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ABSTRACT 

Genital reconstruction is a hallmark gender affirmation procedure for a distinct subset of 

transgender men that require physical congruence with their expressed gender identity. Those 

that proceed with genital reconstruction are faced with a particularly finite set of decisions 

related to their physical body and emotional well-being, including the concession of their child-

bearing potential. Current literature lacks a focus on the long-term implications of such 

outcomes, as well as an emphasis on fertility, biological parentage and non-infectious 

reproductive health concerns. The complex personal impact of dramatic gender affirming 

procedures remains an extraordinarily unmet need and was the focus of this research.  

The purpose of this study was to explore the experiences of reproductive health among 

child-bearing aged transgender men who underwent sterilizing genital reconstruction as a critical 

step in their gender affirmation journeys. A qualitative descriptive methodology, rooted in a 

complex adaptive systems (CAS) framework, allowed the principal investigator (PI) to support 

an environment of open dialogue to capture the holism of participants’ stories which could 

otherwise be deprioritized in pursuit of a linear and deterministic approach to data collection. 

Ten participants were recruited through social media and a leading reconstructive surgical 

practice for transgender persons. Each participant completed semi-structured, one-on-one 

interviews using videoconferencing and demographic questionnaires. Inductive data analysis, 

including affective coding, revealed thematic and categorical relationships which added a deeper 

emotional dimension to the subjective coding techniques.  

Six overarching themes of Gender Experience, Gender Affirmation, Fertility Concerns, 

Emotional Experiences, Health Care Provider Interactions and Communication were found. In 
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addition to informing the narrative about the patterns and beliefs about fertility preservation, this 

study also expressed additional subcategory findings including self-acceptance, discovering 

one’s gender identity, and the complex impact of health care provider (HCP) interactions on this 

phenomenon of interest. These findings underscored the vital interdependency of research and 

practice and highlight opportunities for real-time advancements, as well as future endeavors to 

advance science and the standard of care for transgender patients. 
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CHAPTER I: INTRODUCTION 

Statement of the Problem 

Genital reconstruction is a hallmark gender affirmation procedure for a distinct subset of 

transgender adults that require physical congruence with their expressed gender identity (Hassan 

et al., 2021; Canner et al., 2018). Genital reconstruction is an umbrella term that represents a 

definitive and highly customizable series of surgeries that align the physical body as closely as 

possible with a person’s expressed gender identity (Table 1 – Definitions of Frequently Used 

Terms). While reconstructive plastic surgery techniques continue to evolve with impressive 

aesthetic outcomes, many patients are sterilized as these realities are actualized. Those that 

proceed with genital reconstruction are faced with a particularly finite set of decisions related to 

their physical body and emotional well-being, including the potential cessation of their child-

bearing potential (Safer & Tangpricha, 2019). 

Current literature concerning the gender-affirmation experiences of transgender persons 

has largely focused on the concrete and vastly positivistic processes involved in care, such as 

administering cross-hormone therapy, refining surgical techniques, and substantiating the need 

for trans-inclusive health care provider education (Chase, 2019b). Among published research 

studies conducted with the transgender population between 2008-2014, only about 6% focused 

on long-term outcomes of such care and interventions (Reisner et al., 2016). Reisner et al. 

reported that research addressing the sexual health of transgender persons lacked emphasis on 

fertility, child-bearing and non-infectious reproductive health concerns. The exploration of the 

complex personal impact of dramatic gender affirming procedures remains an extraordinarily 

unmet need and is the focus of this research.  
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Table 1 

Definitions of Frequently Used Terms 

Term Definition 

Transgender A person whose biologically assigned sex differs 
from their expressed gender identity (APA, 2020) 

Transition (e.g., gender affirmation) A broad term referring to the alignment of one’s 
physical appearance with their expressed gender 
identity. Includes social and/or medical 
transitioning: changing one’s name, wearing 
gender-associated clothing, hormone therapy, 
and/or gender affirming medical procedures (APA, 
2020) 

Fertility The ability to parent biological offspring 

Fertility preservation (FP) methods Sperm cryopreservation (biological males) and 
embryo and oocyte cryopreservation (biological 
females) 

Gender dysphoria Conflict between one’s biologically assigned 
sex/physical features and their expressed gender 
which results in discomfort and/or distress; 
replaced the term gender identity disorder (APA, 
2020) 

Genital reconstruction  
(e.g., Male-to-Female (e.g., MtF)) 

May include: penectomy, orchiectomy, 
vaginoplasty, clitoroplasty and vulvoplasty 
(Weinforth et al., 2019) 

Genital reconstruction 
(e.g., Female-to-Male (e.g., FtM)) 

May include: total/partial hysterectomy with 
bilateral salpingo-oophorectomy, urethral 
reconstruction, vaginectomy, scrotoplasty with 
placement of testicular prostheses, metoidioplasty 
or phalloplasty (Frey et al., 2017) 

Reproductive health experiences Broadly refers to topics such as: parental desire, 
feelings about fertility preservation, reproductive 
counseling and decision-making related to fertility 
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Background and Significance 

The transgender community is a markedly vulnerable population of individuals that are 

disproportionately burdened with social marginalization, stigma, and inadequate access to health 

care resources as compared to those whose gender identity is congruent with their biologically 

assigned sex at birth (i.e., cisgender) (Chase, 2019a; Roberts & Fantz, 2014; Winter et al., 2016). 

Gender affirming health care is an emerging field of practice that is particularly marked by active 

scientific and practice-based discovery that has led to a rapidly evolving of standard of care. 

Over the past decade, the number of self-identified transgender Americans has doubled to a 

population size of approximately 1.4 million persons (Nolan et al., 2019). 

Transgender individuals represent a highly at-risk community with a significant history 

of discrimination, health care inequity and pervasive negative health outcomes (Newcomb et al., 

2020; Brooker & Loshak, 2020; Roberts & Fantz, 2014). This extremely vulnerable population 

reports disproportionately high rates of depression, anxiety, smoking, drug and/or alcohol abuse, 

sexually transmitted diseases, and the highest rates of suicide of any group (Brooker & Loshak, 

2020; Johns et al., 2019; Safer et al., 2017; Stroumsa, 2014). From a health care delivery 

perspective, transgender adults describe perceived bias and discrimination from providers, 

denials for service and encountering providers who are pervasively uninformed of the health 

needs of transgender patients (American Society for Reproductive Medicine [ASRM], 2021; 

Bockting, 2016; Daar et al., 2015; Poteat et al., 2013). Systemic deficiencies plague the 

healthcare delivery experience for this population and disparities are particularly amplified for 

those seeking transition-related health care services and clinical education (Kirubarajan, 2021; 

Mitu, 2016; Obedin-Maliver & Makadon, 2016). 
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Achieving health care equity among transgender adults is systematically suppressed by a 

lack of access to basic health resources and well-versed health care providers (HCPs) who 

possess adequate training to support gender affirming care (Chase 2019a; Safer et al., 2016). As 

a growing population in critical need of HCPs with specialized education, the transgender 

community faces challenges not only accessing such services, but accessing a scientific 

knowledge base which supports their well-being. The advocacy for equity among the transgender 

population is a pressing, present-day concern for scientists and one which necessitates thorough 

investigation to understand their experiences and provide supportive care (Chase, 2019a).  

Specific Aims  

The aims of this study were: 

1) Identify reproductive health experiences prior to and after genital reconstruction surgery 

among transgender men. 

2) Describe the experience of pre-operative fertility counseling and fertility preservation 

among transgender men in preparation for genital reconstruction surgery. 

The long-term goal of this research was to identify ways in which future health care scholarship 

can be directed to improve the reproductive health experiences of transgender patients. The 

findings from this study will provide foundational knowledge to conceptualize interventions for 

this underserved population and establish a basis for future scholarly inquiry. It is essential that a 

comprehensive and authentic foundation of this phenomenon and the population-specific 

experiences are explored for scientists and health care providers to apply holistic and integrated 

approaches toward patient care.  
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Theoretical Framework 

Overview of Complex Adaptive Systems Theory 

Diverging from linear and restrictive methods used in incomplete attempts to frame and 

predict complex human phenomena, the complex adaptive systems (CAS) model provided the 

theoretical underpinning for this research. CAS models are broadly described as intricate and 

dynamic networks of interconnected systems (Ellis, 2013; Koithan et al., 2012; Sturmberg, 

2016). A quintessential example of this is recognized in the relationships between mind and body 

systems. These systems are notable for their openness, non-linearity, capacity for self-

organization, adaptation and having interactions so variable that emerging qualities cannot be 

accurately predicted (Koithan et al., 2013; Sturmberg, 2016). Within the context of the human 

system, innumerable layers of system networks act within one’s own internal and external 

environment to dynamically drive adaptation. Human systems are capable of receiving bi-

directional feedback, processing information, and flowing through continuous adaptation (Chase, 

2020). 

The CAS approach embraces the engagement of innumerable influences upon a person’s 

well-being and reinforces that these components cannot be parsed out while facilitating health 

care. The whole person and the totality of their experiences as an intricate and unique 

constellation must be considered. Emerging patterns and behaviors must be conceptualized as a 

whole and not as the product of singular entities acting in isolation (Koithan et al., 2013). Capra 

and Luisi (2014) suggested that while it is impossible to foretell the exact behaviors of a complex 

system, it is however possible to predict the qualitative aspects of its behavior. Unpredictability 

and complexity are inherent features of being human. Scholarly pursuits confined to purely 
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quantitative measures of human behavior delimit the depth of experience under investigation and 

create gaps in knowledge, which demand further qualitative investigation (Chase, 2020). 

The patterns of decisions, attitudes and beliefs experienced by a person preparing for 

genital reconstruction are manifestations of emergent behaviors seen in dynamic systems during 

periods of critical life transition. For these patients, this period is often marked by significant 

emotional distress and discomfort induced by gender dysphoria, in addition to concerns brought 

about by the surgery itself. Human experiences of marked, psychological crises (e.g., chaos) and 

the subsequent ability to respond with patterns of self-organization serve as indicators of their 

biological complexity and dynamical nature (Skar, 2004). Highly distressing and emotional 

experiences, such as severe gender dysphoria, can thrust a person toward their peak threshold of 

tolerance and capacity for chaos. The decisions made surrounding these charged experiences are 

recognizable as a dynamic system exhibiting self-organization as it is pushed to create order out 

of disorder. Decisions to undergo surgery, as well as determining the outcome of one’s 

reproductive potential, reflect a person’s conscious creation of order out of a chaotic experience 

(Chase, 2020). 

Proposed Application of Complex Adaptive Systems Theory  

Extant literature has highlighted the non-linearity and unpredictability of the gender 

affirmation transition journey. However, research efforts continue to emphasize and prioritize 

mechanistic and reductive approaches to measurement, such as scales, surveys and binary (e.g., 

yes/no) measures of experiences. Within mechanism, sentient beings are grouped synonymously 

alongside all biological entities and are conceptualized as machines, which function in a purely 

mathematical and linear manner (Capra & Luisi, 2014; Fawcett, 1993; Reed, 2017a). Mechanism 
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has empowered scientists to reduce biological entities to their smallest parts, which can then be 

manipulated, controlled, and predicted (Capra & Luisi, 2014; Turner & Baker, 2019). These 

strategies continue to overlook the opportunity to frame phenomena within the context of their 

interconnected systems nature. As biological systems, to describe the gender affirmation 

experience as predictable or in reductive binary terms ignores the inherent complexity of being 

human.  

Guided by a CAS framework, the principal investigator (PI) used data known about the 

use of fertility preservation and planning among transgender men as a prompt to initiate a deeper 

examination of this experience from the individual perspective through one-on-one interviews. 

These interviews included descriptions of thought processes, experiences, roles of actors (e.g., 

HCPs, family, friends) and events that were key influences in shaping their experiences of 

reproductive health as it related to their gender affirmation. It was the goal that a CAS 

framework would reveal unknowns about this experience and that these narratives would inform 

the care of future transgender men facing genital reconstruction and potential sterility.  
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CHAPTER II: REVIEW OF THE LITERATURE 

Design and Search Strategy 

Examination of the reproductive health experiences among transgender men pertaining to 

genital reconstruction is an under-researched topic in crucial need of further study (ASRM, 2021; 

MacCarthy et al., 2015). An extensive review of the published literature revealed only ten 

pertinent publications suitable for their relevance to the research question. The publications 

presented for review (Table 2) contained a summary of a broad array of study designs that 

included: two literature reviews (Cheng et al., 2019; Obedin-Maliver & Makadon, 2015), three 

quantitative (De Sutter et al., 2002; Defreyne et al., 2020; Wierckx et al., 2012), three qualitative 

(Armuand et al., 2016; Hoffkling et al., 2017; Tasker & Gato, 2020) and two mixed-methods 

designs (Riggs & Bartholomaeus, 2018; Tornello & Bos, 2017). Studies reflected an 

international breadth of participant groups from countries including Australia, Belgium, France, 

Sweden, the United Kingdom, the Netherlands, and the United States. The literature review 

revealed data from a total of 556 participant voices with a fair balance between transgender men 

and transgender women. Several studies also included gender non-binary identified (GNB) 

individuals. Studies including the experiences of transgender women and GNB populations were 

included to contribute additional context due to the scarcity of available research on the subject, 

particularly regarding transgender men. Racial demographics were largely unreported by the 

investigator groups with the exception of Tasker and Gato (2020) and Tornello & Bos (2017), 

who noted that their participants were predominantly non-Hispanic white. 
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Table 2 

Summary of Literature Review  

Author Aims Design Sample Measures Results/Conclusions Theory? 

Armuad 
et al. 
(2017) 

Address how 
transmen 
experience 
fertility 
preservation 
(FP) of oocytes 

Qual. 
Descript. 

15 transmen; 
Age 19-35 

Thematic 
content 
analysis 

Identified 3 phases of the 
FP journey  
1) Journey to FP 
2) Reactions to FP 
3) Proceedings and 
Coping Strategies 

No 

Cheng et 
al. 
(2019) 

Review of 
fertility 
concerns of 
transgender 
(TG) patients 

Lit. 
Review 

N/A N/A 1) Research needed to 
examine fertility desires 
of TG youth 
2) Need a SOC protocol 
for fertility counseling 
3) FP is cost prohibitive 
4) Access to FP is 
impaired by overarching 
barriers to care 

No 

De 
Sutter et 
al. 
(2002) 

Survey 
designed to ask 
participant 
opinion about 
option of 
freezing sperm 
before medical 
transition 
(respondents 
were at varying 
stages of 
transition) 

Quant. 
Descript.  

121 TG 
women; 
Participants 
from UK, 
Netherlands, 
France, 
Belgium; 
Survey in 3 
languages 

Semi-
structured 
survey 

1) 77% stated FP should 
be available and 
discussed by HCPs 
2) 10% postponing 
transition due to 
infertility risk 
3) 1/3 cite procedures 
involved with FP too 
difficult 
(physical/emotional) 
4) Regret identified by 
those who did not pursue 
FP prior to transition 

No 

Defreyne 
et al. 
(2020) 

Examine 
considerations 
& concerns of 
TG persons 
regarding FP 
and parental 
desire 

Quant. 
Descript. 

116 TG men 
and 56 
gender non-
binary 
(GNB) 
persons; 
Belgium 

Online 
survey 

1) 39% had parental 
desire 
2) 32.6% cite cost as 
barrier to FP 
3) 32.6% cite fear of 
discrimination as a TG 
parent 
4) 38% cite fear for child 
being  

No 
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Table 2 – Continued  

Author Aims Design Sample Measure
s 

Results/Conclusion
s 

Theory
? 

     discriminated against 
for having TG parent 
5) 41.3% fearful of 
difficult adoption 
process (due to being 
TG) 
4) Only 9% of group 
proceeded with FP 

 

Defreyne et 
al. (2017) 

Experiences 
of TG men 
who had 
given birth 
while 
identifying 
as male 

Grounde
d Theory 
(GT) 

10 TG men; 
USA/Wester
n Europe; 
had given 
birth while 
identifying as 
male; some 
had genital 
reconstructio
n following 
childbirth 

Semi-
structured 
interviews. 
Thematic 
content 
analysis 

1) Pregnancy is an act 
of empowerment 
2) Sequencing of child-
bearing desires is very 
diff for each person 
3) Widespread 
transphobia among 
HCPs 
4) Lack of TG cultural 
competency  
5) Positive HCP 
experiences gave 
patients optimism 

GT  

Obedin-
Maliver & 
Makadon 
(2016) 

Guidance for 
clinicians re: 
TG men or 
GNB pts 
who are 
contemplatin
g or are 
pregnant 

Lit. 
Review 

N/A N/A 1) Need for 
preconception 
counseling 
2) Anticipate changes to 
gender dysphoria 
during/after pregnancy 
3) Further research into 
impact of gender 
dysphoria on 
experiences of 
pregnancy 

No 

Riggs & 
Bartholomaeu
s (2018) 

FP decision 
making 
among TG 
and GNB 
persons 

Mixed 
Methods 

409 TG/GNB 
Australians 

Open and 
closed 
ended 
survey 
questions 

1) Minority report 
receiving FP counseling 
2) 95% said FP should 
be offered to all, yet 
only 7% reported 
pursing this 
3) 15 out of 26 delayed 
transition to preserve 
fertility 
 

No 
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Table 2 – Continued  

Author Aims Design Sample Measures Results/Conclusions Theory? 
     4) 20.3% would have 

delayed transition for FP 
had it been available 
5) Recommend future 
research on experiences 
of FP, as well as how it 
relates to gender more 
broadly 

 

Tasker & 
Gato (2020) 

Sample views 
of TG and GNB 
people to assess 
views on 
parenthood; 
routes to 
parenthood 

Qual. 
Descript. 

11 TG 
and GNB; 
United 
Kingdom 

2 Focus 
groups.  
Thematic 
analysis 

1) 2/11 were committed 
to being child-free 
2) Fear that being 
TG/GNB doesn’t fit into 
fostering/adoption/FP 
system 
3) Fear of clash between 
fertility embodiment and 
gender identity 

No 

Tornello & 
Bos (2017) 

Explore 
parenting 
intentions/desire 
of TG persons 
who wish for 
future children 

Mixed 
Methods 

32 TG 
men and 
women; 
USA 

IPA 
(themes 
from data). 
Open and 
closed 
ended 
questions  

1) Expressed desire for 
parenthood but concern 
for complications of 
hormones/surgeries 
2) 47% desired 
biological parentage – 
ideally 2 children 
3) 38% described being 
TG as a barrier to 
parentage 

No 

Wierckx et 
al. (2012) 

Explore 
reproductive 
wishes of TG 
men 

Quant. 
Descript. 

47 TG 
men; 
Belgium. 
Single 
site. 
Dutch-
speaking 

Survey. 
Statistical 
analysis 

1) Majority (62%) report 
current/past wish to have 
children 
2) More attention is 
needed to address 
FP/parentage prior to 
medical transition 
3) 37.5% would have 
done FP if it was 
available at the time 

No 

Note. Abbreviations: FP=fertility preservation; TG=transgender; SOC=standard of care; GNB=gender non-binary; 
GT=grounded theory 
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Results 

Factors Influencing Reproductive Health Decision Making 

Sterilization 

Transgender men who proceed with genital reconstruction face a particularly definitive 

set of outcomes as they consider their future reproductive options (ASRM, 2021; De Roo et al., 

2015). While hormone therapy as a single-agent bears its own share of significant, fertility-

altering effects and can impair one’s reproductive potential, genital reconstruction invariably 

results in sterility (Safer & Tangpricha, 2019). For transgender men, a hallmark example of such 

a procedure is a bilateral salpingo-oophorectomy with a partial or total hysterectomy. De Sutter 

et al. (2002) reiterate the long-standing thematic history of sterilization as a “price to pay” or 

“sacrifice” in achieving gender alignment (p. 2). For those living within the United States, many 

states continue to require that individuals undergo gender-affirming surgery to petition for mere 

adjustment of the gender marker on legal documents (e.g., driver’s license and birth certificate) 

(Lambda Legal, 2020). Cheng et al. (2019) reported 20 countries in Europe require a proof of 

sterilization before legal changes can be made. Looking beyond the experience of sterilization, 

the long-term effects of sterility among post-operative transgender adults is largely unexplored. 

Scientists have yet to retrospectively study this population and examine the longitudinal effects 

of sterilization on their emotional well-being and overall quality of life. 

Gender Dysphoria 

The diagnosis of gender dysphoria itself is acknowledged by the American Society for 

Reproductive Medicine (ASRM) as a risk factor for fertility impairment (ASRM, 2021; Daar et 

al., 2015; Nehata et al., 2017). It is widely documented that persons seeking genital 
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reconstruction may have significant difficulty relating psychologically to their biologically 

assigned physical features (Armuand et al., 2017; Hembree et al., 2017). The health care 

discussions and processes surrounding fertility preservation can induce further emotional distress 

and gender dysphoria due to the invasive nature of conversations and procedures (Armuand et 

al., 2017; Light et al., 2014). This dysphoria can act as a communication barrier to clinical 

discourse concerning their fertility and impede conversations regarding reproductive outcomes of 

gender affirming surgery. As an example, references to the anatomical structures of the 

biologically assigned physical body may be too emotionally distressing to discuss at length. 

Gender dysphoria may be particularly amplified in clinical exchanges with HCPs that are 

unfamiliar to the patient. For some, this may not be a barrier. As the conversation regarding 

sterilization is crucial, HCPs would undoubtedly benefit from a deeper understanding of this 

distinct experience to facilitate a sensitive approach to these conversations on a case-by-case 

basis to mitigate any undue gender dysphoria. The relationship of gender dysphoria as a potential 

barrier to fertility preservation, particularly among transgender men, is one that has yet to be 

studied as a distinct phenomenon in the literature. 

Fertility Preservation 

The high cost of fertility preservation is cited as a prohibitive factor among pre-operative 

transgender adults (Cheng et al., 2019; De Sutter et al., 2017; Defreyne et al., 2020; Millar, 2017; 

Riggs & Bartholomaeus, 2018). A survey of transgender men (n=116) (assigned female at birth) 

living in Belgium reported 34.9% of participants found the cost of preservation to be too high 

(Defreyne et al., 2020). Riggs and Bartholomaeus reported that 44 out of 177 Australian 

respondents (24.8%) echoed this experience. A 2011 study of Belgian transgender men (n=50) 
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revealed that approximately 20% had considered this option personally, but not discussed it with 

their HCP prior to undergoing sterilizing, gender affirmation procedures. 28.1% of this sample 

also reported that the costs of fertility preservation were too high (Wierckx et al., 2011). 

Despite explicit guidance from the World Professional Association of Transgender 

Health (WPATH) stating that preservation should be afforded to any patient who wishes to 

preserve fertility; it is rarely covered by insurance as compared to the actual genital 

reconstruction procedures themselves (Kyweluk et al., 2019; Coleman et al., 2012). The disparity 

between those few who do have access to such services is even more amplified across 

socioeconomic divides (Kyweluk et al., 2019). The inconsistency in internationally recognized 

standards of care versus the real-life, tangible access to such resources posits the question of 

health care equity among transgender patients. Health care practice consistent with WPATH 

guidelines assert HCPs cannot be complicit in dismissing this matter of policy. 

Compounding the fiscal challenge of fertility preservation, those who elect this option 

must resolve to temporarily discontinue all gender-affirming hormone therapy to stimulate their 

reproductive function. The manipulation of hormones can cause significant emotional and 

physical changes, which may easily exacerbate underlying gender dysphoria. In the case of 

transgender men, they must also have physically invasive procedures (e.g., vaginal ultrasounds 

and pelvic examinations) for mature oocyte harvesting that can cause significant emotional 

distress (Armuad et al., 2017; De Sutter et al., 2017). 

Patients continue to report inadequate pre-operative fertility counseling (De Sutter et al., 

2017; Defreyne et al., 2020). A recent survey of 172 transgender and gender non-binary persons 

in Belgium indicated that 36.5% of the sample had not received any fertility counseling from 
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their health care providers (HCP). This contrasted with 39% of respondents reporting a desire to 

experience biological parentage (Defreyne et al., 2020). A survey of transgender persons in 

Toronto, Canada revealed similar findings and found that 77% of participants had not discussed 

fertility preservation with their HCPs. In the United States, a study of transgender adolescents 

(n=156) revealed only 13.5% had specifically discussed the potential effects of hormone therapy 

on their reproductive potential with their prescribing HCPs (Chen et al., 2018). As reported in 

similar studies, when asked about their parenting desires, over one-third of the sample expressed 

the desire to parent biological children. The absence of fertility counseling remains a critical 

need for this patient population. It is incumbent upon HCPs to initiate these discussions and 

advocate for the fertility desires of their patients (Cheng et al., 2019). 

Gaps in the Literature 

The reproductive health experiences and associated decision-making among surgically 

transitioning transgender persons, particularly males, is an under-researched topic in vital need of 

further qualitative and quantitative study (MacCarthy et al., 2015; Nehata et al., 2017; Riggs & 

Bartholomaeus, 2018; Tasker & Gato, 2020). Among existing studies, sample sizes are limited 

without mention of data saturation; participants are frequently limited to one gender (e.g., 

transgender females or males) and typically only one aspect of the reproductive health 

experience is isolated and discussed (e.g., fertility preservation options) (Armaund et al., 2017; 

Wierckx, 2011). Participant groups are largely non-Hispanic white and lack a share of voice 

reflective of racial and ethnic diversity. It is challenging to attest to the real-world applicability 

of such limited knowledge to the broader transgender male population. This research directed at 

capturing the totality of the experience, notably by highlighting the authenticity of the 
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participants’ voices, will add richness to the depth of data collection and build upon prior studies, 

which have narrowed the description of the phenomenon. 

Additional research concerning the reproductive health and fertility of transgender 

patients is needed to address the advance the science of transgender health care (Armaund et al., 

2017; Cheng et al., 2019; Daar et al., 2015; De Roo et al., 2015; Light et al., 2014; Olson-

Kennedy et al., 2016; Wierckx, 2011). The stark incongruence between the desire to parent 

biological offspring and utilization of fertility preservation among recipients of genital 

reconstruction warrants urgent nursing attention and examination. To address these disparities 

and meaningfully influence the future of transgender healthcare practice, future qualitative 

descriptive studies should be directly aimed at this phenomenon of interest. Studies should 

strongly emphasize participant cohorts be racially and ethnically diverse to reflect the 

perspectives and experiences of all persons. As transgender persons of color are at greatest risk 

for discrimination, bias, and poor health outcomes, describing the experiences of a diverse 

participant cohort should be a priority for researchers. Before HCPs can understand how to 

comprehensively promote positive health outcomes and fully support their transgender patients, 

it is essential that an authentic foundation of the phenomenon is explored.  

Summary 

An examination of the present state of clinical practice surrounding gender affirmation 

has revealed that advances in surgical procedures have outpaced those concerning reproductive 

health experiences. Existing literature has revealed that crucial knowledge gaps exist about 

experiences of reproductive health among child-bearing aged transgender men who undergo 

genital reconstruction. Nolan et al. (2019) report that transgender women are discussed in the 
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literature at a 2:1 ratio as compared to transgender men. Quantitative descriptive studies have 

broadly captured an incongruence between the desire for biological children juxtaposed against 

the mere few who actually proceeded with fertility preservation (Defreyne et al., 2020; Motmans 

et al., 2011; Wierckx et al., 2011). This study conducted a deeper analysis of these gaps will 

enrich the knowledge base of nursing science and guide clinicians in their care of this vulnerable 

population. 

HCPs bear an ethical responsibility to ensure that transgender patients are fully aware of 

potential outcomes prior to any interventions or scheduled procedures, which will definitively 

alter or terminate their reproductive capacity (Daar et al., 2015). However, in the absence of 

rigorous scientific evidence, the health outcomes among this vulnerable population remain in 

jeopardy. Routine sterilization and the relinquishing of fertility as a “price to pay” in affirming 

gender identity among transgender adults is a practice that deserves further urgent study (De 

Sutter et al., 2002). 

An understanding of the experiences related to the critical decision-making surrounding 

genital reconstruction will support a deeper understanding of this experience and its long-term 

health outcomes for transgender men through a qualitative descriptive methodology. This study 

aids in fulfilling these urgent knowledge gaps by specifically addressing the needs of transgender 

men, who are both a vulnerable and understudied population. A complex adaptive systems 

framework will prioritize a holistic and non-linear approach to support the dynamic nature of this 

uniquely human experience. Such strategy and purpose are key in shaping future interventions 

and health care practice for this population. 
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CHAPTER III: METHODOLOGY 

Study Design 

This study used a qualitative descriptive methodology to fulfill the urgent need to address 

the knowledge gap regarding the reproductive health experiences of transgender men that 

undergo sterilizing genital reconstruction as a critical step in their gender affirmation. 

Participants described their experiences regarding fertility preservation, planning and counseling 

to generate awareness regarding this poorly researched phenomenon. Data were analyzed about 

unmet needs and highlighted opportunities for improved HCP support of transgender patients.  

Qualitative designs offer an interpretivist philosophical perspective and inductive 

approach to knowledge development. These designs are used when researchers seek to extend 

past objective meaning and engage participants to obtain in-depth accounts of their experiences 

(Salvador, 2016). Understanding the human experience is the ultimate purpose behind qualitative 

research design (Streubert & Carpenter, 2011).  

The basic assumption of qualitative design is that the attainment of scientific 

awareness of reality is incomplete without subjectivity. Objective and empirical data 

cannot completely embody the wholeness and innate complexity of reality. Influences 

such as values, perception, context, and culture play significant roles in shaping the 

reality that each person experiences (Salvador, 2016; Streubert & Carpenter, 2011). 

Framed within the lens of qualitative description, the research question proposed for this 

study was: “What are the experiences of reproductive health among transgender men who 

undergo sterilizing, gender affirming surgery during their child-bearing aged years?” 
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Sample 

The target population for this qualitative descriptive study was composed of 10 

transgender men who underwent sterilizing, genital reconstruction while of child-bearing age. 

Those eligible for this study were English-speaking individuals aged 18-40 years at the time of 

their sterilizing, gender affirmation surgery. As the spectrum of surgical procedures offered to 

each individual patient is broad, the definition of sterilizing was specific to those who had 

undergone a total hysterectomy with bilateral salpingo-oophorectomy. In the event that a 

prospective participant had previously undergone this sterilizing surgery due to circumstances 

unrelated to gender affirmation (e.g., elective or related to a health condition), they were not 

eligible for inclusion. Exclusion criteria also included any unmanaged and/or uncontrolled 

previously diagnosed mental health disorder by self-report. Any potential participants that were 

previously under the direct care of the principal investigator were also excluded (Chase, 2020).  

Sampling Method and Recruitment 

A cohort of 10 transgender men were recruited via brochure and word-of-mouth through 

transgender support groups (both online and in-person), social networks of participants (e.g., 

Facebook) and health care practices that specialized in transgender care. Electronic study 

brochures were distributed to clinical practices specializing in reconstructive surgical procedures 

for the transgender community. 

The final sample size was guided by the concepts of saturation and information power of 

findings gathered during participant interviews. In its most intentional sense, the claim of 

saturation is made when no new themes emerge from participant interviews and information 

gained appears repetitive (Morse, 1991; Sandelowski, 2000). Information power suggests that the 
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dynamic quality and context of the interviews should determine the study’s sample size 

(Malterud et al., 2016). Therefore, a predetermined and/or exact number of participants was less 

of a focus than the actual quality of data being collected (Morse, 1991; Sandelowski, 2000). The 

final sample size was ultimately reasonably flexible and contingent upon the heterogeneity of the 

information collected. When using a specific research question with a particular category of 

participants, Green and Thorogood (2004) and Mason (2010) suggest that the concept of 

saturation drive a sample size versus the actual number of participants. Saturation is broadly 

considered as a frequent turning point when no new information is usually gained from 

conducting additional participant interviews. The timeline for the study was six months (Table 

3). 

Table 3 

Study Timeline 

Time Frame Activity 

March-May 2021 March 2021: IRB submission  
April 21, 2021: Received IRB approval 
April 22, 2021: Began participant recruitment 
April 25, 2021: Conducted 1st interview 
Continued recruitment, enrollment, interviews, and ongoing data analysis 

May-June 2021 Ongoing recruitment and enrollment 
Conducted and analyzed interviews 1-10 
Anticipated 4-5 interviews/month 

July-August 2021 Member checking (3-4 participants) 

Protection of Human Subjects 

Key study team personnel were required to receive training and certification in human 

subject research by taking on-line courses and examinations administered by the Collaborative 
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Institutional Training Initiative Program (CITI). All consent forms and procedures were 

reviewed and approved by members of the University of Arizona Institutional Review Board 

(IRB). IRB submission occurred in February 2021 with approval by April 2021 (Appendix A).  

Participants had two distinct opportunities to review the consent for the study. Prior to 

data collection, participants provided electronic consent (e-consent) via REDCap. This 

consenting technology was a streamlined alternative to the traditional paper consent form and 

allowed participants to access and sign study consent forms through their computers, tablets, and 

mobile phones. E-consents could be converted into a portable document format (PDF) which 

could then be archived securely through their archival system. The PI also verbally reviewed the 

consent with attention paid to articulate the study with plain, conversational language. 

Participants were asked for their permission to allow the researcher to send a reminder email or 

text message several days prior to the interview to remind them of the appointment.  

Among vulnerable populations, particularly those exposed to systematic and socio-

political discrimination, an ethical commitment to confidentiality and privacy should be 

maintained to avoid causing unintentional trauma to any participants (Marsh et al., 2017). This 

presents researchers with a challenging task due to the inherently sensitive nature of topics under 

discussion. The investigator addressed this concern by asking open-ended interview questions 

designed to be free from any suspected or inferred bias (Table 4). As an example, the PI used 

phrases such as “reproductive health” and “fertility” to promote a neutral perspective versus 

words such as “sterile” or “childless” which could potentially evoke negative emotions and 

recollection of prior traumatic experiences (Chase, 2019b). The investigator excluded 

participants who had unmanaged and/or uncontrolled previously diagnosed mental health 
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disorders as recorded by self-report. Participants were provided with a list of mental health 

referral resources at the time of consent. The list was updated by the PI throughout the study and 

was also available on-line through the National Center for Transgender Equality. The PI 

preemptively explained the utility of these resources to each participant as a measure of risk 

mitigation.  

In consideration of the sensitive nature of the interview topic, research personnel 

anticipated the potential that subject matter could have evoked emotionally distressing feelings 

among participants. It was possible that these feelings could have included regret, sadness or 

could exaggerate gender dysphoria. The subject matter, research aims, and risks/benefits were 

reviewed (verbally and via e-consent) with participants in advance of any in-depth discussions. 

Participants were reassured of their freedom of choice to not answer a question or cease 

participation in the study at any time. All participants were provided with a 24-hour phone 

number to contact the PI with any concerns throughout the duration of the study, as well as the 

PI’s University of Arizona e-mail address. In the event that research discussions caused 

psychological distress that necessitated an intervention, the PI was prepared to ask the 

participant(s) how he could help and assist them in receiving health care services or meet their 

needs during that time. Participants could also be referred to seek out care through their local 

emergency room and/or resources provided through their personal HCPs. None of these 

emergency or time-sensitive interventions occurred at the time of study closure.  

Regarding confidentiality, minimal risk existed that someone other than the researcher 

would be able to access participant information. Participants were reminded of the PI’s neutrality 

and that any findings related to their identity would remain anonymous to all their health care 
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providers. With the exception of the signed consent, all information was de-identified with a 

participant identification number and stored in the PI’s Box Health account. Only the PI had 

access to that information. The PI used participant numbers in lieu of participants’ legal names 

during the interview, member checking and on transcripts.  

Interview Guide 

The following interview guide (Table 4) was used for participant interviews. The main 

questions were asked of all participants and optional probes and clarifiers were deployed as 

necessary. A demographic questionnaire was used to gather baseline descriptive statistics of the 

cohort prior to launching into the interview guide (Appendix B). All participants answered each 

question freely and without objection. 

Table 4 

Interview Guide 

MAIN QUESTIONS 

1. “I am very interested to hear your experience/story. Tell me about the time in your life when you began 
gender affirming procedures.” 

2. “What does fertility mean to you?” 

3. “Prior to surgery, tell me about the thoughts you had about your own fertility. 

3a. “What does the word fertility mean to you?” 

3b.“What were your feelings about having biological children?” 

4. “Before you underwent surgery, what were your feelings about preserving your fertility?” (Will probe 
participant for additional information if needed – e.g., oocyte cryopreservation) 

4a. “Was fertility preservation a topic you were comfortable thinking about?” 

4b. “Were you interested in this option?” 

4c. “Did your health care team discuss this with you?” 
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Table 4 – Continued  

MAIN QUESTIONS – Continued  

5. “Were you comfortable discussing your fertility with others, like HCPs, family or friends?” 

6. “How do you feel about your fertility and having children now?” 

6a. “Looking back, would you have made different decisions about your fertility?” 

7. “What other thoughts about this experience would you like to share with me? Things that I didn’t bring 
up?” 

OPTIONAL PROBES/CLARIFYING QUESTIONS 

“What was life like before surgery?” 

“At what age did you begin gender affirming medical procedures – like hormone therapy?” 

“When was your main bottom surgery (e.g., genital reconstruction)?” 

Regarding fertility preservation: “Did your health insurance cover the cost? Was cost a concern?” 

“How would you describe your pre-surgical fertility counseling?” 

“If you had to summarize these feelings into a few words, what would they be?” 

“What do you think your health care team could have done to prepare you for this decision?” 

Pilot Study 

The questions derived from the gaps in the review of literature formed the basis for an 

initial draft set of questions In Spring 2020, an IRB-approved pilot study was conducted with 

two participants to test and refine the draft interview guide. The questions were found to generate 

thoughtful participant responses, which comprehensively addressed the research aims and topics 

under discussion. The experiences of reproductive health varied considerably between the two 

participants, with one feeling informed by his HCP about outcomes and options and the other 

reporting no discussions about his fertility prior to surgical gender affirmation. Data saturation 
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was not reached; however, the goal of the pilot study was accomplished which was to refine the 

interview guide used for the dissertation. 

Data Collection Method 

Following informed consent, the PI employed semi-structured, one-on-one video 

conferenced interviews via Zoom, a publicly available virtual conference meeting application, for 

data collection. The refined set of interview questions was administered to each participant with 

tailored probes employed as necessary to pursue additional details or clarity (Table 4). The 

interview style was open-ended and encouraged a conversational style of dialogue as opposed to 

a more structured approach. While the PI initiated the interview in accordance with the general 

layout of the interview guide, participants expressed their experiences in the natural order that 

they saw fit and felt comfortable in that moment (Green & Thorogood, 2014). Probes were used 

to follow up with any additional questions to further explore additional areas of inquiry.  

The Zoom virtual recording and transcription tool enhanced the flexibility of the research 

team to accommodate the varying schedules and geographies of a wider sample of participants 

within the study’s timeline. To assist with the transcription process, participants were asked for 

their permission to allow the PI to audio record the interview. All 10 participants provided their 

consent to audio record interviews for later transcription.  

Data Management 

Interviews with the researcher were audio-recorded using the streamlined recording 

feature on the Zoom conferencing platform. A handheld, back-up digital audio-recording device 

was used in the event of primary device malfunction. The researcher maintained reflexive 

journaling and handwritten field notes and transcribed the same day into a Word document for 
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daily review and reflection. All paper notes were subsequently shredded through the Iron 

Mountain secure asset destruction service. Field notes, audio recording files and transcripts were 

securely and electronically transferred into the researcher’s University of Arizona Box data 

storage account.  

The PI transcribed the data following each interview and re-reviewed several times to 

begin the process of inductive analysis. Following transcription, several interview transcripts and 

audio recordings were verified for accuracy against one another by the PI’s dissertation chair. 

Audio recordings were deleted once interviews were transcribed and checked for accuracy by the 

PI and/or members of the PI’s dissertation committee. 

Data Analysis 

Inductive data analysis was a disciplined process that began with several methodical 

reviews of the transcripts in their entirety. Following several full reviews, the PI selected, 

highlighted, and extracted participant statements that represented the phenomenon of interest. 

Using an Excel spreadsheet, the PI manually analyzed these statements and iteratively refined 

them into overarching themes and subcategories, which reflected the phenomenon under study 

(Green & Thorogood, 2014; Nowell et al., 2017). Inductive thematic analysis allowed themes to 

emerge from the findings by minimizing the influence of the researcher’s prior experience and 

professional knowledge of this patient population to the most extent as possible. Data analysis 

was ongoing with each interview to allow for comparison between participants and thematic 

interpretation (Yeh & Inman, 2007). All analyses were regularly reviewed with the PI’s 

dissertation committee chair for validation.  
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To assist in cultivating a complex dimension of subjective data within the coding process, 

the PI incorporated affective methods of coding to include consideration of human experiences, 

such as values, attitudes, beliefs, and emotions (Saldaña, 2016). A methodical and 

comprehensive review would reveal themes that could be organized by categorical relationships 

(Green & Thorogood, 2014; Spradley, 1980). By applying a qualitative descriptive lens to frame 

the research aims, the data analysis illuminated a rich description of this uniquely personal and 

complex reproductive health experience among transgender male participants following gender 

affirmation procedures.  

Trustworthiness and Reflexivity 

Establishing trustworthiness reflects the researcher’s commitment to scientific rigor and 

transparent fieldwork which imbue the reader with confidence in the integrity of the study at 

hand (Chase, 2018; Rolfe, 2006). Lincoln and Guba (1985) articulated the four tenets of 

trustworthiness as: truth value, applicability, consistency, and neutrality. Reflecting a similar 

approach to establish rigor in quantitative studies, these terms are reflective of a qualitative 

researcher’s efforts to strengthen internal validity, external validity, reliability, and impartiality 

(Lincoln & Guba, 1985). 

Truth value refers to the credibility of findings and that a comprehensive scope of the 

phenomena of interest has been presented (Lincoln & Guba, 1985). In this study, the PI 

promoted this tenet by taking consistent field notes before and after interviews. These findings 

and general interpretations were reviewed with participants during post-interview member 

checks to ensure that their statements, experiences, and sentiments were accurately captured and 

interpreted. 
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Applicability is a term used to describe generalizability of the findings (Lincoln & Guba, 

1985). This measure of rigor can be upheld by ensuring that one’s sampling techniques and 

participant cohorts are reflective of the population which is intended to benefit from the study 

(Trochim et al., 2020). As a general guideline, the less heterogeneity there is within a group, the 

less generalizable the outcomes may likely be. Due to the limited amount of representation and 

knowledge pertaining to the transgender male experience in this research setting, the PI used 

purposive sampling in this study to promote the concept of generalizability. While a cohort of 10 

would make generalizable findings an unlikely expectation, the PI instead used these guidelines 

to support the integrity of data collected. Additionally, the inclusion criteria were supportive of 

the vetting of a highly specified cohort that had shared similar surgical experiences and effects to 

their reproductive health during their child-bearing aged years. These strategies were supportive 

of the applicability of findings and their utility in future scholarship endeavors. 

Neutrality is the degree to which a researcher can separate their own bias, 

predeterminations, and values from influencing the study (Lincoln & Guba, 1985). Taking care 

to assure that one’s verbal and non-verbal interactions are free from judgement and personal bias 

is a technique which can support neutrality. The interviewer should not lead a participant to 

assume any value judgement. On a personal level, the researcher employed mindful reflection of 

his own feelings about the research. Recording this reflection and maintaining an ongoing 

journal narrative kept neutrality as a high priority throughout the study (Lincoln & Guba, 1985). 

The concept of reflexivity expands upon the tenet of neutrality by suggesting that a 

deeper and ongoing commitment to remaining value-free will further increase the rigor of their 

research (Jootun et al., 2009). Qualitative researchers that bracket their preunderstanding and 
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assumptions of a problem are examples of scientists acting reflexively (Speziale & Carpenter, 

2007). Beyond one or two techniques to remain unbiased, a reflexive researcher is aggressive in 

their pursuit of neutrality. The PI reinforced reflexivity by sharing the thought process behind 

decision-making with academic peers and the PI’s dissertation chair. A log of these critical 

decisions was maintained to promote a conscientious awareness of their influence upon the 

study. While a researcher cannot ever fully separate themselves from the research, they can be 

self-aware and mindful of their influence to prevent undue bias (Jootun et al., 2009). 

Preunderstanding 

The PI held current licenses as a registered nurse, board-certified family nurse 

practitioner and advanced oncology certified nurse practitioner. Beginning in 2016, the PI 

entered into a preceptorship with a leading clinical practice that specialized in surgical, gender 

affirming procedures for the transgender community. The PI maintained active privileges as a 

surgical nurse practitioner within the medical system through this partnership. This learning 

relationship allowed the PI to develop significant personal and professional relationships with 

members of the transgender community, as well as with the HCPs who guide their care. The 

potential for these relationships to trigger a conflict of interest was of highest priority to ensure 

reflexivity and neutrality. Previously outlined strategies to reinforce mindfulness and bias-free 

assumptions guided each step of the research process to balance any preunderstanding. 
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CHAPTER IV: RESULTS 

This section presents the results of the study. Qualitative content analysis revealed the six 

emergent, overarching themes of Gender Experience, Gender Affirmation, Fertility Concerns, 

Emotional Experiences, Health Care Provider Interactions and Communication shared 

consistently among participants. Subcategories are defined and substantiated contextually with 

direct quotes from participants.  

Participant Characteristics 

Ten participants who identified as transgender and/or transmasculine men were 

interviewed for this study (Table 5). The mean participant age was 32.3 years (SD 6.6) and 

reflected diverse geographies of residence across the United States. Majority of participants were 

non-Hispanic White (n=7) and three were African American. Eight of the participants had 

completed post-high school education, with four completing bachelor’s degrees, two completing 

master’s degrees, one completing an associate degree and two with education in-progress. The 

remaining two had attained high school diplomas. With respect to financial security, five 

participants reported that they “have all that they need,” four reported that they “barely get by,” 

and one reported he “does not have the resources to meet my needs.” Five of the participants 

were employed, four unemployed and one on permanent disability. 

Only one of the 10 participants reported having a biological child prior to his series of 

gender affirmation surgeries. With respect to receiving fertility preservation education from a 

health care provider (HCP) before/during gender affirmation procedure discussions, five reported 

receiving no information, while two reported receiving minimal information and three reported 

receiving adequate information. Only one participant reported that he preserved his fertility by 
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participating in mature oocyte cryopreservation (e.g., egg freezing) prior to surgical gender 

affirmation. Of note, the procedure was fully covered by his primary health care insurance.  

Table 5 

Participant Characteristics (N=10) 

  N (%) 

Age (mean)  32.2 (SD 6.6) 

Race non-Hispanic white 7 (70) 
 African American 3 (30) 

Education  High school 2 (20) 
 Some college 2 (20) 
 Associate degree 1 (20) 
 Bachelor’s degree 3 (30) 
 Master’s degree 2 (20) 

Employment Disabled 1 (10) 
 Unemployed 4 (40) 
 Employed 5 (50) 

Financial Security I have all I need 5 (50) 
 I barely get by 4 (40) 
 I do not have enough 1 (10) 

Biological Children (pre-gender affirmation) Yes 1 (10) 
 No 9 (90) 

Fertility Preservation* Yes 1 (10) 
 No 9 (90) 

Fertility Preservation Education** Minimal 2 (20) 
 Yes 2 (20) 
 No 6 (60) 

Note. *Indicates fertility preservation was performed in-tandem with or as a result of gender-affirming procedures. 
**Indicates education was received in-tandem with gender-affirming interventions. 

Themes and Subcategories 

A total of 38 subcategories were identified from participant responses and grouped into 

six overarching themes. Similar patterns of meaning throughout each theme and subcategory 
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were used to derive their respective definitions. Direct participant quotes are highlighted to 

further describe each subcategory.  

Gender Experience 

The first theme, Gender Experience, reflected participants’ internal experiences and 

relationships with their assigned and/or self-identified gender identity. The theme of Gender 

Experience accounted for six of the 38 subcategories (Table 6). These subcategories are in Table 

6 and include direct participant quotes to describe and illuminate the meaning from each 

interview.  

Table 6 

Gender Experience: Theme and Subcategories 

Theme Subcategory Definition 

Gender Experience  Internal experience of one’s relationship with their 
assigned and/or self-identified gender identity 

 Major life event 
intersecting with onset of 
gender affirmation 

Landmark-type life experience or event that corresponds 
with the onset of initiating gender affirming procedures 

 Impetus to transition Driving force behind decision to initiate gender-affirmation 

 Discovering my gender 
identity 

Discovering myself & my gender identity 

 Dysphoria-inducing 
situation 

Event related to the discordance between one’s biological 
and identified gender which precipitates unease and/or 
distress 

 Frustration with 
expectations about being 
transgender 

Frustration caused when feelings of others’ expectations 
about oneself conflict with one’s own 

 Embodying authentic self Feeling of wholeness and representation of one’s own 
person 
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Major Life Event Intersecting with the Onset of Gender Affirmation 

When reflecting upon the time in their lives when they sought out and initiated gender-

affirming procedures, three of the participants described significant events, which coincided with 

the onset of their transition. Major life events were experienced, such as divorce, unexpected 

financial gains or the onset of acute mental illness. 

I was living in Seattle. Under rather desperate circumstances. And going through a 
divorce. And when I was 24 and going through the divorce and like kind of my, my social 
circle was dramatically changing. (P1) 

I was in a mental health group home. Committed there by the state. Just diagnosed as 
schizoaffective. So yeah. I spent five years in psych facilities. (P7) 

Um well I always, like okay, so for the for the top surgery um that had to do a lot with uh 
I actually, it was weird how it came across um, I ended up getting like a large sum, sum 
of money, so that one was, that worked out perfectly because it was basically, I was able 
to use the basically child support is what happened. They weren't paying child support 
and I got their taxes, and I was like “this is my opportunity,” so I found an affordable 
surgeon in Florida actually. So, from Arizona I flew all the way to Florida, because it 
was cheaper to go there, and have it done and fly and stayed there for nine days and then 
fly back then it was to just have it locally. Which is kind of sad, but um that one was just 
you know that doesn't have anything really to do with your fertility, so it's kind of like just 
get it done. You're done. (P8) 

These experiences were often happening as participants obtained an approval letter from their 

HCP for insurance to approve gender-affirming interventions, Participant 1 stated: 

Um, got my letter on the first visit. Like didn't really have to have an extensive 
conversation. As a person who was going through divorce and living 2,500 miles from 
where they had considered home up until just a year earlier and disconnected from my 
family and running away from like evangelical craziness that I felt like had been chasing 
me in Arkansas. (P1) 

Impetus to Transition 

Six participants described a particular driving force behind their decisions to initiate 

gender-affirmation procedures. Examples of such narratives included feeling as if they were 
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living in the wrong body, having access to funds that could cover necessary procedures and a 

sense of needing transition to live life as their true self. These experiences reflected a deep, 

personal relationship with gender identity and rationale behind what steps they felt necessary to 

embody their authentic gender. 

Well, um it actually just had to do with me accepting me and I’ve always like felt like I 
was in the wrong body. And like trying to explain that to my Dad because he's so 
religious was always a really big struggle, because I always felt like I was going to 
disappoint him. But by doing that it caused me to like struggle with alcohol addiction 
really badly, like terribly badly. And I couldn't figure out why, and I have people say oh 
you just need to do, like a four-step program or whatever the hell it's called to go to AA 
or whatever and I’m like I’ve tried it all. It doesn't work. I want to drink. I just because 
it's like an escape for me and then I had to beg the question like, okay what am I actually 
escaping from? And when I figured out the answer, I was kind of like okay, something has 
to give either I’m going to be unhappy for the rest of my life, my Dad's going to be 
ecstatic. Or I’m going to actually start living for myself and I started doing that. (P10) 

Another man described what he called going “all in” and not feeling like a transgender man 

anymore after completing all of his surgeries. 

I just mean, I wanted to look as much like a cisgender guy as possible. I didn’t want to go 
halfway with surgeries. For me, I was all in. I don’t want to feel like I look trans or 
different than other guys. And to be honest, the surgeries look so good, that I don’t feel 
trans anymore. I am really lucky to have the kind of access and care that I’ve had. (P5) 

It was more like I wanted this done. I'll find a way to get it done. So it is, you know and as 
soon as that money came in, I had done a lot of research, and I was even looking into 
like, there was a surgeon in um...I think Mexico, yeah there was a surgeon in Mexico, 
that was doing it for like $4,200. And I even thought about going there even with all the 
scares of going to Mexico to have surgery done, I was, I was going to go that route. But 
then I had found the surgeon in Florida and his was only $5,600 and I was like, I was like 
actually that's pretty that's pretty good. (P8) 

Discovering my Gender Identity 

Nine of the 10 participants discussed this subcategory and at a higher frequency than any 

other subcategory across the study. Participants frequently wove the story of discovering their 
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authentic gender identity in contrast to their relationship with their biologically assigned gender 

into interview discussions.  

I can’t even remember how things were back then. I don’t even want to remember. “Not” 
having surgery was never even something I considered. Like, as soon as I knew that this 
kind of surgery was possible and looked as good as it did, I was like, I’m doing it, all the 
way. Give it all to me, ha. I know all trans guys are different...everyone has a sense of 
what is best for them and what will do it. But for me, I needed everything I could get. 
Looking different wasn’t something I could live with. (P5) 

Part of, part of the way when I was growing up, I felt like, I'm tired of repressing 
everything. I'm tired of hiding the fact that I was not willing for being, being female, of 
course, and I didn't sit well with my peers. Nobody at home would really appreciate that. 
So, I think when I was growing up, when the transition came to me and then...finally tried 
to make the decision to do the transition right now. (P2) 

In reference to discussing the timing of his gender-affirming transition, Participant 6 stated: 

I mean, you can say transition, that’s fine. I mean I, I guess it kind of depends on 
when...If you’re referring to when I actually came out as trans or when I discovered I 
was trans or when I actually discovered that something was wrong with my 
gender...because, like I knew there was something that was wrong for a while, but I 
didn’t have a word for “trans” for several years before I discovered I was trans and then 
I didn’t come out as trans for a couple years after that. (P6) 

Dysphoria-Inducing Situation 

Gender dysphoria refers to a broad range of distress that individuals can experience when 

their biological sex is not congruent with their gender identity (Bonifacio et al., 2019). This 

particular subcategory, dysphoria-inducing situation, referred to events described in participant 

interviews that detailed personal scenarios they experienced which precipitated dysphoria-related 

unease and/or distress. Eight participants referenced such experiences.  

I had very large breasts prior to top surgery. (Sighs loudly), that like triple D cup...like 
how binding it was just, what?! What? What? It was just too much flesh to bind, so it was 
causing a lot of back pain um and issues like that just from binding. Ah just all the time, 
because I, I couldn't mentally handle not binding um because the dysphoria was too 
great, so you know, I would have taken like, if I hadn't been able to have the surgery like 
a rusty knife to just cut them off like I would have and anything I was desperate so, I 
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would have been happy with like the shadiest doctor on the planet taking them off. It 
wouldn't have mattered. (P6) 

They put an “F” on my bracelet...which I'm still legally female, so it wasn't a big deal to 
me, but I know some of my trans friends were kind of upset by that. (P3) 

Um, like ah, I was pretty uncomfortable going into a gynecologist’s office. I was pretty 
uncomfortable, like not being sure um if they were gonna be sensitive and create a safe 
space or not. You know, being the only guy in the waiting room was pretty 
uncomfortable. Um, a single guy in the waiting room. (P9) 

One man described the experience of how words referring to biologically female anatomy would 

trigger gender dysphoria. 

I hated having the body that I did. I was not ok talking about it unless absolutely 
necessary. Anatomical words would make me cringe...not so much now, but back then 
they did. (P5) 

Frustrations with Expectations About Transgender Self-identification 

This particular subcategory was one that only two of the 10 participants described in their 

interviews. These experiences referenced situations in which participants’ felt that social contacts 

in their network or community had preconceived ideas and expectations about their self-

identification as transgender. Frustration resulted when the expectations of others did not align 

with their own experience, particularly regarding surgical options.  

Not all trans experiences are the same and not everybody has physical dysphoria...And 
you have all of these people in the trans community who are like, “if you don't get 
surgery, you're not a real trans person.” It's like, why? Why is that the default? Why is 
surgery the default for the trans experience, you know? (P6) 

It really frustrates me that there's sort of a mindset that it's inevitable as a trans person 
that you'll need a hysterectomy. I find that really frustrating. (P3) 

Embodying Authentic Self 

Three participants described experiences wherein they felt comfortable embodying their 

authentic self. These experiences reflected the concept of passing as a cisgender male in social 
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settings and reflected confidence and self-assurance in their expression of their own gender 

identity. 

I started passing in the sixth grade before I transitioned. I cut off my hair and started 
dressing more masculine and nobody questioned it. If I wanted to go into the men's 
bathroom, I could. Like nobody cared. Like nobody questioned it. I actually would get 
kicked out of the women's bathroom more than the men's bathroom and my mom would 
always make me go in the woman's bathroom with her and then she would like always get 
moms coming up to her like, “your son is making me uncomfortable.” (P7) 

I've been working at jobs where all of my co-workers are women and we had one day, 
where one of my co-workers was like, “there's this guy who's just come in and he's very 
creepy and he's been stalking me, and he makes me incredibly uncomfortable, and I don't 
know what to do.” And I was like, “don't worry, I'm going to go out there and I'm going 
to take care of it.” Because again appearing as a cisman I went up and I walked in and I 
just aggressively asked him, “how can I help you today? What can I do for you? How can 
I help you?” ...to the point where he walked out of the store and left. And didn’t try to, 
you know ask about her, because I was just up in his face the entire time. You know and 
it's stuff like that I can do now, because I have this privilege and he's not going to see me 
as a target. (P6) 

Gender Affirmation 

The second theme, Gender Affirmation, pertained to events and emotional experiences 

reflective of participants’ gender-affirming journeys. These stories included discussions related 

to physical outcomes, financial challenges, support networks and decision-making processes. 

Subcategories were related to events linked to HCP-facilitated interventions and concurrent 

emotional journeys. This theme accounted for seven of the 38 subcategories (Table 7).  
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Table 7 

Gender Affirmation: Theme and Subcategories 

Theme Subcategories Definition 

Gender Affirmation  Events and experiences related to interventions 
concerning the gender-affirming journey 

 Adverse event related to 
intervention 

Report of adverse event related to gender-affirming 
intervention 

 Financial implications of 
affirmation 

Reflective of financial cost and/or financial burden 
related to gender-affirmation 

 Acceptance of affirmation-
related outcomes 

Acceptance of outcomes and satisfaction with the 
manner in which they managed theA process 

 Determination to proceed 
with gender-affirming 
procedures 

Internal drive and/or dedication to fulfill alignment of 
physical body with gender identity 

 Impaired social support Deficit in social support or social reciprocity among 
network of family and/or friend network 

 Impaired post-operative 
support 

Deficit in HCP or social network support in the post-
operative recovery phase of gender-affirmation  

 Supportive social network Positive reinforcement and relationships among one’s 
family and friend network 

 Contemplation of affirmation-
related outcomes & decisions 

Reflective of surgical risks/benefits and overall 
decision-making related to gender-affirmation 

Adverse Event Related to Intervention 

Three participants described their experiences with adverse events associated with 

gender-affirming interventions. These narratives spanned the breadth of their journeys and 

included experiences with hormone therapy, surgical interventions specific to gender affirmation 

and pre-surgical fertility preservation. 

Participant 1 described the unexpected mental challenges he faced with starting 

testosterone therapy and difficulty in achieving dosing which was therapeutic for his body. 
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I had a profound loss of empathy from the start on testosterone that I didn't realize ahh 
really until about five years later, when it all came to a head with a hyper manic 
psychotic break and delusional episode and suicide attempt. Because I should never have 
been on that much testosterone. But coming back to when I got on that level of “T,” I was 
just super euphoric. I mean it, it induced mania. I think, for me the bigger issue was, I'm 
not cookie cutter. If I had been cookie cutter, the testosterone dosage that they put me on 
to begin with, would not have turned out to be catastrophic. (P1)  

Another participant referenced significant tissue reactions to absorbable sutures that resulted in 

an infection. He stated, 

Um post post-surgery, because it turns out I'm allergic to dissolving sutures. Yeah, yeah 
so it was like they wouldn't actually dissolve into my skin, and they would just sit there 
and fester and then get infected. Um, and so I had to physically like pull them out of my 
skin, to avoid infections. Which was fun so...I actually got an infection also post the 
revision for the same reason, because I told them I, for some reason got this infection and 
I was pulling all these out and they're like, oh no that's normal and I was like okay, I'll 
trust you, and then it happened again, I was like, Okay. Sure. (P6) 

Financial Implications of Affirmation 

All 10 participants referenced the financial aspect of gender-affirmation. While a few did 

report a general access to resources, the majority discussed the high cost of procedures, strain on 

family finances and struggle to afford health care. Participants frequently referred to having to 

delay care, paying out-of-pocket, strategically selecting clinics, which were less costly and/or 

having a narrow choice in their health care provider selection due to price-limiting constraints. 

After delaying procedures for years due to a lack of insurance coverage, Participant 9 

recalled a conversation with a case manager through his newly acquired insurance company that 

provided unexpected coverage for gender-affirming procedures.  

And she was like, “well, just so you know, your insurance covers it. So, you know, you 
have to pay for travel, but the medical cost part of it is - you have really good coverage.” 
And I was like, oh huh (laughs)?! And um, so she said, “Well, Dr. ____ is going to be in 
town this Friday. Do you want to just meet up with him and just see what he has to offer? 
Cause that’s the only person that we work with.” And I was like, “uhh sure.” So, I met up 
with him and he was showing me pictures and all this stuff.” And I was like, “What the 
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fuck! Oh my god, like this can really happen!” You know like all of a sudden, like my 
world was like turned upside down. Oh my gosh, he said I could feel things and it would 
work. And the pictures look good. And it was dialed it. Um, and our insurance covers it. 
(P9) 

Referring to their struggle to access resources, participants also shared,  

I was denied health insurance coverage, so too, I have to use part of my savings and, and 
get assistance from my Mom. (P2) 

I guess I had some major challenges when I was trying to get um some some financial 
assistance, you know the, the health coverage was...wasn't...wasn't done for me, you 
know? I, I, my Mom had to like, do much of the financing. You know pull up funds. And 
ask from people to help me out because, because the whole surgery and moving all the 
way from Texas to ah Chicago, you know all the transit. Had to use...my Mom had to use 
much of her cash and ah there wasn't much health insurance coverage, you know. They 
didn't do much, if not any. I guess that was the biggest challenges, the whole insurance 
coverage. Yeah. (P4) 

Acceptance of Affirmation-related Outcomes 

Five participants discussed their acceptance of the overall outcome and end result(s) of 

gender-affirming procedures. They reported varying degrees of satisfaction and acknowledged 

that they made the most informed decisions they could give their unique situations and resources 

at the time. 

I’ve only been recovered for about a year, and he did a pretty decent job. I think he did a 
pretty decent job. I’m happy with what I got so...(P10) 

Yes, um, so I'm happy with the surgeries and I don't think there was really any way I 
could have done them differently. You know, like if anything, I would have gotten them 
sooner had I had the chance, because the dysphoria was overwhelming prior to 
especially my top surgery. (P6) 

Determination to Proceed with Gender-affirming Procedures 

Half of the participants described experiencing an intense drive to achieve their desired 

physical outcomes through surgical interventions. Their motivations were characterized by 
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strongly resolute attitudes and a determination to proceed with surgery in the face of both 

financial, logistical, and social obstacles. 

I can’t even remember how things were back then. I don’t even want to remember. “Not” 
having surgery was never even something I considered. Like, as soon as I knew that this 
kind of surgery was possible and looked as good as it did, I was like, I’m doing it, all the 
way. Give it all to me, ha. I know all transguys are different...everyone has a sense of 
what is best for them and what will do it. But for me, I needed everything I could get. 
Looking different wasn’t something I could live with. (P5) 

It's just kind of one of those, I want to get my stuff done, I want to be done with it, I don't 
wanna... you know, I wanna fully pass and it's just...you know. (P8) 

You know at that point, you know...I was happy that I didn't get the shadiest doctor on the 
planet, but you know...knowing my mindset pre-top surgery, I know that I would have 
done absolutely anything to get it. (P6) 

Impaired Social Support 

While participants were not asked directly about their social support networks, five 

participants shared emotionally challenging circumstances they faced when reconciling their 

gender identities. Recalling the time he spent away from home for multiple surgical procedures 

far from his hometown, one man shared that over the course of seven surgeries, he recovered 

alone except for two trips.  

I went to most of them by myself. All that way from Seattle to Arizona. I think I've had like 
seven surgeries in Arizona, and I think somebody went with me to two of them. Well, the 
first one I was required to have somebody with me. My mom did the first two weeks, and 
my dad did last week. (P7) 

Participant 10 described the challenging relationship dynamic with his father. He stated, 

Well, um it actually just had to do with me accepting me and I’ve always like felt like I 
was in the wrong body. And like, trying to explain that to my Dad because he's so 
religious was always a really big struggle, because I always felt like I was going to 
disappoint him. But by doing that it caused me to like struggle with alcohol addiction 
really badly, like terribly badly. And I couldn't figure out why. and I have people say oh 
you just need to do, like a four-step program or whatever the hell it's called, to go to AA 
or whatever and I’m like I’ve tried it all. It doesn't work. I want to drink. I just...because 
it's like an escape for me and then I had to beg the question like, “okay what am I 
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actually escaping from?” And when I figured out the answer, I was kind of like okay, 
something has to give. Either I’m going to be unhappy for the rest of my life, my Dad's 
going to be ecstatic. Or I’m going to actually start living for myself and I started doing 
that. My Dad was he had a lot of pushback at the beginning, but now he's kind of come 
around and is trying to be more accepting, but it is a struggle for him. But just to see him 
trying...it means a lot to me. (P10) 

Another man recalled his close relationship with his mother and how she was the only person in 

his social network to offer understanding and support.  

I, I had support from my mom only, you know, the rest of my family were very skeptical 
about it. Because they couldn’t even understand why I want to change...they thought I 
was good, that’s how it was with most of my friends treat me - was so skeptical. So, I 
have lost both my mom and I can’t live with her in Chicago. So so yeah, she she helped 
me through the finances bit and also being around me through every stage, you know. 
(P2) 

Supportive Social Network 

In contrast to those who described a lack of social support, three participants referred to 

situations in which they felt encouraged and helped by their respective networks. One person 

referred to his circle of friends as the ones who nurtured his introspection into his gender identity 

and affirmed his desire to transition. At times when he felt like the changes would be too difficult 

or impossible; his friends affirmed his path forward. 

They asked me the same question that I had been hearing all my life, and I was like, “it 
doesn't matter, because I can't.” And they're like “Yes, you can!” (P1) 

In addition to supporting their gender-affirmation financially, two other participants recalled 

their support of their mothers as integral in providing social support.  

She was just in support of, you know, me doing what I felt was right for me...(P4) 

...so yeah, she...she helped me through the finances bit and also being around me through 
every stage, you know? (P2) 
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Impaired Post-operative Support 

While not a predominant theme, two participants referred to situations during their post-

operative phase wherein they lacked adequate support during their recovery. Without family to 

rely on, Participant 1 described circumstances he encountered at a friend’s home.  

As soon as I came back from top surgery, which also did not go well, I didn't have the 
support resources that I needed. The people who had offered to let me stay with them 
while I was recovering ended up kicking me out two days later, because I was not 
washing the dishes while I had like the drainage bags hanging off me. (P1) 

Contemplation of Affirmation-related Outcomes and Decisions 

Eight of the 10 participants referenced this particular subcategory. It was identified as a 

predominant code in narratives as participants described their past consideration of surgical 

risks/benefits and overall decision-making related to gender-affirmation. Reflecting upon his 

inability to have children as a result of gender-affirming procedures, one man shared, 

Um I guess if I think about it like that um...it's kinda devastating to think about it. But ah, 
I didn't know if that was like the price you have to pay to like...be me, you know? (P4) 

Immediately following his phalloplasty, another man expressed how he initially felt that he may 

have made the wrong decision and wanted to reverse the procedure.  

I wanted to completely just remove it all, and so, Dr. _____ [name redacted] had a really 
good talk with me over the phone...she was like, “I want you to really think about it” 
...like you know...so we, so we eventually just like...shrank it a little. That helped. (P7) 

Another participant shared his perception about the current state of transgender healthcare. He 

voiced his concern and reservations that the increasing degree of public acceptance of gender 

congruence has outpaced the ability of HCPs to educate patients on the long-term ramifications 

of gender-affirming interventions. 

You have these kids nowadays, and I say these kids nowadays because I’m an old 
man...that are becoming transgender because it's faddish and then later on down the 
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road realized, “oh yeah, actually I was just doing this because my friend’s transgender 
or I thought it was “cool” and now they can't have kids and they have all these issues. 
And then they blame it.... Oh well, the transgender population is ruining kids. Like no. 
There is such a thing as transgender people. We're not making this up. But, when you 
have children that just want to fit in or you know, it's like it needs to be recognized in 
some way and it's just not getting recognized the way that it needs to before it's too late 
and then they're not even really educating them on this. They're just saying, “oh okay, 
you want to do this? Yeah, go ahead and do this.” Which I’m all about freedom, 
especially for kids because they should make their own choices, but freedom without 
education is just kind of like. It's dumb. (P10) 

Fertility Concerns 

The third theme, Fertility Concerns, was a central research question and thematic 

category for this study. This theme accounted for three of the 38 subcategories (see Table 8). 

Participant narratives expressed concern related to their fertility and reproductive ability related 

to gender-affirming surgical procedures. Participants also shared parenting desires, feelings 

related to childbearing and how these concerns may have changed over time.  

Table 8 

Fertility Concerns: Theme and Subcategories 

Theme Subcategory Definition 

Fertility Concerns  Expressive concern related to fertility, reproduction, 
parenting and/or childbearing 

 Parental desires Feelings related to the parenting experience 

 Fertility 
Considerations 

Thoughts pertaining to the physical ability or lack thereof to 
biologically reproduce, including fertility preservation related to 
gender-affirming outcomes 

 Reproductive 
decision-making 

Decision-making processes related to biological conception, 
including the desire or lack thereof to have biological children 
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Parental Desires 

While fertility concerns were the direct subject of interview questions, eight participants 

proactively discussed feelings concerning their own parental desires. One man expressed how he 

had never related to the biologically female assignment of his body and that carrying a biological 

child was not congruent with his gender identity. He stated, 

I guess really there were a few things in my head. The first was that I hadn’t ever really 
thought that I would be a parent. I like kids, but I just didn’t see myself having them. And 
I couldn’t ever imagine using my body in that way. I just felt like my body wasn’t me...it 
seemed like a horrible thought to actually carry a child. Super unnatural. (P5) 

Another man shared how his feelings about being a parent had changed over time. He expressed 

regret that he made decisions that had taken away to option to pursue biological parenthood. 

And I said that I didn't want kids. And that was true. I also regret that decision now. 
Because I'm like, I don't know if I want kids. But I know that I don't really have a choice 
now. (P1) 

Participant 6 described a resolute attitude toward his lack of desire to be a parent. 

Um so you know anything that I have a mindset to do that I know isn't going to hurt other 
people, you know and isn't like a debate as far as like morality goes...ah pretty much is, is 
solid, set-in stone. So, me not having kids - set in stone. Not going to happen. (P6) 

One man explained how he initially intended to adopt children. He described his desire to help 

older adolescents who were in unstable situations and related this to his own life as young 

person. However, he has since found happiness and fulfillment with his life partner and no 

longer feels the need to add to his family. 

Well at the time I got my hysterectomy, I had every intent of being a father, like every 
intent. I was going to adopt. Like I was going to do it by myself. I was gonna be a single 
dad. I was gonna...And then I realized that all I wanted was love and 
affection...somebody in my life. I didn't necessarily need to raise a child. And so, I have 
that in ______ (refers to his partner) and so, I’m good. Yeah, I actually wanted to adopt 
like older children, like preteen-teen, because those were my most challenging years. I 
actually moved out at 17, so very challenging for me and those teenager years. But um, 
ah anyways, so like I wanted to flip somebody, some teenager’s life and make it so they 
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didn't, you know, live in the woods and live in their car and hop from various homes and 
you know like, I didn't want that for another teenager like I had. (P7) 

Fertility Considerations 

Prior to any questions concerning their reproductive health experiences, all participants 

were asked to explain what the word fertility meant to them. The answer to this question was 

unanimously stated as the ability to reproduce and/or have children. Consistent with their 

preunderstanding, this subcategory was identified by participant thoughts pertaining to the 

physical ability or lack thereof to biologically reproduce. These also included discussion 

including fertility preservation techniques related to gender-affirming interventions. Nine of the 

10 participants referenced this code in their interviews. Regarding his experience with pre-

operative fertility discussions, one man shared that he felt that it was a conversation both he and 

his HCPs avoided speaking about. 

Yeah, it is a challenge, because nobody wants to speak about it, you know? We really 
didn't delve much into it, so, so I think we ah didn't do much...about the fertility. (P2) 

Speaking of his decision not to preserve his fertility through reproductive preservation methods, 

another man said,  

If it was free, I may have. But. I don't. It's expensive from what I've heard. (P3) 

Participant 4 affirmed that he had desired biological children but was unaware that fertility 

preservation was an option.  

Oh, ah...I didn't have any, any fertility instructions. Nah. No, they didn't mention that. 
Nah. I don't really remember if, if there was any fertility issues raised, you know. Yea, I 
don’t remember. I don’t remember. I guess part of me was...I didn't know if that was a 
thing, you know? (P4) 
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Participant 5 shared the following,  

I guess when I had to make that decision there was a lot going on in my head. I just 
needed the “big picture” to come together. Fertility was not on the forefront of my mind. 
My surgery was the only priority. Granted, I didn’t really ever think I’d be a parent, so it 
wasn’t so hard for me to ignore. So maybe it’s different for other people? I don’t know. It 
was an easy thing to give up at the time for me...especially considering what I would be 
gaining in return. (P5) 

Another man shared that prior to his bottom surgery he had already carried a biological child and 

did not desire any additional children.  

Personally, no not really um, I mean, I have one biological. Already. Yeah ah, she's, she's 
11. So, it was definitely way before I realized what it was...what I was...but...No, actually, 
I-I didn't want anymore. I didn't...I was, I was done. I was just like, “take it out” 
(laughs). Yea I didn’t ah really have any heartfelt...later on, after I had done everything, I 
kind of was like...maybe I should have saved something my eggs or something in case I 
wanted to like... with someone or something like that. But um, now, now that I'm at now 
and me and my wife are content, you just kind of ah...I don't have that regret anymore, 
because I didn't...wouldn't have needed them in the place I was in...so. (P8) 

One of the 10 participants elected to preserve his fertility through mature oocyte 

cryopreservation. He stated that the procedures were fully covered by his insurance through the 

Veterans Affairs healthcare system. Expressing gratitude for his insurance, he reflected upon his 

feelings about transgender persons having children and the barriers imposed by a costly health 

care landscape for most patients. 

It's so ridiculously high it’s...it's, it's too much. Some of these surgeries that I feel like 
need to just come down to either within reach or be covered by insurance all the time. I 
don't, I don't know how to explain it. Like it needs to be obtainable. But fertilization is 
something...is definitely not obtainable for transmen out-of-pocket...well, none that I 
know. (P10) 

Reproductive Decision-making 

Five participants communicated experiences of reproductive decision-making in their 

interviews. This subcategory was distinct from parental desires and fertility considerations in 
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that it represented decision-making processes specifically related to biological conception, 

including the desire or lack thereof to bear biological children. Five participants expressed 

narratives consistent with this definition. 

One man described that he was open to being a parent but had never been comfortable 

with the idea of physically carrying children himself. He stated, 

Um just. I don't know. Like I thought really hard about it. Well, I don't know, it wasn't 
hard for me to know that I didn't want to like...I've always said, if I had kids that would 
be fine, but I didn't want to push them out of me. So, I like that was always my thing 
like...If kids happened cool, but they're not going to come out...So like I was, I was always 
cool with that. So maybe that's why the conversations haven’t started, because I didn't 
start them because I was fine. Like I don't know. (P7) 

In addition to feeling discomfort at the idea of carrying a child, another man expressed worry 

that any future children he may have would be at-risk for hereditary conditions.  

And so, I just went into it just going like, this...this isn't a good fit for. For it. You know, 
like...If I did want to have a baby with somebody and they wanted to use their eggs, that 
would be a different conversation, because then, I know, you know, they're not going to 
have all of the issues that I have. (P6) 

While Participant 3 expressed his desire to have biological children before his gender-affirming 

procedures, he verbalized concern that his financial situation was not amenable to having 

dependents. 

I am not in... I am happy where I am financially, but it's because I'm on...I live in 
subsidized housing, and I have subsidized electric and that kind of thing. Um, but I don't 
have enough money to support somebody else and I don't feel like it's appropriate for me 
to bring children into the world that I can't take care of so.... (P3) 

Negative and Positive Emotional Experiences 

The fourth theme, Negative and Positive Emotional Experiences, accounted for nine of 

the 38 subcategories (Table 9). These participant narratives expressed a breadth of experiences 

related to gender identity, feelings about life, social networks, and challenges associated with 
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their gender affirmations. Participants also shared parenting desires, feelings related to 

childbearing and how these concerns may have changed over time.  

Table 9 

Negative and Positive Emotional Experiences: Theme and Subcategories 

Theme Subcategory Definition 

Negative Emotional Experiences 
 Feeling of desperation/struggle Expression of emotions conveying 

despair and/or attaining outcomes 
in the face of resistance 

 Feeling of social pressure Feeling of social influences that are 
perceived as a pressure to act, e.g., 
peer pressure  

 Fear of unknown 
procedural/affirmation-related 
outcome(s) 

Fear of potential risks associated 
with gender-affirming interventions 

 Emotional challenges related to 
gender-affirming intervention(s) 

Expression of tasking emotional 
experiences/hurdles related to the 
gender-affirmation interventions 

Positive Emotional Experiences 
 Feeling of belonging Feeling of inclusion and acceptance  

 Self-acceptance Subjective approval and embrace of 
one’s whole self 

 Desire for transgender community 
support 

Expression of a personal desire to 
give back to the transgender 
community and/or 
need/engagement for peer support  

 Contentment with life Satisfaction with one’s place in life 

 Self-reflection & introspection Reflective of one’s past experiences 
- can include physical, spiritual, 
social, emotional, etc. 
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Negative Emotional Experiences 

Feeling of Desperation and/or Struggle. This subcategory referred to participant stories 

wherein they shared marked feelings of despair during their gender-affirming journeys. This 

theme was in reference to facing significant obstacles in the face of resistance. Six participants 

communicated this theme in during their interviews.  

Participant 1 described a time in his journey when he experienced unexpected vaginal 

bleeding prior to his long-awaited bottom surgery. He was worried that it was a health issue that 

could potentially delay his procedure, so he opted to not disclose this information to his HCP. He 

stated, 

And as soon as I got back to Seattle, I went to my doctor, and it was like...I started having 
spotting in February. I didn't say anything about it before surgery, because I didn't want 
you to tell me that I couldn't have the surgery. (P1) 

Another man described how he was not satisfied with the level of coverage offered by his 

insurance policy. Despite this obstacle, he described a perceived willingness to go to any length 

to achieve his surgical goals. 

Yeah well...at the time, I didn't really have ah...a good insurance. So, the insurance was, 
you know, um and all this, all I guess it was one of those like, I didn't really care what I 
had to do to get the surgeries done. (P8) 

Participant 6 shared his viewpoint regarding the overall desperation of trans community to obtain 

accessible, affirming care. In this state, he perceived that they are willing to accept less equitable 

HCP options to realize their necessary gender alignment outcomes.  

So, you know, like there are experiences like that, where I'm just like I don't even 
understand how...Like I understand because there are not a lot of options in the area, so 
people are just desperate. They're going to you out of desperation and they're saying that 
you're good because you, basically do what they want, you know? If you go to him, he 
will give you hormones, you know?...would just be like, yep this is good enough because 
hormones, you know? And again, that desperation to get the process moving and get on 
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hormones as fast as possible, you know?...to try to feel a little bit better about yourself. 
(P6) 

Feeling of Social Pressure. Only one participant identified the subcategory, feeling of 

social pressure. This code was defined as an expression of feeling social influences that are 

perceived as inducing psychological pressure to act, such as peer pressure. During the early 

stages of his transition, he described a rapid change of his peer network that deeply entrenched 

him in the transgender community. While he expressed that he received support from his new 

community, he also felt expectations to begin his transition and fully immerse himself in the 

lifestyle and activities of his new circle.  

But kind of got carried away with the current of expectations and there was the path laid 
out and if I just followed the path, I was gonna have the holy grail of being able to go to 
“Steam Works” and you know go like do all the things - go to the gay men's party. 

Fear of Unknown Procedural/Affirmation-related Outcome(s). Seven participants 

described a fear of the potential risks associated with gender-affirming interventions, this 

subcategory was a recurring topic of discussion amongst the majority of interviewees. While 

describing his concerns about losing his fertility secondary to gender-affirming interventions, 

Participant 2 also expressed his fear that surgery may also result in his inability to function 

sexually. 

I, I wasn't really sure about it, you know, was part of the whole transition to 
understanding and, and, and reading from all the stuff...so, I was really scared about the 
issue. That's why I've probably even delayed the transition, but like yeah...yeah. You 
know I wasn't sure if, even if I change or transition, I would still be able to like still be 
functional sexually, you know? Yea. (P2) 

Another man shared that prior to his surgery in 2018, he had been historically dissuaded by 

previous dissatisfactory surgical outcomes that he had seen to risk undergoing surgery himself.  
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But what I saw in 2006 did not look good. And I would rather keep myself the way it is 
than risk like, function. And I’m not going to have something like a metoidioplasty that 
doesn’t to me look good. Like, that’s not worth the effort to me. (P9) 

Participant 10 described a particularly adverse outcome experienced by one of his transgender 

male friends following top surgery (e.g., chest reconstruction). He stated,  

I’ve seen a lot of pictures, but here's my biggest, I guess issue with the pictures online 
and the surgery is that the trans friend that I have got top surgery from a well-known top 
surgeon out of Charlotte...forget her name...She does really good work. When she did his, 
he had so many complications. Like, like to the point where like his, he like keloided and 
she wasn't expecting that. So, then it ruined his nipples. So, he doesn’t have nipples. And 
then he had to get like his incision stapled shut the second time. (P10) 

Emotional Challenges Related to Gender-affirming Interventions. Seven of the 

participants described challenging emotional experiences and/or hurdles related to gender-

affirmation interventions. As several broad examples, these experiences ranged from emotions 

regarding decision-making, managing day-to-day affirmation-related challenges, navigating 

social situations, and the trials of self-care during surgical recovery. One participant shared a 

story of suffering surgical complications and the co-morbid severe depression. 

Um, by the time the story resolves itself, I ended up smoking marijuana from the time, 
that I woke up to the time that I went to bed. 24 hours a day, seven days a week. There's 
about a year of my life that, to the extent that I remember it, I just remember people kind 
of like starting to go away from me and not really wanting to be around me and thinking 
that I needed help. Um and I did need help, but no one seemed to know what help I 
needed. Um and when that all transpired, I no longer had health insurance. I no longer 
had income. I’d already lost my job um because of the complications with the 
metoidioplasty and mons resection. (P1) 

Another man shared his ongoing challenges with hormone replacement therapy. He expressed 

that the necessity for weekly to biweekly testosterone injections caused him emotional distress 

and dysphoria. He described how his partner has encouraged him to explore alternative methods 

of drug delivery which could potentially alleviate and/or manage some of those strong feelings.  
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Yeah, I'm thinking about looking into it. ______ (refers to his partner) is encouraging me 
to look into it, because it really messes me up when I need to do it. (P7) 

Positive Emotional Experiences 

Feeling of Belonging. Feeling of belonging was another subcategory wherein only one 

participant shared stories consistent with this theme. Defined as the feeling of inclusion and 

acceptance, Participant 1 discussed that he did not feel he would have access to both the 

transgender and gay communities without first undergoing a physical transition. He reflected 

upon the time when he began cross-hormone therapy and stated,  

And so, the first time I was offered this opportunity...like if you just take this injection and 
if you just like make this transition, you can have access to that whole world. (P1) 

Self-Acceptance. The expression of personal approval and embrace of one’s whole self 

was described by four participants and supported the thematic foundation for this subcategory. 

One man shared his experience with being frequently misgendered during the COVID-19 

pandemic due to wearing a face mask. He explained that while this would have been very 

emotionally triggering for him in the past, time has helped him to grow more comfortable and 

resilient as he navigates these situations in the present day. He used this scenario to bridge to the 

importance of using proper gender pronouns in health care situations.  

So, I've been misgendered like 6+ times since the start of the pandemic, which is a lot 
considering I never leave my house. Ah, but it just doesn't even phase me, I'm just like 
yeah whatever, you know? They got it wrong. Who cares? I'm never going to see them 
again. It's not it, you know it's not worth the trouble to correct to them, because then 
they're going to be like, oh like, what? You know? And then it's a whole conversation and 
that's too much work, but when I was really young and new to my transition anybody who 
misgendered me, I was like, I'm a man. I'm he/him. I'm a man. You know, like just...Like 
so over the top, like very reactive to it. So, especially in healthcare, I think it's really 
important that patients are being gendered correctly. Because there are going to be 
people who are very, very dysphoric about it, and if you say something wrong it's really 
going to trigger them you know. (P6) 
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Another man shared how his gender-affirming procedures have helped to change his outlook on 

life and shape his decision-making. He stated,  

So, I mean you can see the difference and the difference that I see it, it just makes me 
overall happy like when I look myself in the mirror and things of that nature, I know it 
doesn't sound a lot to some people, but you'd be surprised how many people can’t look 
their self in the mirror...because all the things that they do or they're just not happy 
within themselves. (P10) 

Participant 8 shared a similar sentiment to Participant 6 with respect to feelings of self-

acceptance developing over time and in tandem with his gender-affirmation progress.  

Myself personally, I think also that it has to not only just do with age, but I think as time 
goes on and if you start to pass more. Um when you're in the very beginning stages and 
you hardly pass, I think that's a trigger thing is like trying so hard to pass so to bring up 
you know your personal...like that's, I think that alone is because it's like, oh don't pass 
physically, oh what's under your under your clothes personal so it's like I think, that, I 
think that also has a lot with it so like me, personally, I always tell people, I don't out 
myself, but if they already know, or whatever I'm just like yeah sure like if you already 
know and you want educational information then I will be an open book to you, you 
know, if if you actually want to know actual facts and educational stuff and you're really 
wanting to learn about the information, then of course I would definitely give it to you. 
(P8) 

Desire for Transgender Community Support. Four participants described reaching out 

to transgender support groups or to their transgender friends for information regarding surgical, 

gender affirmation. They also expressed feeling compelled to support those in their personal 

networks with their own journeys. The desire to support those in the transgender community 

and/or receive support from the community formed the basis for this subcategory.  

Participant 8 described a situation wherein he reached out to a Facebook transgender 

support group for answers regarding gender affirmation surgery. He was unable to find the 

solution through his own online research and asked others whether they had experienced a 
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similar situation. He expressed distrust of the general information available on the internet and 

felt it would be more reliable to ask members of the community group.  

Yeah. So, I actually had to reach out um. I had to reach out to one of my groups. I'm like, 
“Hey, has anyone done this?” Like has anyone gone through the process of like having 
meta and then going through...it's hard to find information on the internet and know 
what's actually true. (P8) 

Another man shared how he supported a close friend during his health care visits. 

I remember, I helped a trans guy friend who’s about 2 years younger than me go through 
his hysterectomy that was his first surgery...and so I took him to my doctor and all like 
everything, went with him for his frickin’ ultrasounds and all that...and then, ah yeah, 
going with your friend to his pelvic ultrasound is just never fun, but you really want to be 
in the room with him. I'm like okay, funny just for me to like..., I don't remember why he 
had to have one...he did and he's like, I just like, stood by his head the whole time, and 
I’m like...But anyways...so like...(P7) 

As a health care worker and openly transgender man, Participant 9 discussed how he has 

promoted trans-inclusive education by leading educational seminars for HCPs. He highlighted 

how he did his best to give a voice to underrepresented groups within the transgender 

community. 

And look at these percentages? Like specifically in health care. This is their reality. So, 
like, because I think also, I don’t want to share too much of myself in the presentation, 
because I feel like I have it pretty easy. Like a white guy who came from, you know, a 
high-income family. I always have a safety net. That’s not the reality, umm...for trans 
women of color. Like it just isn’t. So, I don’t want everyone to think that this is the reality, 
right? Like I want to paint the full reality of like...um, the spectrum of what that is. Ah 
and like there is value to be shared from my personal health care experiences or 
whatever else that kinda stays to that, you know? Um, but what I appreciate about having 
some of that data is that I feel like science, like health care people like their data, right? 
So, I think that helps them believe it. You know that it’s important. (P9) 

Contentment with Life. This subcategory was described by three participants and 

referred to statements reflective of their contentment with their place in life. One participant 
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shared his gratitude for the gender congruence his HCPs were able to help him achieve. He 

stated,  

They made me the person I was inside...I am grateful, not regretful. (P5) 

Another participant described how his transition had changed his life and gave him the 

conviction to live purposefully and fulfill his passions.  

So yeah, but I mean it's a work in progress, but since then it's like I don't really feel the 
need to party or live recklessly or any of those things. It's changed my life a lot. I decided 
to go back to school to do something that I want to do. (P10) 

Self-Reflection and Introspection. All 10 participants shared insights into their 

decision-making processes, particularly with respect to those involving deeply emotional 

undertones. 

I had enough like emotional stuff going on all at the same time that I wasn't really 
digging terribly deep to figure out is there any other reason that I wasn't transitioning. 
Like is there any other reasons that I was just saying, “we just don't even need to have 
this conversation because it's not possible?” (P1) 

Regarding his decision not to pursue fertility preservation, Participant 5 reflected upon his 

mindset at that time in his life. 

I mean, sure, I could think about it with a rational mind. It just wasn’t something I felt 
like I needed. And also, I just don’t relate to my body that way. I don’t want to think of 
myself as having eggs. I didn’t want to be a man with eggs in storage. That seemed 
bizarre to me. I just want to be a normal guy and that just doesn’t feel normal to me. I 
know that may sound bad to some people...it’s just me though. (P5) 

Health Care Provider (HCP) Interactions 

The fifth theme, Health Care Provider Interactions, accounted for 10 of the 38 

subcategories (Table 10). Participants discussed a range of topics specifically pertaining to their 

interactions with HCPs providing care related to their gender affirmations. Of the 10 

subcategories, those with the most comments related to HCP support, HCP scope of practice and 
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having access to equitable trans-affirming care. Only three participants described perceptions of 

HCP bias and discrimination due to their gender identity.  

Disconnect Between Patient and HCP/Impaired Communication 

Comments that related to a discernable misalignment between patient and HCP 

communication styles and feelings of not being “heard” were coded into this subcategory. Four 

participants shared these sentiments among the cohort. Relaying his experience with his gender-

affirming surgeon, one man described that while he felt the HCP did a good job, he never felt 

understood as a patient.  

Yeah, the doctor had all the knowledge of course and helped me through surgery, but 
ah... I still felt ah...like he didn’t understand me. (P2) 

The sole study participant who preserved his fertility described the lack of communication with 

his HCP regarding the process of discontinuing cross-hormone therapy prior to the harvesting of 

his oocytes.  

And I already had stopped hormones like two weeks before that, because that's a 
problem. But you have to stop hormones for a long time, and he was very...he's not a bad 
doctor before I say it... he's very uneducated on transgender men and how the effects of 
not taking testosterone really looks in terms of your mental health and for someone like 
me who suffers from PTSD and anxiety and alcoholism and so forth, and so on, coming 
off testosterone is just really a lot. (P10) 

The same participant also described a lack of connection with the HCP who provided fertility 

preservation services. 

So, but he was like really cold towards it. He was more excited about the eggs, which I 
get...that's his job. And he did it successfully, um they harvested, they harvested 8 eggs 
and all them were in good quality, so I got to keep all 8 eggs. And, but just getting there 
was like terrible. (P10) 
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Table 10 

Health Care Provider Interactions: Theme and Subcategories 

Theme Subcategory Definition 

HCP Interactions   

 “Disconnect” between 
patient and HCP/impaired 
communication 

Misalignment between patient and HCP communication 
styles; feeling of not being “heard” 

 HCP as gatekeeper Perception by participant that the HCP controls, grants 
and/or limits access to services 

 Supportive HCP Perception of HCP encouragement, alignment of goals, 
supportive of patient goals and/or emotional support 

 Incongruence between 
patient and HCP goals 

Lack of alignment between patient and HCP goal 
setting/outcomes 

 HCP scope of practice & 
ownership of outcomes 

Indicative of actions which should fall under the scope of 
HCP’s practice and/or those to which they bear 
professional responsibility 

 Deference to HCP Patient deferral to HCP preferences for plan of care  

 Feeling of HCP 
discrimination/stigma 

Feeling of being labeled/depicted in a negative light and/or 
being unjustly/prejudicially treated 

 Managing challenging 
health care situations 

Exerting control over situations which are stressful and 
arise out of healthcare interactions/outcomes 

 Access to equitable health 
care 

Access to transgender-inclusive care and care which is free 
from bias and/or restrictions 

HCP as a Gatekeeper 

Three participants expressed thoughts that were thematically linked in their meaning that 

the participants perceived that their HCPs controlled, granted access to and/or limited their 

access to gender-affirming services. One man described his challenge to obtain surgical services 

in his home state of Michigan. He referred to a lack of skilled providers and a pre-operative 

screening process that he felt was based on antiquated definitions of gender incongruence.  
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Ahh, which I'm kind of experience a little bit of that right now, because the place that I'm 
looking to get bottom surgery through um...there's only one place in the state of Michigan 
that will do metoidioplasty and I don't think there's anywhere that will do phalloplasty in 
the state of Michigan at all. Ah and if I try to go out-of-state, the chances of it getting 
covered by insurance are low and if I try to get covered by insurance, I probably still 
have to pay out of pocket first and then...So I’m trying to go in-state through University 
of Michigan. They have a gender clinic. And they provide hormones and surgeries and 
they've had some really bad surgeons before, and I think they got rid of him the one guy 
who was really terrible and kept fucking up people’s surgeries. But um when I was 
looking at their criteria of this is what you need in order to get bottom surgery, it's very 
gatekeepery...it screams of all of those all of those criteria of...living as your assigned 
gender for so long, you know, like you’re your ah chosen gender for so long and ah being 
on hormones for so long and there's a BMI requirement...(P6) 

Another man described the process he experienced to obtain a therapist’s letter which attested to 

his mental and emotional suitability to begin cross hormone therapy. He stated that he received 

the letter during their first appointment and that she did not ask many questions regarding his 

situation. Following receipt of the letter, he saw her for two additional sessions before 

discontinuing care. 

Um we didn't have to dig into all of that, before she just wrote me the letter for hormones, 
because she was being affirming on our first visit. (P1) 

The same participant also stated that he was not required to obtain any additional documentation 

or proof of ongoing counseling prior to his first gender affirmation surgery.  

Um, didn't need to have ongoing counseling in order to have top surgery, because I was 
already on hormones, and he considered that good enough. I'd already seen a counselor 
to get hormones. You know, for like three visits. (P1) 

Supportive HCP 

Eight participants identified this subcategory as the perception of HCP encouragement 

and/or emotional support. It also included narrative that depicted HCPs who sought alignment 

with and support of patient goals. One man referenced a previous encounter in the hospital 

wherein he believed all of his HCPs identified as LGBTQIA+.  
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Last time I was in the hospital or in the emergency room, I think the phlebotomist was 
trans and the doctor was probably gay, so you know, even just going to the emergency 
room, it's nice that there's awareness and tolerance or not just tolerance, but I guess 
acceptance. (P3) 

Participant 5 reflected upon the support he received from his HCP team. 

You know...it’s a hard thing. Every person is so different, and I can only speak for myself. 
Overall, my experience from start to finish was really good. I feel so grateful to have the 
doctors and nurses and teams looking after me that I did. (P5) 

Another man described his experience as a new patient in the Kaiser Permanente healthcare 

organization after his insurance carrier had changed. He reflected upon taking his daughter for a 

visit with her new primary care provider (PCP) and how she was equally as welcoming to him as 

a transgender person. He was overwhelmed with the amount of support by the system and how 

proactive they were to meet his needs patient needs and goals.  

So, when I took my daughter for her little first visit, it’s this one was like “oh, you know 
I’m family medicine so you can come see me too if you want.” And I was like, “well, you 
know I’m trans and I’ll try and find somebody who kinda does that.” She was like “oh 
well, I mean, I don’t have a lot of experience, but I would be happy to work with you and 
in the meantime, I can set you up with the gender team.” And I was like, what is that? 
You know, special forces or something? Um, so she said there was a gender team. Like a 
case manager would call and check-in on you and all this stuff. And I was like, sure 
whatever. Not really expecting much, I just said yes. I signed up for it whatever it was. 
This woman called me, and she was my case manager at Kaiser. And she was like, “hey, 
you know can we schedule a meeting time like to just chat?” And I was like, sure. So, 
when she called, I was like, I don’t understand what she is going to do for me. Whatever, 
I just need this hysterectomy (laughs). So, whatever I need to do to get that will be great. 
In our little 30-minute meeting/phone call, um she was like, “So, you know, I’m gonna 
ask you some questions to kinda get a handle on like what your goals are and things like 
that.” (P9) 

Incongruence Between Patient and HCP Goals 

This subcategory was referenced by the first study participant and was not detected again 

among the remaining nine interviewees. In the context of his statements, this subcategory was 

defined as lack of alignment between patient and HCP goal setting and outcomes. Participant 1 
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described a particularly poignant example of this code when he recalled the conversations with 

his HCP regarding a hysterectomy shortly after beginning cross-hormone therapy. The 

participant had initially not planned on a hysterectomy and wanted to proceed to genital 

reconstruction (e.g., metoidioplasty or phalloplasty) without removing his reproductive organs. 

...and the doctor at the sliding scale, county doctor clinic in Seattle told me that my 
options were either to have a hysterectomy...or to stop testosterone. No in-between. No 
alternatives. It was just...What did he tell me? He said that he suspected I was going to 
get cancer if I didn't have a hysterectomy because of my testosterone. I was like, why 
would you think that? Are there indications of cancer? He's like, "no it's just something 
that frequently happens." Like, okay. But there are there signs that it's happening now? 
Because I'm spotting. Like why am I spotting now? And he said, well, we just need to talk 
about you having bottom surgery. And I was confused when he first said bottom surgery, 
cause I was like, because I was thinking like metoidioplasty or something you know? (P1) 

HCP Scope of Practice and Ownership of Outcomes 

Statements which were indicative of actions which should fall under the scope of the 

referenced HCP’s practice and/or those to which they bear professional responsibility were 

included in this subcategory. Eight of the men described experiences that fell into this theme. 

Participant 8 shared his experience of his pre-operative appointment the night before his bottom 

surgery. He was to meet with both his reconstructive surgeon, whom he had met before on 

multiple occasions, and the OB-GYN, whom he had not yet met, in a joint appointment. The OB-

GYN did not show up for the pre-operative appointment and instead had his first meeting with 

the participant on the morning of surgery.  

I mean, I had a pretty shockingly, non-existent pre-op for my hysterectomy, so 
(laughs)...It was, there was literally no pre-op appointment. Um, he didn’t show up for it. 
It was scheduled, but he didn’t show up. Yea, yea, yea...and he didn’t show. And they 
were like, “Oh yea, I guess I can’t get a hold of him. I guess he’s not coming. Um, but 
you’ll see him in the morning.” And I was like, “Awesome.” So, I mean had zero 
information about it. But I knew he had at least looked at my chart, because he had asked 
for an extra test to be done. Um, because I had said I had adenomyosis. But uh...But I 
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never, you know, met him before or talked to him. So there definitely wouldn’t have been 
time for that conversation anyway. (P9) 

Another man described his feelings about fertility preservation and shared that the alternatives 

were never discussed and “never crossed his mind, because it never got brought up.” He also 

presented a suggestion that such options be on an initial intake form to make both HCPs and 

patients aware in an easy and non-threatening way to both parties.  

I think when you're going into your consult and you're putting that paperwork and I think 
just having that initial like, “Have you ever thought of preserving your eggs?” Um would 
kind of like, for some people, you know kind of spark that interest and then, if they do 
checkmark that box “yes” umm or even like if there was a “maybe” box, you know, like 
maybe it's possible you know, back then, then it can be in the you know surgeon or 
whoever's doing its interest to kind of bring up that conversation like that way they know 
what their options are and if they're wanna, if they want to proceed with it. I think, just 
like I said, I... doing the intake form, there was nothing in there that said anything about 
preserving any eggs, so it never even crossed my mind in my thought. I was just...I 
wanted to get all the surgeries done. Um no matter how, how I had to go about doing 
those you know, I just I didn't even think about the future...the future impact it would have 
made if I would have wanted um another biological kid of my own. So, it just never 
crossed my mind, because it never got brought up. You know...so. (P8) 

Deference to HCP 

Situations in which participants described a deferral to an HCP’s preference(s) for plans 

of care were coded as deference to HCP. This particular code was noted in the narratives of three 

participants. One man shared that during his consultation for his bottom surgery, the plastic 

surgeon recommended he also have a mons resection. The participant described that the surgeon 

advised the visual outcome of his metoidioplasty would be improved if he had the additional 

procedure to remove excess fat. While it was not congruent with what he envisioned he needed 

at the time, the man provided consent for the mons resection because he felt pressured to make a 

decision. He concluded that it was “one of the biggest mistakes in my life.” 
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And I was like, okay, I don't, I don't know that I need the extra $3,000 mons resection, but 
we were already on minute eight of the 10-minute consult. So, do I just take the surgeon’s 
word for, yeah, I probably need the mons resection because I’m not going to be pleased 
with my results? Or like what do I do? You know? And so, I just went ahead and deferred 
to what he thought. That turned out to be one of the biggest mistakes in my life. Because 
what they think I need and what I actually needed turned out to be completely different 
things. (P1) 

Another participant described his experience during a particularly uncomfortable gynecologist 

appointment. The HCP asked if a student could be present for the exam and the participant 

reluctantly gave his permission because he wanted to be supportive of their learning needs. He 

then described a future encounter with another HCP wherein he received another student request 

and refused. 

And um. You know it’s funny, even telling you about this right now. It’s like, I can’t 
remember if I had a vaginal ultrasound with my first gynecologist appointment. And I’m 
sure I did. And I think I had to do it with the 2nd provider. But the 2nd provider, I know I 
did because it was such a bad experience. Cause in the middle of it, they were like using 
female pronouns and like, I don’t know, they asked to have a student in there. Which I 
really think is just because I was a trans guy or something. It felt that way. And... I said 
“yes” because I am pro-education and training and pro-science. I was like, I can be that 
person. It was like, fucking-A, I really don’t ever want to do this again like...(laughs). 
And in fact, like when I went for pre-op with Dr. ____'s office [name redacted], they 
made me sign forms attesting like a student might be in there. And I was like, I don’t want 
to sign this. Like I don’t want a student in there when I’m like...unconscious. Like I don’t 
trust anybody when I’m out (laughs). But um, so that was just terrible. (P9) 

Feeling of HCP Discrimination and/or Stigma 

Feeling of HCP discrimination and/or stigma was a subcategory described by the last 

three participants. An analysis of their stories conveyed a consistent meaning of particular 

instances wherein they felt labeled or depicted in a negative light and/or unjustly or prejudicially 

treated by HCPs. One man described what he perceived as institutional discrimination towards 

transgender men and the disregard for the reproductive rights of the trans community. 
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But I just think it's really unfortunate because it's almost like they set us up not to 
reproduce simply because we're transgender which I don't really feel like is fair. Because 
I mean you'd pay for Viagra for guys, so it’s like, why wouldn't you pay for everything 
else that has to do with reproduction for everybody, not just the male...the cisgender 
male...or whatever, but that's just me. (P10) 

Participant 8 described the challenge of obtaining routine care from his HCPs office and recalled 

a situation when he tried to obtain a pap smear. He shared that he felt disempowered for being 

“different” and not having the space to ask questions of his care providers.  

For me it was like, um I... long-story short, I had this provider that literally specializes in 
HIV and gay men’s health. He was a primary care physician doctor. I went to him for 
years and he had an amazing PA. And then that PA left and then they kinda had nobody 
for like a year, but I didn’t need anything. And then I came back and the ah, there was a 
new PA. And so, I said “Hey, it’s been a while since I’ve been here, I need to have my 
pap smear.” And then he was like, “Oh we don’t do those here. You’re going to have to 
go see a specialist, like a gynecologist for that.” And I was like, “A pap smear does not 
require a specialist, like, at all. And I’ve had it done here before.” And again, it was the 
idea that I didn’t feel uncomfortable talking about that, um the pap smear itself. But the 
space was really uncomfortable, and I do education for trans health for Washington for 
about a year. Um...for other people, but it is different when you’re a patient. You know? 
And I feel like that was the uncomfortable part for me...was just feeling super bothered 
and different. That experience just kind of disempowers you. You know? So, I don’t know 
that in those cases I always felt like I had space to ask whatever questions I wanted. (P8) 

Managing Challenging Health Care Situations 

Four of the final five interviewees referenced instances where they were able to exert 

control over health care interactions and outcomes that were stressful. One participant shared his 

challenge to meet his surgeon’s particular body weight requirements in order to qualify for a 

metoidioplasty. He expressed frustration that he was perceived as being “fat” and that parameters 

establishing surgical eligibility are not consistent within the transgender reconstructive surgical 

provider community. 

For bottom surgery, I have to be under 30 BMI, so I'm trying to lose weight right now. 
Which is like, great, thanks. Thanks for calling me fat. I know, but you don't need to say 
it. And it's like, why do you have these really archaic...and if they're not the only bottom 
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surgeons that have these requirements, there are other bottom surgeons that I've looked 
at who are outside of the state of Michigan that also have BMI requirements so it's not 
like this is unusual.... for your meta. (P6) 

Participant 8 described how he managed the use of anatomical language directed toward the 

biological female body during HCP encounters. He stressed that, in his experience, he was 

amenable to hearing the words in the appropriate context, but that they could also be easily 

emotionally triggering if not applied with a conscientious mindset.  

Um I think [audible sigh] it really depends, like so in the very...before I had anything um 
like going in for my oophorectomy that I think that's you know saying it like, oh we're 
going to go into the you know in through the vaginal canal, then it's kind of like, well 
that's what it is, you know, at that moment. But I think, it's the context of “how” they use 
it. Um you know, like when you’re, you’re other things you know and they're just like, oh 
well, do you have a vagina? Then yeah that's kind of the part where I'm just like backing 
up, you know? Like take a step back. (P8) 

Access to Equitable Health Care 

A common subcategory amongst all ten participants related to access to transgender-

inclusive care, as well as care that was free from bias and/or restrictions. The frequency of codes 

in this section was highest among subcategories in the HCP Interactions theme. One man 

described the challenges he faced trying to schedule a hysterectomy at an OB-GYN’s office. 

After a lengthy wait and unexplained delays, he was unable to receive the procedure and 

ultimately transferred his care to a trans-affirming provider’s office in a city away from his 

hometown. 

I remember, I... I did go to another person in _____ [name of city redacted] trying to get 
the hysterectomy done, not even the full thing, just the hysterectomy done. And um, they 
were very standoffish. She was they...they were always working on notes, so they never 
finished their notes to be able to do the hysterectomy. Um I don't know if it was religious 
reasons, but they couldn't discriminate so they just kept saying that they were still 
working on the notes. (P8) 
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Recalling previous positive interactions, Participant 3 described the trans-affirming care he 

received through his local hospital system.  

I feel like I got equal care um. The area that I live in - the hospital system that I was in 
both - this area has a lot of trans guys, we have a lot of LGBT folks and... So, like our 
hospitals are pretty much down with you know, calling people the right pronouns and 
asking if you're not sure and being respectful. I mean there's always a handful of bad 
apples in the hospital staff...But for the most part, I never had a problem. (P3) 

Communication 

The sixth theme, Communication, accounted for three of the 38 subcategories (Table 11). 

Discussions related to this group of codes included examples of taking personal responsibility for 

outcomes, asserting their unique needs and displays of autonomy. A large majority of 

participants communicated examples of instances during their gender affirming journeys wherein 

they needed more health care education and information to make informed decisions. 

Table 11 

Communication: Theme and Subcategories 

Theme Subcategory Definition 

Communication 

 Asserting needs & autonomy Patient actions which communicate and establish their 
needs to the care team 

 Taking responsibility Assuming ownership or partial role of situation, in decision-
making and/or outcomes 

 Need for more 
information/education 

Verbalizing need for additional resources to understand a 
particular situation 

Asserting Needs and Autonomy 

Four participants described situations where they acted assertively to ensure their own 

unique needs were communicated clearly to their respective health care teams. One man shared 
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an encounter he had with a new primary care physician who had been listed by the healthcare 

organization as someone fluent in “LGBT” care. 

In that like, she was listed as somebody that was one of their LGBT providers or 
something. And apparently that doesn’t mean anything. Um...and she like, I don’t know, I 
went in there for some random thing. Like a growth or I don’t remember now what it 
was. You know something random, that I was like, “I think I should go get this looked 
at.” And by the way, I’m a new account, I’m going to be a new patient. And she was like, 
“What did you just say?” I was like well I’m trans and you’re an LGBT whatever and she 
was like “uh what do you mean?” And I was like “what do you mean what?” And I was 
like, this is never good. Apparently, she wasn’t anything educated about trans stuff, so I 
was like, great this is not a good start. (P9) 

Referring to his own gender-affirming journey, Participant 5 was resolute about his needs and his 

determination to acquire the care he needed to make his desired outcomes possible.  

Anything I could do to make myself as normal looking and feeling as possible, I’ve done 
it. (P5) 

Taking Responsibility 

This subcategory was referenced by only two participants and was revealed when the 

men specifically referred to their assumption of ownership or partial role in a particular situation, 

in decision-making and/or in the disposition of outcomes.  

One man shared his outlook on the current state of transgender health care and how he 

felt it was his responsibility to be a part of the change that can improve outcomes for the 

community.  

Um and so we can't change everything, but if we have an opportunity to change 
something for the better, this is the time to step up and do that better today. (P1) 

Reflecting upon his decision not to pursue fertility preservation, Participant 5 stated that at the 

time of his bottom surgery, he was unaware as to whether his insurance would even cover the 
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cost of the procedure. He accepted responsibility for his role in the ultimate outcome and comfort 

in his choices to do what was best for him at the time. 

Honestly, I didn’t even check. My guess is no. But who knows? I didn’t really care 
enough to ask. So that’s on me. And when I think about it today...honestly, if I feel sad or 
regret about it...that decision was mine and I made it willingly. In a perfect world, sure 
insurance would cover it. (P5) 

Need for More Information/Education 

Nine men verbalized situations wherein they needed lacked educational resources to 

understand a particular prior health care situation. Participant 10 described his experience with 

fertility preservation and how emotionally and physically challenging it was to stop testosterone. 

He was unaware of what to expect during that process and felt he embarked upon it without the 

proper education beforehand. He shared that if he had known how difficult it would have been, 

he would have preserved his fertility before even starting cross hormone therapy. 

Beforehand. I think, I think it's important to like really get the education beforehand. 
Because what I would have known I had to go through all this bullshit I would’ve 
definitely did it before I started T to begin with. (P10) 

Due to a lack of HCPs in his area, one man stated that he had received all of his care from HCPs 

who did not specifically focus on transgender patients. He expressed a general feeling of being 

uninformed and wished that he could have had access to providers who would have been able to 

provide him with more information about his gender affirmation. 

I mean, I just wish I was more informed. You know, I think, maybe if I gone to a doctor, 
that was a gender specialist or who did that kind of surgery, in the context of gender 
confir...is it gender confirmation surgery now? I, I really think if I had gone to a surgeon 
who did that kind of thing that probably it would be a lot different. I think my 
hysterectomy was done by the urologist; I don't think there was anybody else. (P3) 
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Participant 6 shared his sentiment that “there’s always room for improvement.” He reflected on 

the progress made in the past 20 years in transgender health care and the continued need for 

more information to support informed care.  

I think there's always room for improvement, especially concerning where we’ve come 
from. Even just in the last 20 years, considering like trans health care and... I mean for 
sure any information that can be added to the community is always...helpful, you know. 
(P6) 

Summary 

The findings from the study revealed the six themes of Gender Experience, Gender 

Affirmation, Fertility Concerns, Emotional Experiences, Health Care Provider Interactions and 

Communication and their relevant subcategories among the participant cohort. Data analysis 

uncovered a highly complex and sensitive network of experiences that mutually connected and 

distinguished each participants’ reproductive health experiences from one another. The findings 

in Chapter V will be discussed in relationship to the specific aims, additional findings and future 

direction for scholarly pursuits and clinical practice. 
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CHAPTER V: DISCUSSION 

The purpose of this study was to provide a scholarly foundation and context for the 

reproductive health experiences of child-bearing aged transgender men who underwent genital 

reconstruction in their pursuit of surgical gender affirmation. A qualitative descriptive design and 

CAS framework provided the PI with an environment of open dialogue to capture participants’ 

unique stories that could otherwise be overlooked with a linear and deterministic approach to 

data collection. This chapter will review the findings presented in Chapter IV and place them 

within the setting of clinical practice and future research direction. An overview of the PI’s 

application of the CAS framework, as well as study strengths and limitations will be reviewed.  

Summary of Findings 

Specific Aim #1 

The first aim of this study was to identify the reproductive health experiences prior to 

and after genital reconstruction surgery among transgender men. 

The data collected that reflected these experiences were highly distinctive to each man’s 

own story, yet also shared commonalities within the overlapping themes. New themes did not 

emerge after approximately seven participant interviews. This broad aim yielded narratives 

which predictably included themes about fertility concerns and gender affirmation, but also 

included extensive discussions that the participants proactively offered regarding their 

overarching emotional experiences, relationships with communication patterns - particularly with 

HCPs and self-reflective insights they’ve developed over time as they have grown as transgender 

men. Ten participants provided uniquely varied stories and reproductive health experiences. 
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Of commonality to the reproductive health experiences of all participants were their 

relationships with HCPs and the overarching healthcare system. Beyond simply having a 

conversation about fertility, each man discussed their own journey with HCPs and the nature of 

the patient-provider relationships that they shared. As is predominantly evidenced in the 

literature (Kachen & Pharr, 2020), interviews revealed that all men referenced access to 

equitable health care as a recurring topic (e.g., thematic subcategory) in their discussions. While 

the perceived quality of relationships was variable, it was evident that specialized providers with 

experience treating transgender men were more likely to engage in at least preliminary 

discussions regarding the participants’ reproductive health as it pertained to gender affirmation 

procedures. 

Consistent with the literature (Charter et al., 2018; Kirubarajan et al., 2021), within the 

theme of communication, the dominant subcategory of a need for more information and 

education was verbalized by nine of the 10 men. While the majority of the participants engaged 

with specialized HCPs, participants overwhelmingly expressed that they did not receive enough 

information regarding reproductive health options and surgical outcomes. Perceived challenges 

included creating a safe space and medium for those types of sensitive and potentially dysphoria-

triggering conversations to occur. Additionally, the topic of professional responsibility was 

discussed. The question lingered for several participants regarding which provider bore the 

ultimate responsibility for reproductive health education. 

In line with receiving equitable care from HCPs that practice with an education-forward 

approach, participants frequently referred to the cost of gender affirming care as a barrier. The 

financial implications of affirmation was a subject discussed by all participants and was the most 
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frequently cited subcategory in the theme of Gender Affirmation. While cost was consistently 

mentioned as a barrier to fertility preservation, it was also broadly referenced as a barrier to 

gender affirmation procedures. One man referenced being unable to afford his top surgery until 

he received an unexpected lump sum from unpaid support. Two other men were denied health 

insurance coverage, exhausted both their savings accounts and borrowed funds from parents. 

Another paid fully out-of-pocket for his top surgery and then intentionally changed employers to 

obtain insurance coverage for subsequent gender-affirming procedures. Another man expressed 

concern that the only covered provider in his state was not as an experienced trans health HCP 

and that the respective clinic had a reputation for surgically related adverse events. Each 

participant shared financial challenges and barriers with at least one or more stage(s) of their 

surgical journeys. The reproductive experiences of participants reflected a uniquely complex 

journey for each man. These narratives highlighted the roles of social, emotional and financial 

situations that interacted to form each man’s own experience.   

Specific Aim #2 

The second aim of this study was to describe the experience of pre-operative fertility 

counseling and fertility preservation among transgender men in preparation for genital 

reconstruction surgery. 

The experience of pre-operative fertility counseling was not uniform among participants. 

Four of the men were able to clearly articulate that they engaged in these previous discussions 

with their HCPs, while three were vaguely uncertain as to whether they had happened or not. The 

remaining three men stated they received no counseling at all. For those with a clear recollection 

of fertility counseling, the surgeon and/or OB-GYN provider initiated the discussion. No 
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participant reported having this conversation with the primary care provider who prescribed their 

cross-hormone therapy. Of the study’s 10 participants, only one had elected to pursue mature 

oocyte cryopreservation prior to genital reconstruction. 

The quality and extent of fertility counseling among said participants was heterogeneous 

in nature. Experiences ranged from a simple “yes or no” question, such as “Have you thought 

about preserving your eggs?” to in-depth discussions about assisted reproductive technology and 

surgical options. Of the four men who described this experience, only one indicated he was 

interested in this option and pursued further lines of dialogue with his HCP. It is notable to 

mention that the participant who elected to preserve his fertility had insurance coverage that 

covered all associated costs. He was preemptively made aware of the coverage by his surgical 

team and was the only participant who had this comprehensive benefit. 

The concept of pushing back was not recorded as a theme in this study but was noted by 

the PI among the three participants who willingly declined fertility preservation. In the context of 

these narratives, this concept manifested itself as similar attitudes of refusal, conviction, and an 

unwillingness to engage in conversation regarding fertility preservation and/or preserving the 

potential for biological parentage. Participants described situations that triggered gender 

dysphoria and that they were either uncomfortable with the thought of being pregnant or had no 

desire in the option. They expressed sincere appreciation when HCPs did not question them 

further on the subject when they stated that they were not interested.  

While the great majority of participants did not express an interest in fertility 

preservation, all 10 men voiced agreement that this discussion was one of great importance to 

have. The majority also stated that if the option was covered by insurance, they would have 
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considered the option more seriously. Also of significance were suggestions they proposed about 

how to approach the subject tactfully with future surgical candidates. As an example, one 

suggested that fertility considerations be mentioned on an intake-type form would allow patients 

to review the information privately and indicate their interest. Another mentioned that while he 

did not intend on having biological children at the time of his main surgery, just being reminded 

that fertility preservation would have given him the option should he change his mind. In 

addition to tact, discussing the cost and potential insurance coverage for the procedure was 

important to the participants. Several stated they did not know if it was a covered benefit, and 

they may have considered it if the cost had been included or affordable.  

Additional Findings 

The goal of this research was to contribute depth to the narrative, which reflected 

the patterns of attitudes and beliefs about fertility preservation among transgender men 

who had undergone genital reconstruction. It was the aim of the study to transform this 

knowledge into accessible findings which could address the stark incongruence cited in 

previous literature between those desiring biological parentage and those who pursue 

fertility preservation. While the interview guide was carefully drafted to address these 

questions, it also provided a somewhat unexpected medium for participants to compose a 

broader picture of their gender experiences and journeys as transgender men.  

While key elements of surgical histories were reviewed with the PI, seven of the 

10 of participants also spent time reflecting upon the emotional challenges associated 

with gender affirming interventions. In concert with these challenges, six of the men also 

discussed feelings of desperation or struggle as they sought to achieve outcomes in line 
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with their gender identities. In comparison to feelings of desperation or struggle, four expressed 

a contentment with life in the present day and four with sentiments of self-acceptance. These 

feelings overlapped in two of the participants. It was notable that the communication of negative 

feelings overpowered the overarching expression of positive emotions. 

Another unexpected finding from participant interviews were discussions pertaining to 

the men’s realization and awareness of being transgender. This thematic subcategory was coded 

in the analysis as discovering my gender identity and was referenced by nine of the participants. 

Each narrative revealed uniquely heterogenous experiences and reflected an inherently complex 

framework underpinning each man’s personal experience with his gender identity. However, a 

rather uniform pattern was noted as many described increased confidence and comfort with their 

bodies as time passed, particularly after surgical interventions.  

Application of Theoretical Framework 

The Complex Adaptive Systems (CAS) Framework inspired the approach to the 

phenomenon under examination and foundation for the study interview guide. On a humanistic 

level, the appreciation for the inherently complex nature of each person’s unique story and own 

lived experience steered the PI to relinquish a resolute hand in the direction of the narrative and 

yielded one receptive to what participants felt compelled to share. This openness and willingness 

to receive unknowns about their experiences revealed data and influences that were both 

unanticipated and yet, expectantly complex.  

The themes emerged from cohort interviews revealed that decision-making and emotional 

adjustment regarding the reproductive health experiences of transgender men who proceed with 

surgical gender affirmation are contingent upon a constellation of dynamic and non-linear 
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factors. In this phenomenon, non-linear factors are characteristic of the complexity of the human 

experience that are not predictable, reducible to simple parts and/or balanced in their dependence 

on one another. Beyond one’s own gender experience and fertility considerations, the access to 

equitable care, adequacy of HCP influence, sufficiency of health care education and degree of 

fluctuating gender dysphoria were among several of the strongest exemplars of non-linear factors 

driving this complex experience for the majority of participants. Participant narratives supported 

the principle of complex decision-making in that the increasing degree of preparation and 

intricacy involved in such a decision invoked a broader foundation of interconnected complex 

factors (Bennet & Bennet, 2008). 

Complexity theory may push some to concede that certain situations are simply too 

unpredictable and non-linear to conceptualize. Consistent with the theoretical framework itself, it 

was not a surprising finding that while six overarching themes emerged, there was also quite a 

significant variability among individual experiences. However, while these findings supported 

that the experiences of persons in the setting of gender affirmation are indeed conceptually 

entangled and exquisitely dynamic, they highlighted significant drivers of the phenomenon under 

study. Agents playing a role in this process were moving parts and not exclusively unique to 

each person, but common among many. With each participant story, the openness of their human 

systems to the effects of local agents was palpable and could be perceived as higher levels of 

system organization emerged. The emergence of system qualities, such as self-reflection and 

decision-making, developed and adapted over time through system relationships and self-

organization in tandem with the unique experiences of each person.  
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Limitations of the Study 

Seven participants in this study identified their racial background as non-Hispanic white 

and three as Black/African American. All spoke English as their primary language. While the 

social media platforms used to recruit participants appeared to reflect a racially diverse 

population of users, those who expressed interest in this study did not comprehensively reflect 

the vast diversity seem among the general population. However, in contrast to many previous 

studies among transgender persons which largely report samples of non-Hispanic white cohorts, 

the PI was encouraged to have the voices of Black/African American men represented. It will be 

the goal of future studies to develop innovative recruitment messaging to further the crucial 

message of diversity in research and inclusion of multiracial, Hispanic/Latino, Asian, American 

Indian/Alaska Native and Native Hawaiian/Pacific Islander identified participants. 

All participants were aware of the PI’s background as a family nurse practitioner with 

experience in a leading gender affirmation reconstructive surgical practice. None of the 

participants were previously known to the PI as either a patient or acquaintance. While there was 

mutual acknowledgment that the PI could be able to share their experiences with clinicians 

referenced in their narratives, this confidentiality was maintained and always reinforced. 

An additional question of interest that revealed itself through reflexive journaling was 

participants’ experiences with reproductive health outside of the gender affirming procedure 

setting. It would have been both interesting and possibly have added context to the interview data 

to understand how the men handled reproductive health concerns in their daily lives. Potential 

questions could have included attitudes, beliefs and experiences pertaining to health maintenance 

screening such as breast exams and pap smears, as well as sexual health. An limitation of this 
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study was that it did not place these prior experiences into context with the experiences of their 

gender affirmation procedures.  

Implications for Future Research and Practice 

The findings from this study were intended to build a foundation towards addressing one 

of the many research gaps that exists within the science of trans affirming health care. A 

qualitative descriptive methodology, framed in complexity theory, allowed transgender men to 

share their reproductive health experiences in the setting of surgical gender affirmation. These 

findings revealed pertinent themes and subcategories that will be essential to scientists that 

pursue research on a larger participant scale and across a more diverse cohort to continue this 

vital exploration. 

Consistent with the CAS framework of the study, implications for research and practice 

will be discussed in tandem as fundamental partners in recognition of their deep 

interconnectivity as drivers of these complex phenomena. When planning the care for patients on 

such a deeply scientific and human level, it would be a missed opportunity on the part of this PI 

to discuss them as separate entities. While this is a recommendation moving forward for future 

scholarly efforts, it is also in many ways, an essential finding from this study. Research and 

practice inform one another and are inseparable in the complex system of care experiences 

involving transgender male patients. 

Developing standards of care for transgender men who pursue gender affirmation 

presents HCPs with a complex research and clinical challenge. While continued research is 

needed to build upon current findings, there is an urgency to make immediate clinical 

adjustments that can transform this data into improved care experiences for future patients. 
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Delaying such real-time advancements will deprive patients of the education and reproductive 

health options for which this cohort of participants has clearly expressed a need. 

While the knowledge that conversations which probe reproductive health are essential to 

addressing the individual needs of transgender men, a priority for future research continues to be 

how to approach and navigate these crucial discussions. One could also easily argue that any 

patient without a clear understanding of surgical risks and benefits presents quite the ethical 

conundrum. It is imperative that calculated and deft HCP tactics to overcome hurdles in these 

challenging situations are necessary to protect patient rights.  

Conclusions 

Data analysis revealed that the predominant reproductive health experiences of the 

study’s participants centered not telescopically on the finite consequences of gender affirmation 

procedures, but on the emotional journey traversed over years and the physical outcomes that it 

could help them realize. In a manner of interpretation, the loss of fertility was perceived by some 

as either a necessary or unopposed gateway towards gender congruence. While some of the men 

conveyed a sense of loss at the opportunity to preserve their fertility or learn more about the 

option pre-operatively, they largely remained positive about the results of their gender 

affirmation procedures. Only one participant wished that he had not had an oophorectomy. 

The reproductive health experiences of transgender men who undergo genital 

reconstruction are deeply interconnected with their own sense of gender identity, expectations 

for congruence and psychological connection to their physical body. It is the responsibility of 

scientists and HCPs to recognize this complexity and implement personalized care consistent 

with highly individualized interventions. As science and practice for the transgender community 
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continue to iterate at a rapid pace, a sense for the tendency to narrow in on linear processes or 

protocol should not overshadow that of the complex nature of each person’s own needs. 
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APPENDIX A: 

THE UNIVERSITY OF ARIZONA INSTITUTIONAL REVIEW BOARD APPROVAL 

LETTER 
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APPENDIX B: 

DEMOGRAPHIC QUESTIONNAIRE 
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Please provide answers as you are comfortable. All information will be de-identified. 
 
1. What is your age?  
 
2. Occupation?  
 
3. City/State of Residence?  
 
4. Highest level of education completed?  
 
5. Which phrase describes your present state of financial security? 

o “I have all that I need.” 
o “I barely get by.” 
o “I do not have the resources to meet my needs.” 

 
6. Which best describes your race? 

o White 
o Black or African American 
o American Indian or Alaska Native 
o Asian 
o Native Hawaiian or Pacific Islander 
o Other ________ 

 
7. Age at time of hysterectomy with bilateral salpingo-oophorectomy (e.g., bottom 

surgery)? __________________________________ 
 
8. Did you have health insurance at the time of this surgery?  
 

8a. If yes, was the surgery covered by your insurance?  
 
9. Did you preserve your fertility at the time of this surgery?  
 

9a. If yes, was this preservation covered by your insurance?  
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