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a b s t r a c t
Everyone of reproductive potential, no matter sex or gender, may have contraceptive needs. However,
with no professional society guidelines and scant data on contraceptive use for transgender and
gender-diverse (TGD) populations, clinicians’ abilities to counsel patients on use, safety, side effects,
and efficacy is severely limited. We know very little about how estrogen- and progestin-containing contraceptive methods interact with gender-affirming testosterone therapy. Consequently, providers must
extrapolate from data on use of hormonal contraceptive methods in presumed cisgender women and rely
on clinical expertise. Based on available literature and expert opinion, there are important considerations
for each method that can help guide contraceptive counseling with TGD patients.
Specific considerations include differential experience of side-effects in TGD patients, barriers to access,
and potential misconceptions regarding menstruation and reproductive capacity. When counseling a TGD
person about their contraception options, providers should engage in shared decision-making, acknowledging the spectrum of identities and experiences within these communities. In order to support genderaffirming patient-centered care, providers should also create a space that is welcoming, use language that
promotes inclusivity, and perform physical exams that consider the potential physical and emotional discomforts specific to these patients. Given the lack of population-specific data and guidelines, we encourage providers to integrate what is known about contraceptive use in cisgender women with the unique
needs of TGD persons to apply a shared decision-making contraceptive counseling approach with members of these communities.
Ó 2020 Elsevier Inc. All rights reserved.
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Reproductive health care providers should support the family
planning needs of all patients, regardless of their gender identity.
The term transgender refers to people whose gender identity differs
from their sex assigned at birth (e.g., transgender men identify as
men or on the masculine spectrum and were assigned a female
sex at birth). Up to 0.6% of the U.S. adult population (1.4 million
people) and an estimated 2–6% of adolescents and teens identify
as transgender, though these are likely underestimates of the true
number of transgender individuals given the challenges of acquiring representative national statistics [1–3]. The term cisgender
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refers to people whose gender identity is congruent with their sex
assigned at birth (e.g., cisgender men identify as men or on the
masculine spectrum and were assigned a male sex at birth; cisgender women identify as women or on the feminine spectrum and
were assigned a female sex at birth).
Extrapolations from the largest existing survey of transgender
people, completed by nearly 28,000 individuals, showed that
among respondents who were assigned a female sex at birth,
approximately half identified as men or transgender men and the
other half identified as non-binary or genderqueer rather than
within the binary of male or female [4]. Non-binary or genderqueer
individuals may include persons who identify with a gender other
than male or female, with more than one gender, or with no gender. For the purposes of these recommendations, we will be discussing an approach to contraceptive counseling for transgender
and gender diverse (TGD) individuals who were female sex
assigned at birth. This is meant to include anyone whose current
gender identity differs from their female sex assigned at birth,
which includes but is not limited to transgender men, transmasculine people, men of transmasculine experience, and individuals
who identify as genderqueer, two-spirit, or non-binary. The exception will be when referring to other publications wherein we will
use the terminology provided by the authors to reflect their work.
Gender identity and sexual orientation are discrete domains.
Gender identity is one’s internal felt sense of masculinity, femininity, or having another gender entirely. Sexual orientation pertains
to the sex or gender of the person(s) to whom an individual is sexually or romantically attracted and/or with whom they engage sexually. Among TGD individuals, people identify across the sexual
orientation spectrum with many identifying as asexual (no sexual
attraction), bisexual (attraction to both sexes/genders), gay/
lesbian/same-gender loving (attraction to the same sex/gender),
pansexual (attraction to people regardless of sex/gender), queer
(attraction that is not heterosexual but not otherwise specified),
straight/heterosexual (attraction to the opposite gender), or
another sexual orientation [4]. However, sexual orientation and/
or identity may not align with sexual behavior [5]. The diversity
of gender identities and sexual orientations leads to a variety of
potential sexual interactions between individuals with different
gender identities, sexual orientations, and reproductive organs.
TGD individuals express their identity and undergo genderaffirming steps (or ‘‘transition”) in different ways [4,6]. Some individuals undertake legal and social steps to alter gender markers
and outwardly present as their self-identified gender, and some
use gender-affirming hormone therapy or surgery to align their
physical bodies with their gender identity, but many do not.
Approximately half of all TGD individuals surveyed had used
gender-affirming hormones and one quarter had undergone at
least one gender-affirming surgical procedure, with use of hormone or surgical therapies less prevalent among gender nonbinary individuals compared to transgender men [4,6]. Hormone
therapy provides mental health benefits for many TGD individuals,
including decreased suicide rates and improved quality of life [7–
9]. Furthermore, compared to patients who desire but have little
or no treatment, patients who desire and receive more extensive
gender-affirming treatments experience greater body-gender congruence, higher body image satisfaction, and lower rates of anxiety
and depression [9].
Few studies have looked at reproductive health outcomes for
TGD individuals, and even fewer describe the existence or experiences of people with non-binary identities. The lack of reproductive health data is due, in part, to compulsory sterilization
protocols that have restricted the reproductive freedom of many
TGD individuals [10]. In many European countries, genderaffirming surgeries are more readily performed and often include
steps that result in surgical sterilization such as oophorectomy
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and hysterectomy [8,11]. These surgeries are often covered by
national health care plans and, in some countries, are required as
part of gender-affirming therapy, even if not desired by the individual [12]. The European Court of Human Rights ruled in 2017
that requiring sterilization for legal gender recognition violates
human rights [13]. Many U.S. states also require proof of surgery
for legal gender marker changes [14]. However, only 8% of TGD
individuals in the United States have had a hysterectomy [15].
Since many TGD people in the U.S. retain their reproductive organs,
pregnancy can occur.
Many TGD individuals desire pregnancy at some point in their
lifetime [15–17]. For some, pregnancy may pose challenges that
deserve additional support during the pre-conception, antepartum,
and post-partum period. The teratogenic effects of exogenous
testosterone are not well understood and data are limited to animal models and human case reports [18,19]. Nevertheless, The
World Professional Association for Transgender Health’s ‘‘Standards of Care” states testosterone therapy is considered an absolute contraindication in pregnancy [7]. Pregnancy may also put
TGD individuals in challenging situations where their identity
and/or gender expression come in conflict with social perception
of what is considered appropriate for ‘‘men” and ‘‘women.” These
poor social experiences may cumulatively manifest in psychological and emotional challenges even when the pregnancy is desired
[16,20,21]. Studies drawing from pregnant TGD patients’ lived
experiences outline both individual coping and health caredelivery strategies to mitigate the potential additional psychosocial risks that a TGD individual may experience during pregnancy
compared to a cisgender individual [20,21]. Providers should also
arrange additional support and resources for TGD patients who
desire to chestfeed after delivery, especially when they have
already had chest masculinization/top surgery (i.e., chest contouring mastectomy where tissue is often retained) [22].
Some TGD individuals engage in sexual activity that could
result in pregnancy, and some of these individuals do not want
to be pregnant [15,17]. However, desire to avoid pregnancy does
not necessarily correlate with contraceptive use [15]. TGD individuals may inconsistently use effective contraception for reasons
that are similar to those of cisgender women, such as concern for
side effects, lack of information regarding the relationship between
vaginal bleeding and reproductive capacity, or difficulty accessing
health care [4,23]. Additional factors likely include providers’ lack
of training or unwillingness to discuss reproductive desires with
TGD patients [24,25]. If a pregnancy occurs, patients should be
offered the full range of pregnancy management options, including
comprehensive perinatal care or pregnancy termination, with support to ensure decisions match individual values and desires.
Appropriate contraceptive counseling can help individuals
match their contraceptive use with their family planning values
and reproductive goals. Discussions around contraception are common practice for most reproductive health care providers. In the
last decade, evidence has emerged in support of a contraceptive
counseling approach using shared decision-making, which has
been associated with greater patient satisfaction in the chosen contraceptive method compared to patient-driven or provider-driven
decision making [26]. Some contraceptive counseling tools and
quality assessment strategies have moved away from a ‘‘Reproductive Life Planning” framework that may alienate people who do not
conform to normative expectations of pregnancy planning in favor
of a patient-centered counseling framework that focuses on interpersonal communication [27–29].
Engaging in patient-centered care also requires use of language
and terminology that is gender-inclusive for body-parts, processes,
and procedures. The care of TGD individuals may be especially
enhanced by an assessment of language used in clinical encounters
that reflects patients’ needs and assessment of their own bodies,
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and demonstrates an understanding of the common experiences
and terminology used by TGD people. This specifically may include
using alternate language for body-parts, such as frontal genital
opening or internal canal instead of vulva/vagina, or referring to
mammary tissue as chest rather than breast tissue [30].
One specific patient-centered method for identifying the individual needs of each patient is the use of PATH questions (Pregnancy/Parenthood, Attitude, Timing, and How important is
pregnancy prevention), which include: 1) Do you think you might
like to have (more) children at some point? 2) When do you think
that might be? 3) How important is it to you to prevent pregnancy
(until then)? [27,31]. These questions can be used for people of any
gender and any sexual orientation and can help guide the conversation in an appropriate and helpful direction. However, more
study is necessary to determine the use and acceptability of contraceptive counseling models when used with TGD patients.
The Reproductive Health Access Project recently released a
patient-facing information chart titled, ‘‘Birth Control Across the
Gender Spectrum” that adapts the original patient education tool
to include considerations for patients on testosterone therapy,
where available [32]. In this guideline, we draw from currently
existing literature and expert opinion to provide a more in-depth
review of each contraceptive method as it relates to use in TGD
patients and present both patient-facing and provider-facing considerations to guide contraceptive counseling.
2. Clinical questions
2.1. What data exist to guide contraceptive counseling with TGD
individuals who were assigned a female sex at birth?
There are limited data on the use patterns, safety, and efficacy
of contraceptive methods among these populations. Commonly
used resources for contraception counseling, such as the Centers
for Disease Control’s U.S. Medical Eligibility Criteria for Contraceptive Use (U.S. MEC) and U.S. Selected Practice Recommendations
for Contraceptive Use (U.S. SPR), do not provide considerations
for use of contraceptives for TGD patients, let alone in the setting
of gender-affirming testosterone use [33,34]. In addition, though
some professional guidelines broadly recommend contraception
counseling for TGD individuals, there are limited published strategies for comprehensive contraceptive counseling with these
patients [35–38].
Despite the lack of guidance, TGD individuals desire and use
contraception. From a recent survey of 197 self-identified transgender men and transmasculine individuals, 60% of respondents
reported current or past contraceptive use [17]. Condoms were
the most commonly used method of contraception among TGD
individuals, but other methods have been used as well [15,17].
Some TGD individuals use exogenous testosterone for genderaffirming therapy and may also use exogenous estrogen and progestins for both pregnancy prevention and regulation of bleeding
[17,24,39,40]. To our knowledge, there are no data on the pharmacological interactions between gender-affirming testosterone and
hormonal contraception. Therefore, providers should extrapolate
from what is known about testosterone and these contraceptive
methods separately to make decisions about how their interactions
might affect patients [GRADE 2C].
2.2. What are the anticipated effects of gender-affirming testosterone
use?
Gender-affirming testosterone can be taken orally, injected parenterally (subcutaneous or intramuscular), placed transdermally
(as patch, gel, or cream), or implanted as subcutaneous pellets,

with several different regimens currently in practice [30,41–43],
although oral regimens are currently not recommended in the U.
S. In the U.S., one common regimen is injection (intramuscular or
subcutaneous) with testosterone cypionate 20–100 mg weekly
[41]. The general goal of gender-affirming testosterone therapy is
to develop the desired masculinizing secondary sex characteristics
and to suppress or minimize female secondary sex characteristics
[41,42]. Permanent effects include enlargement of the thyroid cartilage or ‘‘Adam’s Apple,” thickening of the vocal chords resulting
in deepening of the voice, androgenic balding and body hair
growth, and clitoral enlargement; reversible effects include cessation of menses, increased muscle mass, redistribution of body fat
and weight gain, skin oiliness or acne, increased libido, genitourinary atrophy, and increased physical energy [7,42,44,45]. Some
TGD patients, especially those who identify as non-binary, may
use testosterone at lower doses or for shorter periods of time [4].
Expert clinical experience and ongoing long-term studies suggest gender-affirming testosterone therapy does not commonly
pose any significant adverse effects, though guidelines suggest
monitoring for sleep apnea, hypertension, excessive weight gain,
salt retention, as well as lipid changes given the potential for
decreased high-density lipoprotein, increased low-density lipoprotein, and increased triglyceride levels [7,41,42,46,47]. Genderaffirming testosterone use in TGD patients does not appear to
cause decreased bone mineral density [48], nor does it appear to
alter baseline risk of breast cancer or gynecological cancer
[11,42,49]. As such, routine age-appropriate screenings are still
warranted based on relevant body part(s) (e.g., cervical cancer
screening if the patient has a cervix, etc.). Exogenous testosterone
does not appear to affect rates of thromboembolic disease in cisgender men [50–52] and, though poorly studied, has not been
associated with increased risk of cardiovascular disease or venous
thromboembolism in transgender men [47,53]. The potential risks
with testosterone therapy are primarily associated with excess use
and sustained supratherapeutic levels [42]. Erythrocytosis (hematocrit >50%) is the primary adverse effect seen at elevated levels
[42]. Historically, there has been a theoretical risk that elevated
testosterone levels could lead to increased estrogen levels through
peripheral aromatization and hormone conversion, but more
recent studies suggest that testosterone therapy suppresses estradiol levels [46,54]. Overall, psychological benefits of testosterone
therapy are thought to outweigh the relatively uncommon deleterious side-effects [7] [GRADE 1C].
2.3. Does gender-affirming testosterone therapy alone prevent
pregnancy?
A 2016 survey of 197 self-identified transgender men and transmasculine individuals showed 16% of respondents were using
gender-affirming testosterone as their method of contraception, a
portion of which were doing so at the advice of a health care provider [17]. However, pregnancy has been reported in transgender
men in the setting of amenorrhea or oligomenorrhea from recent
testosterone therapy [16]. At physiologic levels, gender-affirming
testosterone typically causes cessation of menses within one to
six months, which is thought to be the result of complete or partial
ovulation suppression and/or endometrial atrophy [39,41].
Increased levels of testosterone typically cause decreased levels
of estrogen and sex hormone-binding globulin; there is also an
associated decrease in concentrations of luteinizing hormone,
follicle-stimulating hormone, and prolactin [39,46]. It is unclear
how these changes affect the ovarian cycle for these patients.
Emerging data suggest that testosterone therapy inhibits ovulation
via hypothalamic–pituitary–gonadal suppression, albeit inconsistently [55]. Testosterone therapy can also have an inconsistent
effect on the endometrial lining, with some patients developing
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atrophic endometrium and others developing proliferative endometrium [39,45,56]. The menstruation patterns of TGD patients
on testosterone therapy do not necessarily correlate with their
ovulation status and reproductive potential; therefore, testosterone should not be used as a reliable contraceptive [GRADE 1B].
It is not known how the efficacy and effectiveness of hormonal
and non-hormonal contraceptives are altered with the use of
testosterone therapy. To our knowledge, no comprehensive systematic studies of contraceptive efficacy or effectiveness have been
undertaken in the TGD population. It is possible that hormonal or
non-hormonal contraceptive methods in combination with testosterone therapy could have greater efficacy and effectiveness than
they do in cisgender women without exogenous testosterone, but
more study is needed. Effectiveness is one characteristic that individuals might consider when choosing a contraceptive method, but
it may not be the most important characteristic. Patients who prioritize effectiveness when choosing a method of contraception
should be counseled based on available data for cisgender women
from the Centers for Disease Control [57] with discussion on
testosterone’s additional effect on their ability to become pregnant
[GRADE 2C].

2.4. How should persistent bleeding be evaluated in TGD individuals on
gender-affirming testosterone therapy?
If amenorrhea is desired but not achieved after six months of
initiating testosterone therapy, or if patients are amenorrhoeic on
continuous testosterone therapy and then have return of bleeding,
an evaluation for possible etiologies is warranted [38]. This evaluation should be performed as one would for cisgender women
based on the patient’s individual characteristics and risk factors
[38]. This may include a medical history, physical examination,
laboratory testing, and/or imaging studies [58]. In addition, providers should assess a mid-injection serum testosterone level and, if
lower than physiologic cisgender male levels, consider increasing
the patient’s testosterone regimen [38] [GRADE 2C].

2.5. What are the anticipated effects of exogenous progestins when
used in TGD individuals, including those on gender-affirming
testosterone therapy?
Progestin-only contraceptives can cause secondary amenorrhea
[59]. Similarly, progestins can also be used to limit bleeding and
dysmenorrhea for TGD patients on testosterone therapy
[17,24,36] [GRADE 1B]. In some European gender-affirming hormone protocols, progestins are used as adjuncts to initiation of
testosterone therapy in order to more quickly induce amenorrhea
[8,60].
The various progestins in contraceptives have differing levels of
progestational, androgenic, and estrogenic activity [59], but the
extent to which they interact with gender-affirming testosterone
therapy and affect masculinization is unknown [60]. Progestins
have a variable effect on serum lipid levels, with more androgenic
progestins such as norethindrone, levonorgestrel, and gestodene
being more likely to increase low-density lipoprotein and decrease
high-density lipoprotein concentrations; other progestins such as
norgestimate and drospirenone have the opposite effect [59],
though there is unclear clinical significance to these changes
[34]. It is also unclear how progestins affect the changes in lipid
levels associated with testosterone therapy. Androgenic progestins
also are more likely to cause side effects such as oily skin, acne, and
facial hair growth [59]. There has been no compelling evidence to
suggest that progestins alone pose a clinically significant increased
risk of thromboembolic disease [61].
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2.6. What are the anticipated effects of exogenous estrogen when used
in TGD individuals, including those on gender-affirming testosterone
therapy?
Estrogen-containing products, such as oral contraceptive pills,
the transdermal patch, and the vaginal ring, can be used cyclically
or continuously and have different resultant patterns of bleeding.
When used in a cyclic fashion, with 21 or 24 days of hormones followed by a hormone-free interval, most cisgender women will
have a withdrawal bleed in the hormone-free interval, whereas cisgender women who use these products in a continuous or
extended cycle fashion do not have a scheduled withdrawal bleed
[59]. In both cyclic and continuous use, cisgender women may
experience unscheduled bleeding or spotting, but those who use
these products continuously may have fewer total days of bleeding
or spotting compared to those who use them in a cyclic fashion
[62]. For cisgender women, the primary benefit of estrogencontaining contraceptives is improved cycle control [59]. There
are no data on the bleeding patterns of TGD individuals who are
amenorrhoeic from testosterone therapy and use these products.
Expert clinical experience suggests that bleeding is unlikely to
occur if amenorrhoeic on testosterone therapy and the products
are used continuously [GRADE 2C].
Some TGD patients have concerns about the potential for
estrogen-containing products to interfere with their genderaffirming hormone therapy [17]. In cisgender women, estradiol
increases sex hormone binding globulin (SHBG) production from
the liver, which binds circulating free testosterone [59]. It is
unknown if TGD patients on testosterone therapy will also experience these changes. If so, it is possible that estrogen-containing
contraceptives could interfere with the masculinizing effects of
testosterone therapy, such as androgenic hair growth. There are
also anecdotal reports of glandular breast tissue development in
TGD individuals taking estrogen-containing products, even after
top surgery.
Use of combined hormonal contraception also increases the risk
of venous thromboembolism by three to six times in presumed cisgender women compared to non-use [63], but the absolute difference is small and has been considered clinically acceptable in the
absence of other risk factors [33]. Currently there are no data
regarding this risk in TGD individuals using gender-affirming
testosterone therapy. Given the lack of data on potential risks, side
effects, and benefits specific to TGD individuals using genderaffirming testosterone in combination with estrogen-containing
contraceptives, it is reasonable to consider avoiding these products
unless there is a clear benefit for the patient or strong patient
preference.
For patients who choose to use estrogen-containing products,
providers can consider products with a lower estrogen dose to
reduce the risk of adverse effects, though there are no published
data to support this decision and lower estradiol doses may lead
to increased unscheduled bleeding. For example, if prescribing a
combined oral contraceptive that contains ethinyl estradiol, providers can choose a pill that contains a lower daily dose of this hormone (10–20 lg) [59], though it is unclear if there are clinically
significant benefits to this approach.
2.7. What non-hormonal contraceptive options are available for TGD
patients?
For TGD patients who wish to avoid products that contain hormones, Table 1 reviews non-hormonal methods of contraception,
all of which can be used for TGD patients, including those currently
or previously on gender-affirming testosterone therapy [GRADE
1C]. It should be noted that, with the exception of the copper
intrauterine device, the other methods in this table are considered
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Table 1
Non-hormonal, reversible methods of contraception and associated patient and provider considerations for supporting contraceptive counseling with TGD individuals.
Copper T Intrauterine Device (IUD)
Material used: copper and polyethylene
Effectiveness (in cisgender women): 99.2% [59]
For patients:
Requires office visit and speculum exam for placement and possibly for
removal [64], but no other health care or pharmacy interactions during period
of use.
Cramping and spotting are common after placement [65].
Per anecdotal reports, if on testosterone therapy and not bleeding at the time
of placement, unlikely to have bleeding beyond the initial spotting.
Can be used within five days of unprotected intercourse as emergency
contraception.

Diaphragm
Material used: silicone
Effectiveness (in cisgender women): 88% [59]
For patients:
A newer one-size-fits-most diaphragm is available and does not require inoffice fitting, though traditional brand diaphragms require an office visit
and pelvic exam for fitting.
Can be purchased online with a prescription.
Can be placed up to six hours prior to intercourse and kept in place for six
hours afterward.
Should be used with a water-based spermicidal gel.
Patients must be comfortable placing the diaphragm and its spermicidal gel in
the vagina.
Does not prevent sexually transmitted infections.

For providers:
Vaginal atrophy can occur after long-term gender-affirming testosterone
administration [45]; for patient comfort, consider pre-treating patients with
vaginal estrogen two weeks prior to placement [66,67].
Consider offering to have the patient place the speculum to minimize discomfort [68].
Cramping after placement may feel similar to menstrual cramps and may lead
to feelings of distress for some patients [65].
Bleeding can be prevented or treated using nonsteroidal anti-inflammatory
drugs or tranexamic acid [69].
Although endometrial atrophy can occur after long-term gender-affirming
testosterone administration, there is no evidence of myometrial changes
[45,56] so risk of uterine perforation is likely unchanged due to testosterone
alone.

For providers:
If using the fitted brand, note that some transgender patients are parous, and
fitting is different after a person has had a vaginal delivery.
Patients with vaginal atrophy may need ongoing vaginal estrogen treatment to
minimize discomfort with placement/removal.
Patients should be counseled that use of nonoxynol nine can have detrimental
effects on lactobacillus, disrupt vaginal and rectal epithelial lining, and create
sloughing that can cause epithelial ulceration [70–74].

External Condom
Material used: latex or non-latex (polyurethane, polyisoprene, or natural-membrane)
Effectiveness (in cisgender women): 82% [59]
For patients:
For providers:
Encourage use in combination with other methods of contraception to increase
Easy to purchase or obtain for free at many health clinics or organizations.
effectiveness.
Latex, polyurethane, and polyisoprene condoms help protect against sexually
Patients with vaginal atrophy may need ongoing vaginal estrogen treatment if
transmitted infections such as gonorrhea, Chlamydia, trichomoniasis, HIV, and
condom causes irritation, but oil-based estrogen formulations should not be
reduces risk of herpes, bacterial vaginosis, and genital warts.
used concurrently with latex or polyisoprene condoms.
Requires cooperation of sexual partner(s).
Oil-based lubricants should not be used with latex or polyisoprene condoms,
but water-based or silicone-based lubricants can be used.
Internal Condom (called ‘‘female condom” in some spaces)
Material used: nitrile, polyurethane, or latex
Effectiveness (in cisgender women): 79% [59]
For patients:
Can be purchased without a prescription at many stores, online, or obtained
for free at some health clinics/organizations, but less easy to find than external condoms. Many insurance providers cover with a prescription.
Protects against sexually transmitted infections such as gonorrhea, Chlamydia, trichomoniasis, HIV, and reduces risk of herpes, bacterial vaginosis, and
genital warts.
Must be comfortable placing and removing the condom from the vagina.
Can be placed before intercourse and removed any time after ejaculation.
The external ring may increase stimulation of the clitoral nerves and enhance
sexual arousal [75].
Withdrawal
Method: Partner withdraws penis from vagina prior to ejaculation
Effectiveness (in cisgender women): 78% [59]
For patients:
Requires cooperation of sexual partner(s).
Not as reliable as other methods due to inconsistent ability or risk of unwillingness of partner to withdraw prior to ejaculation.
Sponge
Material used: polyurethane sponge with nonoxynol nine
Effectiveness (in cisgender women): 76% (parous) or 88% (nulliparous) [59]
For patients:
Must be comfortable placing and removing the sponge from the vagina
around the time of intercourse.
Sold over-the-counter and online and does not require an office visit or pelvic
exam.

For providers:
Harder to acquire than external condoms; prescription is not required but may
help patients acquire without cost.
Non-latex products do not require special storage conditions and are not weakened by oil-based lubricants or oil-based vaginal estrogen formulations.
Only the nitrile condom is approved by the U.S. Food and Drug Administration.

For providers:
Effectiveness enhanced by partner communication to ensure high likelihood of
partner cooperation.
Adjunctive use of fertility awareness, condoms, or spermicide can increase
effectiveness.

For providers:
Patients should be seen by a clinician if sponge breaks into pieces to ensure all
pieces have been removed.
Patients should be counseled that use of nonoxynol nine can have detrimental
effects on lactobacillus, disrupt vaginal and rectal epithelial lining, and create
sloughing that can cause epithelial ulceration [70–74].

A. Bonnington et al. / Contraception 102 (2020) 70–82

75

Can be inserted up to 24 hours before sex, should be kept in for 6 hours after
last penis-in-vagina sexual activity, and should not be worn for more than 30
hours in a row.
Avoid oil-based lubricants.
Fertility-Awareness Based Methods
Method: Tracking physiologic signs and symptoms to predict timing of ovulation and therefore when to avoid unprotected intercourse
Effectiveness (in cisgender women): 76% [59]
For patients:
For providers:
Lower effectiveness for patients with irregular cycles [78], which may be more
Most methods require tracking monthly bleeding so are likely unreliable for
common for TGD people at baseline due to a variety of factors (e.g., amenorpeople who do not bleed or have irregular bleeding.
rhoeic on testosterone therapy).
Some methods require checking basal body temperature, cervical mucus, and/
or cervical position.
Must be willing to avoid intercourse or use another method for the days surrounding ovulation.
Many phone apps are available to help track the signs and symptoms of ovulation, and they are being studied for effectiveness [76,77].
Spermicide
Material used: nonoxynol nine
Effectiveness (in cisgender women): 72% [59]
For patients:
Can be purchased at most general stores without a prescription.
May cause irritation of the vagina [59].
Needs to be reapplied prior to every sexual encounter.
Should not be used for anal intercourse.

to be the least effective contraceptives among presumed cisgender
women [59].
2.8. What considerations should be made when using hormonecontaining products?
Some patients consider estrogens and progestins to be ‘‘female
hormones” that they want to avoid, but some patients find it
acceptable to use products that only contain progestins [17]. For
patients who desire a hormone-containing contraceptive, Table 2
reviews progestin-only methods of contraception and Table 3
reviews methods that contain both estrogen and progestin. Though
more data are needed, hormone-containing contraceptives can be
used for TGD patients, including those currently or previously on
gender-affirming testosterone therapy, with consideration for
commonly accepted medical contraindications in cisgender
women [GRADE 1C].
2.9. Are there any special considerations for TGD patients who desire
permanent contraception?
Permanent contraception has been reviewed separately in
Table 4. Some patients may pursue tubal ligation or tubal removal
for the primary benefit of contraception; for others, sterilization
may be required as part of gender-affirming therapy, or a secondary and perhaps desired effect from gender-affirming surgery
to remove internal organs (i.e., hysterectomy and/or oophorectomy). For patients who have undergone fertility preservation
treatments such as oocyte cryopreservation, embryo cryopreservation, or ovarian tissue cryopreservation, tubal sterilization is a
highly effective method of contraception until attempting assistive
reproductive technologies. However, patients should be counseled
about the limited data on fertility treatments in TGD patients with
unpredictable success rates [83] [GRADE 1C]. Providers should also
make sure it is clearly documented in the medical record which of
a patient’s internal reproductive organs have and have not been
removed so appropriate screening and medical care can be provided in the future.

For providers:
Not recommended for patients with recurrent or chronic bacterial vaginosis
[70].
May increase the risk of HIV transmission, particularly for patients engaged in
high-risk sexual activity [70].
Patients should be counseled that use of nonoxynol nine can have detrimental
effects on lactobacillus, disrupt vaginal and rectal epithelial lining, and create
sloughing that can cause epithelial ulceration [70–74].

2.10. How should providers approach contraception counseling with
TGD patients?
It is imperative that reproductive health care providers welcome TGD individuals into their clinical settings and routinely offer
family planning services to ensure that all patients interested in
accessing contraceptive or preconception care have the opportunity to engage in conversations that consider the medical, social,
and psychological factors unique to their circumstances. It is
encouraging that national professional organizations such as the
American College of Obstetricians and Gynecologists are starting
to acknowledge the unique needs of TGD communities [36,85];
however, the diversity of sexual experiences and sexual and reproductive health needs within these communities is underappreciated. Given the lack of data on use of and experience with
contraception among TGD people, providers are limited in their
ability to provide evidence-based information to patients. Emphasis should be placed on shared decision-making, which combines
both informed choice and directive counseling models, allowing
providers to explore patient preferences and priorities regarding
characteristics of the different methods of contraception [26]
[GRADE 1C].
When providing contraceptive counseling to TGD patients, it is
important to elicit individual values as they relate to pregnancy
prevention and how different methods of contraception fit within
their lives. Patients with similar TGD identities have not necessarily had the same life experiences in relation to gender. For example,
TGD individuals as a whole are more likely to have experienced
prior sexual abuse and violence, which may cause emotional distress during pelvic exams [30] and lead patients to choose a
method where an exam is not required. However, this is not universally true. TGD people are also more likely to have experienced
discrimination within the health care system, which may lead
patients to choose a method that requires fewer office visits.
Some TGD patients may want to avoid ‘‘feminine” triggers that
are not congruent with their gender identity. This may mean
avoiding oral contraceptives which come in a ‘‘pack of pills” or
avoiding methods that cause bleeding or cramping, which could
be associated with female reproduction [67]. In addition, patients
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Table 2
Progestin-only methods of contraception and associated patient and provider considerations for supporting contraceptive counseling with TGD individuals.
Subcutaneous Implant
Hormone used: etonogestrel
Effectiveness (in cisgender women): 99.95% [59]
For patients:
Requires office visit for placement and removal, but genital exam not necessary; requires no other health care or pharmacy interactions during use.
Decreases menstrual bleeding in most cisgender women, though irregular
bleeding is the most common side effect for cisgender women [59].
Palpable and may be visible in very muscular or thin individuals.
Levonorgestrel-containing Intrauterine System (IUS)
Hormone used: levonorgestrel (LNG)
Effectiveness (in cisgender women): 99.8% [59]
For patients:
Four products currently available: two LNG 52 mg IUS that are effective for up
to 7 years, one LNG 19.5 mg IUS that is effective for up to 5 years, and one LNG
13.5 mg IUS that is effective for up to 3 years [59].
Requires office visit and speculum exam for placement and possibly for
removal [64], but no other health care or pharmacy interactions during period
of use.
Can help reduce chronic pelvic pain and painful bleeding [59], but some cramping can occur after placement [65].
Can cause irregular spotting in cisgender women (more likely with lower dose
devices) [59], but irregular bleeding less likely if already amenorrhoeic on
testosterone therapy.
Can help induce amenorrhea when initiating testosterone therapy.
Injectable (Intramuscular or Subcutaneous)
Hormone used: depot medroxyprogesterone acetate
Effectiveness (in cisgender women): 94% [59]
For patients:
Intramuscular injection requires office visits every three months, but no genital
exam.
Can help induce amenorrhea when initiating testosterone therapy, potentially
more rapidly than other progestin-only methods.
Is not able to be reversed once it is injected.

Progestin-Only Pill
Hormone used: norethindrone or drospirenone
Effectiveness (in cisgender women): 91% [59]
For patients:
Some providers may prescribe to established patients without an office visit.
The pill containing norethindrone must be taken at nearly the exact same time
every day to be effective [59]. All pills in these packs must be taken; there are
no hormone-free pills.
The pill containing drospirenone is taken for 24 days continuously, followed by
4 hormone-free days.
Less likely to support amenorrhea compared to other progestin-only methods.

For providers:
Bothersome bleeding can be managed with supplemental estrogen and prostaglandin inhibitors such as ibuprofen or naproxen [59], but expert clinical
experience suggests irregular bleeding is less likely for patients already
amenorrhoeic on testosterone therapy.
Expert clinical experience suggests that the implant has a synergistic ability
to induce amenorrhea more rapidly when initiating testosterone therapy.

For providers:
Vaginal atrophy can occur after long-term gender-affirming testosterone
administration [45]; for patient comfort, consider pre-treating patients with
vaginal estrogen two weeks prior to placement [66,67].
Consider offering to have the patient place the speculum to minimize discomfort [68].
Cramping after placement may feel similar to menstrual cramps and may lead
to feelings of distress for some patients [65].
Although endometrial atrophy can occur after long-term gender-affirming
testosterone administration, there is no evidence of myometrial changes
[45] so risk of uterine perforation is likely unchanged due to testosterone
alone.

For providers:
Can cause weight gain in some patients [59]; consider avoiding in patients
experiencing weight gain with gender-affirming testosterone use.
Can cause clinically insignificant changes to lipoprotein profiles [34]; consider
closer monitoring of serum lipid levels in patients experiencing lipid changes
with gender-affirming testosterone use.
Once method is discontinued, there may be a delay in reversal of contraceptive effects or potential side effects due to long duration of action from time of
injection.
Subcutaneous self-injection at home is possible [79]; consider for patients
who want to limit interactions with health care systems or have other barriers to office visits.

For providers:
Drospirenone is an anti-androgenic and antimineralocorticoid analog of
spironolactone and may potentially interact/interfere with testosterone therapy more than norethindrone [59].
A ‘‘pack of pills” may be a distressful ‘‘feminine association” for some patients.
Patients using daily testosterone therapy (e.g., topical) may already have a
routine that makes it especially easy to reliably take a pill at the same time
every day.

Emergency Contraception (EC)
Options include: Hormonal pills (levonorgestrel [LNG] or ulipristal acetate [UPA]) and non-hormonal (copper T IUD)
For patients:
For providers:
Copper T IUD is the most effective method of EC with a failure rate of 0.08% in
Unlikely to interfere with testosterone therapy, and testosterone therapy is
cisgender women [80]; LNG EC is the least effective method of EC with a failure
unlikely to decrease the effectiveness of hormonal EC [81].
UPA EC is more effective than LNG EC for patients who are overweight or
rate of 0.3 to 2.6% in cisgender women [80].
obese [80]. If a patient with obese weight is going to use LNG EC, consider
Can be used up to 120 hours after unprotected intercourse or intercourse durdoubling the dose to 3.0 mg for potentially increased effectiveness [80].
ing which failure of other contraceptive methods occurs, but more effective if
used as soon as possible after intercourse.
Levonorgestrel EC is available without a prescription but covered by many
insurance companies with a prescription.
If already pregnant, hormonal EC is not effective but will not harm the
pregnancy.

who feel disconnected from their reproductive organs may not be
comfortable placing or removing products from their vagina.
Some TGD individuals engage in higher risk sexual behavior and
should be counseled about methods that adequately protect
against HIV transmission and other sexually transmitted infections. Providers should also engage in conversations about PrEP
(pre-exposure prophylaxis) and PEP (post-exposure prophylaxis)

for patients at high risk of HIV transmission. No trials of PrEP have
yet been conducted among TGD patients assigned a female sex at
birth, but from the 2019 U.S. Preventive Services Task Force’s
‘‘Prevention of Human Immunodeficiency Virus (HIV) Infection:
Preexposure Prophylaxis,” recommendations for transgender
patients may be extrapolated from data supporting PrEP for receptive and insertive anal and vaginal sex in other populations [86].
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Table 3
Combined estrogen- and progestin-containing methods of contraception and associated patient and provider considerations for supporting contraceptive counseling with TGD
individuals.
Combined Hormonal Oral Pill
Hormones used: ethinyl estradiol, mestranol, or estradiol valerate plus a progestin (variable)
Effectiveness (in cisgender women): 91% [59]
For patients:
For providers:
If requiring a blood pressure measurement prior to prescribing, consider ways in
Some providers may prescribe to established patients without an office
which patients can have this done outside of a clinic setting (e.g., at a self-serve blood
visit, though it is ideal to have blood pressure checked prior to starting.
pressure machine at a drug store).
Taken at the same time every day for maximum effectiveness [59].
Progestins with higher androgenic properties such as norethindrone, levonorgestrel,
Taking continuously (i.e., without a hormone free interval) may reduce
and gestodene may be more appealing for some patients [59].
bleeding and support amenorrhea from testosterone therapy.
A ‘‘pack of pills” may be a distressful ‘‘feminine association” for some patients.
May cause growth of glandular breast tissue, even after top surgery.
Patients using daily testosterone therapy (e.g., topical) may already have a routine
that makes it especially easy to reliably take a pill at the same time every day.
Consider prescribing continuously for patients who want to avoid bleeding and are
already amenorrhoeic from testosterone therapy.
Transdermal Patch
Hormones used: ethinyl estradiol and norelgestromin
Effectiveness (in cisgender women): 91% [59]
For patients:
Some providers may prescribe to an established patient without an
office visit, though it is ideal to check a blood pressure before starting.
Looks similar to gender-affirming testosterone patches.
Can cause skin irritation and discoloration for people with darker skin
pigmentation [59].
Bleeding may occur during the week off the patch.
May cause growth of glandular breast tissue, even after top surgery.
Intravaginal Ring
Hormones used: ethinyl estradiol plus etonogestrel or segesterone acetate
Effectiveness (in cisgender women): 91% [59]
For patients:
Some providers may prescribe without an office visit, though it is ideal
to check a blood pressure before starting.
Must be comfortable placing and removing the ring from the vagina.
Possible side effects include vaginal wetness and leukorrhea [59].
Can be removed for up to 3 hours during sex.
May cause growth of glandular breast tissue, even after top surgery.

For providers:
If requiring a blood pressure measurement prior to prescribing, consider ways in
which patients can have this done outside of a clinic setting (e.g., at a self-serve blood
pressure machine at a drug store).
May be less effective for patients weighing more than 90 kg (190 lbs) [59].
Patients using weekly testosterone therapy may already have a weekly routine (e.g.,
intramuscular injections) that makes it especially easy to remember to replace patch
at the same time.

For providers:
If requiring a blood pressure measurement prior to prescribing, consider ways in
which patients can have this done outside of a clinic setting (e.g., at a self-serve blood
pressure machine at a drug store).
A single ring containing ethinyl estradiol plus etonogestrel is effective for up to six
weeks if used continuously [82], though bleeding patterns are likely less predictable.
A single ring containing ethinyl estradiol plus segesterone acetate is used repeatedly
in a cyclic fashion for up to one year [59]; consider for patients who want to limit
interactions with the health care system.
Consider for patients with vaginal atrophy.

2.11. How can providers create a welcoming clinic space for TGD
patients?
All health care clinics should provide care to TGD individuals
that is inclusive and considerate. One study revealed 23% of
respondents avoided seeking health care when needed due to concerns with being mistreated, and 33% reported negative health care
experiences in the past [4]. In addition to providing all-staff training on creating a gender-affirming and safe environment, the following are examples of recommendations, with input from
members of the TGD community, for strategies to promote inclusivity in clinical environments:
- Ensure gender identity and sex assigned at birth are both elicited and documented as distinct domains and accurately
reflected in the medical record in a visible place for all clinicians
and staff [30,87,88] [GRADE 1C].
- On intake forms, remove binary gender identifiers (e.g.,
woman/man) and instead ask about gender with a multiplicity
of options. For example, for assessing gender identity: ‘‘What is
your gender identity? Some options include gender non-binary,
woman, man, transgender woman, transgender man, or another
gender identity (please specify). ‘‘For assessing sex assigned at
birth: ‘‘What was your sex assigned at birth, for example on
your original birth certificate?” [89].
- Ask all patients about pronouns and names (even if they differ
from legal ones or those on insurance records) [87]. For example, ‘‘What pronouns do you use?” and ‘‘What name(s) do you
want us to use?” [GRADE 1C].

- Develop a system for periodic or ongoing assessment of name
and pronouns, as a patient’s gender identity may change over
time [4].
- Ensure clinicians and staff know that administrative documents
may not reflect people’s felt or affirmed gender [87] and, when
discrepancies arise, actively correct them. For example, when
front desk staff notice during patient intake or registration that
gender identity is not accurately reflected in the medical record,
they should correct the record or have clear instructions to
notify someone who can. Until the record is accurate, an alternate system for notifying clinicians and staff about the error
should be in place, such as physical or electronic sticky notes.
- Greet all patients without gendered salutations and pronouns
[87] like Ma’am, Miss, Misses, or Mister. Using a patient’s full
name is a good alternative.
- Label bathrooms for all-gender use [87] and, if possible, specify
which do and do not contain urinals.
- Display educational brochures, posters, and magazines
relevant to transgender health and gender diverse people,
families, and their communities in public spaces [30]. Diversifying public displays is critical in spaces that may be particularly gendered and exclusive like family planning or OB/
GYN clinics.
- Establish and display non-discrimination policies that specifically note protections regardless of gender identity and expression [30].
- Establish an accountability policy if staff members use transphobic remarks or otherwise discriminate against TGD individuals [30].
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Table 4
Permanent contraception and associated patient and provider considerations for supporting contraceptive counseling with TGD individuals.
Surgery for permanent contraception
Possible procedures include: tubal ligation, tubal removal, hysterectomy, or bilateral oophorectomy
Effectiveness (tubal surgery): 99.5% [59]
For patients:
For providers:
Consider performing this procedure at the time of other surgeries (e.g., top surgery) [84].
Likely requires an office visit before and after the surNot recommended if patient is uncertain regarding future pregnancy desires and has not undergone
gery, but not necessarily a pelvic exam.
oocyte (egg) preservation.
Depending on surgeon, a pelvic or abdominal ultraBe mindful of the large number of ancillary staff involved with surgery (e.g., nurses, anesthesiologists,
sound may be requested.
etc.) and ensure consistent use of patient name and correct pronouns.
Typically an outpatient surgery, meaning patients go
Elective hysterectomy or oophorectomy for the sole purpose of contraception is generally deemed
home the same day as surgery.
inappropriate for cisgender women. For TGD patients, these surgeries can be considered for treatment
Tubal ligation or tubal removal alone will not affect
of gender dysphoria with two independent referrals from qualified mental health professionals who
current bleeding patterns.
have assessed the patient [7].
Bilateral oophorectomy should generally be considered only for patients who are profoundly dysphoric with ovaries given the possible benefits of keeping at least one ovary (e.g., protection of bone density for patients who may not have reliable access to testosterone therapy or may want a break from
testosterone therapy in the future).

- Examine policies that may limit a patient’s ability to have a support person in the exam room [41].
- Become familiar with and establish appropriate medical, legal,
and social referrals specific to the care of TGD patients. Achieving legal gender affirmation improves quality of life and often
requires health care provider support [4].
Given the high rates of unemployment and poverty amongst
TGD individuals [4], hiring TGD employees can promote workplace
inclusivity, diversity, visibility, and help counteract community
economic disparities.
It is also worth discussing the types of clinics where contraceptive counseling and exams should take place. Some TGD individuals feel uncomfortable being seen in a gynecology clinic given its
common connotation as a ‘‘women’s health” clinic [90]. Clinics
with gender neutral names, such as ‘‘Center for Reproductive
Health,” can increase inclusivity. Other primary care specialties
like family medicine, internal medicine, and pediatrics also care
for TGD patients and often already practice in clinics with
gender-neutral names. Augmenting primary care provider comfort
with contraception counseling and provision for TGD patients will
further increase access to these services.

2.12. How can a provider’s language influence contraceptive
counseling with TGD patients?
TGD individuals often find it difficult to reveal their gender
identity to health care providers [90], with only 40% of TGD
patients being ‘‘out” to their medical providers [4]. Hesitancy to
reveal TGD experience is not without cause; a 2011 study found
that discrimination increased if medical providers were aware of
a person’s transgender status [91]. Compared to patients whose
transgender status was not disclosed to their medical providers,
patients who were out to their providers were more likely to be
denied service altogether (23% vs. 15%) and were more likely to
be physically attacked or assaulted in the medical setting (2% vs.
1%) [91]. Additionally, 24% of TGD patients have needed to educate
their providers about needed health care and 23% have postponed
medical care when they were sick or injured due to fear of
mistreatment or discrimination, which included refusal of care,
harassment and violence in medical settings, and lack of provider
knowledge [4]. Nevertheless, TGD individuals have an interest in
maintaining their physical health despite the emotional challenges
to receiving care [90].
In order for effective counseling to occur, patients must feel safe
disclosing information. In addition to providing a welcoming space,

considerate conversations are needed. Providers should familiarize
themselves with terminology used within TGD communities and
not rely on patients as their only source of information [87] [GRADE
1C]. Many definitions have been included in this guideline. For
additional definitions, please see the ‘‘LGBTQIA+ Glossary of Terms
for Health Care Teams” by the National LGBT Health Education
Center, which can be found at https://www.lgbthealtheducation.
org/publication/lgbtqia-glossary-of-terms-for-health-care-teams/
[92]. Other suggestions for using language to help establish rapport
with patients include:
- Assess and use patients’ names and pronouns consistently [87].
It is important to note that they are not simply ‘‘preferred” pronouns; they are the patients’ pronouns.
- Ask patients what words they use for specific body parts and
mirror the language of the patient [30]. For example, some
patients use genital opening, frontal pelvic opening, front hole,
or internal canal when talking about their vagina; some patients
use internal organs when talking about their uterus and ovaries.
- Use non-assumptive language, such as asking about the body
parts involved in sexual contact instead of solely asking about
the gender of their partner(s) [93]. For example, for those who
engage in sex, ‘‘What are the gender or genders of your partners? Which of your body parts touch other people’s body
parts? What goes where?”.
- Avoid asking unnecessary questions that do not pertain to the
current visit [41].
- Acknowledge when mistakes in language occur, apologize, and
try to avoid repeating the same mistake [30].
Providers have a responsibility to prevent patients from experiencing discrimination within the health care setting. Using considerate language that does not marginalize patients will help to
create an inclusive space conducive to meaningful conversations
and effective counseling.

2.13. What strategies are recommended when performing pelvic
exams on TGD patients?
Exams can cause significant distress for some TGD patients [67].
Discomfort may be due to a variety of reasons including a disconnect between gender identity and sex assigned at birth, the high
frequency of sexual trauma, and/or previously insensitive and
uncomfortable pelvic exams [94]. In addition to emotional discomfort, pelvic exams may be more physically painful for TGD individuals on testosterone therapy because of a thinner vaginal lining,
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less lubrication, and vaginal atrophy [30,45,67]. Therefore, it is recommended that providers discuss patients’ feelings and comfort
regarding pelvic exams and, when counseling about contraception,
inform patients of those methods that require a pelvic exam [67].
The trauma informed care (TIC) approach should be used when
examining all patients, including TGD patients [GRADE 2C]. The
basic principles of this strategy include asking patients about history of sexual trauma before the exam while the patient is clothed
and seated in a way that is non-triggering and, during the exam,
listening to the patient, anticipating each step of the procedure,
and affirming the patient’s control of the exam [95]. It furthermore
aims to minimize emotional triggers and the discomfort during
exams and shift the power control from the provider to the patient
during this time of heightened vulnerability [67]. Prior to the
exam, ideally before the patient undresses, allow them time to
express their concerns [41,67]. Despite best efforts, some patients
may not feel emotionally or physically ready for a pelvic exam and
need to be given the option of rescheduling for a later date. Other
strategies that have been proposed to ease the emotional and
physical discomfort of pelvic exams for these patients include:
- Allow the patient to choose the gender of the provider if preferred (and logistically possible) [95].
- Pretreat with two weeks of vaginal estrogen for patients with
vaginal atrophy on testosterone therapy [66,67]. Offer various
estrogen formulations to meet patient preference in mode of
administration (e.g., intra-vaginal cream, tablets, or ring).
- Consider conscious sedation for patients who feel that would be
beneficial, being aware that for some the sensation of loss of
control may be distressing [96].
- Offer to describe the steps of the pelvic exam, including showing the patient the instruments ahead of time. Ask if they would
like to be told about each step of the exam shortly before it
happens.
- Assure the patient that they will have control over the pace of
the exam and then ensure that they do in fact have that control.
Continue to ask permission each step of the way by asking, for
example, ‘‘Is it alright if I continue?”.
- Allow the head of the exam table to be raised, so the patient can
see the provider and anticipate next steps of the exam.
- Encourage relaxation techniques such as diaphragmatic breathing, visualization, and verbal distraction.
- Mirror the patient’s language for how they describe what is typically referred to as a vagina in cisgender women [67].
- Use topical lidocaine prior to speculum placement [67].
- Allow the patient to place the speculum and apply lubricants or
lidocaine themselves [68].
- Replace words like panties, bed, stirrups, spread, sheet, and insertion with words that have less sexual and gendered connotations, such as underwear, table, foot rests, separate, drape, and
placement [67]. Avoid providing instructions using words that
a sexual perpetrator may have used. For example, avoid telling
patients to ‘‘open your legs” or ‘‘just relax/relax your bottom/relax and it won’t hurt as much” or ‘‘the more still you can be, the
sooner this will be over.”
After the exam, continue to use non-gendered language when
warning about bleeding and offering ‘‘absorbent products”; avoid
words such as periods, menstruation, pads, and tampons [67]. Make
sure that patients for whom exams are particularly distressing
have a post-exam self-care plan [67]. When scheduling followup, consider ways to minimize the number of return visits, such
as prescribing additional refills of medication or performing telephone follow-up instead of in-office visits, and ensure that all people with whom the patient might have phone contact will use
correct names and pronouns.
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3. Conclusions
Providers should engage in conversations with their TGD
patients about their fertility goals. For patients who want to avoid
pregnancy, appropriate contraceptive counseling can help individuals match their contraceptive use with their family planning values and reproductive goals. All current contraceptive options can
be considered for TGD people capable of becoming pregnant who
engage in sexual activities involving sperm. There are challenges
to applying data from one patient population to another, but
the lack of published literature about efficacy, effectiveness, and
acceptability of various contraceptive methods for TGD people
requires that we extrapolate from what is known about current
contraceptive methods for cisgender women. Patient-provider
partnerships and frank values-based conversations describing
what is known and unknown about contraceptive methods will
help TGD patients meet contraceptive goals and preferences.
These conversations will be further aided by improving training
for providers, who can help provide spaces that are welcoming
to and affirm the identities of TGD patients, while acknowledging
the spectrum of identities and experiences within this community
as they relate to contraceptive needs. By improving contraceptive
care and counseling for TGD individuals, researchers and clinicians can help support a marginalized and underserved
population.
3.1. Recommendations
Please see Appendix A for a key regarding the GRADE system.
Fig. S1
The following recommendations are based primarily on
moderate- or low-quality scientific evidence:
 Testosterone should not be used as a contraceptive [GRADE 1B].
 Progestins can be used to limit bleeding and dysmenorrhea for
TGD patients on testosterone [GRADE 1B].
The following recommendations are based primarily on consensus and expert opinion:
 For patients taking gender-affirming testosterone therapy, providers should extrapolate from what is known about testosterone and these contraceptive methods separately to make
decisions about how their interactions might affect patients
[GRADE 2C].
 The psychological benefits of testosterone outweigh the relatively uncommon deleterious side-effects [GRADE 1C].
 When amenorrhea is desired but not achieved after six months
of initiating testosterone therapy, in addition to a standard evaluation for abnormal uterine bleeding, providers should assess a
mid-injection serum testosterone level and, if lower than physiologic cisgender male levels, consider increasing the patient’s
testosterone regimen [GRADE 2C].
 Patients who prioritize effectiveness when choosing a method
of contraception should be counseled based on available data
for cisgender women, with discussion on testosterone’s additional effect on one’s ability to become pregnant [GRADE 2C].
 All currently available contraceptive methods can be considered
for use in TGD patients, including those currently or previously
on gender-affirming testosterone therapy, with consideration
for commonly accepted medical contraindications in cisgender
women [GRADE 1C].
 Continuous administration of estrogen-containing contraceptives can be considered for patients who prefer to avoid bleeding [GRADE 2C].
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 Prior to permanent contraception, patients should be counseled
about the limited data on fertility treatments in TGD patients
with unpredictable success rates, even if fertility preservation
treatments have previously been performed [GRADE 1C].
 Providers should engage in shared decision-making when counseling TGD people about their contraceptive needs, acknowledging the spectrum of identities and experiences within
these communities [GRADE 1C].
 To help create a welcoming environment, clinics should ensure
that gender identity and sex assigned at birth are elicited and
clearly documented in the medical record, as well as patients’
correct names and pronouns [GRADE 1C].
 Providers should familiarize themselves with terminology used
within TGD communities and not rely on patients as their only
source of information [GRADE 1C].
 The trauma informed care (TIC) approach should be considered
when performing pelvic exams [GRADE 2C].

cles” search in PubMed was used frequently to identify similar
studies that were not included in the original search. Reference
lists of identified studies were also hand-searched for additional
publications. Articles not published in English were excluded.
Select pertinent articles that were published after the initial literature search were included during the revision process. Given
the paucity of data on some of the topics included, sources of information also include anecdotal experiences of expert providers of
TGD health care.
6. Intended audience
We anticipate this Clinical Recommendation will be used by
primary care providers, reproductive health care providers, and
all those who work with TGD patients in any aspect of their health
or health care. Although this evidence-based review can be used to
guide medical decision making, it is not intended to dictate care.

4. Recommendations for future research
7. Authorship
Researchers should include information on gender identity distinct from sex assigned at birth for all research subjects, especially
in areas of sexual and reproductive health. These efforts will provide data to guide evidence-based care and help close the recognized health disparities of sexual and gender minority people
including those of transgender experience. Specific areas of
research that are needed include:
- Epidemiological research describing current contraceptive use,
pregnancy incidence, and pregnancy outcomes for fetus and
gestational parent.
- Research describing the alterations in anatomy, histology, and
functionality of the cervix, uterus, ovaries, and fallopian tubes
in the setting of gender-affirming testosterone use.
- The age and treatment dose-related fertility of TGD people who
have used gender-affirming hormones after the onset of
puberty.
- The age and treatment dose-related fertility of TGD people who
have used puberty blockers and then either stop puberty blockade and undergo endogenous puberty or who after puberty
blockade start gender-affirming hormones and then stop those
hormones.
- The contraceptive risks and benefits – both physical and psychological – of various widely used contraceptive methods for
those using gender-affirming testosterone who were assigned
a female sex at birth.
- The contraceptive efficacy and effectiveness of various widely
used contraceptive methods for those using gender-affirming
testosterone who were assigned a female sex at birth. Data on
both typical use and perfect use for these patients are needed.
- The acceptability of various contraceptive methods for TGD
people.
- The facilitators and barriers to use of various contraceptive
methods for TGD people.
- Testing and structuring of counseling guidelines and protocols
for TGD people.
5. Sources
The articles included in this guideline were obtained from a
PubMed search of literature published before August 1, 2019. The
following MeSH terms and text words were used: Transgender Persons; Health Services for Transgender Persons; Sexual and Gender
Minorities; Gender Identity: Gender Diverse; LGBTQ; Contraception; Contraceptive Counseling; Family Planning Services;
Patient-Centered Care; Vulnerable Populations. The ‘‘related arti-
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Appendix A. Supplementary data
Supplementary data to this article can be found online at
https://doi.org/10.1016/j.contraception.2020.04.001.
References
[1] Flores AR, Herman JL, Gates GJ, Brown TNT. How many adults identify as
transgender in the United States? Los Angeles, CA: The Williams Institute;
2016.
[2] Johns MM, Lowry R, Andrzejewski J, et al. Transgender identity and experience
of violence victimization, substance use, suicide risk, and sexual risk behaviors
among high school students – 19 states and large urban school districts, 2017.
MMWR Morb Mortal Wkly Rep 2019;68:67–71.
[3] Wilson BDM, Choi SK, Herman JL, Becker T, Conron KJ. Characteristics and
mental health of gender nonconforming adolescents in California: findings
from the 2015–2016 California Health Interview Survey. Los Angeles, CA: The
Williams Institute and UCLA Center for Health Policy Research; 2017.
[4] James SE, Herman JL, Rankin S, Keisling M, Mottet L, Anafi M. The report of the
2015 U.S. Transgender Survey. Washington, DC: National Center for
Transgender Equality; 2016.
[5] Chivers ML, Bailey JM. Sexual orientation of female-to-male transsexuals: a
comparison of homosexual and nonhomosexual types. Arch Sex Behav
2000;29(3):259–78.
[6] Scheim AI, Bauer GR. Sex and gender diversity among transgender persons in
Ontario, Canada: results from a respondent-driven sampling survey. J Sex Res
2015;52(1):1–14.
[7] World Professional Association for Transgender Health. Standards of care for
the health of transsexual, transgender, and gender nonconforming people,
seventh version [Internet]; 2012. 120. Available from: https://www.wpath.
org/publications/soc; [accessed 1 April 2019].
[8] Murad MH, Elamin MB, Garcia MZ, et al. Hormonal therapy and sex
reassignment: a systematic review and meta-analysis of quality of life and
psychosocial outcomes. Clin Endocrinol (Oxf) 2010;72(2):214–31.
[9] Owen-Smith AA, Gerth J, Sineath RC, et al. Association between gender
confirmation treatments and perceived gender congruence, body image
satisfaction, and mental health in a cohort of transgender individuals. J Sex
Med 2018;15(4):591–600.
[10] Honkasalo J. Unfit for parenthood? Compulsory sterilization and transgender
reproductive justice in Finland. J Int Womens Stud 2018;20(1):40–52 .
[11] Asscheman H, Giltay EJ, Megens JA, de Ronde WP, van Trotsenburg MA, Gooren
LJ. A long-term follow-up study of mortality in transsexuals receiving
treatment with cross-sex hormones. Eur J Endocrinol 2011;164(4):635–42.

A. Bonnington et al. / Contraception 102 (2020) 70–82
[12] Transgender Europe. Trans rights Europe map & index 2018, https://tgeu.
org/trans-rights-map-2018/; 2018 [accessed 8 February 2019].
[13] Transgender Europe. Human rights victory! European court of human rights
ends forced sterilisation, https://tgeu.org/echr_end-sterilisation/; 2017
[accessed 15 February 2020].
[14] Movement Advancement Project. Mapping transgender equality in the United
States, https://www.lgbtmap.org/mapping-trans-equality; 2017 [accessed 1
July 2019].
[15] Cipres D, Seidman D, Cloniger C, Nova C, O’Shea A, Obedin-Maliver J.
Contraceptive use and pregnancy intentions among transgender men
presenting to a clinic for sex workers and their families in San Francisco.
Contraception 2016;95(2):186–9.
[16] Light AD, Obedin-Maliver J, Sevelius JM, Kerns JL. Transgender men who
experienced pregnancy after female-to-male gender transitioning. Obstet
Gynecol 2014;124(6):1120–7.
[17] Light A, Wang LF, Zeymo A, Gomez-Lobo V. Family planning and contraception
use in transgender men. Contraception 2018;98(4):266–9.
[18] Patel A, Rivkees SA. Prenatal virilization associated with paternal testosterone
gel therapy. Int J Pediatr Endocrinol 2010;2010:867471.
[19] Wolf CJ, Hotchkiss A, Ostby JS, LeBlanc GA, Gray LE. Effects of prenatal
testosterone propionate on the sexual development of male and female rats: a
dose-response study. Toxicol Sci Off J Soc Toxicol 2002;65(1):71–86.
[20] Ellis SA, Wojnar DM, Pettinato M. Conception, pregnancy, and birth
experiences of male and gender variant gestational parents: it’s how we
could have a family. J Midwifery Womens Health 2015;60(1):62–9.
[21] Hoffkling A, Obedin-Maliver J, Sevelius J. From erasure to opportunity: a
qualitative study of the experiences of transgender men around pregnancy
and recommendations for providers. BMC Pregnancy Childbirth 2017;17:332.
[22] MacDonald T, Noel-Weiss J, West D, Walks M, Biener M, Kibbe A, et al.
Transmasculine individuals’ experiences with lactation, chestfeeding, and
gender identity: a qualitative study. BMC Pregnancy Childbirth 2016;16:106.
[23] Frost JJ, Darroch JE and Remez L, Improving contraceptive use in the United
States, In Brief, New York: Guttmacher Institute, 2008, No. 1.
[24] Chen D, Matson M, Macapaga K, et al. Attitudes toward fertility and
reproductive health among transgender and gender-nonconforming
adolescents. J Adolesc Health 2018;63(1):62–8.
[25] Unger CA. Care of the transgender patient: a survey of gynecologists’ current
knowledge and practice. J Womens Health (Larchmt) 2015;24(2):114–8.
[26] Dehlendorf C, Krajewski C, Borrero S. Contraceptive counseling: best practices
to ensure quality communication and enable effective contraceptive use. Clin
Obstet Gynecol 2014;57(4):659–73.
[27] Callegari LS, Aiken AR, Dehlendorf C, Cason P, Borrero S. Addressing potential
pitfalls of reproductive life planning with patient-centered counseling. Am J
Obstet Gynecol 2017;216(2):129–34.
[28] Dehlendorf C, Henderson JT, Vittinghoff E, Grumbach K, Levy K, Schmittdiel J,
et al. Association of the quality of interpersonal care during family planning
counseling with contraceptive use. Am J Obstet Gynecol 2016;215(1):78.e–78.
e9.
[29] Borrero S, Nikolajski C, Steinberg JR, Freedman L, Akers AY, Ibrahim S, et al. ‘‘It
just happens”: a qualitative study exploring low-income women’s
perspectives on pregnancy intention and planning. Contraception
2015;91:150–6.
[30] The GenIUSS Group. Gender-related measures overview [Internet]; 2013. 10.
Available from: https://williamsinstitute.law.ucla.edu/wp-content/uploads/
GenIUSS-Gender-related-Question-Overview.pdf; [accessed 1 April 2019].
[31] Geist C, Aiken AR, Sanders JN, Everett BG, Myers K, Cason P, et al. Beyond
intent: exploring the association of contraceptive choice with questions about
Pregnancy Attitudes, Timing and How important is pregnancy prevention
(PATH) questions. Contraception. 2019;99(1):22–6.
[32] Reproductive Health Access Project. Birth control across the gender spectrum
[Internet]. Reproductive Health Access Project; 2018. 2. Available from:
https://www.reproductiveaccess.org/wp-content/uploads/2018/06/bc-acrossgender-spectrum.pdf; [accessed 1 April 2019].
[33] Curtis KM, Tepper NK, Jatlaoui TC, et al. U.S. Medical Eligibility Criteria for
Contraceptive Use, 2016. MMWR Recomm Rep 2016;65(3):1–103.
[34] Curtis KM, Jatlaoui TC, Tepper NK, et al. U.S. Selected Practice
Recommendations for Contraceptive Use, 2016. MMWR Recomm Rep
2016;65(No. RR-4):1–66.
[35] Boudreau D, Mukerjee R. Contraception care for transmasculine individuals on
testosterone therapy. J Midwifery Womens Health 2019;64(4):395–402.
[36] Care for transgender adolescents. Committee Opinion No. 685. American
College of Obstetricians and Gynecologists. Obstet Gynecol 2017;129(1):
e11–6.
[37] Klein DA, Paradise SL, Goodwin ET. Caring for transgender and gender-diverse
persons: what clinicians should know. Am Fam Physician 2018;98(11):
645–53.
[38] Schwartz AR, Russell K, Gray BA. Approaches to vaginal bleeding and
contraceptive counseling in transgender and gender nonbinary patients.
Obstet Gynecol 2019;134(1):81–90.
[39] Irwig MS. Testosterone therapy for transgender men. Lancet Diabetes
Endocrinol 2017;5(4):301–11.
[40] Wingo E, Ingraham N, Roberts SCM. Reproductive health care priorities and
barriers to effective care for LGBTQ people assigned female at birth: a
qualitative study. Womens Health Issues 2018;28(4):350–7.
[41] Deutsch MB. Guidelines for the primary and gender-affirming care of
transgender and gender nonbinary people, Second Edition. 2016; 2018.

81

[42] Hembree WC, Cohen-Kettenis PT, Gooren L, et al. Endocrine treatment of
gender-dysphoric/gender-incongruent persons: an Endocrine Society clinical
practice guideline. Endocr Pract 2017;23(12):23.12.1437.
[43] Unger CA. Hormone therapy for transgender patients. Transl Androl Urol
2016;5(6):877–84.
[44] Transgender Team. Protocols for hormonal reassignment of gender [Internet].
San Francisco: Tom Waddell Health Center; 2013. 24. Available from: https://
www.sfdph.org/dph/comupg/oservices/medSvs/hlthCtrs/Trans Gendprotocols
122006. pdf; [accessed 1 April 2019].
[45] Grynberg M, Fanchin R, Dubost G, et al. Histology of genital tract and breast
tissue after long-term testosterone administration in a female-to-male
transsexual population. Reprod Biomed Online 2010;20(4):553–8.
[46] Deutsch MB, Bhakri V, Kubicek K. Effects of cross-sex hormone treatment on
transgender women and men. Obstet Gynecol 2015;125(3):605–10.
[47] Streed CG, Harfouch O, Marvel F, Blumenthal RS, Martin SS, Mukherjee M.
Cardiovascular disease among transgender adults receiving hormone therapy:
a narrative review. Ann Intern Med 2017;167(4):256–67.
[48] Singh-Ospina N, Maraka S, Rodriguez-Gutierrez R, et al. Effect of sex steroids
on the bone health of transgender individuals: a systematic review and metaanalysis. J Clin Endocrinol Metab 2017;102(11):3904–13.
[49] Gooren LJ. Management of female-to-male transgender persons: medical and
surgical management, life expectancy. Curr Opin Endocrinol Diabetes Obes
2014;21(3):233–8.
[50] Corona G, Rastrelli G, Pasquale GD, Sforza A, Mannucci E, Maggi M.
Testosterone and cardiovascular risk: meta-analysis of interventional
studies. J Sex Med 2018;15(6):820–38.
[51] Corona G, Dicuio M, Rastrelli G, Maseroli E, Lotti F, Sforza A, et al.
Testosterone treatment and cardiovascular and venous thromboembolism
risk: what is new? J Investig Med Off Publ Am Fed Clin Res 2017;65
(6):964–73.
[52] Houghton DE, Alsawas M, Barrioneuvo P, Tello M, Farah W, Beuschel B, et al.
Testosterone therapy and venous thromboembolism: a systematic review and
meta-analysis. Thromb Res 2018;172:94–103.
[53] Shatzel JJ, Connelly KJ, DeLoughery TG. Thrombotic issues in transgender
medicine: a review. Am J Hematol 2017;92(2):204–8.
[54] Chan KJ, Jolly D, Liang JJ, Weinand JD, Safer JD. Estrogen levels do not rise with
testosterone treatment for transgender men. Endocr Pract. 2018;24(4):329–
33.
[55] Taub RL, Adriane ELLIS S, Neal-Perry G, Magaret AS, Prager SW, Micks EA. The
effect of testosterone on ovulatory function in transmasculine individuals. Am
J Obstet Gynecol. Forthcoming 2020.
[56] Perrone AM, Cerpolini S, Salfi NCM, Ceccarelli C, Giorgi LBD, Formelli G, et al.
Effect of long-term testosterone administration on the endometrium of
female-to-male (FtM) transsexuals. J Sex Med 2009;6(11):3193–200.
[57] Centers for Disease Control and Prevention. How effective are birth control
options?,
https://www.cdc.gov/reproductivehealth/contraception/index.
htm#Contraceptive-Effectiveness; 2017 [accessed 6 October 2018].
[58] Diagnosis of abnormal uterine bleeding in reproductive-aged women. Practice
Bulletin No. 128. American College of Obstetricians and Gynecologists. Obstet
Gynecol 2012;120(1):197–206.
[59] Hatcher RA. Contraceptive technology. 21st ed. New York: Ayer Company
Publishers, Inc.; 2018.
[60] Gorton RN, Erickson-Schroth L. Hormonal and surgical treatment options for
transgender men (female-to-male). Psychiatr Clin North Am 2017;40(1):79–
97.
[61] Tepper NK, Whiteman MK, Marchbanks PA, James AH, Curtis KM. Progestinonly contraception and thromboembolism: a systematic review.
Contraception 2016;94(6):678–700.
[62] Edelman A, Micks E, Gallo MF, Jensen JT, Grimes DA. Continuous or extended
cycle vs. cyclic use of combined hormonal contraceptives for contraception.
Cochrane Database Syst Rev 2014;(7):CD004695.
[63] Klok FA, Schreiber K, Stach K, et al. Oral contraception and menstrual bleeding
during treatment of venous thromboembolism: expert opinion versus current
practice: combined results of a systematic review, expert panel opinion and an
international survey. Thromb Res 2017;153:101–7.
[64] Foster DG, Grossman D, Turok DK, et al. Interest in and experience with IUD
self-removal. Contraception 2014;90(1):54–9.
[65] Prine L, Shah M. Long-acting reversible contraception: difficult insertions and
removals. Am Fam Physician 2018;98(5):304–9.
[66] Baldassarre M, Giannone FA, Foschini MP, et al. Effects of long-term high dose
testosterone administration on vaginal epithelium structure and estrogen
receptor-alpha and -beta expression of young women. Int J Impot Res 2013;25
(5):172–7.
[67] Potter J, Peitzmeier SM, Bernstein I, et al. Cervical cancer screening for patients
on the female-to-male spectrum: a narrative review and guide for clinicians. J
Gen Intern Med 2015;30(12):1857–64.
[68] Bates CK, Carroll N, Potter J. The challenging pelvic examination. J Gen Intern
Med 2011;26(6):651–7.
[69] Godfrey EM, Folger SG, Jeng G, Jamieson DJ, Curtis KM. Treatment of bleeding
irregularities in women with copper-containing IUDs: a systematic review.
Contraception 2013;87(5):549–66.
[70] Schreiber CA, Meyn LA, Creinin MD, Barnhart KT, Hillier SL. Effects of longterm use of nonoxynol-9 on vaginal flora. Obstet Gynecol. 2006;107(1):136–
43.
[71] Zalenskaya IA, Cerocchi OG, Joseph T, Donaghay MA, Schriver SD, Doncel GF.
Increased COX-2 expression in human vaginal epithelial cells exposed to

82

[72]

[73]

[74]

[75]
[76]
[77]
[78]

[79]

[80]
[81]

[82]

[83]

[84]

A. Bonnington et al. / Contraception 102 (2020) 70–82
nonoxynol-9, a vaginal contraceptive microbicide that failed to protect women
from HIV-1 infection. Am J Reprod Immunol. 2011;65(6):569–77.
Stafford MK, Ward H, Flanagan A, Rosenstein IJ, Taylor-Robinson D, Smith JR,
et al. Safety study of nonoxynol-9 as a vaginal microbicide: evidence of
adverse effects. J Acquir Immune Defic Syndr Hum Retrovirol 1998;17(4):327–
31.
Smith-McCune K, Chen JC, Greenblatt RM, Shanmugasundaram U, Shacklett
BL, Hilton JF, et al. Unexpected inflammatory effects of intravaginal gels
(universal placebo gel and nonoxynol-9) on the upper female reproductive
tract: a randomized crossover study. PLoS One 2015;10(7):e0129769.
Van Damme L, Ramjee G, Alary M, Vuylsteke B, Chandeying V, Rees H, et al.
Effectiveness of COL-1492, a nonoxynol-9 vaginal gel, on HIV-1 transmission
in female sex workers: a randomised controlled trial. Lancet Lond Engl. 2002
Sep 28;360(9338):971–7.
Philpott A, Knerr W, Boydell V. Pleasure and prevention: when good sex is
safer sex. Reprod Health Matters 2006;14(28):23–31.
Freis A, Freundl-Schutt T, Wallwiener LM, et al. Plausibility of menstrual cycle
apps claiming to support conception. Front Public Health 2018;6:98.
Setton R, Tierney C, Tsai T. The accuracy of web sites and cellular phone applications
in predicting the fertile window. Obstet Gynecol 2016;128(1):58–63.
Grimes DA, Gallo MF, Grigorieva V, Nanda K, Schulz KF. Fertility awarenessbased methods for contraception. Cochrane Database Syst Rev 2004;(4):
CD004860.
Prabhakaran S, Sweet A. Self-administration of subcutaneous depot
medroxyprogesterone acetate for contraception: feasibility and acceptability.
Contraception 2012;85(5):453–7.
Haeger KO, Lamme J, Cleland K. State of emergency contraception in the U.S.,
2018. Contracept Reprod Med 2018;3(1):20.
Faculty of Sexual and Reproductive Healthcare of the Royal College of
Obstetricians & Gynaecologists. FSRH CEU Statement: Contraception choices
and sexual health for transgender and non-binary people, https://www.fsrh.
org/documents/fsrh-ceu-statement-contrac; 2017 [accessed 31 July 2019].
Dragoman M, Petrie K, Torgal A, Thomas T, Cremers S, Westhoff CL.
Contraceptive vaginal ring effectiveness is maintained during 6 weeks of
use: a prospective study of normal BMI and obese women. Contraception
2013;87(4):432–6.
Mattawanon N, Spencer JB, Schirmer DA, Tangpricha V. Fertility preservation
options in transgender people: a review. Rev Endocr Metab Disord 2018;19
(3):231–42.
Ott J, van Trotsenburg M, Kaufmann U, et al. Combined hysterectomy/
salpingo-oophorectomy and mastectomy is a safe and valuable procedure for
female-to-male transsexuals. J Sex Med 2010;7(6):2130–8.

[85] Health care for transgender individuals. Committee Opinion No. 512.
American College of Obstetricians and Gynecologists. Obstet Gynecol
2011;118(6):1454–8.
[86] U.S. Preventive Services Task Force. Final recommendation statement:
prevention of human immunodeficiency virus (HIV) infection: preexposure
prophylaxis, https://www.uspreventiveservicestaskforce.org/Page/Document/
RecommendationStatementFinal/prevention-of-human-immunodeficiencyvirus-hiv-infection-pre-exposure-prophylaxis; 2019 [accessed 31 July 2019].
[87] National LGBT Health Education Center. Affirmative care for transgender and
gender non-conforming people: best practices for front-line health care staff
[Internet]. Boston: Fenway Institute; 2016. 28. Available from: https://www.
lgbthealtheducation.org/publication/affirmative-care-transgender-gendernon-conforming-people-best-practices-front-line-health-care-staff/; [accessed 1
April 2019].
[88] Reisner SL, Radix A, Deutsch MB. Integrated and gender-affirming transgender
clinical care and research. J Acquir Immune Defic Syndr 2016;72 Suppl 3:235.
[89] Pinto AD, Aratangy T, Abramovich A, Devotta K, Nisenbaum R, Wang R, et al.
Routine collection of sexual orientation and gender identity data: a
mixed-methods study. CMAJ Can Med Assoc J J Assoc Medicale Can
2019;191(3):E63–8.
[90] Dutton L, Koenig K, Fennie K. Gynecologic care of the female-to-male
transgender man. J Midwifery Womens Health 2008;53(4):331-7 .
[91] Grant JM, Mottet LA, Tanis J, Harrison J, Herman J, Keisling M. Injustice at Every
Turn: A Report of the National Transgender Discrimination Survey.
Washington: National Center for Transgender Equality and National Gay and
Lesbian Task Force, 2011.
[92] National LGBT Health Education Center. LGBTQIA+ glossary of terms for health
care
teams,
https://www.lgbthealtheducation.org/publication/lgbtqiaglossary-of-terms-for-health-care-teams/; 2020 [accessed 14 February 2020] .
[93] Palmisano B. Safer sex for trans bodies [Internet]; 2018. 17. Available from:
https://assets2.hrc.org/files/assets/resources/Trans_Safer_Sex_Guide_FINAL.
pdf; [accessed 1 April 2019].
[94] Peitzmeier SM, Khullar K, Reisner SL, Potter J. Pap test use is lower among
female-to-male patients than non-transgender women. Am J Prev Med
2014;47(6):808–12.
[95] Reproductive Health Access Project. Contraceptive pearl: trauma-informed
pelvic
exams,
https://www.reproductiveaccess.org/resource/traumainformed-pelvic-exams; 2015 [accessed 31 July 2019].
[96] Clardie S. Post-traumatic stress disorder within a primary care setting:
effectively and sensitively responding to sexual trauma survivors. WMJ Off
Publ State Med Soc Wis 2004;103(6):73–7.

