conference report, which  
will be publicly available, we will be able to sensitise a wider audience.

SHARING 
EXPERIENCES  
& KNOWLEDGE
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TRANSGENDER: HOW HEALTHCARE FAILS US
In a panel coordinated by Tina West, presenters gave testimony to a number  
of issues faced by trans* persons in South Africa.

KAYLYN NEL

Kaylyn spoke on struggles she had during her late transition, and her overwhelming lack  
of access to appropriate and affirming healthcare as she began her transition.

LANCE SCHEEPERS 

Lance followed up on this in his own statement, where he shared a number of personal 
obstacles he faced during his transition – growing up in a conservative family and school 
environment, he had no one to assist him with his own gender identity struggles. 

This lack of support continued into his later life, as his partner grappled with the changing 
nature of their relationship into a straight/heterosexual partnership, and also with the 
physical and emotional changes that Lance was going to face beginning T. He ultimately 
chose to end this seven-year relationship, as there was no professional help to assist with 
the increasing issues he and his partner faced. (continued overleaf)
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Lance had similar issues with his family, who did not understand when he came out to them 
and would not support him, and he could not find or provide resources or support for them  
to assist them with what he was going through. Scheepers ultimately said that the available 
medical and mental health services failed him and have continued to fail trans* persons.

He called for more to be done to meet basic needs, such as widespread education, support 
for families and spouses, earlier recognition of trans* children, and more psychological 
assistance and counselling for trans* individuals and community members.

THE MOODLEY FAMILY

Therona, Mitch and Suranderan Moodley were able to extend the discussion on the 
needs of trans* youth by detailing their own experiences with Mitch, who began his  
journey 18 years ago when he told his mother that he was not a girl, but a boy. 

Therona told of the discrimination faced by Mitch at his schools, which caused him to move  
to various cities and many different education facilities even before he was 16 years of age. 
From being bullied, to having principals force him to wear female uniforms, to Mitch’s own 
struggles with binding that caused him to have huge blood clots in his chest, trying to find 
support and appropriate healthcare for their son was an ordeal that only got more  
challenging with each step. 

Mitch’s repeated suicide attempts, resulting from the discriminatory treatment and lack  
of adequate healthcare to assist with his transition, was the traumatic tipping point for the 
family: They managed to find an appointment with a state psychologist in Pretoria, but the 
staff were rude, unhelpful, and only created more barriers for Mitch and his family. 
Eventually they did find a superb endocrinologist, and Mitch was able to get a mastectomy 
and total hysterectomy, but medical aid would not cover the procedure and the post-
mastectomy recovery was extremely painful. Through all of this, Therona has come to the 
conclusion that hospitals must be trained to better help individuals, that hormone 
replacement therapy should be much more affordable, and that more support groups 
should be available that are easily accessible for trans* persons and their families. 

“I pray every day that medical aids will change, that we will all be treated with 
dignity… I love my child with all my heart, and would move mountains to see  
him live the life of a normal young man.”

Mitch echoed his mother’s reflections when he shared his story, mentioning that as  
he grew he became increasingly horrified by what he saw in the mirror. His personal 
struggles, compounded by the discrimination he experienced in many of his schools, 
caused him to try to take his life multiple times until he was able to find one school that 
accepted him, allowing him to wear the right uniform, and when he was able to access 
suitable medical care to support him in his transition. Though he was excited about his top 
surgery, subsequent complications led to significant chest scarring, and while he is thrilled 
to have the freedom of wearing a t-shirt without strapping down breasts, the expenses 
blocking him from pursuing bottom (genital reconstructive) surgery affect him every day. 

Mitch ended by remarking that, while it was unfortunate for him to be born into a society  
that discriminates, he was exceptionally fortunate to be born into a family that loves and 
supports him, something that many transgender youth do not have.



AZANIA MASEKO 

Azania (board member, GDX) continued the conversation by bringing up the 
 jarring emphasis most health professionals place on transsexual bodies, marginalising the 
mental health needs and socio-economic issues that most trans* persons face. Detailing 
her own process, the issue of reproductive rights for trans* persons and the lack of 
knowledge of most doctors, she said that healthcare workers need to nuance the way they 
define health and well-being in order to address all aspects of healthcare for transsexual 
people. As a 29-year-old transsexual woman, she struggles with categories: She argued 
that as we are all people, we are all born into this world to learn and to teach, and 
particularly as transgender people, we are in a role to assist others and pave new pathways.

“I do not aspire to be anybody, I am just as I am: I am Azania and I am a 
transsexual woman, proudly transsexual. I’ve worked too hard, I’ve come too far, 
and I’ve gone through too much to assign myself to any box, male, female or 
otherwise”.

TINA WEST

Tina, who also expressed her anger and dissatisfaction with healthcare standards and 
procedures in South Africa, closed the session with a discussion of her experiences at 
Steve Biko Hospital. Her story, one of little medical doctor knowledge, poor support, 
hospital intimidation, psychological gatekeeping and outdated methods, revealed the often 
violent and difficult processes that trans* persons come up against in their pursuit of 
appropriate medical and mental healthcare. 

She emphasised that Steve Biko was one of many hospitals that would deny gender-
affirming procedures or restrict theatre time, leaving the health practitioners who want to 
assist trans* persons to do so covertly. Linking back to the experiences shared by Nel, 
Scheepers, Maseko and the Moodleys, she called for hospitals and medical professionals to 
recognise the barriers they create to accessible care, and for practitioners to quit the 
marginalisation of mental health issues in favour of an approach identifying both physical 
and mental needs.
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FAILURES IN THE SYSTEM:
A JOURNEY FROM TRANSGENDER CHILD 
TO AT-RISK SEX WORKER IN SOUTH AFRICA

Leigh Davids and Robert Hamblin each shared details of their life stories in order 
to educate participants on the daily experiences and challenges that trans* people 
face, as well as encourage greater research into the impact of public systems on 
trans* persons and how to provide adequate social services to meet their needs.

LEIGH DAVIDS

Leigh Davids (Media Liaison Officer, Sisonke) detailed her experiences growing up on the 
Cape Flats, struggling with family members and her grandfather, a local Imam, as she fought 
for recognition as a girl despite her male body. At age 14, fighting against her family’s 
restrictions, she ran away from home. On this same day she became involved with a gang,  
was fed her first drugs and entered the sex trade. Two days after her 18th birthday, she  
went to prison for the first time. However, she found that prison offered a space for many
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transgender people to find their home. She continued working as a sex worker, ran her own 
brothel, and in doing so was able to create stability and confidence for herself, and found that 
no one was able to ill-treat, irritate or judge her. Unfortunately, when contrasted with her life 
outside, she realised that she could only be herself within the prison walls, so she created 
reasons to be arrested in order to return over and over. 

All of this changed in 2009 when Davids tested positive for HIV. Grappling with this led her  
to meet activists from Triangle Project and SWEAT, and while she did return to prison once 
more, meeting these people led to huge changes in her life: She met Robert Hamblin, who 
helped her realise that she enjoyed advocacy, prompting her to start advocating for herself 
and commence work with SWEAT. 

“I realised I could actually use my personal experiences with my clients  
(as a sex worker) and do something good with them. It has been a rough  
road and also a happy one, but I wouldn’t want that for any of my sisters.  
[Even with] our Constitution, our human rights are violated. Yet today  
I am proud to say that I am a transgender female sex worker advocate”.

ROBERT HAMBLIN

Robert Hamblin (artist, transgender activist, SWEAT volunteer, founding board member,  
GDX) linked to Davids’ story by sharing details about his time working with GDX. Building  
on his experiences growing up in a conservative Afrikaans community during apartheid,  
he wanted to help other transgender persons but found that he really could not provide 
assistance to some individuals coming through their doors. He describes cases of trans-
gender children who were refused their rights by schools, families and communities:  
One young transgender girl in particular had been abused by her headmaster and her  
brother for her gender expression, but she could not be placed in a shelter in town  
because female shelters would not accept her. In a second case that GDX became  
involved in, the organisation also received a letter from a ministerial official saying  
that South Africa did not have a place for children ‘like that’. Hamblin says:

“The organisation Sistaazhood runs a support group for adult  
transgender sex workers, which is where I met Leigh. There is a group  
of vibrant transgender women on the streets, sometimes they are  
proud, sometimes desperate. They find freedom on the streets and  
support one another”.

MORE STORIES FROM PRESENTERS AND PARTICIPANTS

A third panel presenter came forward to discuss the challenges they have faced raising  
a transgender child in South Africa. Discussing the discrimination endured by their child  
in the school system, among family members and within their community, the presenter 
stressed that more attention needs to be paid to the needs of transgender children and  
to educating people at all levels of society about gender expression and the human  
rights of transgender people. In particular, this presenter called for greater education  
on transgender issues in the medical community: Diversity in gender identity and  
expression is no illness, and children like theirs should in no way be pathologised. 
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These testimonials soon gave way to other stories shared by conference attendees:  
A South African attendee noted that transgender individuals are regarded as ‘venom’  
in the townships, and argued that as a transgender person they are not given the love  
that they need, with the result that they look for it somewhere else:

“This is why a lot of transgender persons end up on the streets doing sex work:  
It feels more like home to them than ‘home’ ever did. Transgender persons as  
well as sex workers are stigmatised. It would be valuable to set up sensitisation 
programmes in the townships. God created us all differently and unique. People 
look at me as if I want to lobby other children to become transgender. So I find 
 my home on the streets”.

From a second participant originally from Burundi: 

“As a foreigner living in the townships, I face a lot of discrimination. It is  
very difficult. You have no support, you feel very alone. So I started to be  
a sex worker but it was not a choice. When I stayed on the streets I always  
cried. When I came to South Africa, I never thought I would end up on  
the streets. Now I am with SWEAT, now I am home. But it’s not always easy”. 

Two participants from Uganda discussed the impact of the anti-homosexuality  
bill and their experiences as sex workers: 

“You will be kidnapped, beaten and blackmailed. I had a friend who was kidnapped 
and beaten, it is happening a lot. People pass through hell, you never know what 
happens tomorrow. I grew up thinking that I was a girl in a man’s body. At six I was 
beaten and raped. My parents divorced. I had to be a man and provide for the 
family, so I went into sex work at the age of 15. It’s very dangerous in Uganda. After 
the bill passed, I was rejected by my family. I went to school. I put up a business, 
but they banned everything. I had no family any more, I lost everything. The only 
thing I could think of was going back into sex work. But people send you 
threatening messages and I lost a lot of clients and friends. In Uganda they put 
your face in the news, so I had to look like a man (having a beard, muscles, etc.).  
It has been such a struggle”.  

“I am also a sex worker from Uganda. In 2007, a guy picked me up in the street  
and asked me whether I was a man or a woman. I said I was a transgender woman. 
He shot me. I had to go to the hospital. I could not stay in Uganda, because they 
would kill me. I came to South Africa and started sleeping on the streets. I was 
taken to SWEAT and now I feel good. SWEAT is like my family”.

As Hamblin reiterated, further research is imperative 
in order to understand transgender persons’ experiences,  

identify needs and provide more appropriate and more extensive  
access to health and social services.



TANGIBLE ALTERATIONS

While the psychosocial, healthcare and human rights concerns of transgender 
persons often take centre stage, there is a surprising lack of discussion of the 
actual physical, emotional and mental changes that transgender persons 
experience during gender affirming processes or transition.  

Lex Kirsten (co-founder, GDX) dedicated his talk to these 
tangible alterations, focusing on his own personal journey 
as a transgender man in South Africa and the founding of 
a transgender support group in Cape Town. Through this 
process he realised that while there was information 
available about changes happening to him, there was 
nothing to help him work through his internal experiences 
after starting testosterone (T): His senses have shifted, 
with a lowered interest in touching, lessened sense of 
smell and taste, increase in body temperature, and 
changes to his sweat and urine. He found that his abilities, 
skills, relationships, emotions and even his posture 
changed drastically, or went through a range of shifts as 
well, impacting on how he related to the world and others 
on a sensory level. While not a scientist, he does 
recognise that the introduction of T in his body affected 
the androgen receptors in his body and his brain, 
impacting his mind and responses in ways he could never 
have anticipated.

Kirsten’s presentation sparked an extensive discussion: Many participants questioned 
whether the changes Kirsten experienced could be considered biological or more 
sociological, particularly when it came to the changes Kirsten experienced in his social and 
conversational interactions. Participants were eager to learn more about the connection 
between biological changes and social structures impacting on transgender persons, to see 
how stereotypes of masculinity and femininity feed into the hormonal changes 
experienced, altering social responses, and vice versa.

Aside from that initial debate, the response to the workshop was overwhelming: Individuals 
were more than eager to share their own experiences of beginning to use hormones. A 
transwoman in the audience had noticed a reduction in upper body strength that she had 
not expected, while another participant expressed regret at the loss of beauty he had felt 
during his transition, as he had not been prepared for developing a harder masculine face 
instead of the “pretty boy-ness” he had anticipated as an early teen. Some people also 
expected T to create immediate changes, developing instant muscles, and had to struggle 
to recognise that while they were 100% female before they will never be ‘100% male’ in 
the way they had idealised. As one participant put it:

“This is my trans body that I need to love and embrace and make peace with”.

Importantly, most of the session attendees were extremely confused about sexual  
and reproductive cycles for transmen and transwomen. There was little knowledge  
about whether transwomen have the physical ability to have periods, and about the 
possibility of pregnancy for both transmen and transwomen: One participant related  
that their psychologist’s letter did not discuss reproductive rights or choices after 
beginning hormones. 

Questions about circumcision were also raised, and one participant shared that he knew of 
a young person who had to go to the mountain, but instead went to a sangoma who saw 
individuals separately. The participants agreed, with sadness, that while many of the 
changes are wonderful, not all of them are good, and each person has to make peace with 
their losses as they transition. However, they also agreed that there is not nearly enough 
information about transgender health, particularly regarding internal and personal shifts, 
and as trans* persons we need to share as much information with each other as possible.
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Androgens  
are hormones  

(such as testosterone)  
that are important for  

normal male sexual 
development  

before birth and  
during puberty. 

Androgen receptors  
allow the body to  

respond appropriately  
to these hormones”

National Library  
of Medicine,  

(emphases added). 

http://ghr.nlm.nih.gov/gene/AR
http://ghr.nlm.nih.gov/gene/AR


BARRIERS, INEQUALITIES AND DISCRIMINATION

Trans* organisations and activists drew attention to various social, economic, 
legislative and other structural and systemic barriers that impact on trans* 
people’s access to healthcare.

Their presentations, among others, addressed the general lack of access to trans* friendly 
and gender affirming healthcare in African countries (e.g. Botswana, Egypt, Lesotho, South 
Africa, Zambia); the more severe lack of access to sexual health, gender affirmation and 
general healthcare services experienced by black transgender women/persons in South 
Africa due to intersectionalities of socio-economic class, geographical location, ‘race’, 
language and gender; challenges and discrimination experienced by transgender people 
in different areas and provinces of South Africa (e.g. Eastern Cape, Gauteng, Limpopo, 
Mpumalanga, North-West Province and Western Cape); cisnormative erasure of trans* 
citizenship and rights in  
South African health, legislative and other 
frameworks; the position of trans* people 
in South African prisons; and the situation 
of trans* people in Serbia.

TAMPOSE MOTHOPENG 
 & LIEKETSO KOKOME

Tampose Mothopeng (director, Matrix 
Support Group, Lesotho) and Lieketso 
Kokome (transgender activist, Matrix 
Support Group) reported that in Lesotho 
there is little access to hormones and 
surgery, so many transgender and gender 
non-conforming (GNC) persons have to 
come to South Africa. This process of 
going back and forth between countries 
can take a year or more, so most 
transgender persons are simply unable to 
access the healthcare they need. While the 
trans* rights movement in Lesotho was 
only initiated in 2013, there is hope that 
this situation will change, but both 
Mothopeng and Kokome asserted that this 
shift must happen quickly as there are no 
mental healthcare providers assisting 
transgender persons in Lesotho, and the 
present suicide rate is extremely high.

SKIPPER MOGAPI

Skipper Mogapi (director, Rainbow Identity 
Association, Gaborone, Botswana) 
addressed trans* and intersex rights in 
Botswana, indicating that their country  
also experiences lack of trans*-friendly 
healthcare services and information.  
While transsexuality is not considered  
a disease in Botswana (a significantly 
positive outlook), this generally means that 
as a transgender person you are not able to 
get a hysterectomy for example, as such
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BEING TRANS IN EGYPT
Kholoud Didak (Activist and  

freelance consultant focussing on 
LGBTIQ struggles in the Middle East 

and North Africa (MENA) region)

“Egyptian society is by default very 
conservative, patriarchal, Islamic.  
It does not tolerate differences – 

being out of the mainstream means 
being an outcast. For transgender 
women, it means your life is really, 

really hard. With regards to the law in 
Egypt – there is no specific law on 

being transgender or homosexual per 
se but there is a 1961 penal code 

affecting male homosexuality and 
conduct in Egypt (No. 10:1961). 

Transgender persons get traced 
through a community policing system 
involving neighbours or internet, etc. 

A person can be arrested for 
debauchery or prostitution, with a 
sentence of up to 12 years. These 

sentences are often longer than what 
the 1961 penal code prescribes, and 

similarly people end up paying larger 
fines than what the law actually 

states. Transgender inmates risk rape, 
beatings and abuse in prison.  

There is no access to any sort of 
medical support for transgender 

persons in Egypt. 
Your only chance on a gender 

reassignment surgical procedure 
would be by being diagnosed with a 

gender identity disorder by 
psychologist. This happened at a 

government hospital, which resulted 
in the patient being mutilated."
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operations are only available to ill individuals. Furthermore, while the state did cover two 
genital reconstructive surgeries for intersex persons, these surgeries were botched and  
the hospital is now being taken to court.

CHARLWE MWANSA

Charlwe Mwansa (advocacy and policy officer, Friends of Rainka, Zambia) reported about  
the situation in Zambia, where the impact of visible discrimination when accessing 
healthcare leads trans* persons to access black market healthcare systems out of a 
desperation to transition. Maasai medications include hip boosters and penis boosters. 
Ordering drugs off the Internet can potentially be very harmful and may cause organ 
damage or disfigurement. Above all, trans individuals end up receiving no medical advice  
or psychosocial support during transition.

LEIGH ANN VAN DER MERWE

Leigh Ann van der Merwe (coordinator, S.H.E) looked at general public health services 
available to transgender persons in the Eastern Cape. Taking into account the continued 
disparities experienced in post-apartheid South Africa, she found that even within the 
transgender community black transgender women experience significantly less access to 
educational, medical, surgical, and psychosocial supports and services. Coupled to this is a 
general lack of adequate healthcare in the Eastern Cape: Service provision in the majority 
of cities is extremely poor and even worse in rural areas, so when government officials are 
approached by transgender advocates, the response is usually apathetic. 

Van der Merwe said that these gaps provide strategic opportunities for advocacy. S.H.E is a 
women’s sector member of the South African National AIDS Council (SANAC), while the 
Amanitare Sexual Rights Network looks at the connections between violence against 
women and HIV, so both organisations are well poised to advocate for new contraceptive 
policies that incorporate LGBTI issues. Organisations should also build on the 2010 South 
African Shadow Report on the Implementation of the Convention on the Elimination of All 
Forms of Discrimination against Women (CEDAW), which included violence against 
transgender women as part of their inquiry, as well as look to initiatives such as the 
Transilience Project by S.H.E, which has also been collecting data on violence against 
transgender women. Using these resources in a collective and concerted effort to address 
the needs of transgender women, particularly black transgender women, can help pave the 
way for better service provision in the Eastern Cape.

NTHABISENG MOKOENA

Nthabiseng Mokoena (advocacy coordinator, TIA) discussed the healthcare needs of black 
transgender persons in rural areas and townships in South Africa. TIA’s research into this 
issue, which is part of their organisational mandate, seeks to answer three questions about 
the lived realities of black transgender persons in South Africa:

•  What are the barriers for transgender persons in rural areas to accessing information 
and HIV/sexual health services?

•  What is the impact of clustering transgender women under Men who have 
Sex with Men (MSM)?

•  Could inclusion of transgender men under MSM data be effective?

So far TIA has identified a number of barriers impacting on the understanding of 
transgender health and transgender persons’ access to health services: The word 
‘transgender’ is not widely used or understood, access to education is low and 
unemployment high, and it is highly unlikely for individuals to find employment because  
the gender marker on their ID book does not correspond with their gender expression. 
Mokoena also pointed to the tendency for researchers to include transgender women 
within MSM research, which invisibilises their needs: Transgender women and MSM are  
two separate populations, and by including transgender women in this grouping  
specific safer sex information critical to transgender women’s needs often goes  
unspoken or uninvestigated.

Mokoena noted that similar barriers exist with access to health services, particularly  
regarding local primary healthcare clinics. Most of the people TIA has spoken with cannot

http://www2.ohchr.org/english/bodies/cedaw/docs/ngos/Joint_NGO_Report_for_the_session_SouthAfrica.pdf
http://www2.ohchr.org/english/bodies/cedaw/docs/ngos/Joint_NGO_Report_for_the_session_SouthAfrica.pdf
http://transgenderintersexafrica.org.za/?p=272
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afford private healthcare or they have difficulty getting necessary medicines due to 
transphobia within the medical environment. These barriers further complicate the access 
to sexual health information needed by many of TIA’s transgender constituents: Many have 
no access to lube and certain sexual preferences are stigmatised, complicating the ability 
for individuals to negotiate safer sex practices. Mokoena stated that activists and advocates 
must demand improvements in access to information extending beyond guidelines (as 
these are often not adopted by primary service providers) and called for conference 
members to put pressure on the Department of Health to provide services, educate 
individuals about condoms and water-based lube, and specifically research HIV prevalence 
within the transgender community. 

Participants responded to Mokoena’s recommendations by suggesting that advocates work 
more directly with traditional healers to educate communities. Transgender persons in 
some communities are associated with witchcraft, and while many sangomas are accepting 
of gender diversity and sexual preferences, it is more often traditional or religious leaders 
who see transgender persons as an issue. Working with traditional healers would be a 
helpful starting point to change these perspectives. The session members also called for 
further collaboration between community organisations, government and academic 
institutions in order to produce informed community-based research.

BUSISIWE DEYI 

In her presentation, Busisiwe Deyi (research coordinator, GDX) explored why transgender 
experiences have been circumscribed through normative frameworks, and how it is 
possible to move out of these structures. Because of a lack of information in health 
curricula about transgender health issues, this ‘informational erasure’ promotes an 
‘institutional erasure’ that leaves the needs of trans* persons outside the scope of general 
health practice, even though the rights of transgender people are enshrined in the 
Constitution of South Africa. Leading from this erasure, and by addressing what we mean 
when we look at present uses of ‘everyone’ and ‘transgender’ in legislation, health protocols 
and shelter systems, Deyi argued that South Africa still relied on a cisnormative perspective 
of gender: She specifically pointed to documents such as the National Strategic Plan on 
HIV, STIs and TB, which mention gender diversity but in practice rely on biological 
understandings of gender that have been reapplied to transgender persons. She asked 
whether or not it was possible to start looking at our policies and legislation through a 
critical lens in order to call out privilege, clarify dimensionalities between sexual orientation 
and gender identity, rearticulate distinctions between invisibility and erasure, and think of 
new citizenship models that redress how we understand equality and redefine what 
‘everyone’ in the Constitution actually looks like. By looking at South African and foreign 
case law, she also questioned if the presence of a third gender marker could help us break 
away from biological tests and a conflation of sex and gender, ultimately creating new 
norms by which to structure public policy in South Africa.

GLENTON MATTHYSE

The question concerning what it means to be ‘everyone’ in South Africa, and where 
individuals fit into these systems, was extended in Glenton Matthyse’s (Gender Equity Unit, 
University of the Western Cape) case research on the South African Constitution, General 
Law Amendment Act of 1996 and Correctional Services Act of 1998. Matthyse noted that 
transgender women were often placed with men, and transgender men with women, in 
correctional services, which left trans* persons in prisons extremely vulnerable. Matthyse 
said that incarceration should be safe and secure, provide for the rights of specific 
populations in prisons, and run according to human rights standards such as those outlined 
in the International Covenant on Civil and Political Rights and United Nations Standard 
Minimum Rules for Treatment of Prisoners. Yet these standards are often ignored due to a 
lack of resources, poor prison management, poor lock-up procedures, minimal staffing and 
incorrect classification of inmates, among other ineffectual corrections policies. 

Complicating these existing issues are other questions concerning the politics of 
transgenderism, including:

•  Should transgenderism be pathologised; is a medical approach to gender identity helpful 
or harmful? There are many problems with pathologising transgender and gender non-

http://www.sanac.org.za/nsp/the-national-strategic-plan
http://www.sanac.org.za/nsp/the-national-strategic-plan
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conforming behaviours, and this route could promote further discrimination within  
prison systems.

•  Should there be separate correctional services for vulnerable groups? How do we define
masculinity and femininity?

Matthyse also noted that incarcerated transgender persons are prevented from accessing 
medical services in order to affirm their gender – a denial of rights that indicates the high 
levels of ignorance and intolerance on transgender issues in the correctional system. 
Participants at the session enquired how people are searched in the prisons and by whom,  
and pressed for further information on explicit cases of transphobic abuses in prisons.

KRISTIAN RANĐJELOVIĆ  

The presentations of Kristian Ranđjelović (Gayten-LGBT, Belgrade, Serbia) made it 
possible to discern interesting parallels between trans* experiences in Serbia and on our 
own continent. In his first workshop, his testimony, he shared his own experiences as a 
transman, working as a programme coordinator developing programmes for trans* persons 
in the region, 

CHALLENGES OF TRANSGENDER PEOPLE  
IN THE MATZIKAMA AREA, WESTERN CAPE
“I felt that I needed to take the information I learned at  

Gender DynamiX back home where I come from: the Matzikama area.”

Whitney Quanita Booysen (outreach coordinator, GDX) reported on the situation of 
transgender people in the Matzikama area, which is located on the West Coast of the 
Western Cape province (South Africa). In this area, people are very conservative and 
religious, and transgender persons are very isolated and most are closeted (not open  
about being transgender).

I have lived there for more than 25 years, even though I was open about my gender 
identity. Most of us, however, do not have the courage to come out. 

There is a lack of information and support, and no transgender-specific resources. 
People in the area started to understand what it means to be lesbian or gay, but the 
term ‘transgender’ is still unknown. The church preaches that “what those people do, 
is wrong”, referring to transgender persons. In each town or village, there are at least 
five or more transgender persons. They more often self-identify as gay or lesbian, 
because they don't know what it is to be a transgender person. The Matzikama area 
is very rural, people live off agricultural businesses, so persons from other towns and 
provinces come there to find work or go to college there (the area has three high 
schools). Gays or lesbians do not (necessarily) have body issues, because it is about 
sexual preference, not about being uncomfortable with their own bodies. HIV/AIDS 
programmes are also mostly solely based on the male/female dichotomy.
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and discussed how Serbia’s particular status outside of the European Union (EU) and their 
legislation regarding the provision of civil services make it hard to standardise human rights 
legislation and policies regarding gender diversity in the country. Added to this are religious 
Tchallenges, as the Orthodox Church in Serbia will only recognise transgender persons as 
part of the community if they are heterosexual. Ranđjelović’s second presentation dealt 
with his experiences as a transgender activist in Serbia. Continuing the focus on the 
building of activism and provision of healthcare services related to gender identity and 
expression in Serbia, he noted that changes to existing legislation are particularly slow-
moving. While the law does not discriminate on the basis of bodily appearance, this does 
not speak directly to gender identity and expression, and to take any discrimination or hate 
crimes case to court in Serbia usually takes between three to five years. The judicial and 
legislative systems in Serbia are notoriously slow, complicating strategies for advocacy: 
While there have been rumours about a new Serbian health insurance bill, covering close  
to 65 percent of many gender-affirming procedures, it has already taken two years of 
struggle to even get to this preliminary point. Again, the need for global solidarities on 
transgender issues is imperative to push governments towards progressive and inclusive 
legislative change.

There are several challenges for transgender persons in the Matzikama area. Safety 
in particular is a huge issue. Coming out to families, but also in the workplace and 
education system, is a problem; often it is better to stay closeted because there is no 
support. Use of toilets that correspond to their gender identity is a daily problem for 
transgender women who appear very masculine. People will question you about why 
you are going to the ladies’ room. Transgender women are often refused the use of 
female toilets even though they would wear skirts and jewellery, for example. The 
only place in the Western Cape where you can have gender reassignment surgery 
and related therapies, is Groote Schuur Hospital. Yet in your identity book you are 
still the ‘wrong’ gender. Challenges relate to acceptance from the family, community  
and sometimes transgender persons do not accept themselves. In addition,  
telling your partner about your gender identity is putting yourself in danger,  
so dating is a challenge as well. 

Healthcare providers don’t know that there is a difference between the groups that 
are included in the term LGBTI. How do you treat persons with a transgender body? 
Confidentiality is a problem in healthcare settings. How do you fill out forms? The 
police also needs this information, so they can better assist transgender individuals. 
We also need research into how to be transgender 
 and religious at the same time.
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RESEARCH, TRAINING AND SERVICES

The contributions of healthcare professionals and researchers dealt with the 
ethics of health research with trans* communities, inclusion of trans* health 
issues in medical curricula, the basics of transgender healthcare provision, 
instruction on gender affirming surgical methods, the roles of mental health 
professionals in transgender health and an update on the Transgender Unit  
at Groote Schuur Hospital (Cape Town). In what follows, we briefly look at  
a few of their presentations.

RESEARCH ETHICS IN HEALTH STUDIES  
WITH THE TRANS* COMMUNITY 

During a three-hour workshop, Dr Mzikazi Nduna (Associate Professor, Department  
of Psychology, University of the Witwatersrand, former board member, GDX) guided 
researchers, health professionals, members of the transgender community and activists  
in a session on research ethics, qualitative research methodology and transgender issues. 
The session aimed to build research capacities for transgender research in Southern Africa, 
countering the trend for such research to be conducted by visiting academics with 
overseas funding. Together with session participants, a set of key research terms  
were developed:

•  Guidelines  •  Integrity

•  Principles  •  Protection

•  Responsibility  •  Respect

•  Obligation  •  Value

Dr Nduna noted: “The relevance of ethics of research is not limited to researchers, but is an 
integral part of the research process for all involved: Participants, funders, people who use  
the research and institutions”.

As research can often be unpredictable, Dr Nduna mentioned that we needed to be mindful 
when working with vulnerable groups – e.g. members of the transgender community – and 
ensure that both the researcher and participants are sufficiently protected from harm 
during and after the research process. Workshop participants brainstormed different 
challenges that could arise during ethical clearance processes, as well as outside challenges 
such as NGO–university partnerships or trust issues between institutions that could 
hamper research proceedings. Dr Nduna also asked participants to consider questions on 
empowerment, thinking about how researchers could help empower the communities in 
which they conduct research, or what ‘empowerment’ really meant in a research context. 

The session closed with future considerations for workshops on research ethics: 
Participants asked for further training on data analysis and research capacity building when 
working with transgender persons, and a group contact list was drafted in order to 
establish a support network for researchers and transgender constituents. A step-by-step 
manual on ethics clearance procedures for transgender-focused projects would also be 
drafted, to be released later in 2014-2015.

MEDICAL CURRICULA AND THE INCLUSION OF TRANS* HEALTH

Throughout the conference, concerns were raised regarding health professionals’ lack of 
education in transgender issues (see also the section on sexual and reproductive health 
services). This was especially evident in presentations that looked at gaps in existing 
medical curricula and shortcomings in the student environment. 

TRANS*  
AFFIRMATIVE  
HEALTHCARE 
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DR ALEX MÜLLER

In 2012, Dr Alex Müller (postdoctoral research fellow, Public Health and Family Medicine, 
UCT) spearheaded an online survey that asked Health Sciences academics about LGBT 
health teaching at the University of Cape Town’s (UCT) Medical School. Responses from 93 
respondents showed that only five preclinical and clinical MBChB courses had any LGBTI 
content. Moreover, aspects related to adolescence, mental health, safer sex and drug use 
were not covered at all. Transitioning and surgery were covered to some extent, but only in 
first-year human biology, and in some paediatric, family medicine and psychiatry courses.

A particular point of discussion raised concerned the number of transgender people who 
were being trained in medicine: Are there practitioners who can provide services for us, by 
us? Participants and Dr Müller noted that many students in medical school do not come 
out, as they are usually between the ages of 18 to 24 and find themselves in conservative 
schools, with limited access to resources and experiencing extreme social pressures. One 
participant noted that no medical student had ever approached the Groote Schuur Hospital 
clinic for support, and while UCT has one LGBT room on the main campus, the medical 
campus has none. Dr Müller also mentioned that students, when provided an opportunity 
to ask questions of a transgender person in class, often did engage, but this opportunity is 
minimal. She also emphasised that most students only really learn what is assessed and 
base their effort on materials and practice, so having open discussions, presentations, and 
practice sessions working with transgender persons is imperative towards changing the 
approaches of future general practitioners.

CARA VAN NIEKERK

Cara van Niekerk (medical student, UCT) reported on a study she conducted in 2012,  
which explored student attitudes on transgender issues and seemed to confirm the above 
observations. She found that of the 119 student participants, close to 80 percent were able  
to define transgender in their own words, but many of the other terms they knew were 
homophobic or hateful slurs. In an encouraging turn, most the participants said they would  
be comfortable working with a transgender colleague, and while 15 percent said they  
would be uncomfortable having a transgender patient, 14 percent of those surveyed  
said that transgender health and gender-affirming procedures should be covered by the  
state. Significantly, 65 percent of the students said that transgender health should be in  
the curriculum, a finding that Van Niekerk hopes to follow up on by working with Dr Müller  
on further curriculum efforts and conducting a larger participant study. Session attendees  
also encouraged additional research into the relationship between religion, class and 
participant attitudes, as well as more qualitative interview components to dig deeper  
into existing prejudices.

BEST PRACTICES AND GUIDELINES  
FOR TRANSGENDER HEALTHCARE

Medical professionals presented best practices and guidelines for transgender healthcare 
provision by general practitioners (GPs) and health workers. A highlight of the conference  
was the introduction of two sets of transgender healthcare guidelines developed for 
implementation in South Africa, namely, a gender affirming therapy toolkit for use by  
GPs and a sexual and reproductive trans* health guide for health workers.

DR ANITA RADIX

Dr Anita Radix (Director of research and education, Callen-Lorde Community Health 
Center, New York) led two one-hour training workshops on providing affirming healthcare 
for transgender people. In her first workshop, Dr Radix outlined a number of best practices 
to be used when working with transgender patients, which included providing a welcoming

http://callen-lorde.org/
http://callen-lorde.org/
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space, developing trust and rapport, attending to pronouns and asking questions gently.  
Dr Radix stressed the importance of conducting initial assessments such as client history, 
physical and lab tests, while stating that healthcare practitioners also have to ask about  
the kind of support clients have, their legal concerns about gender marker changes, and if 
they have been binding or tucking and for how long. Dr Radix mentioned that most clients 
would never have surgery, and about one third would never use hormones. Creating a 
trans-welcoming office space is important: Radix encouraged clinical participants to have 
trans*-experienced staff and to provide visible signs such as forms with lots of gender 
options and information to cross-reference with records, a social history chart, buttons 
saying ‘pronouns matter’ worn by staff, as well as gender neutral toilets. 

Additionally, clinicians need to work with a pharmacy to prevent the outing of clients’ 
identities elsewhere, and consistently monitor office and staff performance to make 
improvements. In her second workshop, Dr Radix dealt with hormonal therapy at a more 
advanced level, among others addressing the adjustment of hormones for clients with 
concurrent medical issues. used when working with transgender patients, which included 
providing a welcoming space, developing trust and rapport, attending to pronouns and 
asking questions gently. Dr Radix stressed the importance of conducting initial 
assessments such as client history, physical and lab tests, while stating that healthcare 
practitioners also have to ask about the kind of support clients have, their legal concerns 
about gender marker changes, and if they have been binding or tucking and for how long.

Dr Radix mentioned that most clients would never have surgery, and about one third  
would never use hormones. Creating a trans-welcoming office space is important:  
Radix encouraged clinical participants to have trans*-experienced staff and to provide 
visible signs such as forms with lots of gender options and information to cross-reference 
with records, a social history chart, buttons saying ‘pronouns matter’ worn by staff, as well 
as gender neutral toilets. Additionally, clinicians need to work with a pharmacy to prevent 
the outing of clients’ identities elsewhere, and consistently monitor office and staff 
performance to make improvements. In her second workshop, Dr Radix dealt with 
hormonal therapy at a more advanced level, among others addressing the adjustment of 
hormones for clients with concurrent medical issues.

DRs ELMA DE VRIES & ARNAUD DE VILLIERS

Drs Elma de Vries (Family Medicine, University of Cape Town) and Arnaud de Villiers 
(community health medical professional; member of GSH multi-disciplinary transgender 
team) introduced a toolkit developed for general practitioners (GPs) working across  
South Africa, which offers information concerning informed consent, general practice 
guidelines for hormone transition therapy, a glossary of terms and a clinical management 
form to be used by GPs to better assist their patients. The guidelines are particularly  
useful as they take a step-by-step approach to trans* and gender non-conforming (GNC) 
healthcare, encourage depathologising language, demystify trans* therapy for practitioners 
and patients, and can assist people living in conservative or rural and isolated areas in  
South Africa who do not have access to trans* health resources like those available  
in Cape Town, Johannesburg or Pretoria. Drs De Vries and De Villiers noted that the 
introductory pamphlet has been made freely available on the GDX website for patients, 
health professionals and GPs to download. Health providers can obtain the detailed  
guidelines from Dr De Vries.

DR ALEX MÜLLER 

Dr Alex Müller (postdoctoral research fellow, Public Health and Family Medicine, UCT) 
launched a second set of practitioners’ guidelines, Sexual and reproductive health for 
transgender and gender non-conforming people: Guidelines for health care workers in 
primary care. Noting that healthcare workers are often at a loss when it comes to  
providing adequate and sensitive care, both generally and for trans* and GNC patients, 
these guidelines were rigorously developed in order to provide patients with sexual health

http://www.genderdynamix.org.za/wp-content/uploads/2014/05/GDX-GP-Guide-A-April-2014.pdf
http://www.genderdynamix.org.za/wp-content/uploads/2013/06/GDX-HCW-Bklt-for-Web.pdf
http://www.genderdynamix.org.za/wp-content/uploads/2013/06/GDX-HCW-Bklt-for-Web.pdf
http://www.genderdynamix.org.za/wp-content/uploads/2013/06/GDX-HCW-Bklt-for-Web.pdf
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advice ranging from the use of dental dams and the identification of health risks associated 
with binding and tucking, to giving advice and health management suggestions for post-
surgical patients. As there is little to no curriculum content or training in these areas for 
medical providers, these guidelines fill a major gap in primary health provision that until 
now has encouraged discrimination against and stigmatisation of trans* and GNC patients. 
The guidelines are available in two pamphlets, one aimed at healthcare workers and the 
other at trans* and GNC clients, and address basic communication skills, resources and 
information on physical exams, risk factors for infectious diseases, drug interactions, 
mental health and substance abuse, gender-affirming treatment, and sexual and domestic 
violence. The pamphlets can also be ordered by libraries and organisations through their 
ISBN numbers, so are readily accessible.

GENITAL RECONSTRUCTIVE SURGICAL METHODS

DRs KEVIN ADAMS & VLADIMIR KOJOVIC

Drs Kevin Adams (Groote Schuur Hospital, University of Cape Town) and Vladimir Kojovic 
(Belgrade Centre for Genital Reconstructive Surgery, Belgrade, Serbia) presented two 
surgery workshops accompanied by film screenings of surgical methods. The first was 
aimed at trans* women and focused on vaginoplasty procedures. The second workshop 
was aimed at trans* men and covered methods for metoidioplasty and phalloplasty; it 
included a short metoidioplasty film that had been made a few days earlier at Groote 
Schuur Hospital in Cape Town.

The first workshop for surgical professionals showcased the processes involved in a 
vaginoplasty by providing film clips, photos and a talkback session on the procedures.  
Each of the doctors discussed not only the surgical methods involved, but also the medical 
preparation required for the patient prior to and post-surgery as part of general care. The 
use of the penile anatomy, skin expansion and variations on the surgical process used by 
each surgeon were detailed and contrasted: Dr Adams and Dr Kojovic in particular detailed 
the difference between the penile inversion technique they use for a vaginoplasty and the 
older McIndoe procedure, which required long-term dilation and split skin grafts that have a 
higher chance of rejection at the surgical site. This technical discussion also included a 
detailed description and step-by-step breakdown of the removal of the penis, creation of 
the clitoris while retaining nerve sensation, and differences in method regarding the use of 
the penile skin in order to create vaginal depth.

Aside from the technical expertise and training offered by this session, this was also a rare 
opportunity for members of the trans* community to have their questions on gender-
affirming surgeries answered by experts. Drs Adams and Kojovic discussed surgical 
recovery and healing before having vaginal sex, emphasising that this would differ for each 
individual, but that they had to take responsibility for their vaginal health: It was completely 
up to them to decide whether they wanted to have sex three to four weeks or three 
months after the operation, but if they were experiencing pain or tearing during any sexual 
activity, it could mean that they were reinjuring themselves. As Dr Adams put it, “If you’ve 
just had a vaginoplasty that you’ve waited your whole life for, the last thing you want to do 
is ruin it or tear it”.

Operation costs were also a significant topic of discussion: When asked about Thailand,  
Dr Kojovic acknowledged that they were a high-volume centre, but cautioned that there 
have been many issues concerning pre-op care, surgical techniques such as the McIndoe 
and post-op follow-up that had left many patients dissatisfied with their surgery. Within 
South Africa, Dr Adams stated that a ballpark figure was ZAR 100 000 – 150 000 for a 
vaginoplasty, but individual quotes were usually given for each person, and that costs for 
time in the surgical theatre usually ran at ZAR 300 per minute. He remarked that there 
were significant differences between private and public access to these surgeries: If a 
patient was coming from outside South Africa, they would be treated as a private patient. 
However, if they were from inside South Africa, they would be billed at Groote Schuur 
Hospital (GSH) according to their income. He noted that the bar for this was low, for if 
someone was earning no income they could theoretically seek surgical attention for

http://www.genderdynamix.org.za/wp-content/uploads/2013/06/GDX-HCW-Bklt-for-Web.pdf
http://www.genderdynamix.org.za/wp-content/uploads/2013/05/GDX-Safer-Sex-Bklt-Eng.pdf
http://www.health.uct.ac.za/
http://www.genitalsurgerybelgrade.com/
http://www.gsh.co.za/
http://www.gsh.co.za/
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for minimal cost, but if an individual earned more than ZAR 4 000 a month, they would be 
treated as a private patient. This is compounded by the fact that GSH’s funding comes from 
the Western Cape provincial government, limiting its service to those living in the Western 
Cape province. As GSH is not a national referral centre, they cannot add people from 
Johannesburg or Durban to the GSH list, because they cannot claim back money from the 
province for such patients. Additionally, limited surgical theatre time is allowed for 
vaginoplasties and metoidioplasties (four surgeries a year), which means that his waiting 
list of 130 people translates into a waiting period of well over 25 years for a state-funded 
surgery at GSH. While a grim outlook, Dr Adams acknowledged that GSH is pushing for 
greater acknowledgment of trans-related health needs, and remains optimistic that as 
knowledge of trans* health issues expands these kinds of barriers can be reduced in time.  

A second surgical training session focused on two female-to-male (FTM) gender affirming 
procedures, namely metoidioplasty and phalloplasty. For a metoidioplasty, a patient’s own 
genital tissue is used by releasing the clitoris which then becomes a small penis, while for a 
phalloplasty extra-genital tissue is used to construct a larger penis, but without any 
sensation and lots of scarring. Dr Kojovic mentioned that these two procedures can also be 
combined if desired by the patient.

The doctors showed a training video of a metoidioplasty performed a few days earlier  
in Cape Town by Dr Kojovic, shot by a volunteer film team with voiceovers added by  
Dr Kojovic for further training and distribution. While the film was shown, Dr Kojovic 
detailed the steps involved in the metoidioplasty procedure: 

•  Beginning with the removal of the vagina and destruction of mucosa, the vaginal flap 
is left intact for urethral lengthening and covering.

•  The clitoris is then lengthened, or de-gloved, involving the dissection and division of
ligaments around the clitoris, after which the clitoris must be straightened. The length  
of the clitoris gained from this process is about four to nine centimetres. 

•  A urethra must then be constructed, which is the most difficult part of the procedure, 
requiring the use of all available tissues. The length gained from this process for the 
urethra is between eight to fourteen centimetres.

•  Mucosal tissue, such as tissue coming from the inside of the cheek, is then used to cover,
and new blood vessels grown into this graft. Surgeons must be careful to avoid and 
prevent blood clotting in order for this graft to survive. The labia minora flaps are then 
used to cover the rest of the exposed constructed organs. 

•  The last stage of the procedure is a scrotoplasty,or creation of the scrotum, where 
testicular implants can be used. The implants must be positioned exactly right, at which 
point the mons pubis is then constructed.

The metoidioplasty shown in the training video also detailed the cutting of the urethral 
plate in order to gain length, the taking of tissue from inside the mouth to cover up the 
urethra, and Dr Kojovic’s use of the vaginal flap to cover the first part of the urethra. Dr 
Kojovic also noted that the success rate of metoidioplasties is above 90 percent. However, 
this treatment is mainly available only to people whose clitoris is large enough for it to be 
reconstructed into a small penis.

SURGERY FILM
The metoidioplasty film was originally intended for use by GDX, TIA 

and S.H.E in workshops and as a surgical training tool internationally, 
but the film crew will also be using film clips from this project for  

a larger documentary on trans health issues globally. 

The film crew will be partnering with GDX to produce a film  
of a vaginoplasty, and future training tools for 2014-2015,  

pending project reviews.
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Dr Kojovic then discussed the second procedure, a (neo-)phalloplasty, which he  
described as being both cosmetic and functional, the latter referring to sexual  
functioning and voiding (urinating) in a standing position. While a phalloplasty allows  
for a larger penis, this is done at the expense of all sexual or erogenous sensation.  
The steps involved in this procedure include:

•  creation of a neophallus using a variety of skin flaps from different areas of the body,

•  followed by urethroplasty,

•  incorporation of the glans, and 

•  insertion of a penile prosthesis.

Dr Kojovic noted that this procedure could give rise to many complications, occurring 
anywhere from the tissue donor site to the new phallus, neo-urethra, and penile prosthesis. 
Just as with the metoidioplasty, in a phalloplasty the urethroplasty was the most difficult 
aspect of the procedure and all possible tissues are used to cover the urethral placement. 

During the question-and-answer session, attendees asked about the risks associated with 
phalloplasties. Dr Adams remarked that the South African government did not pay for 
penile implants, and inflatables cost close to ZAR 70 000. These can be risky, however, as 
when inflated the pressure exerted by the implants could cause tissue to die, leaving the 
implant open to infection. There are many side effects to an implant, but the biggest 
concern relates to the immunosuppressant drugs that clients will have to take for the rest 
of their life to stop their bodies from rejecting the implant. There has not been enough 
research into the effect of these drugs on an individual or on a foetus, and there is also the 
risk of multiple skin cancers affiliated with a penile implant. 

While many of the participants were interested in the pros and cons of both procedures,  
Dr Adams was emphatic about limiting the risk with both operations. He asserted that a 
metoidioplasty was a much safer procedure, even with the downside of having a small 
penis, and also looked more natural than a phalloplasty. Since a clitoris is closer to a penis 
than any other tissue, it is ideal for use in the creation of a penis and glans; it is better to 
replace ‘like with like’, rather than taking grafts from other parts of the body or using 
implants. Responding to a question about the possibility of exchanging genitals between 
trans* men and trans* women, he asserted that amputating and donating a penis was not a 
suitable option as it would be needed for constructing a vagina, and therefore would not be 
available for use in another person’s phalloplasty. 

Both doctors ended the session highlighting the need to fully educate patients about the 
potential risks of genital reconstructive surgery. They stressed that while they were 
experts, it was still impossible for any doctor to ensure guaranteed results. Instead, they 
work to give acceptable results, and to try and provide their patients with the best surgical 
care and technique.

Dr Kojovic then discussed the second procedure, a (neo-)phalloplasty, which he  
described as being both cosmetic and functional, the latter referring to sexual functioning  
and voiding (urinating) in a standing position. While a phalloplasty allows for a larger penis, 
this is done at the expense of all sexual or erogenous sensation. The steps involved in this 
procedure include:

•  creation of a neophallus using a variety of skin flaps from different areas of the body,

•  followed by urethroplasty,

•  incorporation of the glans, and 

•  insertion of a penile prosthesis.

Dr Kojovic noted that this procedure could give rise to many complications, occurring 
anywhere from the tissue donor site to the new phallus, neo-urethra, and penile prosthesis. 
Just as with the metoidioplasty, in a phalloplasty the urethroplasty was the most difficult 
aspect of the procedure and all possible tissues are used to cover the urethral placement. 

During the question-and-answer session, attendees asked about the risks associated with 
phalloplasties. Dr Adams remarked that the South African government did not pay for 
penile implants, and inflatables cost close to ZAR 70 000. These can be risky, however, as 
when inflated the pressure exerted by the implants could cause tissue to die, leaving the 
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implant open to infection. There are many side effects to an implant, but the biggest 
concern relates to the immunosuppressant drugs that clients will have to take for the rest 
of their lives to stop their bodies from rejecting the implant. There has not been enough 
research into the effect of these drugs on an individual or on a foetus, and there is also the 
risk of multiple skin cancers affiliated with a penile implant. 

While many of the participants were interested in the pros and cons of both procedures,  
Dr Adams was emphatic about limiting the risk with both operations. He asserted that a 
metoidioplasty was a much safer procedure, even with the downside of having a small 
penis, and also looked more natural than a phalloplasty. Since a clitoris is closer to a penis 
than any other tissue, it is ideal for use in the creation of a penis and glans; it is better to 
replace ‘like with like’, rather than taking grafts from other parts of the body or using 
implants. Responding to a question about the possibility of exchanging genitals between 
trans* men and trans* women, he asserted that amputating and donating a penis was not a 
suitable option as it would be needed for constructing a vagina, and therefore would not be 
available for use in another person’s phalloplasty. 

Both doctors ended the session highlighting the need to fully educate patients about the 
potential risks of genital reconstructive surgery. They stressed that while they were 
experts, it was still impossible for any doctor to ensure guaranteed results. Instead, they 
work to give acceptable results, and to try and provide their patients with the best surgical 
care and technique.

ROLES OF MENTAL HEALTH PROFESSIONALS

The roles played by mental health professionals (e.g. psychologists, psychiatrists, family 
therapists and clinical social workers) in the wellbeing of trans* people, their partners  
and families were addressed in a number of sessions, as well as the depathologisation  
of gender diversity in the World Health Organisation’s (WHO) International Classification  
of Diseases (ICD) and the American Psychiatric Association’s Diagnostic and Statistical 
Manual of Mental Disorders (DSM) (see also the section on trans* children, adolescents  
and youth).

ARLENE LEV

Building on the conference’s theme of access to medical and mental health services,  
Arlene Lev (social worker, family therapist and educator, Albany, New York) dedicated  
two workshops to the needs of trans* couples. Open-mindedness, good communication 
and ways of accessing community supports were key elements of the dialogue in the  
first workshop, which opened up an innovative and compassionate counselling space  
for trans* couples.

Lev’s second session was aimed at professionals working with trans* people and their 
families, and looked at the impact of transgender emergence on families and how to 
encourage and create supportive family spaces. She noted that there was a great deal  
of clinical and therapeutic silence on this issue, and while transgender and gender non-
conforming persons often experience familial ostracism, looking at trans* family issues  
was still an unrecognised area of family-systems therapy. In her experience, trans*  
people often came for help assuming that the health provider knew something  
about their problem, but this was often not the case.

She stressed that trans* people have families, and practitioners should more seriously 
consider that what’s good for the trans* person and their health will also help their families. 
Transgender emergence should be seen as part of a lifecycle, something normal and part of 
human development instead of as an aberration. In many adult intimate relationships there 
is a lack of information on transgender needs, fear and stigma between partners, blame, 
concern or isolation. This impacts on intimacy and prevents the development of a 
supportive partnership. But throughout such challenges these relationships remain  
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trans* people to silence themselves for fear of parental judgment, or trans* parents to wait 
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Lev encouraged practitioners to focus on strengthening these relationships and providing 
support through conversation, dialogue and extending support beyond the transitioning 
individual themselves. These conversations should occur without pressure if the 
transitioning individual is not ready, and should always be guided by the individual at hand. 
The emphasis should be on finding balance in all these relationships, through negotiation 
and caring counselling.

MUSA MASETSHABA 

In her presentation, Musa MaseTshaba (clinical psychologist, Gauteng provincial 
government), shared findings from her research on incomplete sex-reassignment surgery 
and psychosocial functioning. MaseTshaba advised that when trans* people are dealing 
with personal relationships during their transition, space 
should be allowed for people and family to be angry. She 
suggested that one should not try too hard to please or 
change people, but prioritise one’s own feelings and make 
peace with oneself first.

INGRID LYNCH & NIEL VICTOR  

In their session, Ingrid Lynch and Niel Victor introduced 
the Psychological Society of South Africa’s (PsySSA) 
Sexual and Gender Diversity Position Statement, which 
was issued in September 2013. It provides an affirmative 
framework for understanding the challenges that 
individuals face in societies that are patriarchal, 
heteronormative and that discriminate on the basis of 
sexuality and gender. The position statement is a step 
forward towards providing more comprehensive practice 
guidelines for professionals. 

Their presentation highlighted a reality that many persons who seek counselling deal with, 
namely, the fact that psychology has generally enforced gender and sexuality binaries. 
Those who do not fit these paradigms are marginalised. There is a pervasive assumption of 
sameness: Instead of understanding that people are diverse, psychology ‘tries to fit people 
in boxes’. This is a serious mental healthcare violation.

There is a trend of mental health professionals rendering pathologising treatment.  
For instance, anxiety and stress around unrelated life events (i.e. university exams, family 
problems) might be misinterpreted by the therapist as a trans* issue. LGBTI persons in  
general are less likely to access mental healthcare due to high levels of discrimination and  
at times direct violations of their human rights. When dealing with trans* and intersex 
clients, therapists should show empathy for their unique experience and recognise their 
resilience in a heteronormative society. Firstly, the therapist must be comfortable with their 
own sexuality and gender to avoid biases. They must actively take a positive view of  
clients’ lives.
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Those who  
experienced  

acceptance within  
themselves  

were more likely  
to perceive  
that others  

accepted them.

http://www.psyssa.com/documents/PsySSA_sexual_gender_position_statement.pdf


THE CLIENT’S RIGHT TO SELF-IDENTIFICATION  
AND SELF-DETERMINATION

The Psychological Society of South Africa (PsySSA) must recognise the  
historical context of harm that has been done in the past to individuals and  
groups by prejudice.

To respect human rights, they must commit to non-discrimination and subscribe to  
the notion of individual self-determination having the choice of self-disclosure.

•  PsySSA must acknowledge that being LGBTI is not inherently pathological, but there 
are potentially psychologically harmful effects of heteronormativity.

•  PsySSA must strive to understand intersecting factors such as gender, sexual 
orientation, biological variance, socioeconomic status, disability, HIV and AIDS, 
geographical differences, asylum-seeking, language, culture and spirituality.

•  PsySSA must understand the diversity and complexities of relationships.

•  PsysSSA must recognise different ways to have a family, including polyamorous 
relationships and sexually and gender diverse families, both within families of origin 
and families of choice.

•  PsySSA must caution against interventions aimed at changing sexual orientation or 
gender expression, and oppose the withholding of best practice gender affirming surgery 
and treatment and best practice transgender healthcare as outlined by WPATH.

•  PsySSA should encourage parents to look for alternatives to surgical intervention in the
case of intersex infants, unless for pertinent physical health reasons.

•  Therapists should disclose biases/religious beliefs, cultural backgrounds, knowledge
limitations, and if these interfere, refer the client to someone else. 

For the complete version of PsySSA’s Sexual and Gender Diversity Position Statement, see 
http://www.psyssa.com/documents/PsySSA_sexual_gender_position_statement.pdf. 
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CHRIS/TINE MCLACHLAN   

In their session, Chris/tine McLachlan (clinical psychologist, Edendale Hospital, 
Pietermaritzburg)  asked what role a psychologist can play in assisting trans* and gender 
non-conforming (GNC) persons and providing affirming therapy. Questioning whether or 
not psychologists were still useful, they noted that psychologists have changing roles, 
acting as clinicians and partners in the client’s journey, yet in many cases can take the 
position of a gatekeeper for further medical assistance. McLachlan emphasised that 
psychologists should use the same standards of care (SOC) for trans* clients as is done in 
general, and operate from principles of respect, a constitutional right to care, reducing 
distress, and providing appropriate care. When discussing care in particular, McLachlan 
illustrated to the conference participants that this should include many different elements: 
Assessment and diagnosis, psychotherapy and psycho-education, support groups, referrals, 
advocacy and policy shaping, and extending support to friends, families, couples, etc. 

http://www.psyssa.com/documents/PsySSA_sexual_gender_position_statement.pdf
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McLachlan also offered their own personal experiences working with clients in KwaZulu-
Natal as a framework to help other psychologists working with trans* people, emphasising 
processes of mapping personal resources, assessing challenges, understanding gender as a 
social construction, reinforcing cultural sensitivity and awareness, and taking an approach 
of ‘doing hope’, which entails addressing individual needs and helping clients to live free, 
promoting organisational change and seeking out group supports, and charting out new 
possibilities for inclusivity and 
sensitivity in South Africa.

RON ADDINALL  

Ron Addinall (clinical social worker 
and sexologist, University of Cape 
Town; volunteer clinician, Triangle 
Project) presented a retrospective 
description of Triangle Project’s 
transgender support group that has 
been running for eight years in Cape 
Town. This group is one of the only 
transgender support groups of its 
kind in South Africa, and over its 
existence they have held 76 group 
sessions reaching nearly 160 
participants, also offering sessions 
for significant others, family, friends 
and allies (SOFFAs) of the group 
members. The group is organised 
around the values of a safe 
nonpathologising space and respect 
for diversity and gender expression, 
while challenging idealised male and 
female stereotypes. It started off as 
support group sessions only, but has 
now branched off into different types 
of sessions: Every semester there are 
five sessions, which include three 
support sessions for transgender 
members, one guest speaker session 
for transgender members and 
SOFFAs, and one SOFFA session. 

Core issues addressed in the group 
centre on coming out to family, 
partners, friends and children, as well 
as coming out at work and school. Issues around sexuality, dating, disclosure, 
discrimination, healthcare access, and loving and valuing yourself are also frequently 
brought up in the sessions, along with questions of empowerment and advocacy as 
transgender men and women. Addinall noted that while this group has been a remarkable 
space for sharing stories and providing support for all the persons involved, challenges 
related to the size of the group, allowing as much participation as possible in order to get 
and offer support, and the limited physical space of the meeting venue, have created some 
obstacles. Addressing the realities of diversity in culture, ethnicity, age, gender identity and 
socio-economic situation has also at times created barriers that do not necessarily allow 
individuals to fully disclose or share openly in the group spaces. As the group moves 
forward, Addinall questioned whether or not the group should be split up according to main 
gender identity groupings and SOFFAs, and whether this would allow for more depth in 
addressing individual experiences and needs, though the support offered by the larger 
collective might be lost in the process.

CAPE TOWN DECLARATION 
REJECTING PATHOLOGISING 
ICD CHILDHOOD DIAGNOSIS 

We had intended to use the 3-hour 
workshop on ‘WHO, the International 
Classification of Diseases (ICD) and 
trans people: Towards a voice from 

Africa’ to create a working paper and 
submit it directly to the World Health 

Organisation (WHO) and World 
Professional Association for 

Transgender Health (WPATH). 

However, the session took longer  
than the time allocated and the  

draft had to be finalised after the 
conference. An unforeseen benefit 
was wider exposure for the Cape 

Cape Town Declaration on Gender 
Incongruence of Childhood (GIC), 
which formally requested WHO to 

‘discard the current Gender Identity 
Disorder of Childhood diagnosis and 

refrain from replacing it with any new 
pathologising diagnosis, including GIC’. 
This declaration was released on the 
WPATH website as a news release. 

http://www.wpath.org/uploaded_files/140/files/Cape Town Declaration_GIC proposal_original signatories.pdf
http://www.wpath.org/uploaded_files/140/files/Cape Town Declaration_GIC proposal_original signatories.pdf
http://tinyurl.com/pc3kght


30

TRANSGENDER UNIT, GROOTE SCHUUR HOSPITAL (GSH)

In a presentation addressing issues of medical and surgical access, Dr Adele Marais  
(clinical psychologist, University of Cape Town) discussed changes and updates made  
at Groote Schuur Hospital’s (GSH) transgender health clinic. As the only provider of 
transgender-specific healthcare in South Africa at a tertiary level, it has necessarily 
undergone many changes since its inception in 2009. Currently, the clinical team includes 
an adult psychiatrist, child and adolescent psychiatrist, clinical psychologist, 
endocrinologist, plastic surgeon, sexologist, social worker, gynaecologist, family physician 
and a representative from GDX. In the past five years the clinic has assisted more than 110 
clients, with their client base now expanding to three to four new clients every month that 
are referred for hormonal therapy. The GSH team uses the WPATH Standards of Care, 
Version 7 (SOC 7), as well as informed consent models, in order to assist clients for 
hormonal and surgical referrals. 

Dr Marais emphasised that this is all done within a depathologisation framework, which  
aims to create access rather than act as gatekeepers to medical care. While the clinic has  
been successful, Marais stressed that the limited primary and secondary services available t 
o transgender persons in South Africa has meant that they accept referrals at all levels, and 
many of their clients must travel to them from all over the country at significant expense.  
Due to this, the GSH team now works to support health practitioners in other sectors and 
regions of South Africa, as well as promotes inclusion of transgender issues in medical and 
mental health education and training curricula.

http://www.samj.org.za/index.php/samj/article/view/8392
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SEXUAL AND 
REPRODUCTIVE  
RIGHTS (SRHR)

FACTORS CAUSING SEXUAL RISK BEHAVIOURS  
AMONG TRANS WOMEN AND MSM IN ZAMBIA

•  Criminalisation: Imprisonment of same-
sex consenting adults (minimum prison 
sentence 15 years).

•  Cultural divide: Heteronormative
assumption – allowed for ostracism, 
evictions, dismissal from jobs, often 
leading to no legal remedy for victims.

•  Cultural incompetence: Inability to

interact effectively with people from 
other backgrounds, different sexual 
orientations and gender identities. 

•  Citizenship: Failure to pursue
citizenship because it does not recognise 
sexual orientation and gender identity. 
Most sexual minorities feel outcast from 
society and/or second-class citizens.

SRHR FOR TRANS* PEOPLE
Sexual and reproductive health (SRH) services and rights for trans* people 
featured in several sessions.

Issues addressed included the general lack of trans*-specific SRH services in African 
countries (e.g. Botswana, Lesotho, Sudan, South Africa, Uganda, Zambia); a pilot training 
programme sensitising health workers in Uganda, Sudan and South Africa to gender and 
sexual diversity; high HIV prevalence among trans* women and the problematic subsuming 
of trans* women under Men who have Sex with Men (MSM); general invisibility of trans* 
men’s sexualities and HIV vulnerability; and challenges faced in conducting comprehensive 
research that reflects the realities of trans* people in a positive manner.

TAMPOSE MOTHOPENG  & LIEKETSO KOKOME

Tampose Mothopeng (director, Matrix Support Group, Lesotho) and Lieketso Kokome 
(transgender activist, Matrix Support Group) described a transgender and gender non-
conforming health needs assessment (Ntsekhe 2014) conducted by Matrix in Lesotho.  
The organisation had largely focused on MSM, lesbians and gay issues until 2012, at which 
point they realised that transgender and gender non-conforming (GNC) individuals were 
extremely underserviced. After conducting qualitative research with 50 transgender and 
GNC members of Matrix, they found that in Lesotho health service providers possess little 
knowledge about sexual diversity and have little access to information about their patients’ 
needs. There was a lack of trust in healthcare practitioners, as it was difficult to reach 
service providers and when arriving there they experienced discrimination or extensive 
waiting times. Troublingly, many of the research participants also did not know their  
HIV status.

SKIPPER MOGAPI

Skipper Mogapi detailed how sexual and reproductive health and rights (SRHR) for 
transgender and gender non-conforming persons are generally overlooked, and that  
access to appropriate health services and information is severely compromised, for 
example, transmen in Botswana are often not able to get PAP smears, and access to 
intrauterine devices (IUDs) is also limited. Family planning options also do not consider 
transgender persons or their needs. The complications surrounding a lack of funding,  
lack of political awareness, lack of community awareness, and the associated limitation  
in access to public service mean that the majority of transgender and intersex persons in 
Botswana simply cannot afford access to SRH services. Mogapi seeks to further advocacy 
in all these areas, and to push for greater attention to comprehensive sex education for 
individuals throughout Botswana and elsewhere.

CHALWE MWANSA 

Chalwe Mwansa (advocacy and policy officer, Friends of Rainka, Zambia) reported on the 
first study in Zambia dealing with sexual risk behaviours among trans women and MSM. 
Conducted in 2012, the study encompassed four major provinces (Lusaka, Central
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Province, Copper Belt Province and Southern Province). Mwansa summarised four major 
factors in Zambia leading to risky behaviour, influencing sexual minority and HIV-related 
stigma, and in turn affecting the physical and mental health of MSM and trans individuals. 
Despite a disproportionate HIV risk among the transgender and MSM communities, 
government bodies largely ignore this and there is little or no funding or support for 
marginalised groups. Pragasi Pillay (programme assistant, Enhancing Care Foundation)and 
Sue MacDonald (GIZ project manager for dissemination of WHO guidelines on HIV and STI 
prevention and care amongst MSM and transgender people) reported on a pilot training 
programme  for sensitising health care workers to the fluidity of gender, sexual orientation  
and sexual play in transgender people and MSM. They shared their experiences of 
sensitising healthcare workers from South Africa, Uganda and Sudan, helping them become 
comfortable with human sexual diversity. The Eastern and Southern African Knowledge 
Hub (ESA KH) was founded in 2007 and brought together four organisations. The 
healthcare providers (HCPs) came with different backgrounds, beliefs and prejudices. 
However, they have these things in common:

•  No formal training in human sexuality and its complex nature

•  No formal training in sexually transmitted infections (STIs) in MSM and trans individuals

•  All had been trained within a heteronormative context

Stigma, lack of knowledge and discrimination were very present in the South African HCPs, 
despite South Africa having one of the most progressive constitutions in the world.

During a panel on global solidarity among transgender women, it was pointed out that the 
HIV prevalence for transwomen in 49 countries is 19 to 21 percent, regardless of country 
and location. Whitney Booysen (outreach coordinator, GDX) noted that there are few 
HIV-specific services for transgender women in South Africa, and while the SA Constitution 
provides for access to sexual and reproductive health services for all, transwomen’s needs 
are often subsumed within MSM research and are left unidentified, even though their 
health needs are unique. This inclusion within MSM also leads researchers to assume that 
transgender women are a homogeneous group, and leaves detailed investigation into the 
high rates of sex work, abuse, rape, substance abuse, poverty and discrimination 
completely unexplored. Extending from this is transphobia within healthcare systems, a 
general lack of knowledge, and stigma resulting in transgender people avoiding healthcare 
facilities altogether. 

A theme that so far seems to have received little attention within the South African and 
African trans* movement is that of transmen who have sex with men (trans* MSM), or 
transmen same-sex sexual practices and relationships. A very compelling case study was 
prepared by Tebogo Nkoana (executive director, TIA) and presented by Olebogeng 
Nkoliswa (programme officer, TIA). It formed part of Transgender and Intersex Africa’s 
research on understanding HIV vulnerability among the transgender population in South 
Africa. HIV prevention information, research and activities within the LGBT community 
predominately focus on the MSM community, with little attention paid to the specific sexual 
health and HIV prevention needs of transgender people, especially transgender men. It is 
often assumed that transgender men do not engage in vaginal penetration or in sexual 
contact with other men. Because of these assumptions, the vulnerability of transgender 
men to HIV transmission is overlooked. The reality is that some transgender men do 
engage in MSM sexual activities and in various forms of sexual penetration such as vaginal 
penetration. The psychological and social complexities associated with medical and surgical 
transitioning often lead to high levels of alcohol and substance abuse, which in turn lead to 
risky sexual behaviours. Transgender men are often frustrated by the fact that they are not 
included or accepted in MSM spaces; they have few spaces available to discuss complex 
issues such as their sexualities and sexual practices, and the absence of such spaces leaves 
them in vulnerable positions where they find comfort in alcohol and substance abuse and 
end up engaging in secretive sexual encounters where safe sex is often not considered – all 
factors that are rarely addressed.

Transgender people experience their gender in multi-faceted ways, and this also applies to 
their sexuality and sexual behaviour. It is incorrect to assume that transgender men have 
“female bodies”, as a transgender man’s body can be at any stage of their medical and/or 
social transition.

 

http://apps.who.int/iris/bitstream/10665/44619/1/9789241501750_eng.pdf?ua=1
http://apps.who.int/iris/bitstream/10665/44619/1/9789241501750_eng.pdf?ua=1
http://health.bmz.de/topics/HIV-and-AIDS/good_practices_and_tools/Opening_Pandoras_Box/index.html
http://health.bmz.de/topics/HIV-and-AIDS/good_practices_and_tools/Opening_Pandoras_Box/index.html
http://www.ecarefoundation.com/index.php/partners-affiliates
http://www.ecarefoundation.com/index.php/partners-affiliates
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During TIA’s survey on trans* vulnerability to HIV in South Africa, trans* men were asked to 
anonymously state if they consider themselves to be gay, bisexual, heterosexual or “other” 
in terms of sexual orientation. Those who felt that these identities and orientations were  
too restricting for them were asked to state their “sexual preferences” in terms of their 
sexual partners’ sex and gender. Most importantly, trans* men were asked: “Have you ever  
had sexual contact with other men?” The following chart shows the results of the survey, 
indicating that more than half of the trans* men surveyed had sexual contact with other 
men as transgender men, and are sexually attracted to men to varying degrees: sexual 
partners’ sex and gender. Most importantly, trans* men were asked: “Have you ever had 
sexual contact with other men?”

The following chart shows the results of the survey, indicating that more than half of the 
trans* men surveyed had sexual contact with other men as transgender men, and are 
sexually attracted to men to varying degrees:

Nkoliswa’s presentation reflected on the challenges, vulnerabilities and concerns of 
transgender men in relation to MSM, including issues such as stigma and discrimination, 
risky behaviours and access to healthcare. It is important that we begin to interrogate the 
meaning of MSM and its application within our programs, recognising that “a man” does not 
necessarily mean a person who was born male. The fact that there are many trans* men 
who engage in sexual activity with other men is proof that one cannot generalise about 
transgender people’s sexuality and sexual behaviour. Stigmatisation of and discrimination 
against transgender men who have sexual contact with other men are still prevalent even 
within the transgender community. It is this stigma that drives trans* MSM individuals into 
secrecy, thus causing them to indulge in alcohol and substance abuse.

There is sufficient understanding of HIV transmission and risk within this population, but 
what is needed are behavioural change programs that will increase self-efficacy, self-
esteem, consistent condom use and positive sexual behaviour among trans* men.

In response, Brian Kanyemba shared the work of the Desmond Tutu Foundation, where he 
is a research assistant for the Men’s Health division, discussing the organisation’s 
challenges in developing comprehensive research that reflects the realities of trans* people 
in a positive manner. Kanyemba noted that there is very little scientific data available for 
the trans* population. The social drivers in the trans* community that make them liable to 
HIV include transphobia, sex work, social stigma and substance abuse. In research, we fail 
to address or mention the trans* community, which makes it uncomfortable for the 
researcher and the participants to address the needs of a trans* participant in research.

TIA's survey on trans* vulnerability to HIV in South Africa: 
Trans* men's sexual orientation
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http://www.desmondtutuhivfoundation.org.za/division/mens-health/
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SETTING THE AGENDA FOR COMBINATION  
HIV PREVENTION RESEARCH FOR THE TRANS COMMUNITY

Brian Kanyemba, Desmond Tutu HIV Foundation 

In the bio-medical studies that we are conducting, we include a very small 
sample of the trans community. Furthermore, in protocol development of a 
study design, the design, eligibility and exclusion criteria do not consider the 
trans community and their needs are swallowed by the needs of MSM. 

What we understand as researchers:

•  We need to start having more in-depth discussion with the trans community.

•  Consider the social context and challenges that trans persons face as a 
key population.

•  Address social stigma and human rights issues.

•  Focus on holistic care, not just HIV (in accordance with lessons that we have
learnt from the MSM community and one of our core values).

•  Gender does not capture a person’s sexual experience – the transgender
experience is complex and should not be simplified.

•  Transgender people need to be more visible to help address social stigma.

•  There must be transgender people involved in all aspects of studies –
researchers, clinicians, outreach workers, etc.

•  Make sure the language we use is correct. Transgender inclusion means all
transgender people, not just transgender women.

Role that trans men should play in research:

•  Like transgender women, transgender men should play a larger role. 

•  There are transgender men who have sex with men.

•  There are issues with disclosure – transgender men will not participate in a
study that targets them.

•  Must focus on “parts, pieces and fluids” instead of sexual identity.

•  Transgender men will only be successfully recruited by another 
transgender man.

•  We do not have a comprehensive view of how to reach transgender men.
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TRANS* WOMEN, GLOBAL SOLIDARITY AND FEMINISM

Trans* women’s struggles and needs surfaced throughout the conference and 
formed a clear indication of where the African trans* movement finds itself at 
this moment in time. Important themes included the need for global solidarity 
among transgender women in the Global South, as well as the building of an 
African transgender feminist movement.  

A panel on global solidarity among transgender women discussed the meaning of 
‘solidarity’ and sisterhood for transwomen in the Global South. While this discussion  
often takes place in a North American context, transwomen of colour face extreme 
victimisation and vulnerability throughout the globe. To counter the high HIV prevalence 
among transwomen across countries and locations (see SRHR section), international 
networks must be built to provide support and prevent these lived realities from being 
further invisiblised. 

WHITNEY BOOYSEN

Whitney Booysen (outreach coordinator, GDX) described the scarcity of HIV services for 
transgender women in South Africa (see SRHR section) and the stigmatisation they 
experience in healthcare facilities. 

RICKY NATHANSON 

Building on Booysen’s observations, Ricky Nathanson provided a glimpse into her life as a 
transgender woman in Zimbabwe:

“When I was arrested, I was paraded around. The police officers’ questions  
were random, degrading and humiliating. I was asked how I could even exist  
in Zimbabwe. I was made to pull down my pants before four male police 
officers. They got me psychiatric as well as medical assessments. The media 
went into a frenzy. The case was picked up by both the regional and 
international press. I was referred to as a she-male, reports were 
sensationalised, I was even followed by journalists. I used to own a modelling 
agency, but it has been destroyed, and the media have played a role in that. Us 
transgender women need to be activists  
and advocate for fair treatment, especially with regards to healthcare. We need  
to tell institutions to keep to the laws!”

LEIGH ANN VAN DER MERWE 

Leigh Ann van der Merwe (coordinator, S.H.E) encouraged transwomen to speak out for 
themselves at UN and policy-making levels. She noted that transwomen have already begun 
to mobilise as researchers, facilitators, workshop leaders and trainers, promoting autonomy 
and the sharing of their stories with other transgender women, but added that this needs 
to be further expanded. She encouraged other transwomen to work with the media to 
change existing social stereotypes and people’s attitudes, and to focus on speaking to 
broader communities to create positive images and understandings.

CECILIA CHUNG 

Cecilia Chung (senior strategist, Transgender Law Center, California) pointed out that the 
internet could be used to mobilise transgender women globally. Tools like the online 
transgender violence tracking application, the HIV Stigma Index, and microfinancing 
initiatives for transgender communities (http://www.kiva.org), already exist and could be 
used as launching points to build a stronger movement, and need to be increasingly 
promoted. This is especially important when it comes to the prevalence of HIV among 
transgender women – HIV prevention needs to be a shared responsibility between

TRANS* WOMEN

http://www.stigmaindex.org/
http://www.kiva.org
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healthcare providers and the trans* community, so we need to look at methods of 
empowerment in order to undertake research within the community. She emphasised 
transgender agency and the need to advocate for global equality:

“We deserve treatment! We reject the notion that we are victims! We are 
resilient and resourceful. We are still standing here, advocating for our sisters… 
Everyone’s voice is important. This is not a local community issue. Just because 
a country is gaining ground does not mean the fight is over. We should fight for 
a global equality movement”.

AFRICAN TRANS* WOMEN FEMINIST CAUCUS

Leigh Ann van der Merwe (coordinator, S.H.E) facilitated a closed caucus aimed at 
creating a platform for trans women to do an envisioning session on what the 
transgender rights movement will look like for women. 

The session proved to be contentious but productive: While the participants did not reach a 
formal plan, it served as a brainstorming session for the Feminist Leadership Institute 
meeting to be held later in 2014. The participants agreed that it was necessary to start 
crafting a charter on what African transgender feminism will look like. They began outlining 
a few principles that participants would use to guide and structure their work:

•  Accountability: Session participants recognised that as African transgender women 
we need to hold ourselves and other stakeholders accountable, as we formulate the 
building blocks of the movement.

•  Respect: Respect for ourselves, and respect for others, must be central to our
engagement in the movement.

•  Valuing our lives: We must put a certain value to our lives, as many people do not.

•  Autonomy and agency.

An aspect emphasised by Van der Merwe was that, in building this movement, we cannot 
return violence with violence, and we must be encouraged and encourage others to think 
differently. A significant problem faced by the participants was how to build alliances with 
other feminist movements, and how to engage with academic constructions of feminism.  
As Van der Merwe put it:

“We think of feminism as something that lives on top of the mountain, when it 
really lives down here in the valley.”

Glenton Matthyse advanced this point by addressing the disconnect between feminism  
as a theoretical construct and practical ways of applying feminist principles to the lives  
of transgender women. This also spurred discussion on how to further an African  
feminist agenda that is not built on American or European feminist principles and  
practices. The session proved to be innovative and fruitful, and laid the ground for  
further African transgender women’s mobilisation. As one participant later wrote:

“I never thought I would feel the way I did, my way of thinking was changed  
for the better. If I was to be asked if I can go back in time and come back a  
woman I would say ‘no’, I would come back the same because then I would  
not have been this strong and independent woman. My journey started  
being a woman trapped in a man’s body and, yes, it was not always  
moonlight and roses, but it made me who I am today. Not only did I  
learn a lot… but I also got to meet a lot of great people. Now I am  
taking on the next road of my journey, as you would say, connecting  
the dots.”
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CHILDREN, ADOLESCENTS AND YOUTH

Children, adolescents and young people coming out as trans* or gender  
non-conforming – and being open about it at a much younger age – emerged 
strongly as a sub-theme throughout this 2nd Trans* Health, Advocacy and 
Research Conference.  

Among the pertinent issues addressed was social transitioning at school to ensure that 
gender diversity among children is not pathologised.

RONALD ADDINALL 

Ronald Addinall (clinical social worker and sexologist, University of Cape Town; volunteer 
clinician, Triangle Project) spoke about ways to facilitate transition at school and the 
workplace. Given that the human rights and needs of individuals frequently receive public 
attention in South Africa, he said that among his clients he encourages negotiations with 
schools to change student records, uniforms and dorm assignments, while employed 
clients should talk to their human resources (HR) representative or employer to help set 
the stage for a safe and inclusive workplace. Based on five Cape Town case studies of 
trans* children negotiating social transition at school, and taking into account challenges 
and successes, Addinall has started working towards a best-practice model for managing 
such processes in school environments.

TRANS* AND 
GENDER DIVERSE

THE TRANS* CHILD AND THE SCHOOL: CAPE TOWN CASE STUDIES

Ronald Addinall 

Triangle Project (TP) (TP) was approached by parents of trans* youngsters to help with 
negotiating the social transitioning of their children in school.

•  Five cases, primary and high school level in Cape Town (2009-2013), public and private;
as well as presentation to a group of 25 school principals who invited TP to engage with 
them in 2012 (in all these cases Addinall provided his services/assistance free of charge).

•  Sources: Case file notes and personal experiences in interventions with parents (some
children through more than one school), some already in the school and others applying, 
some public and some stealth so that there was variance with who needed to know.

• Background: Very little work with trans* children in South Africa and Cape Town; parents
were all okay with their child and both parent and child had other supports; multi-
disciplinary team recommended social transition for child in each case; Addinall was 
asked to engage with them initially and to journey with them; an organic evolution with 
no model to follow.

•  Initial challenges: National and provincial Departments of Education (DOE) lacked a
policy regarding trans* children in schools; now there is a recognition of need, with 
Addinall on the team. Parents are dependent on the receptivity of each school’s principal.

•  Initial strategy: Stating the importance and grounds: SA Constitution’s human rights
section on non-discrimination; Alteration of Sex Description and Sex Status Act of 
2003 provides for state recognition of right to gender realignment; formal assessment 
by multi-disciplinary healthcare team, including ‘diagnosis’ of GID in Children and full 
social transition as recommended ‘treatment’, providing the grounds for the child’s right 
to socially transition at school. (Continued overleaf.)

http://thetriangleproject.org/
http://www.gov.za/sites/www.gov.za/files/a49-03.pdf
http://www.gov.za/sites/www.gov.za/files/a49-03.pdf
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•  Experiences: Principals were overwhelmingly receptive, except in one of seven schools;
patience and determination won out; Ron’s and parents’ stories strengthened the case 
together; healthcare professional was greatly appreciated for his informational and 
educational role; when a principal was accepting but anxious about how to move forward, 
Addinall offered full support and reassurance to principal. Moved with principal to school 
governing body, then teachers, then learners.

TOWARDS A BEST-PRACTICE MODEL FOR SOCIAL TRANSITION AT SCHOOL

Step 1: Principals and school management teams being educated  
and taking a principled stand 
Principal called meeting with management; Addinall presented and then parents told their 
story; Addinall facilitated questions and concerns (generally constructive and not phobic):  
•  Concerns about toilets and changing rooms and participation in sports – management

came up with creative ways!
•  Parents of other learners with possible objections (religious and others).
•  Different ways to handle public transition or stealth newcomer – bullying; fellow learners

to be educated.
•  Parents of other learners with possible objections (religious and others).
•  Principled decision needed from governing body to support learner’s right in the school’s

process forward – critical step.

Step 2: In-service training for the grade teachers, the full faculty and support staff
Management took the lead in setting up training sessions and stating their support up 
front; set up a go-to person for the learner; staff concerns similar to management, so they 
had answers ready which provided immediate reassurance, leading to a drop in staff 
anxiety; generally educators were open, receptive, accepting and supportive.

Step 3: Meeting with all the other parents of trans* learner’s grade
Where stealth, the trans* child’s parents were not there to give their story. The school set 
up the meeting and expressed their support – they informed the parents (of the trans* 
learner) of the team’s decision and recognised the human rights of the trans* learner, open 
and assertive; often other parents were positive and supportive and many who knew the 
trans* learner came up to be affirming for the child’s parents; a few raised religious or

DR SIMON PICKSTONE-TAYLOR  

Dr Simon Pickstone-Taylor (General Adult and Child & Adolescent Psychiatrist,  
Western Cape, SA) dedicated a session to his experience working with gender questioning 
and gender diverse youth in the United States, United Kingdom and South Africa. Currently, 
two classification systems are used in diagnosing children and adults, namely, the 
Diagnostic and Statistical Manual of Mental Disorders (DSM) for psychiatric care in the 
United States, and the International Classification of Diseases (ICD), developed through the 
World Health Organisation (WHO) and covering all pathologies. In the DSM-4 and present 
ICD-10, Gender Identity Disorder (GID) in Children/of Childhood is listed as a diagnostic 
category. However, the DSM-5 has replaced this with Gender Dysphoria in Children, while 
the pending ICD-11 draft also seeks to include a renamed, separate diagnosis for children, 
Gender Incongruence of Childhood. 

Dr Pickstone-Taylor noted that, throughout his clinical experience, all of the young people 
he has seen have no problem with their gender. Rather, it is the world we live in that takes 
issue: Children face societal hostility, which is increased by pathologising diagnoses, and as 
children they are often not listened to carefully or seriously enough when it comes to their 
needs. The World Professional Association for Transgender Health (WPATH) has said that

http://www.wpath.org/
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personal concerns about the challenge for themselves in how to address the issue with 
their own children, for which they were offered support; no confrontational experiences.

Step 4: Establishing an action team with school social workers/counsellors  
and life orientation teachers
Strategizing meetings, child’s go-to person, support strategies for staff and after-care  
staff, support strategies for learners in the same class/grade, strategizing incorporating 
gender identity in the life orientation programme by adding to sexual diversity and anti-
bullying sections.

Step 5:  Educating the learners
Addinall was usually only needed for the smaller children; older children only needed 
materials from him, example, Thickam Pillay’s work with Persona Dolls; using them to 
introduce both Addinall and this particular kind of difference.

Way Forward 
National policy, best-practice model for schools, life orientation curricula as national norm, 
explicit statements against discrimination in policies, in-service training programmes and 
programmes for learners’ parents (should become easier as more parents are being 
encouraged to be involved with/by schools).
• Generally not a new concept for teachers who are able to respond with ah-hahs!

Question-and-answer session 
Issues raised:
•  Problems with hair length/style and uniforms limiting expression.
•  Most trans* kids want anonymity, so stealth is easier for them. School staff want to be 

supportive but the kid just wants to be a boy or a girl with no fuss.
•  Bullying makes the environment toxic irrespective of school’s efforts.
•  Trans* kids are often less conformist except about gender presentation, so they can draw

more attention because of opinions/behaviours. Fitting in can be an issue with such 
strong characters.

•  Cyber-bullying impacts in-school interactions.
•  To get the right name on matric documents, parents must plan ahead but schools need 

to make it part of their process too.
•  Parents need support.

children need observation and support, not hormones or surgery, and support for families 
and working with communities are not as time consuming as some may think. From a 
numerical perspective, after puberty 80 percent of those given a childhood diagnosis are 
then identified as homosexual, while only 5-15 percent continue to meet a ‘transgender’ 
diagnosis. Children also exhibit gender diversity or fluidity across cultures and regions, so 
nailing down a specific gender binary or identity is unhelpful in childhood and adolescence.

With all this taken into consideration, Dr Pickstone-Taylor asserted that diagnosing children 
is unhelpful and unnecessary. The main reasons given for maintaining a child diagnosis has 
to do with funding (access) to care and for research purposes. However, if we look to when 
homosexuality was removed from international diagnostic guidelines, we can see that this 
provided no problems for access to care or research. He believes the desire to keep a 
pathological diagnosis for children stems from difficulties in accepting gender diversity as a 
healthy variant, fears of changes in clinical approach, fears of funding uncertainties and a 
complete failure to think outside of the box.

The continuing use of diagnosis to ensure funding only further stigmatises patients. In 
order to make changes, support from major clinics will be necessary, but this may cause
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funding problems for significant international clinics. As an example, he pointed to a Dutch 
team doing pioneering work on hormone blockers, who (despite the best intentions) 
struggle with the removal of diagnosis codes as their private patient model means they 
would lose funding. These same leaders are given key roles in drawing up ICD-11 and 
pushing for a pathological diagnosis for children. He feels these leaders should rather use 
their influence to change their funding system so that transgender children can be helped 
without needing a pathological diagnosis (as has happened with homosexual children).

Dr Pickstone-Taylor then presented cases of gender diverse children he has worked with, 
emphasising the primacy of gender issues identified by the child. He also noted that the 
three basic needs for all children in school, particularly from age seven onward, are tied to 
changing rooms, toilets and sports, and he encouraged health practitioners to work with 
children and their schools to create affirming and inclusive environments for gender  
diverse youth. 

Lastly, Dr Pickstone-Taylor stressed that removing disorder diagnoses does not mean a 
reduction in affirming services, but the emphasis should be placed on descriptors and 
supports, rather than a pathology. The movement needs to be towards understanding and 
support for the child and the family, as what they really need is information and assistance, 
not a baseline diagnosis.

DR MAURO CABRAL   

Dr Mauro Cabral (co-director, Global Action for Trans* Equality) spoke on the World 
Health Organisation’s (WHO) International Classification of Diseases (ICD) reforms in 
preparation for the publication of its eleventh version (ICD-11) in 2017. Dr Cabral explained 
that in terms of the ICD, being transgender means to be suffering from a mental disorder, 
and with the ICD-11 revisions this will also apply to transgender children. He also indicated 
that more information about existing international regulations and approaches to intersex 
children is needed. HIV-positive mothers in South Africa can take their infants home and 
only have to return after six weeks to get their children tested for HIV, yet parents of 
intersex children are expected to make medical and surgical decisions immediately. Gender 
diversity in childhood is not a pathology. We need to focus on childhood because children 
and infants cannot defend themselves from unnecessary medical interventions. What they 
do need, later on in life, is access to information, care and counselling.

DR SAM WINTER    

Dr Sam Winter (Associate Professor, Faculty of Education, University of Hong Kong) 
emphasised that when a young person explores his/her sexual orientation and has access 
to counselling, he/she does not get a pathologising diagnosis. But a young child exploring 
their gender identity does get a pathologising diagnosis. Why the difference? It is important 
to be able to seek mental healthcare support without being pathologised. There are stories 
of young persons who were bullied because of being gay and subsequently committed 
suicide. We need to stop pathologising gender diversity in childhood. 

Given that the ICD-11 revision process is currently underway, the timing of the 2nd Trans* 
Health, Advocacy and Research Conference could not be better. During the conference, an 
ICD-11 working group of transgender, genderqueer, gender non-conforming and intersex-
focused health practitioners, advocates, activists, researchers, family members, parents and 
members of the trans* community was formed. This followed a three-hour conference 
workshop, during which participants voted to give a mandate for developing a Cape Town 
Declaration on WHO’s ICD-11 proposals for a new pathologising diagnosis of gender 
diversity in childhood. The Cape Town Declaration calls upon WHO to discard the current 
Gender Identity Disorder (GID) of Childhood diagnosis and to refrain from replacing it with 
any new pathologising diagnosis, including the proposed Gender Incongruence of 
Childhood (GIC) diagnosis. The full declaration, including signatories, can be found on the 
website of the World Professional Association for Transgender Health (WPATH) at:  
http://tinyurl.com/ntcj2qb.

http://transactivists.org/
http://tinyurl.com/ntcj2qb
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ACTION POINTS AND RECOMMENDATIONS

Various recommendations and areas for future action emerged from the 
conference presentations and discussions, grouped below according to the 
three original conference themes (trans* affirming health services; sexual and 
reproductive health and rights; and trans* movement and community) and two 
prominent emerging subthemes (trans* women; and trans* and gender diverse 
children, adolescents and youth).   

We hope that these will serve as an inspiration to take forward the work of creating trans* 
affirmative healthcare services that embody accessibility, equality and justice for all.

TRANS* AFFIRMING HEALTH SERVICES 

•  Imperative that activists keep fighting for appropriate medical and surgical care

•  Academic/teaching hospitals (e.g. Groote Schuur Hospital (GSH) Transgender Unit and
Chris Hani Baragwanath Hospital) to push for more funding and greater 
acknowledgement of trans*-related health needs within the Department of Health in 
order to reduce barriers in access 

•  Department of Health to provide gender-affirming healthcare through decentralising
hormone therapy and addressing the waiting lists at tertiary healthcare institutions  
such as GSH 

•  Hospitals, clinics and medical/healthcare professionals to recognise the barriers they 
create to accessible trans* healthcare

•  Medical and health sciences curricula should guide students in developing non-
heteronormative, non-cisnormative, supportive professional attitudes and include LGBTI 
content and examples

•  Clearly describe the role of the nurse in the transition process; sensitisation needed

•  Educate medical community on transgender issues and nonpathologising approaches:
Diversity in gender identity and expression is no illness

•  Practitioners to quit the marginalisation of mental health issues in favour of an approach
identifying both physical and psychosocial needs

•  Campaign for trans*-affirming mental health services

•  Engage with PsySSA Sexual and Gender Diversity division regarding the development of
South African guidelines for LGBTI-affirmative psychological practice

•  Conduct more research in order to understand transgender persons’ experiences,
identify needs and provide more appropriate and more extensive access to health and  
social services

•  Advocates should work more directly with traditional healers to educate communities

•  Educate and sensitise the general public and various stakeholders about sexual minority
health issues

SEXUAL AND REPRODUCTIVE HEALTH AND RIGHTS (SRHR)

•  Pressurise the Department of Health to provide trans*-friendly sexual and reproductive
health (SRH) services

•  Educate individuals about condoms and water-based lube

•  Research HIV prevalence within the transgender community

ACTION POINTS
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•  Ensure that trans* women are not conflated with men having sex with men (MSM) in
research, programme design and projects

•  Include trans* men in MSM studies, programmes and projects, from conceptualising 
stage

•  Reduce the stigma and secrecy that lead to risk behaviours, drugs and alcohol
dependency among trans* men having sex with men (trans* MSM) by strengthening their 
social support networks through creating safe spaces of sharing, and developing and 
implementing behavioural change programmes

TRANS* MOVEMENT AND COMMUNITY

•  Mobilise and advocate for trans* inclusive legislation and policies 

•  Form global solidarities on transgender issues to push governments towards progressive
and inclusive legislative change 

•  Encourage reporting of complaints about discrimination to the Commission of Gender 
Equality (CGE)

•  Support/sensitise social workers about facilitating adoption of children to alternative or
unconventional families

•  Form support groups that share information

•  LGBTI organisations should take trans* and intersex programmes seriously in strategic
planning

•  Funders to ‘look after’ the health of activists (activist burn-out) – develop and implement 
strategies and financial support for activist well-being 

•  Produce informed community-based research

•  Hold journalists/media accountable for their reporting

TRANS* WOMEN

•  Build global solidarity among trans* women and share useful tools in order to promote
the health and wellbeing of trans* women and address the high HIV prevalence through 
prevention initiatives

•  Build an African transgender feminist movement and form alliances with other feminist
movements in order to better advance trans* women’s healthcare and other rights

•  Involve trans* women in healthcare planning and policy making (e.g. ensure trans*
women’s involvement in efforts by the South African National AIDS Council to formulate 
the next national strategic plan on HIV/AIDS)

TRANS* AN   D GENDER DIVERSE CHILDREN, ADOLESCENTS AND YOUTH

•  Provide education and support for families and parents to facilitate earlier recognition 
of trans* and gender diverse children’s identities, needs and rights

•  Advocate that children should in no way be pathologised

•  Advocate at level of National and Provincial Departments of Education for development 
of policy regarding trans* and gender diverse children in schools

•  Work with school principals and school management teams to develop way forward
regarding toilets, changing rooms and participation in sports

•  Work with religious organisations and involve them in this work (e.g. this conference);
reach out to and explore such organisations’ interest and willingness to partner in these 
efforts for children
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Ettiene James Thomas – Cape Town Khoulud Bidak – Egypt Tampose Mothopeng – Lesotho

Sibusiso (S’bu) Kheswa – Cape Town Nthabiseng Mokoena – Pretoria Kristian Randjelovic – Serbia

Glenton Matthyse – Cape Town Zayn MacMaster Sithole – Carletonville Ignacio G. Rivera – USA

 
 

trans* & intersex activists

I’m a portrait photographer who focuses a lot on trans* visibility as part of my art-activism, 
so making portraits with the various trans* and intersex activists was something I naturally 
would do, but I was so excited about being in a room with so many trans, intersex and gender 

non-conforming peeps at this conference that being able to make portraits with them was 
completely an added bonus! 

 
(All portraits by Germaine de Larch – germainedelarch.co.za)
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TESTIMONIALS
FROM CONFERENCE ATTENDEES

“This is the first time for such a large representation of 

the SWEAT trans women sex workers to be afforded the 

same joy and dignity in such a diverse space, sharing at a 

hotel with conference participants their experiences” 

(Gordon Isaacs, SWEAT, Cape Town, Western Cape)

“I would like to take the chance to thank you and the other 

partners for a great and awesome Conference. It was really 

an insightful experience and one I will never wish to forget. I 

learned a lot from the sessions I attended and never thought 

I would feel the way I did. My way of thinking was changed for 

the better. If I was asked if I can go back in time and come 

back a woman I would say ‘no’, I would come back the same 

because then I would not have been this strong and 

independent woman. My journey started being a woman 

trapped in a man’s body and, yes, it was not always moonlight 

and roses, but it made me who I am today. Not only did I learn 

a lot from the sessions, but I also got to meet a lot of great 

people. Now I am taking on the next road of my journey, as 

you would say, connecting the dots” 

(Gita November, Kuils River, Western Cape)
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