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Abstract: The gender binary has historically defined the study and practice of reproductive and sexual healthcare. However, the male 
and female binary categorization of sex does not adequately define patients seeking reproductive and sexual health. Comprehensive 
sexual healthcare should consider diverse gender identity and non-heteronormative sexual practices, family planning, sexually 
transmitted infections, cancer prevention, and sexual function. Recent research suggests clinicians do not feel prepared to provide 
care for sexual and gender minority (SGM) patients. In this narrative review, we focus on reproductive and sexual health within the 
scope of obstetric and gynecologic (OB/GYN) clinical practice. We used traditional medical subject headings to summarize data from 
publications in peer-reviewed journals published in the last 10 years and identified barriers, facilitators and best practices for de- 
gendering reproductive healthcare. Following a roughly chronological care path across the lifespan, we categorized findings into the 
following topics: Early Care for SGM, Sexual Health, Family Planning, and Care Later in Life for SGM. We include recommendations 
for creating a welcoming environment, SGM inclusive training for clinicians and staff, and best practices for individualized 
counseling. We review suggested practices related to service delivery and clinical considerations in the provision of sexual and 
reproductive health care for gender and sexual minority patients. 
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Background
Reproductive healthcare includes family planning and family building; prevention and management of sexually trans-
mitted infections; cancer screening and prevention; and sexual health and wellbeing. In medicine, biologic sex was 
effectively synonymous with gender, which has traditionally defined reproductive healthcare practices.1–3 Gender, if used 
at all, was reserved for behaviors or psychosocial demographics.4 However, gender may or may not equal sex assigned at 
birth, because the male and female binary categorization of sex does not adequately define all patients seeking 
reproductive and sexual health.

An increasing number of patients identify as transgender (not identifying with one’s sex assigned at birth), non-binary 
(not identifying exclusively as a man or woman), gender-fluid (with flexible gender identity), or in groups such as 
gender-queer, multigender, gender non-conforming, gender neutral, gender diverse, gender expansive, and two-spirit. 
Other nomenclatures associated with gender identity include the term agender – identifying as no gender at all. In the 
research literature, this group is often referred to as “gender minority”.5 All of these terms describe gender identity, 
which is distinct from sexual orientation.

The terms heterosexual, straight, homosexual lesbian, gay, queer, bisexual, pansexual describe sexual orientation. 
When a person expresses a non-heterosexual identity, the research term applied to this group is “sexual minority”.5,6 
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Sexual and gender minorities together may be identified using the acronym SGM, and the collection of this patient 
information on medical intake forms is called sexual orientation and gender identity (SOGI).6

Although we focus on the healthcare needs of gender minority people, clinicians must consider both gender identity 
and sexual orientation in order to provide high quality sexual and reproductive healthcare. There is inevitable overlap and 
intersectionality between both gender and sexual minorities. Both gender and sexual minority patients often encounter 
systemic prejudice when interacting with the healthcare system, and experience increased risk for gender-based 
violence.7 Gender identity and sexual histories can interact and affect some of the clinical details of sexual and 
reproductive healthcare. For instance, transgender men may desire counseling on pregnancy risk or options, depending 
upon sexual practices. Similarly, both cis and lesbian women may believe they do not require cervical cancer screening 
due to sexual orientation. The binary heteronormative framework creates stigma, discrimination, and marginalization for 
SGM. This can lead to missed opportunities to support early conversations for gender affirming care, as well as education 
regarding misperceived risk for STI prevention and screening. Disparities in access and health outcomes also fall along 
lines of race and class. Thus, we must consider the nuanced layering of lived experiences due to systemic 
marginalization.

Recent research suggests clinicians do not feel prepared to provide care for SGM patients due to lack of training.1–3 

Only since 2010 has the Association of American Medical Colleges required medical school curricula to address SGM 
health, and the content and format of education varies.8,9 There are no specific requirements for gender or sexual health 
training in graduate medical education, and exposure depends on specialty and program.8

In this narrative review, we focus on reproductive and sexual health within the scope of obstetric and gynecologic 
(OB/GYN) clinical practice. We identify barriers, facilitators and best practices for de-gendering quality reproductive 
healthcare, and review suggested practices related to service delivery and clinical considerations in the provision of 
reproductive care for sexual and gender minority patients.

Methods
To gather a narrative review for summarizing data, we used traditional medical subject headings from publications in 
peer-reviewed journals published in the last 10 years. We searched Google Scholar and PubMed for the terms: 
“reproductive health” OR “sexual health” OR “contraception OR birth control OR family planning” OR “sexually 
transmitted infection prevention” OR “cervical cancer prevention” OR “HIV/AIDS prevention” OR “HPV prevention” 
OR “abortion or pregnancy termination” OR “fertility or family building” OR “sexual health” AND “youth” AND “aging 
or menopause” AND “measuring sexual function” OR “sexual function measurement” OR “sexual quality of life” AND 
“sexual OR gender minority” OR “transgender” OR “transman” OR “transwoman” OR “lesbian” OR “gay” OR “queer” 
OR “bisexual” OR “pansexual”. Following a roughly chronological order of a patient’s care path and intersection with 
healthcare services, we summarized the findings from each of the included publications into the following categories: 
Early Care for SGM, Sexual Health, Family Planning, and Care Later in Life for SGM. We have compiled practice 
guidelines and clinical recommendations from established clinical organizations and group consensus. We did not restrict 
our search to any country and therefore included all relevant publications. The majority of articles focused on both sexual 
and gender minorities, often without distinguishing between the two, or discussing racial/ethnic and socioeconomic 
minority status. We retained the nomenclature used in the original articles for terminology when referring to the SOGI 
status of the population.

Early Care for SGM
SGM Youth
Limited knowledge of sexual and reproductive health concerns among SGM youth contributes to their relative invisibility 
in the healthcare system;7 however, there has been increased research interest and evidence on sexual health and fertility 
among SGM adolescents in recent years. The American Academy of Pediatrics, the Society of Adolescent Health and 
Medicine, and the Pediatric Endocrine Society support access to developmentally appropriate gender affirming care.10 

SGM youth often experience gender identity with the same level of certainty as cisgender peers,7 and gender affirming 
care ideally begins before the onset of puberty or Tanner stage 2.11
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Youth experiencing gender dysphoria benefit from resources and referrals provided in the primary care setting.11 

Many transgender youth do not disclose their gender identity to their primary care physicians or pediatricians due to 
concerns about stigma and confidentiality.12 Significantly, those who did feel affirmed were also more likely to receive 
hormones and be linked with gender affirming care, indicating the importance of clinician training and preparedness.12

At every visit, clinicians should screen for mental health concerns, bullying, substance use, school dropout, and 
safety.10 It is often useful to screen for eating disorders as well, as transgender youth may use food restriction to delay 
pubertal development.7 Clinicians should also practice the principles of trauma informed care and explain the rationale 
for all sensitive questions.13 Table 1 and Table 2 provide recommendations for improving the clinical environment and 
clinical encounter for SGM patients.

Gender Affirming Hormone Therapy (GAHT)
Having positive self-regard is essential to SGM health and sexual function.11 At any point along the path of affirmative 
care, clinicians can make referrals and initiate management of dysphoria, such as providing information about safe chest 
binding, undergarment packing, and “stand-to-pee” devices, as well as initiating gender affirming medications. They can 
also refer to multidisciplinary professionals, including voice coaches, aestheticians, make-up artists, and stylists to help 
youth with social transition.

Table 1 Recommendations for Best Practices for Inclusive Environments and Advocacy for All SGM

Domain Recommendation

Physical space

Updating office signage, symbols, posters, and educational materials to be inclusive  

● Change “women’s health” nomenclature to be gender neutral (ie “reproductive and gynecologic 
health”)

Bathroom signage should welcome all genders  
● Single-stall bathrooms whenever possible

Staff

Hire staff members who are diverse and represent different ethnic, racial, and gender identities

Train all staff members (front desk, nurses, medical assistants, lab personnel, providers) in providing inclusive 

care to SGM individuals

Update non-discrimination policies

Medical records

Intake forms should  

● Assess sex assigned at birth  
● Assess gender identity, and include a diverse array of gender/sexual orientation options that patients can 

select as well as space for free text

Communication with referring 

providers and the community

Build partnerships between health care organizations and other community institutions (such as schools) to 

help provide a strong safety net of support for SGM youth

Refer to other providers if not comfortable caring for SGM patients

Create or refer to a multidisciplinary gender affirming care team that may include endocrinologists, 
aestheticians, surgeons, social workers, voice coaches, therapists, hair stylists, personal trainers, fashion 

consultants, and cosmetologists
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Prior to GAHT, gender minority adolescents had fewer sexual and romantic experiences than cisgender peers, though 
many reported having romantic feelings.14 Of the teens who reported sexual activity, only 50% involved their genitals 
due to concerns about dysphoria and poor self-image.14 After managing gender dysphoria through puberty suppression, 
hormones, and surgery, transgender teens had more sexual and romantic experiences within the year after surgery, 
improved body image and sexual satisfaction, and increased comfort with their genital anatomy.15

A survey of SGM youth showed that sexual initiation patterns were similar among SGM youths and cisgender 
adolescents, but SGM youth were more likely to have had multiple partners, have unprotected sex, and were slower to 

Table 2 Recommendations for Clinical Care for SGM

Recommendation

General considerations for 
the clinician

Clinicians can educate, advocate, assess/treat, and refer when appropriate to providers who will affirm 
transgender identities

When characterizing gender dysphoria, the pathology is not the transgender/non-binary identity, but the distress 
of gender incongruence that must be understood and treated

Understand the distinction and intersectionality of gender identity and sexual orientation

Model affirming care; celebrate coming out and living authentically

Adopt principles of trauma-informed care

History-taking

Ask about the quality of SGM patients’ healthcare in the past and the pitfalls they hope to avoid with the current 
care team

Ask the patient’s gender pronouns and other preferred terminology

Sexual history-taking  

● Ask about sexual organs present  
● Ask what sexual behaviors the patient engages in  

● Assess risk of sexually transmitted infection

Gynecologic exam

Adapt recommendations for cervical cancer and sexually transmitted infection screening based on existing 
anatomy and exposure

Ask your patient if the presence of a chaperone or shadowing trainee makes them uncomfortable

Use adequate lubrication and an appropriately sized speculum  

● Testosterone therapy can cause vaginal atrophy

Consider vaginal self-swab for HPV, vaginitis, or gonorrhea/chlamydia testing  

● May be able to eliminate speculum exam  
● Accords greater sense of control

Patient education

Assist with disclosure of identity/sexual orientation to family if desired, as well as assistance with changing legal 

documentation to reflect accurate gender identity

Consider discussing  

● Fertility desires  
● Fertility preservation

Contraceptive counseling should align with pregnancy risk
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find romantic relationships.17 More than half (53.9%) of participants had engaged in at least one sexual behavior by age 
18, and 40.8% had at least one gender minority partner.16 Social stressors – including concerns with passing as affirmed 
gender and body shame – tempered sexual behaviors, and many transgender youth responded that gender affirming 
therapy had caused changes in sexual desire.16

Sexual health education must include gender minority youth and their experiences. Inadequate and inaccurate sex 
education can lead to increased rates of sexually transmitted infections (STIs), unplanned pregnancy and unsafe sex. 
Fewer than 10% of SGM youth reported discussing such topics as STI testing; HIV stigma and pre-exposure prophylaxis 
(PrEP); contraception related to Lesbian, Gay, Bisexual, Transgender, Queer Plus (LGBTQ+) identity; or safe use of sex 
toys.17 Many reported that information about gender diversity and non-straight sexual orientation was omitted entirely, 
with so much emphasis on menstruation and fetal development that they felt shut out of asking questions about same-sex 
relationships and transgender health.18 Most gender minority youth endorsed LGBTQ+ peers as their primary source of 
information on sexual health and normalization of sexual behaviors, and the internet was often used as a supplementary 
resource, although sometimes inaccurate and poorly curated. Clinicians can become trusted resources for sexual health 
information by preparing to discuss these topics openly, without a heteronormative perspective, during clinic visits.17

Sexual Health
Sexually Transmitted Infections
Access to STI prevention, screening, and treatment is critically important to mitigating morbidity and promoting public 
health. Untreated STIs contribute significantly to sexual health related morbidity, community transmission and spread. 
However, access to STI testing and management is an unmet need in the SGM population, likely due to stigma and 
misinformation.19 A study of teens comparing sexual behaviors found that sexually active SGM teens were less likely 
than cisgender students to have used a condom during their most recent sexual encounter (47.3% of SGM teens versus 
64.8% of cisgender teens).20 Youth report forgoing STI testing in part due to risk misperception, underestimating their 
vulnerability to STIs, as well as concerns about confidentiality.16

Effective STI risk assessment relies on an accurate sexual history that includes anatomy-specific exposures. Gender 
identity does not dictate anatomy or sexual behavior, and thus distinguishing subpopulations based on exposure is 
important for risk stratification.21 Clinicians should tailor STI screening and counseling for SGM individuals to their 
specific anatomy and sexual behaviors.

Recent data have estimated similar prevalence rates of gonorrhea and chlamydia among transgender men and 
cisgender men who have sex with men.22 Although the reported proportion of transmen who have undergone gender 
affirming surgery is low, clinicians should be mindful of anatomic diversity.23 Transmen may still have a uterus, cervix or 
vagina and be at risk for both bacterial and viral STIs, human papillomavirus (HPV) infections, and HPV-associated 
cervical cancer. All patients with a cervix should follow current screening guidelines for gonorrhea, chlamydia, and 
cervical cancer. Individuals should undergo syphilis as well as pharyngeal/rectal gonorrhea and chlamydia screening at 
least on an annual basis, based on reported sexual practices and exposure.24 Additionally, all patients should receive 
counseling and be offered HIV screening if desired, with frequency based on level of risk.

Epidemiological data suggest transgender people are three times more likely to contract HIV than the national 
average, and disparities in HIV prevalence highlight the intersectionality of gender minority, sexual minority, race and 
ethnicity.12,22,25 Recently estimated HIV prevalence in Black transwomen is 44–62% and in Latinx transwomen is 26– 
35%, whereas only 17% of white transwomen had HIV.7,19 Higher rates of HIV may be partially due to transactional 
high-risk sex related to homelessness, mental illness, and trafficking.13 Reduced access to medical care means transgen-
der individuals report lower lifetime rates of HIV testing, especially compared with cisgender gay and bisexual men.12

In addition to widespread HIV screening with frequency based on level of risk, patients should be offered PrEP, 
approved by the FDA for all persons at risk for HIV acquisition weighing >35kg and with normal renal and hepatic 
function.13 The FDA also recently approved emtricitabine/tenofovir alafenamide as PrEP for sexually active cisgender 
men and transgender women, as well as extended release injectable cabotegravir.26 However, these medications have not 
yet been studied in those at risk for HIV acquisition through receptive vaginal sex.27
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Barrier methods remain a mainstay of STI prevention. Clinicians should describe and teach the correct application of 
external and/or internal condoms as effective ways to prevent HIV and STI transmission. Using external condoms may be 
difficult for transgender women with reduced tumescence due to feminizing hormones.28 Transgender women may also 
lack agency to negotiate condom use during sex especially when engaging in transactional sex. Internal condoms may be 
an option for transgender men who engage in vaginal sex.28

Human Papillomavirus-Related Cancer Prevention
HPV is the most common sexually transmitted infection regardless of sexual orientation, and is the causative agent of the 
vast majority of cervical cancers. Cervical cancer is unique because there are methods for both primary prevention via 
vaccination against HPV as well as secondary prevention through well-established screening protocols with cervical 
cytology (Pap or Papanicolaou smear) and HPV testing. The HPV vaccine is routinely recommended as early as age 9 
years (with the goal of vaccination prior to sexual debut); clinicians can offer HPV vaccination to all up to age 45. The 
recommendation for all individuals with a cervix is to begin screening at age 21 and undergo cytological testing every 3 
years, followed by cytology and primary HPV testing every 5 years after age 30. Cancer prevention is a necessary 
medical service for all people, but often difficult to navigate for SGM patients.

Transgender men are 10 times less likely to have adequate cervical cancer screening compared with cisgender 
women.29,30 Moreover, cervicovaginal atrophy from exogenous testosterone use not only can make a speculum exam 
uncomfortable, limiting ability to collect a sufficient sample, but also may decrease the amount of viable cells adequate 
for interpretation.31 Patients with inadequate cytology then need a repeat sample to be appropriately screened.31 

Transgender men are 8.3 times more likely to have inadequate cytology samples than cisgender women.29

In addition to screening for cervical cancer, clinicians should also complete anal cancer screening depending upon 
sexual exposures. Anal squamous cell carcinoma is similar to its cervical counterpart in that it is primarily caused by 
infection with HPV. The gold standard for anal cancer screening is high resolution anoscopy, but many clinicians begin 
screening with anal cytology – essentially a Pap test performed at the anus with a Q-tip-like collection system rather than 
a cytobrush. While there are no formal guidelines regarding anal cancer screening, the following groups should be 
screened: those who engage in penetrative anal sex, individuals with HIV, individuals with cervical/vulvar/vaginal 
dysplasia or cancer, those individuals on long-term immunosuppression (such as organ transplant recipients), and 
individuals infected with HPV 16.31

Gynecologists and other clinicians who perform Pap tests should create an environment that is inclusive of SGM 
patients and shows respect for privacy (Table 1).32 In many clinical practices, chaperones (often a medical assistant or 
nurse) are present for all pelvic exams. However, several studies found that transgender men sometimes felt uncomfor-
table with perceived chaperone voyeurism.33 We summarize recommendations for best practices during a clinical 
encounter in Table 2.

To improve the experience for SGM individuals, clinicians should use adequate lubrication and appropriately sized 
speculums, as they would for postmenopausal cisgender women with vaginal atrophy. Primary HPV testing via self- 
swabbing eliminates the speculum exam altogether. Self-collected vaginal swabs accord an increased sense of control, 
which many transgender men prefer. Furthermore, all office staff should be committed to ensuring an inclusive 
experience for all patients, including SGM individuals. All staff members (front desk staff, nurses, medical assistants, 
clinicians) should be trained and educated in the care of and concerns specific to SGM individuals.30,31,33

Healthcare providers should build rapport with patients such that they are comfortable reporting symptoms that may 
be concerning for gynecologic cancers, such as pelvic pain, abnormal uterine bleeding, or bloating. The LOvE ECHO 
training program, a web-based SGM cultural competency training, offers communication strategies to improve repro-
ductive health discussions with SGM people.34

Measuring Sexual Function
Sexual function is an important component of sexual health; however, few validated instruments exist for the transgender 
population. Measuring sexual function should account for sexual desire/satisfaction, lubrication, orgasm, genital self- 
image, ease/difficulty initiating and seeking sexual contact, shame, body distortion, and other psychosocial factors.35 
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Accurate assessment of sexual function is essential for providing appropriate care for gender dysphoria and optimizing 
patient outcomes before and after gender affirming hormonal therapy and/or surgery. Recent literature attempting to 
characterize sexual function in transgender participants has been limited by survey tools originally designed for 
cisgender/heterosexual participants (Table 3).

Transgender individuals are more likely to have painful intercourse, poor genital self-image, and body image 
distortion than cisgender people.36,37 More inclusive and careful terminology with survey items – ideally defined by 

Table 3 Sample of Instruments to Measure SGM Sexual Health and Function

Scale Type Description Validated for 
Use in SGM 
Population?

Transgender Congruence Scale 
(TCS)71

Likert A 12-item psychometrically sound instrument with subscales 

(Appearance Congruence and Gender Identity Acceptance) which 

assesses transgender congruence for both research and clinical 
applications.

Yes

Female Sexual Function Index 
(FSFI)72

Likert A 19-item questionnaire considered the gold standard for assessing 
female sexual function which characterizes sexual desire, arousal, 

lubrication, sexual satisfaction, orgasm, and pain according to DSM- 

V and ICD-10 models of female sexual response on a six-point 
Likert scale with weight scale scores summed and higher scores 

indicating better sexual function.

No

Beck Depression Inventory (BDI)73 Likert A 21-item questionnaire which asks about affective symptoms 

(among categories including libido, fatigability, irritability, pessimism, 

self-hate, and more) rated on four-point Likert scale with higher 
sums indicating more severe depression

No

Transgender Adaptation and 
Integration Measure (TGAIM)74

Multidimensional A 15-item measure with three subscales to assess gender-related 
fears, coping and gender reorientation efforts, gender locus of 

control, and psychosocial impact of gender status for use with 

transfeminine adults.

Yes

Gender Minority Stress and 
Resilience (GMSR) Measure75

Likert Developed based on Meyer’s minority stress model and adjusted to 

reflect experiences of SGM populations, the GMSR uses multiple 
scales to assess nine constructs including gender-related rejection, 

gender-related discrimination, gender-related victimization, non- 

affirmation of gender identity, negative expectations for future 
events, nondisclosure, internalized transphobia, community 

connectedness, and pride.

Yes

International Index of Erectile 
Dysfunction (IIEF)76

Likert A self-administered measure of erectile function that aims for cross- 

cultural validity and psychometric soundness.

No

Sexual Desire Inventory (SDI)77 Likert A self-administered 14-item questionnaire to measure sexual desire 

and interest or wish for sexual activity.

No

World Health Organization Quality 
of Life −100 (WHOQOL-100)78

Likert A 100-item questionnaire to assess four domains related to quality 

of life including physical, psychological, social, and environmental 

health.

No

Transgender Youth Fertility Attitudes 
Questionnaire (TYFAQ)58

Likert Developed using a multistage participatory process which included 

trans youth and their parents; a 15-item questionnaire with 14 items 
thematically linked between youth and parents and one nonmatched 

item regarding fertility goals among trans youth.

Yes

(Continued)
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the transgender community – should be the standard. Such terminology recognizes that gender identity and sexual 
orientation are distinct, and that sexual function may depend on partner identification. In systematically describing 
transgender sexual function, clinician assessments should account for pharmacological treatment for depression and 
psychological sequelae of sexual trauma. Accurate assessment of sexual function can determine the kind of care SGM 
patients need to optimize sexual health and wellbeing.37 Without careful consideration of trans-specific nuances of sexual 
function, transgender individuals can be wrongly pathologized according to cisgender heteronormative standards.

Family Planning
Practice Setting
Historically, OB/GYNs provided the majority of reproductive health care for individuals with the capacity to become 
pregnant, with a smaller proportion of this care occurring in primary care settings. People may experience OB/GYN 
offices and freestanding abortion clinics as gendered spaces, especially given the proportion of cisgender women these 
practices serve. Nonetheless, SGM individuals use contraception, experience unwanted pregnancy, and have abortions, 
but many face barriers to seeking care for reasons such as lack of insurance/financial hardship, discrimination, 
mistreatment, or lack of knowledge/experience among providers and within health care settings.38,39 Several sources 
detail actions that health centers and clinicians can take to create and maintain an inclusive, safe environment for SGM 
individuals,40,41 which we have also outlined in Tables 1, 2 and 4.

Contraceptive Use Among SGM Individuals
Some SGM individuals have undergone a hysterectomy or are not engaging in sexual activity that could lead to 
pregnancy. Clinicians should foster a safe, patient-centered environment in which pregnancy risk is assessed and 
contraceptive use matches that risk. Individuals wishing to avoid pregnancy may experience barriers to contraceptive 
use related to: accessing healthcare in safe and culturally relevant practice settings, lack of knowledge or misperceptions 
of pregnancy risk, clinicians’ lack of knowledge regarding risk of pregnancy and interaction of gender-affirming 
testosterone with hormonal contraception, and gender dysphoria with contraception use.38,42

Published studies report variable contraception use among SGM individuals, including adolescents and young adults; 
however, the settings from which respondents were sampled may have introduced bias. Contraceptive use was higher 
among cisgender/heterosexual college students,43 for example, compared with SGM individuals recruited from other 
settings.44 While SGM college students most often reported using the subdermal implant, intrauterine device (IUD) and 
condoms, respondents recruited from a LGBTQ+ health center and online reported using condoms, withdrawal or oral 
contraceptives.45

Table 3 (Continued). 

Scale Type Description Validated for 
Use in SGM 
Population?

Medical Outcomes Study (MOS) 
36-Item Short Form Health Survey 
(SF-36)79

Likert, True/ 

False

A 36-item survey designed for use in clinical practice that assesses 

eight health concepts: 1) limitations in physical activity due to health 

concerns, 2) limitations in social activities due to health concerns, 3) 
limitations in usual role activities due to health concerns, 4) physical 

pain, 5) general mental health, 6) limitations in usual role activities 

due to mental health concerns, 7) energy and fatigue, and 8) general 
perception of personal health.

No

Operated Male-to-Female Sexual 
Function Index (oMtFSFI)80

Likert An 18-item reliable and psychometrically valid tool to assess key 
sexual function domains in transgender women (including 

lubrication, desire, orgasm, pain, and arousal), with score >55 

considered at risk for sexual dysfunction.

Yes
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Testosterone and Hormonal Contraception
Some transgender men take gender-affirming testosterone, which can induce amenorrhea within months.13 Some 
individuals taking testosterone may equate amenorrhea with sterility. However, testosterone does not reliably inhibit 
ovulation and is a known teratogen.46 Endometrial proliferation also occurs in a spectrum of conditions where androgen 
excess is a risk factor, as with polycystic ovarian syndrome, endometrial hyperplasia, and endometrial cancer. Histologic 
examination of hysterectomy specimens from individuals taking testosterone frequently demonstrate proliferative 
endometrium.47 Breakthrough bleeding in the setting of testosterone therapy most often has no identifiable cause, but 
is sometimes associated with missed testosterone doses.48 Hormonal therapy may be considered to treat breakthrough 
bleeding, similar to its use for menstrual suppression, but no evidence exists in support of any particular approach.49

There are no data describing potential interactions between testosterone therapy and hormonal contraception. Society 
of Family Planning Clinical Guidelines recommend considering what is known about these therapies separately to guide 
clinical decision-making.40 Contraceptive methods often have specific expected bleeding profiles and side effects that 
individuals may find important. Two excellent guidelines consider these characteristics in greater detail, and address them 
from both the user’s and prescriber’s perspectives.40,48

Combined Hormonal Contraception
Combined hormonal contraception (CHC) contains estrogen and progestin, which provide excellent ovulation suppres-
sion and predictable bleeding or, if taken continuously, reliable bleeding suppression. The estrogen component (usually 
ethinyl estradiol or EE) suppresses follicle stimulating hormone and contributes to cycle control, whereas the progestin 

Table 4 Recommendations for Care for Older SGM Adults

Co-Existing 

Conditions

Treat mental health concerns  

● Trans older adults have survived lifelong stigma, discrimination, and often emotional/physical violence

Screen for and treat/address  

● Mood disorders  
● Substance use disorders  

● Elder abuse/neglect

Patient/family 

education

Undertake psychoeducation of patients and family members about gender identity and sexual orientation, and how to 

lessen dysphoria

Screen for harassment, violence, and discrimination in the home, community, and workplace

Legal considerations

Partner with attorneys to ensure that legal documents reflect name and gender identity

Healthcare power of attorney should be delegated to an individual who will honor the patient’s identity  

● If the patient is taking hormones, ensure that advance directives include this care should the patient become 

incapacitated

Respect end-of-life wishes

Advocacy Refer to/partner with organizations (sageusa.org; forgeforward.org) that advocate for SGM adults on  

● Health insurance  

● Social security  
● Retirement security/housing  

● Care for chronic conditions
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component suppresses the surge of luteinizing hormone (LH) needed for ovulation to occur. CHCs may be delivered in 
the form of pills, transdermal patches, or vaginal rings.

Although estrogen may be perceived as a feminizing hormone, CHCs are not likely to raise estrogen levels for 
individuals not taking testosterone or gonadotropin releasing hormone agonists.13 Most progestins used in combined pills 
are derived from androgens, with some notable exceptions such as drospirenone, which is derived from spironolactone 
and has anti-androgenic properties. In the United States (US), the two available contraceptive patches contain EE and 
a testosterone-derived progestin. Individuals who find a vaginal ring acceptable may opt for a monthly ring (EE/ 
etonogestrel), which can be used continuously to suppress menses, or one that contains sufficient hormone for 13 cycles 
(EE/segesterone acetate). Serum EE levels are lower in vaginal ring users compared with patch users.

Progestin-Only Contraception
Progestin-only contraception may be acceptable to individuals who wish to avoid estrogen or who have 
a contraindication such as migraine with aura, hypertension, or who otherwise have an elevated baseline risk for venous 
thromboembolism.

Two progestin-only pills are available in the US. Norethindrone is taken continuously and suppresses ovulation in 
approximately half of people who use it. Drospirenone is also available as a progestin-only pill, with a 28-day supply 
containing 24 active pills and 4 inactive pills. This regimen reliably suppresses ovulation.

Depot medroxyprogesterone acetate (DMPA) is an injectable contraceptive dosed every 12–14 weeks. Users may opt 
for a subcutaneous formulation, which allows for self-administration and therefore, less frequent contact with health care 
providers. About half of users will experience amenorrhea after one year.50

The etonogestrel implant has the lowest failure rate of all contraceptive methods and does not require a pelvic exam. 
Bleeding is sometimes irregular in cisgender women, though expert clinicians have found that individuals taking 
testosterone may experience more favorable bleeding patterns.13

Four different levonorgestrel IUDs are available. Those who have IUDs with higher doses of progestin (52mg) are 
more likely to experience amenorrhea. Placement requires a pelvic examination.

Copper Intrauterine Device
The copper IUD does not contain hormones, and thus may be more acceptable to some individuals. However, heavier and 
prolonged menses occur in some copper IUD users. Limited evidence suggests that individuals on testosterone who had 
no bleeding at the time of copper IUD placement experienced some bleeding following the procedure, and subsequently 
had no further bleeding.51

Barrier Methods
Internal and external condoms are the most commonly used barrier methods, are user-controlled, and confer protection 
from sexually transmitted infections. They require consistent use and partner cooperation to maximize effectiveness.

Emergency Contraception
Both the copper and 52mg levonorgestrel IUDs can serve as emergency contraception when placed within 5 days of 
intercourse that could result in pregnancy. These options are effective regardless of body mass index (BMI), whereas 
levonorgestrel 1.5mg orally decreases in effectiveness with increasing BMI. Unlike levonorgestrel, ulipristal acetate 
(UPA) has some effectiveness in preventing or delaying ovulation after the LH surge.52 Oral levonorgestrel is available 
over the counter; clinicians should provide advance prescriptions for UPA if possible. For pharmacologic options, the 
potential benefit of pregnancy prevention far outweighs risks associated with levonorgestrel and UPA, which are small.

Permanent Contraception
Clinicians should consider any request for permanent contraception seriously. Some individuals desire gender-affirming 
hysterectomy, particularly if future fertility is not desired. Hysterectomy should not be a requirement for hormonal 
transition but is for genital surgery.48 A patient-centered discussion should explore plans and desires for future fertility, 
the risk of regret, and procedural risks.
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Abortion Among SGM Individuals
Although a variety of state and non-governmental organizations collect demographic data on individuals who have 
abortions, health care facilities are not always required to report a patient’s gender or sexual orientation. The true 
proportion of abortions that occur in SGM individuals in the US is unknown. However, surveys of SGM people indicate 
that they experience both desired and undesired pregnancies.39 Discrimination, marginalization, problems with access, 
cost, and desire for privacy are all potential factors influencing the decision to obtain abortion care or to manage an 
unwanted pregnancy without medical supervision.53 Given the Supreme Court Dobbs v. Jackson Women’s Health 
Organization (2022) decision, access to abortion in the US will vary widely by state.54

Limited published survey data indicate that abortions mainly occur in the first trimester and are mostly procedural or 
completed with medications, with a small proportion of people using a different method (such as herbs, physical trauma, 
or substance use). Privacy concerns may drive a preference for medication abortion, in which individuals use mifepris-
tone (a selective progesterone antagonist) and misoprostol (a prostaglandin) to stop a pregnancy’s progress and expel it. 
People may perceive medication abortion as more natural, less invasive, and conferring autonomy to the individual. 
Provision via telehealth with no-test protocols, in which ultrasound and laboratory testing are not required for individuals 
meeting certain criteria, further protect privacy and facilitate access.55 Alternatively, individuals may prefer to obtain 
medications on their own and take them without medical supervision. Self-managed medication abortion represents an 
option that can be more private, logistically and financially feasible, and for some, empowering. Conversely, the heavy 
bleeding that occurs with medication abortion may cause distress for other individuals, who might instead prefer the 
relative speed of a procedural abortion.

It is essential to counsel SGM patients that gender affirming hormone treatment is not contraception.40 SGM youth 
experience unplanned pregnancy at a rate 2–10 times higher than heterosexual youth, with a Canadian study reporting 
that 28% of SGM identified youth had been involved with an unplanned pregnancy compared with 7% of heterosexual 
teens.56 Reasons for this difference may include earlier sexual debut, sexual assault, or an overall higher number of 
sexual partners. SGM youth have about the same risk for unplanned pregnancy as cisgender peers.21

We are not aware of published guidelines addressing clinical aspects of abortion care specific to SGM individuals. 
While standards of care concerning such matters as gestational age assessment, infection prevention, and cervical 
preparation apply to all individuals seeking abortion, medical professionals providing this care should follow established 
best practices in maintaining an inclusive practice setting that respects patient privacy (Table 1). Clinicians should 
encourage open discussions of how aspects of medication and abortion procedures (including any pelvic exams or 
ultrasound evaluation, analgesia, and anesthesia) may personally affect SGM people (Table 2).

Fertility
Those who desire biological parenthood must consider potential long-term impacts of gender affirming hormonal 
treatment; while theoretically more easily reversed than surgery, hormonal effects on gonadal tissue and gametes are 
still largely unknown.57 More than 80% of transgender youth did not discuss hormonal effects on fertility with healthcare 
providers.13 Clinicians should discuss family planning goals and fertility preservation, if appropriate, prior to initiating 
GAHT.13

Recent data indicate that SGM youth have similar fertility goals to cisgender peers,58 but rates of fertility preservation 
prior to gender affirming hormones or surgery are low. Only 0–2% of transmasculine and 8–14% of transfeminine youth 
currently have preserved gametes, due in part to the dysphoria induced by gamete collection, hesitance to delay puberty 
suppression/GAHT while preparing for retrieval, and concern over costs of these services.13,59 About a third of transmen 
and half of transwomen have indicated that they would have preserved gametes if such services were available and 
affordable prior to transition.13

With the development of safe puberty suppression techniques, youth should consider fertility goals prior to initiation 
of medical management for gender dysphoria. SGM youth born with testicles can provide samples by masturbation or 
assisted ejaculation. Surgical sperm retrieval and cryopreservation of testicular tissue at earlier Tanner stages are 
currently under investigation.13 SGM youth born with ovaries can achieve fertility preservation with oocyte and/or 
ovarian tissue cryopreservation. Testosterone must be stopped for at least 1–3 months prior to ovarian hyperstimulation 
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and egg retrieval. However, barriers to fertility preservation include lack of insurance coverage for these procedures as 
well as dysphoria. Frequent pelvic ultrasounds are required and the oocyte retrieval procedure, though usually performed 
with sedation, is guided by transvaginal ultrasound.13

Outside of biological parenthood and fertility preservation, adoption is a popular method of parenthood for SGM 
youth.44 Clinicians should counsel SGM youth and their families that there may be barriers including high costs and cis- 
sexism associated with the adoption process, but that adoption is a valid method of achieving parenthood when fertility 
preservation is undesired or untenable.44

Pregnancy in SGM
Although the prevalence of SGM patients who have achieved pregnancy is unknown, it is likely to increase in coming 
years.60 Person-centered and gender affirmative prenatal, intrapartum, and postpartum care for SGM patients should be 
within the scope of any obstetric provider.

Overall, prenatal care for SGM should follow guidelines for all pregnant patients, with a few additional considera-
tions. Many transgender men believe testosterone to be effective birth control given its amenorrheic effect; however, 
testosterone is teratogenic and can cause abnormal urogenital development in biologically female fetuses.61 Patients who 
desire pregnancy should stop testosterone prior to conception if possible, or soon after desired positive pregnancy test.62 

Similarly, lactating patients may experience diminished milk supply if taking testosterone, and options for donor milk 
should be considered if testosterone therapy is highly desired in the postpartum period.60 If SGM patients desire 
biological children but are unable to stop GAHT, they should undergo embryo or oocyte cryopreservation prior to 
initiating GAHT for IVF pregnancy with a carrying partner or surrogate later on.

Intrapartum or labor pain can exacerbate dysphoria some patients experience; obstetricians should offer early 
intrapartum pain control and/or elective cesarean delivery to mitigate the harmful effects of dysphoria.62 Clinicians 
should strive to avoid sensitive exams when possible for patients who do not identify with their sex organs and the 
traditionally gendered experience and embodiment of motherhood.

Pregnancy can be empowering but more often highly dysphoric for SGM patients. Doulas and support groups can 
provide patients with encouragement and an affirmative labor experience. Screening for depression, anxiety, dysphoria, 
and suicidality is essential as this patient population is at increased risk and may experience further isolation and 
loneliness from navigating the social intricacies of transmasculine pregnancy.60 Mental health providers and social 
workers should be brought to the prenatal care team early and frequently throughout the course of pregnancy and the 
postpartum period to screen for and support mental health concerns.

Care Later in Life for SGM
Older SGM adults face some of the same health concerns as older cisgender or heterosexual adults, but little health data 
exist on the impact of lifelong hormonal therapy and surgical gender affirmation for the SGM aging population. In 
general, the World Professional Association for Transgender Health (WPATH) Standards of Care indicate that transgen-
der patients should be screened for cardiovascular disease, osteoporosis, and risk factors for cancers including breast, 
cervical, ovarian, uterine, and prostate.11 The US Preventive Services Task Force similarly indicates that no data suggest 
that screening for transgender adults should deviate from cisgender adults based on age and organs.63,64 Transgender 
individuals should receive the same basic health management and age-related screenings as cisgender adults.

However, systematic exclusion from employment opportunities, unstable health insurance and access to preventive 
health care, increased rates of smoking, risky sexual behaviors, and substance use may worsen outcomes overall.65 

Transgender adults often experience more loneliness, less financial security, and worse health outcomes compared with 
cisgender adults.66 Transgender adults also fare worse than their cisgender counterparts with chronic health conditions 
like low back pain, immune compromise, heart attack, asthma, stroke, and arthritis.67

Few data exist on long-term outcomes for transgender adults on continuous hormone therapy. Many transgender 
adults use hormonal therapy for decades and up until the end of life.63 Hormone therapy plans should be individualized 
for each patient and advanced age alone is not a contraindication to its initiation. Although there are certain known risks 
with hormone therapy (estrogen can increase risk of deep vein thromboses, breast cancer, and pulmonary embolism; 
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testosterone can worsen liver disease, risk for diabetes, and risk for cardiovascular disease),66 continuing hormonal 
therapy into old age can improve hyperlipidemia and prevent insulin resistance for those who take estrogen.63 Despite 
gaps in long-term data on outcomes for patients on hormonal therapy, some recommendations are standard. Transdermal 
estrogen is least thrombogenic and preferred over ethinyl estradiol, which should be avoided in individuals with risk 
factors for thrombotic events. Individuals can use lower doses of estrogen if treated concomitantly with androgen- 
lowering agents such as spironolactone.68

Many older adults have had or are considering gender affirming surgery, some even at retirement age.69 Discussion on 
maintaining sexual organ health after surgery (for example, how often and for how long one should dilate a neovagina) 
should be individualized as no standard protocol exists. Post-surgical patients should be aware of and screened for post- 
operative functional disorders including rectovaginal fistulas and urinary tract infections.11

Finally, clinicians cannot adequately address health concerns and decisions in older SGM adults without under-
standing the ecological systems that have affected SGM lives for decades. Years of physical, emotional, and mental 
trauma from stigma and discrimination yield poor self-esteem, internalized transphobia, and under- or unemployment 
leading to inadequate health insurance. A 2015 survey found that 25% of trans adults had suboptimal healthcare due to 
issues with insurance coverage (including denial of hormone therapy), and up to a third of respondents avoided 
healthcare because they feared stigmatization, verbal and even physical assault, and had bad experiences having to 
teach providers about trans health.69

Older SGM adults have survived decades of stigma and oppression. The oldest cohorts of LGBTQ+ individuals came 
of age hearing that homosexuality was pathologic and criminalized. In the US for example, transgender adults have dealt 
with “gender identity disorder and transvestic fetishism” diagnoses per the DSM-V up until 2013, and gender dysphoria – 
though used to justify insurance payments for gender affirming services – is still listed as a psychiatric disorder.70

Transphobia converges with ageism, heterosexism, and racism to create a multiplied oppressive effect over the 
years.67 Rejection and marginalization by clinicians, friends, family, and even their own children cause SGM adults to 
suffer from poorer physical health later in life. It cannot be overstated that according to the Care and Aging with Pride 
study, 71% of transgender participants endorsed lifetime suicidal ideation.69 Screening for and treating mental health 
concerns in the aging transgender population, as well as all SGM people, saves lives.

Conclusion
The “gendering” of health care can deter SGM people from seeking sexual healthcare; in some cases, the rigidity of 
a traditional binary framework can actively harm patients by creating stigma, discrimination, and “otherness.” 
Transgender men may find a clinic with the name Women’s Health Services unapproachable; similarly, transgender 
women may not engage in preventive prostate cancer care when they do not identify with traditional male anatomy. 
Absent training or engagement in SGM inclusive healthcare can lead to missed opportunities to support early conversa-
tions for gender affirming care and sex education, help mitigate or prevent gender-based violence or bullying, and initiate 
discussion of family planning goals.

In this narrative review, we began with a discussion of early SGM care. Timely identification and initiation of gender 
affirming care for SGM youth is crucial for consideration of GAHT and/or surgery. Since sexual orientation and gender 
identity can be fluid, assessing SOGI regularly at every visit is key to providing patient-centered care. SGM youth may 
have issues related to mental health or body image that prevent quality sexual encounters and relationships. Clinicians 
should offer guidance and referrals, and regularly screen for potential suicidal ideation, self-harm, abuse and bullying.

SGM inclusive care also allows for open discussion and accurate assessment of sexual function and quality of life, 
optimizing sexual health and wellbeing throughout the lifespan. Establishing a supportive environment allows for 
conversation about relevant sex education as well as STI screening and prevention. Effective STI risk assessment relies 
on an accurate sexual history that includes anatomy-specific exposures and sexual practices. Similarly, HPV-related 
cancer prevention and screening for SGM individuals should note the importance of age, anatomy, and sexual behaviors 
as considerations for quality care.

Concurrent discussion of family planning goals should be tailored to the SGM individual’s current anatomy, other 
medications, sexual behaviors and desires for future fertility. Preventing unwanted pregnancy is important for SGM 
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people of reproductive age, particularly as GAHT is often misperceived as a form of contraception. Additionally, 
individuals may be reluctant to disclose sexual orientation, gender identity and sexual behaviors to clinicians due to 
fears of stigma and discrimination. Although abortion continues to be a volatile issue in the US, the need for 
compassionate care remains. SGM people of reproductive age are at increased risk for facing financial and logistic 
challenges, as well as discrimination, in seeking abortion services. Self-managed abortion or obtaining services within 
the formal healthcare system via telemedicine are two options that may expand access. Similarly, those seeking to build 
families should have access to honest and person-centered discussions about options for gamete preservation, pregnancy, 
and adoption.

Finally, we turn our attention to SGM care later in life. Clinicians should be cognizant of the historically cis- and 
hetero-normative healthcare systems that older SGM patients may have experienced. Internalized stigma and suspicion of 
the healthcare establishment can color clinical interactions. Intersectionality with systemic racism and classism further 
marginalize patients. Overall, transgender adults should undergo basic health management and screening as cisgender 
adults, based on age and anatomy. More research is needed, however, on the role of continuous GAHT on the aging 
process.

We provide a comprehensive assessment of the literature on considerations for improving sexual healthcare for SGM 
of all ages; however, our narrative review has limitations. The included studies used a variety of nomenclature, but we 
used the term SGM to include all people not considered cisgender or heterosexual. Some studies were exclusive to 
transgender identified people but did not include sexual orientation. Moreover, while our search returned over 2000 
publications on this topic, it was not possible to review each publication in depth. We aimed to include citations from the 
most recent studies that assessed gender minorities, with some studies that assessed both gender and sexual minorities. 
The majority of the included literature derives from US-based and European studies, where active research on gender 
affirming care and surgeries have occurred. Many of the findings on practice guidelines and clinical considerations are 
nonetheless applicable to settings beyond the US. Finally, we are aware of our authorship biases, including caring 
primarily for individuals assigned female at birth, that may factor into our clinical consensus on guidelines and 
recommendations delineated in our narrative review.

Clinicians should strive to provide person-centered sexual and reproductive healthcare throughout the lifespan. 
Provision of such care includes creating a welcoming environment, SGM inclusive training for clinicians and staff, 
and individualized counseling based on current gender identity and sexual orientation. At each point on the path of 
comprehensive affirmative care, clinicians should consider diverse gender identity and non-heteronormative sexual 
practices, family planning, sexually transmitted infections, cancer prevention, and sexual health. As we move toward 
more inclusive practices in medicine, it is imperative that we no longer comply with the rigid boundaries of binary 
gendered language, and employ measures of sexual function and quality of life that are relevant for and respectful of 
SGM people, and aimed at maximizing sexual health and well-being.
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