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Abstract 

 Transgender men face significant barriers in accessing culturally-sensitive reproductive 

and family planning care, and as a result, are less likely to be up to date on recommending 

reproductive health screenings. It is unclear whether the primary barrier is health knowledge 

(HK), comfort seeking care (CSC), or provider conversations (PC). An eighteen-item survey (n = 

221) was designed to assess these three factors. While the vast majority of participants had 

high levels of health literacy, nearly half of participants would not feel comfortable seeking 

reproductive health care or family planning care (48.5%). Improved CSC and PC were found 

among transgender men that receive care at locations that primarily treat LGBTQ-patients. 

Participants self-reported barriers included: poor provider training/knowledge on transgender 

health, assumptions made by providers, and fear of seeking care due to discrimination. The 

results of this study elucidate key areas for improvement of reproductive health and family 

planning for transgender men, including the need for improved education and the importance 

of not making assumptions about a patients’ sexual practices or desire for childbearing. 
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Introduction and Significance 

Background for research question. 

 Transgender individuals, whose birth sex does not match their current gender identity, 

face numerous barriers to accessing culturally-competent and comprehensive reproductive 

healthcare.1-5 One of the most pervasive barriers includes a lack of knowledgeable providers to 

care for transgender patients.6 This deficit extends into all disciplines, including reproductive 

healthcare. A recent study of OB/GYNs found that 80% did not receive training in residency on 

the care of transgender patients, and less than 30% felt comfortable caring for female-to-male 

patients.7 Additionally, even when providers care for transgender patients, both healthcare 

providers and transgender patients may hold common misconceptions about the sexual health 

risks, sexual behavior, and screening requirements of transgender patients.8-9 

 Presently, most transgender men do not undergo complete sex reassignment surgery, 

and if they do have a hysterectomy, it is often later in life; thus, most transgender men have a 

cervix for most of their lives10 and require the same reproductive health screenings as non-

transgender women.11-12 However, current research suggests that female-to-male (FTM) 

transgender men are significantly less likely to be up to date on preventative reproductive 

screening than cisgender women.13-14  Additionally, transgender men may have a higher 

prevalence of risk factors for reproductive tract cancers, including smoking.15 Furthermore, 

when transgender men do get pap smears, they are more likely to have unsatisfactory samples 

than cisgender women,16 requiring additional follow-up and repeat testing.  

 Both physical and psychological barriers to preventative healthcare for transgender men 

have been elucidated. Psychological barriers include increased (and sometimes very severe) 

patient anxiety about genital exams, a frequent history of trauma, and patient desire to ignore 

and disconnect from natal reproductive organs.2,17 Moreover, long-term testosterone use can 

cause vaginal atrophy, increasing physical discomfort during the exam17 and causing cervical 

atrophy that can mimic dysplasia.18 Despite these significant barriers, however, proper 

screening of natal reproductive organs is important to prevent poor outcomes, as cancers of 

natal reproductive organs have been described in transgender men. 19-22 



 

2 
 

 Another commonly neglected consideration in the care of transgender men is the 

provision of full spectrum family planning. This includes either the prevention of pregnancy or 

starting a family, whether that means becoming pregnant themselves, adoption, or surrogacy, 

depending on the patient’s desires. Transgender men may continue to ovulate unpredictably 

while taking testosterone, even if they are no longer menstruating. Therefore, while the risk for 

pregnancy is certainly reduced while on testosterone, the risk is not eliminated.17  However, a 

recent study of transgender men presenting to a clinic in San Francisco found that nearly half of 

the transgender men were at risk for pregnancy. Most of the participants desired to prevent 

pregnancy at that time, but were using either no contraception or only condoms.23 Data 

suggest that transgender men may mistakenly believe that they are unable to get pregnant 

because they are amenorrheic, which can result in unintended pregnancies.24 Additionally, 

pregnancies in transgender men may be identified later, since there is no missed period. This is 

particularly important, given that testosterone is categorized by the FDA as Category X, and can 

cause virilization of a developing fetus. Thus, it is imperative that healthcare providers discuss 

and counsel transgender patients on use of contraception while using testosterone.  

 Conversely, many transgender men desire to have children, including genetically-related 

children. 25-28 While many transgender men have maintained their fertility29 and have been able 

to successfully carry pregnancies later in life (after monitored cessation of hormone therapy), 

little data is available regarding the long term impact of testosterone therapy on fertility and 

fecundity. Thus, discussing family planning prior to starting testosterone is imperative. This 

includes discussing options regarding egg cryopreservation, as well as other family planning 

options, including pregnancy, surrogacy, or adoption.  

Research Questions and Goals. 

The first purpose of this study is to examine the knowledge of transgender men with regards to 

reproductive health screening. The study will then examine the participants’  

comfort discussing these issues with their healthcare providers, and furthermore, whether or 

not transgender men have had conversations with their healthcare providers about their sexual 

or reproductive health. Finally, the study will evaluate the experiences and barriers transgender 

men have had in obtaining comprehensive reproductive healthcare.  
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Hypotheses  

 We hypothesize that transgender men have misconceptions about their reproductive 

health needs, including their risk for pregnancy and their need for routine sexual health 

screening. We also hypothesize that transgender men often feel uncomfortable bringing up 

issues of reproductive health and family planning with their healthcare providers, and thus, 

have not had adequate discussions with their healthcare providers surrounding these issues. 

Significance and rationale for RQ  

 Based on the evidence provided, it is clear that there is a need for improved full-

spectrum sexual health services for transgender patients, including preventative care, 

anticipatory guidance, and family planning. Given the lack of readily available sexual health 

information (books, pamphlets, etc.) that speak to the experience of transgender men, 30-31 

these patients may look to healthcare providers to provide them with accurate health 

information. However, the amount of attention paid to transgender health needs in medical 

education is inadequate,32 leaving physicians untrained to care for an entire demographic of 

patients. This study provides additional insight into the impact of these deficits, allowing us to 

determine how the current educational status of both of providers and patients may impact the 

experience transgender men have when seeking reproductive healthcare and family planning 

services.  
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Research Materials and Methods 

Study Population. 

 The study population includes transgender men who are eighteen years of age or older. 

The intent was to enroll at least one hundred participants to ensure adequate power to  

compare transgender men in the study based on demographics. The only exclusion criteria 

were a birth sex of male or age less than eighteen. 

Recruitment and Consenting Process.  

 The recruitment occurred online via social media (e.g. Facebook, Twitter), as well as 

distribution through lesbian, gay, bisexual, transgender, queer (LGBTQ) organizations. LGBTQ 

organizations were chosen with intent to recruit participants from varying areas throughout the 

United States (i.e. urban, suburban, and rural) and of broad ethnic and racial identities Groups. 

The groups the survey was sent to included: Phoenix Pride, Trans Spectrum of AZ, PFLAG 

National, PFLAG Phoenix, Colorado LGBTQ Center, Arizona TransMasculine Society, 

Transgender Resource Center of New Mexico, Massachusetts Transgender Coalition, Arkansas 

Transgender Coalition, Transgender Health Initiative (Western NY LGBTQ Center), Transgender 

Research (Twitter), Trans-New Hampshire, Transgender & Gender Nonconforming individuals in 

Healthcare. While snowball sampling was encouraged, the research team did not engage in 

personal survey marketing to participants to ensure confidentiality of participants. 

 Due to the nature of the study, traditional face-to-face Informed Consent with 

signatures was not obtained. In lieu of this, consent was obtained via the first page of the 

Qualtrics survey, which included the Disclosure Statement. This method was approved by the 

University of Arizona Institutional Review Board and found to be in accordance with all 

organization standards. The disclosure statement provided all of the elements of the consent 

form, including the purpose of the research, timeline, risks and benefits, right to withdrawal, 

and Principal Investigator and Co-Investigator contact information. 

 The responses to the survey contained no HIPAA identifiers that can link the survey 

response to an individual’s identity.  The IP address was not recorded, ensuring participants’ 

location cannot be tracked.  Participants were free to conclude participation in the study at any 

time without any penalty.  
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Survey Items  

 The survey included eighteen items, divided into the following sections: demographics, 

transition-related care, comfort seeking care, health knowledge, and provider communication. 

A full list of the survey questions can be found in Table 1. Comfort Seeking Care included a  

4-point Likert scale, as well as an “unsure” option. All health knowledge and provider 

communication items were true/false, and also included an “unsure” option. The final question 

was a free-response question that allowed participants to describe their experience seeking 

reproductive healthcare.  

Data Analysis  

 The quantitative data were analyzed using SPSS. Demographic groupings were 

determined using United States Census categories, where applicable. Zip code prefixes were 

categorized using United States Department of Agriculture (USDA) Rural-Urban Continuum 

Codes (RUCC). Since there is no comparison population, the purpose was largely to obtain 

descriptive data for this population. However, ANOVAs were also conducted to compare 

responses to the Comfort Seeking Care, Health Knowledge, and Provider Conversation sections 

to determine if there were differences in responses for various demographics. A p-value of 0.05 

was used as the cutoff for significance, and Levene’s test was used to assess equality of 

variance between populations. 

  Given the gravity of most of the questions (e.g. knowing whether or not you are at risk 

for pregnancy), for Health Knowledge questions, participants who answered “Unsure” were 

grouped with those who answered incorrectly. Analysis of the qualitative data obtained from 

the free-response question was conducted by the primary investigator only, ensuring 

consistency in coding of participant themes. Furthermore, a Chi-Square test was utilized to 

determine if the population that chose to respond to the free-response question was 

statistically different from the population that answered the rest of the survey.  

Ethical Compliance  

 The study was reviewed by the University of Arizona Institutional Review Board (IRB), in 

compliance with all university regulations, and was found to be IRB exempt. Additionally, the 

survey was designed to automatically end if a participant indicated that they were under the  



 

6 
 

Table 1. Survey Items 

Demographics 

Q1. Which of the following best describes your gender identity? 

Q2. Which of the following describes your sex assigned at birth? 

Q3. What is your age?     

Q4. Which of the following best describes your race/ethnicity? 

Q5. Are you of Hispanic, Latino/a, or Spanish origin? 

Q6. Which of the following best describes the highest level of education you have completed? 

Q7. What are the first 3 numbers of your zip code? 

Q8.  Which of the following best describes your yearly household income? 

Q9. Which of the following best describes the primary setting that you seek care for sexual health concerns (e.g. 
STD screenings/treatment, pap smears, contraceptives, etc.?)  

Q10. Does the location you visit for care primarily serve LGBTQ patients?  

Q11. How often do you see a primary care provider in year?  

Transition Related Care 

Q12. Are you taking hormone therapy (e.g. testosterone?) 

Q13. Which of the following transition related surgeries have you had? Select all that apply.  

Q14. Do you bind your chest?  

Comfort Seeking Care  

Q15. Please rate your agreement with the statements below using the scale provided (strongly disagree to 
strongly agree). If you are unsure, please select “unsure” 

 I would feel comfortable seeking care for a sexual health concern at my primary care 
provider’s office. 

I would feel comfortable seeking care for a sexual health concern at a “Women’s Health” 
center/clinic. 

I feel comfortable discussing my “female” reproductive organs with my healthcare provider. 

I feel comfortable discussing family planning (e.g. either avoiding pregnancy or having children) 
with my healthcare provider. 

There are enough resources for me to learn about sexual health for transgender men. 

There are enough resources for me to learn about family planning for transgender men. 
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Health Knowledge 

Q16. For each statement below, please indicate whether you think the statement is true or false. If you do not 
know whether the statement is true or false, please select “unsure.” For the purpose of this study, a “biological” 
male is defined as someone who was assigned the sex of male at birth. 

Transmen who have not had “bottom” surgery can get pregnant if they have unprotected sex 
with “biological” males, even if they are taking testosterone. 

Since testosterone stops transmit from getting their period, it can be used as a form of birth 
control. 

If transmen do not have sex with “biological” males, they are not at risk for sexually 
transmitted infections. 

Transgender men who have their “female” reproductive organs should get the same 
reproductive health screenings as cisgender women.  

Provider Communication 

Q17. Please indicate whether or not a healthcare provider has discussed the following sexual health or family 
planning concerns with you. 

My healthcare provider has discussed my risk for pregnancy with me. 

My healthcare provider has asked me if I am interested in learning more about family planning, 
including either avoiding pregnancy or starting a family. 

My healthcare provider has discussed options for birth control with me.  

My healthcare provider counseled me on the effects of testosterone on my reproductive tract 
(e.g. enlargement of the clitoris, vaginal thinning or dryness). 

Prior to starting my medical transition (eg. Testosterone or surgeries), I was informed about my 
options for egg baking.  

Q18. Have you ever experienced uncomfortable or discriminatory treatment while seeking care for reproductive 
or sexual health needs? If so, please describe. If not, you may skip this question.  
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age of eighteen. If participants circumvented this by typing out their age instead of entering a 

numerical value, their responses were excluded from the data analysis. Participants were free 

to skip any question that they did not wish to answer or end study participation at any point. 

Responses to the survey included no identifiable information about the participants. 
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Results 

Demographics  

 The demographics of the sample are outlined in Table 2. There were 221 participants 

total. A total of 213 participants identified as either male (24.4%), transgender man/FTM (62%), 

or genderqueer (10.0%), with the remaining identifying as female, queer, or another gender  

identity. Over 85% of the sample was 35 years old or less. The vast majority of participants 

were Caucasian (89.1%), and 6.8% were Hispanic, Latino/a, or Spanish in origin. Just under 10% 

of the sample had a high school education or less, with 32.6% having a bachelor’s degree, 

14.9% a master’s degree, and 5.4% a doctoral degree. Over a third (36.4%) of participants made 

less than $20,000 per year, with an additional 27.2% making $20,000-$39,000 per year.  

 Approximately half of the participants (49.8%) stated that they primarily seek sexual 

and/or reproductive health care at their primary care provider’s office. Others identified the 

primary location for these services as an obstetrician/gynecologist (OB/GYN) office (17.2%), a 

sexual health or family planning clinic (e.g. Planned Parenthood) (13.6%), or were unsure 

(5.0%).  Just under 15% of participants noted that they do not seek reproductive healthcare at 

all. Additionally, 35.3% of participants identified the location that they seek care as a place that 

primarily serves LGBTQ patients, with 52.9% stating their location did not primarily serve 

LGBTQ patients and 11.8% of participants stating that they were unsure.  

Transition-Related Care.  

 The majority (78.3%) of the participants were currently on hormones, with 16.7% stating 

that they had never taken hormones. Just under half (47.0%) have had “top surgery” (e.g. 

mastectomy). Only 16.0% of participants had a hysterectomy, with even fewer (5.0%) endorsing 

any type of “bottom surgery” (e.g. metoidoplasty, phalloplasty).  Over 94% either currently bind 

their chest (44.8%) or have previously bound their chest (49.3%).  

Comfort Seeking Care. 

 Participant responses to questions regarding their comfort seeking sexual/reproductive 

healthcare and/or family planning services are outlined in Table 3. Participants felt most 

comfortable seeking healthcare at their primary care provider (63.2%), with only 21.8% stating 

that 
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they would feel comfortable seeking care at a “Women’s Health” center.  Approximately half 

Table 2. Demographics 

Gender Identity  n = 221 

Male 24.4% (54) 

Female 0.9% (2) 

Transgender Man/FTM 62% (137) 

Genderqueer 10.0% (22) 

Queer 1.8% (4) 

Other 0.9% (2) 

Age n = 200 

18-25 41.5% (83) 

26-35 43.5% (87) 

36-45 9.0% (18) 

46+ 6.0% (12) 

Race n = 221 

African American 2.3% (5) 

American Indian or Alaskan Native 1.4% (3) 

Asian or Pacific Islander 1.4% (3) 

Caucasian/White 89.1% (197) 

Middle Eastern 0.9% (2) 

Other/Multi/Biracial 5.0% (11) 

Hispanic, Latino/a, or Spanish origin? n = 221 

Yes 6.8% (15) 

No 93.2% (206) 

Education Level n = 221 

Less than High School 1.8% (4) 

High School Diploma or GED 8.1% (18) 
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Table 2. Demographics 

Some College 29.4% (65) 

Associate’s Degree 7.7% (17) 

Bachelor’s Degree 32.6% (72) 

Master’s Degree 14.9% (33) 

Doctoral Degree 5.4% (12) 

Income n = 217 

<$20,000 36.4% (79) 

$20,000-39,000 27.2% (59) 

$40,000-59,000 15.7% (34) 

$60,000-$79,000 9.7% (21) 

$80,000-$99,000 4.1% (9) 

>$100,000 6.9% (15) 

Primary Setting for Sexual Healthcare n = 221 

Primary Care Provider 49.8% (110) 

Gynecologist or “Women’s Health Center” 17.2% (38) 

Sexual Health/Family Planning Clinic 13.6% (30) 

Unsure 5.0% (11) 

Not Applicable (Do Not Seek Care) 14.5% (32) 

Clinic Primarily Serve LGBTQ Patients?   

Yes 35.3% (78) 

No 52.9% (117) 

Unsure 11.8% (26) 
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(48.5%) either did not feel comfortable or weren’t sure that they would feel comfortable 

discussing their “female” reproductive organs with their primary care provider. Furthermore, 

43% either did not feel comfortable or were not sure they would feel comfortable discussing 

family planning options. Only 25% of participants felt that there were enough resources for 

transgender men to learn about reproductive health, and only 18.3% felt that there were 

enough resources to learn about family planning options for transgender men.  

Health Knowledge 

 The results of the health knowledge questions are outlined in Table 4.  The majority of 

participants answered correctly that testosterone is not a form of birth control (84.8%) and that 

transgender men can get pregnant if they have unprotected sex with cisgender males (87.1%). 

The majority of participants also correctly answered that transgender men need pap smears 

(91.3%) and can get sexually transmitted infections (98.2%) regardless of the identity of their 

sexual partners. Moreover, most also correctly identified that transgender men need the same 

reproductive health screenings as cisgender women (83.4%) and that proper precautions 

should be taken to avoid complications when chest binding (97.2%).  

Provider Conversations about Reproductive Health 

 Results for the following section are detailed in Table 5. Just under half (47.9%) of 

participants stated that their healthcare provider had not discussed their risk for pregnancy 

with them. The majority also stated that their healthcare provider has not discussed their birth 

control options with them (66.2%) or asked whether or not the participant is interested in 

learning more about family planning (61.5%). The majority stated that their provider did 

counsel them on the physiological effects that testosterone has on their reproductive tract 

(60.1%), but that their provider did not inform them of the options for oocyte preservation 

prior to starting testosterone (64.6%). Furthermore, 43.7% of patients stated that their provider 

has told them what types of sexual health screenings are recommended for them. Finally, only 

7.0% of patients stated that their healthcare provider discussed prevention of complications 

from chest binding with them.  
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Table 3. Comfort Seeking Care Responses 

CSC1: I would feel comfortable seeking care for a sexual health concern at my primary care provider’s office (n 
= 220) 

Strongly Disagree Disagree Agree Strongly Agree Unsure 

24 (10.9%) 50 (22.7%) 71 (32.3%) 56 (25.5%) 19 (8.6%) 

CSC2: I would feel comfortable seeking care for a sexual health concern at a “Women’s Health” center/clinic (n 
= 221). 

Strongly Disagree Disagree Agree Strongly Agree Unsure 

80 (36.2%) 81 (36.7%) 35 (15.8%) 10 (4.5%) 15 (6.8%) 

CSC3: I feel comfortable discussing my “female” reproductive organs with my healthcare provider (n = 221).  

Strongly Disagree Disagree Agree Strongly Agree Unsure 

34 (15.4%) 51 (23.1%) 83 (37.6%) 38 (17.2%) 15 (6.8%) 

CSC4: I feel comfortable discussing family planning (e.g. either avoiding pregnancy or having children) with my 
healthcare provider (n = 220). 

Strongly Disagree Disagree Agree Strongly Agree Unsure 

25 (11.4%) 36 (16.4%) 96 (43.6%) 40 (18.2%) 23 (10.5%) 

CSC5: There are enough resources for me to learn about sexual health for transgender men (n = 221). 

Strongly Disagree Disagree Agree Strongly Agree Unsure 

64 (29.0%) 93 (42.1%) 35 (15.8%) 16 (7.2%) 13 (5.9%) 

CSC6: There are enough resources for me to learn about family planning options for transgender men (n = 
220).  

Strongly Disagree Disagree Agree Strongly Agree Unsure 

78 (35.5%) 87 (39.5%) 25 (11.4%) 12 (5.5%) 18 (8.2%) 
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Table 4. Health Knowledge Responses 

HK1: Transmen who have not had “bottom surgery” can get pregnant if they have unprotected sex with 
“biological” males, even if they are taking testosterone (n = 217). 

Correct (True) Incorrect (False) Unsure 

189 (87.1%) 14 (6.5%) 14 (6.5%) 

HK2: Since testosterone stops transmen from getting their period, it can be used as a form of birth control (n = 
217). 

Correct (False) Incorrect (True) Unsure 

184 (84.8%) 14 (6.5%) 19 (8.8%) 

HK3: If transmen do not have sex with “biological” males, they do not need to get pap smears (n = 218). 

Correct (False) Incorrect (True) Unsure 

199 (91.3%) 4 (1.8%) 15 (6.9%) 

HK4: If transmen do not have sex with “biological” males, they are not at risk for sexually transmitted 
infections (n = 218) 

Correct (False) Incorrect (True) Unsure 

214 (98.2%0 1 (0.5%) 3 (1.4%) 

HK5: Transgender men who have their “female” reproductive organs should get the same reproductive health 
screenings as cisgender women (n = 217).  

Correct (True) Incorrect (False) Unsure 

181 (83.4%) 13 (6.0%) 23 (10.6%) 

HK6: Chest binding can cause rashes or other complications if proper precautions are not taken (n = 218).  

Correct (True) Incorrect (False) Unsure 

212 (97.2%) 2 (0.9%) 4 (1.8%) 
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Differences between sample subgroups 

 The biggest differences were found between participants who sought care at a center 

that primarily served LGBTQ patients (Figure 1). These participants were more likely to feel 

comfortable discussing family planning or contraceptives with their healthcare provider (p = 

0.037), and were more likely to state that their healthcare provider had discussed their risk for 

pregnancy with them (p < 0.005). Additionally, participants seeking care in LGBTQ health 

centers were more likely to state that their healthcare provider had told them what types of 

sexual health screenings were recommended (p < 0.001).  

 Furthermore, participants in rural zip codes were less likely to state that they felt 

comfortable seeking care at a “Women’s Health Center,” such as an OB/GYN office. Participants 

under the age 40 were less likely to agree that there were enough resources to learn about 

sexual and reproductive health for transgender men. Other than those stated here, no 

differences were found in question responses between participants when analyzed by age, 

rural-urban continuum code, income, education, healthcare setting, or race.  

Qualitative Data  

 Seventy-nine participants responded to the open ended question asking if they have 

ever experienced uncomfortable or discriminatory treatment while seeking care for 

reproductive or sexual health needs. Multiple themes were found in participant responses 

(Figure 2), including a lack of provider knowledge or comfort with transgender healthcare, 

insensitive care, outright refusal of care, provider assumptions about patient behaviors, and 

patient fear of seeking care.  A Chi-Square analysis found no statistically significant differences 

in the demographics of the subset of participants who chose to answer the qualitative question, 

with the exception of education level. Participants who had less than 4-year degree were less 

likely to answer the qualitative question (p = 0.001, Standard Residual = -2.6).  

Lack of Provider Knowledge or Comfort 

 The most common theme found was that transgender men felt that their healthcare 

providers that did not have the knowledge required to treat transgender men. Thirty- seven 

percent of participants (n = 79) noted that the providers they saw when seeking reproductive 

and/or family planning care were not knowledgeable about transgender health. This ranged 
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Table 5. Provider Conversations about Reproductive Health 

PC1: My healthcare provider has discussed my risk for pregnancy with me.  

Yes No Unsure 

81 (38.0%) 102 (47.9) 30 (14.1%) 

PC2: My healthcare provider has asked me if I am interested in learning more about family planning, 
including either avoiding pregnancy or starting a family. 

Yes No Unsure 

62 (29.1%0 131 (61.5%) 20 (9.4%) 

PC3: My healthcare provider has discussed options for birth control with me. 

Yes No Unsure 

63 (29.6%) 141 (66.2%) 9 (4.2%) 

PC4: My healthcare provider counseled me on the effects of testosterone on my reproductive tract (e.g. 
enlargement of the clitoris, vaginal thinning or dryness).  

Yes No Unsure 

128 (60.1%) 65 (30.5%) 20 (9.4%) 

PC5: Prior to starting my medical transition (e.g. testosterone or surgeries), I was informed about my options 
for “banking” my eggs for future use. 

Yes No Unsure 

51 (24.1%) 137 (64.6%) 24 (11.3%) 

PC6: My healthcare provider has discussed with me how to prevent rashes or other complications from chest 
binding.  

Yes No Unsure 

15 (7.0%) 180 (84.5%) 18 (8.5%) 

PC7: My healthcare provider has told me what types of sexual health screenings are recommended for me.  

Yes No Unsure 

93 (43.7%) 104 (48.8%) 16 (7.5%) 
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Figure 1. Differences between participants receiving care at LGBTQ Health Centers versus those 

who do not. 

 

Legend. PC:PregRisk and PC:Screenings refers to the percentage of participants who said their 
provider discussed their risk for pregnancy with them and their recommended reproductive 
health screenings, respectively. CSC:FP refers to the proportion of participants who stated that 
they would feel comfortable seeking family planning services from their primary care provider. 
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from lack of knowledge about proper terminology, to lack of knowledge about required 

healthcare screenings. In addition to lack of knowledge about trans-specific healthcare (e.g. 

clinical guidelines for hormone therapy or sex reassignment surgeries, recommended frequency 

of laboratory work), participants noted that healthcare providers were not knowledgeable 

about how often transgender men should have pap smears and/or HPV screening, as well as 

routine STI screening. One participant noted that “a gynecologist told me that I did not need 

pap smears or HPV screening because I only have sex with women” and another that they 

“have had to educate providers on what type of sexual health screening [they] needed.” 

Provider Assumptions 

 Nearly 20% of transgender men noted that they felt providers often made assumptions 

about their sexual practices or desire for childbearing. One participant noted that they “have 

had a lot of doctors assume that I am straight (only interested in women),” and another shared 

that:  

 “My current PCP sometimes makes me feel uncomfortable when I ask for STI 

screenings… He always seems confused when I ask to be screened and said that I do not 

need to be screened. I don’t know why he says that, because he doesn’t know the type 

of sex I have, or the number of partners. He’s never asked and I have never told him.”  

 

This theme about assumption of sexual practices and desires was also noted by 

participants when seeking out contraceptives and family planning.  When they sought out care 

for contraception, one participant noted that the provider “assumed that I was a lesbian and 

told me that I didn’t need birth control.” Furthermore, another participant shared that they 

were “turned towards sterilization” when they requested IUDs or other birth control methods, 

since it was presumably assumed that they would never want to carry a pregnancy. Finally, 

another  
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Figure 2. Percentage of participants who noted various negative experiences when seeking 
reproductive or family planning care. 
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participant noted that when they brought up the possibility of wanting to have a child, they 

were “threatened with not being able to transition. [The provider] would not allow me to have 

hormones if I wanted to have children in the future.”  

Refusal of care 

A quarter of participants noted that they had been refused care by providers who felt 

uncomfortable caring for transgender men. One participant noted their struggle with severe 

anemia from continuous heavy menstrual bleeding, and said: “I got so sick I couldn’t walk… I 

believe that if I were a cis female, I would have gotten [treatment] a lot sooner.” Others noted 

that providers simply said “we don’t serve people like you,” or stated that caring for them is 

“one of the weird things [their] job forces [them] to do.”  

Insensitive care  

 A quarter of participants shared that they had experienced insensitive or culturally-

incompetent care. The most common experience was a failure of providers to use correct 

pronouns or names. Some participants noted that they felt their provider was “trying to be 

courteous, but just didn’t know how to be,” and others noted that their provider outright 

refused to use their preferred name or gender pronouns, even when asked to. Multiple 

participants described that their healthcare provider was culturally-sensitive and 

knowledgeable, but that their ancillary staff were not.  Participants’ experiences included 

having to out themselves in public waiting rooms when checking in, as front desk staff 

questioned their identity due to perceived mismatches when masculine-presenting patients 

provided identification with “female-sounding” names or gender markers. One participant 

shared their experience at a public STI/HIV testing clinic:  

 

 “There were two lines to wait, and the clerk pointed me to the male line so I 

went. When the doctor saw me and realized that I am trans, he took me by the shoulder 

and paraded me out to the female line. It was really humiliating. I did not go back for my 

results.”  
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 Some participants noted that the physical environment was sometimes insufficient to 

care for transgender men, particularly in “women’s health” centers. In one case, a participant 

shared their experience when they were referred to a diagnostic center for a transvaginal 

ultrasound: “They only had women’s restrooms, so the receptionist didn’t know what to do 

with me… I had to “out” myself repeatedly in front of other patients.” During an appointment 

for a transvaginal ultrasound, another participant shared that “the ultrasound technician 

complained to [them] that performing an ultrasound on [the patient] made her feel 

uncomfortable.”  

Fear.  

 Fifteen percent of participants shared that their experiences lead to a fear of seeking 

reproductive or family planning care. Some noted that they avoid seeking care for sexual health 

or family planning care entirely, or if they do, avoid disclosing their identity to their healthcare 

provider because they feel unsafe. One participant shared that they have “never had a doctor 

that [they] felt comfortable talking about sexual health with,” and another that they “would 

rather be sick than risk it.”  
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Discussion 

 To the researchers’ knowledge, this is the first study to examine the health knowledge 

of transgender men with regards to reproductive and sexual health. It also further expands 

upon previous studies that examined barriers to comprehensive reproductive health for 

transgender men, by examining both participants’ comfort seeking care and action towards 

seeking reproductive and family planning care. Given the importance for overall health and 

wellbeing, as well as the importance of avoiding pregnancy while taking testosterone, a 

patient’s knowledge about and experience seeking contraceptive and family planning care is 

critical.   

 The “Comfort Seeking Care” items highlight the necessity of creating a comfortable and 

inclusive environment for transgender patients. Over 40% of participants either would not feel 

comfortable or were not sure they would feel comfortable seeking care for reproductive or 

sexual health needs in their own primary care provider’s office. Furthermore, close to 80% of 

transgender men would not feel comfortable seeking sexual or reproductive healthcare at a 

center marketed as a “Women’s Health” center. This suggests that, at least in part, a reason 

why transgender men have lower rates of recommended reproductive health screenings (such 

as pap smears) is that they do not feel comfortable seeking care in these settings. Furthermore, 

while all health settings should be inclusive of transgender men, there was drastic difference 

between the percentage of participants who felt comfortable seeking care in their primary care 

provider’s office vs. a “women’s health” center. This highlights the importance of a primary care 

setting that does routine screenings and contraceptive care and does not require transgender 

men to be referred to an OB/GYN clinic for these services.  

 In our sample, the “Health Knowledge” portion of our study found that the 

overwhelming majority of transgender men could correctly identify that testosterone is not a 

form of birth control, that they are at risk for STIs regardless of the sex or gender of their 

partner, that they need reproductive health screenings based on the organs present, and that 

chest binding can lead to complications if precautions are not taken. However, given the 

significance of some of the questions (e.g. whether or not one is at risk for pregnancy), 

continued improvement of health education for transgender men is still crucial. Approximately 
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15% of transgender men in our study population did not know that testosterone is not a form 

of birth control and were not sure about what reproductive health screenings they need—a 

number that is still too high.  

 Furthermore, few transgender men had conversations about these issues with their 

healthcare providers. Less than half of participants stated that their healthcare provider had 

discussed options for family planning or contraception with them, and most had not had 

conversations about fertility preservation prior to starting testosterone. Close to half noted that 

they had not been told which health screenings were recommended for them, and the vast 

majority had never had discussions about potential complications of chest binding. All of these 

factors, particularly the lack of conversations about health screening recommendations, 

highlight an area for significant improvement in transgender healthcare. Given that participants 

noted that there are not enough resources to learn about reproductive health and family 

planning, it is important that healthcare providers serve as a source of reliable, accurate 

information about reproductive health and family planning for transgender men.  

 Undoubtedly, one of the most impactful portions of the study was the free-response 

section that allowed participants to share their experiences seeking reproductive healthcare 

and/or family planning.  One theme elucidated here was that participants often felt their 

healthcare providers made assumptions about their sexual behavior and practices; most often, 

participants felt their providers assumed that they were heterosexual and did not want to bear 

children.  These assumptions have the potential to cause significant harm to patients. Patients 

may not receive proper sexually transmitted infection (STI) risk assessment and screening, 

assessment for pre-exposure prophylaxis (PrEP), birth control counseling, or family planning 

discussions if assumptions are made about their sexual practices and behaviors. It is crucial that 

healthcare providers avoid assumption of sexual behaviors or practices when interacting with 

patients, and always ask about behaviors in a sensitive and nonjudgmental manner.  

 Furthermore, participants noted that they often felt their providers lacked the 

knowledge necessary to care for transgender patients. This belief is supported by the low level 

of training most providers receive regarding LGBTQ healthcare.32 This has enormous 

implications for transgender health, and make patients less likely to trust their providers as a 
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knowledgeable source of information. Moreover, this was one the reasons participants noted 

that they were less likely to seek care in the first place.  

 Finally, a significant portion of transgender patients had either received insensitive or 

discriminatory healthcare. This ranged from the refusal to use requested pronouns or names to 

outright refusal of providers to treat the participant due to their gender identity. These 

experiences undoubtedly contribute to a message that the healthcare setting is not welcoming 

of transgender patients, and result in patient harm. Participants noted numerous experiences 

where they self-treated serious medical conditions or skipped care entirely, resulting in poor 

health outcomes. Given these experiences with the healthcare community, where participants 

often find providers who are not knowledgeable about their healthcare needs, or a healthcare 

environment that is not culturally sensitive, it is no surprise that numerous participants noted 

either a fear of seeking care, or at the very least, a fear of disclosing their gender identity when 

seeking healthcare.  

Strengths  

 The biggest strength of this study is that it is the first of its kind to assess the health 

knowledge and experiences of transgender men seeking reproductive healthcare and family 

planning. Additionally, the mixed methods nature and robust sample size of the study provides 

a broad initial analysis of the potential barriers transgender men face while seeking these 

services. This allows for future studies to delve deeper into health knowledge, comfort seeking 

care, and provider discussions regarding these sensitive topics.  

Weaknesses  

 Despite the strengths, this study does have multiple weaknesses. First, the racial 

diversity in participants was not very robust, making the findings ungeneralizable to non-

Caucasian populations. Furthermore, the study excluded participants who are under the age of 

eighteen. It is possible that teenage transgender men have had different experiences regarding 

sexual and/or reproductive health screening, particularly if they lack family support for their 

transition. Additionally, the provider conversation section relies on participant recall, which is 

subject to recall bias. Finally, the qualitative data is drawn from an entirely open-ended 

question. It is indeed likely that the percentages of participants who experienced bias, refusal 
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of care, etc. would be different if asked in a structured manner (e.g. “have you ever been 

refused care because you are transgender?”). 
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Future Directions 

 Future directions should focus on both studies to further assess barriers to care for 

transgender men and interventions to address these barriers. Many of the participants noted 

that they felt their providers were not adequately trained to care for transgender patients, and 

that there were not enough resources for transgender men to learn about reproductive health 

or family planning on their own. This highlights a key future area for research—methods to 

improve both undergraduate and graduate medical education regarding transgender health, 

and to improve health education resources for transgender men. Education for providers 

should not just focus on clinical care guidelines, but education on cultural sensitivity (e.g. 

importance of using preferred pronouns, terminology). This education should extend to 

ancillary staff in healthcare settings, since they are often the first individuals patients interact 

with and set the tone for the office. 

 Furthermore, the results of this study highlight that many transgender men want to 

have children, including children that are biologically related. However, most participants noted 

that they had not had discussions about fertility preservation prior to starting testosterone, and 

that their providers had not discussed family planning with them in general. Future studies 

should continue to assess the unique needs and barriers transgender men may have when 

seeking family planning services and seek to improve the number of transgender men who are 

informed about all of their options for family planning.  
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Conclusions 

 Transgender men in this study did not feel that their healthcare providers were 

knowledgeable about their reproductive health and family planning needs. Additionally, they 

often did not feel comfortable seeking reproductive healthcare, especially in settings 

traditionally designed for and/or marketed towards women (e.g. OB/GYN offices, ‘Women’s 

Health Centers’). As anticipated, comfort seeking care was improved for participants who 

primarily receive care in health centers that serve LGBTQ patients. Overall, participants had a 

high level of health literacy and were aware of their recommended reproductive health and 

family planning needs. 

 Many participants experienced negative, insensitive, or discriminatory care at some 

point in their lives. As a result, some participants noted a fear of healthcare environments. 

These negative experiences included providers with inadequate knowledge, providers who 

refused to use requested names or pronouns, and those who refused to see transgender 

patients altogether. One of the most pervasive themes was that participants felt their 

healthcare providers made assumptions about their sexuality, sexual behaviors, and desire to 

have children. This has the potential to result in inadequate assessment of risk behaviors, and 

as a result, inadequate screening and care. 

 Future research should focus on improving medical education regarding transgender 

health. This includes not just the clinical aspects (e.g. screening requirements, hormone 

therapy, etc.), but on cultural sensitivity and competency. Given that many transgender 

individuals have had deeply negative experiences with the healthcare environment, regaining 

trust with the community will require much more than just academic knowledge. As one 

participant so eloquently stated:  “‘Understanding,’ in a clinical sense, is not the same as 

treating me as a worthy human being.” 
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