Rachel Gaither
National LGBT Cancer Network Cancer Leaders Like Us 
Health Disparities Student Paper & Poster Contest Submission
May 30, 2023


This paper was originally submitted as the final policy brief assignment for PHP2428 Health Justice, a graduate-level course taught by Liz Tobin-Tyler, JD, MA at the Brown University School of Public Health during the Fall 2022 semester.




Research and policy roles of gynecology in transgender health


Transgender people in the United States experience health disparities in a variety of domains. Gynecology represents a specific point of focus and intervention that could directly address and alleviate some of the myriad health disparities faced by the transgender population. The landscape of transgender-related healthcare in the United States is extremely complex, with a patchwork of policies (both specifically inclusive and explicitly hostile) on the state and federal level that are constantly being created, revised, and challenged.1,2 However, the state of the research is clear: transgender individuals have unique and specific gynecologic needs, these needs are not being met on a community level and this is causing health disparities, and these health disparities are eminently addressable and should be an area of priority for both healthcare providers and policymakers. It is particularly important to consider national-level policy for trans populations since the inconsistency of state legislation contributes to emerging geographic health disparities that compound the health disparities already experienced by transgender people overall.3 Here, we outline the basics of gynecologic care as it relates to transgender patients, the current research and policy landscape, and systemic changes that are needed in order to foster the gynecologic health and overall well-being of transgender people in the US.
Transgender Health: Terminology and Background
The word transgender (shortened to trans) refers to an individual whose gender identity does not align with their sex assigned at birth.4 A variety of identities, labels, and presentations fall under the umbrella of “transgender;” trans people may be male, female, nonbinary, genderfluid, or reject gender labels entirely, and they may choose to pursue a variety of social, medical, and/or legal steps (collectively referred to as the process of “transitioning”) to affirm their gender to themselves and to others. 

Reliable, national transgender epidemiologic data is lacking, but there are an estimated 1.6 million trans people in the United States. Trans people are diverse in age, race, ethnicity, and sexual orientation, and the number of people who identify as transgender has risen in recent years as public awareness of gender diversity has increased and social stigma of trans people has decreased.5 This increasing cultural acceptance has also been met with virulent backlash that is often expressed through interpersonal violence and legal maneuvers designed to strip trans people of their right to exist in public.1,2 Transgender people are a significant and growing group with health needs that have not been fully addressed through either research or clinical care.

People who are assigned female at birth and who are not women are “transmasculine.” Transmasculine individuals may identify with a binary or nonbinary gender identity, so throughout this text we will use the term transmasculine rather than trans men. The process of transition looks different for every person, but specific steps that transmasculine people might take include updating their name or pronouns, changing their hair and clothing, taking the hormone testosterone, or pursuing gender-affirming surgery.4 Not all trans people pursue medical aspects of transition like hormones and surgery; some people are not interested in these interventions and others do not have access to them.6 For those who do seek medical intervention, it is imperative that our healthcare system be prepared to serve these patients.

Transmasculine individuals, despite not being women, generally have internal reproductive organs such as ovaries and may experience menstruation, particularly if they are not taking testosterone.7 They may experience conditions like abnormal uterine bleeding, polycystic ovarian syndrome, endometriosis, fibroids, or gynecologic cancers.8–10 They may be sexually active with other people of any gender and need contraception as well as counseling, screening, and treatment for sexually transmitted infections.11–14 They are able to become pregnant and need culturally competent prenatal and obstetric care.15–18 In addition, gynecologic care for transmasculine individuals may have unique considerations relating to gender dysphoria, discrimination and stigma, and medical aspects like hormone use and surgical status.19,20 These facts make clear that accessible and responsive gynecologic care is important for this population. Although the etymologic roots of the word “gynecology” come from the study of women, we must understand that gynecology and “women’s health” are no longer synonymous. 


Unmet Gynecologic Needs
Research related to transgender people is lacking in almost every aspect. However, there is enough information to clearly conclude that transmasculine individuals experience significant general and gynecologic health disparities.

Transmasculine people utilize preventative care less often and are less satisfied with the care they receive relative to cisgender women, and this disparity persists when it comes to gynecologic, prenatal, and obstetric services.21,22 Rates of sexually transmitted infections are higher in trans individuals compared to the general population, with trans patients reporting that providers lack understanding of proper screening practices for their community.23 Transmasculine individuals also report barriers to gynecologic cancer screening and diagnosis.24–26 They experience higher rates of sexual abuse than the general population, which can lead to a variety of adverse mental and physical outcomes.27,28 Gynecologic disorders like PCOS and endometrioses may go under-diagnosed, and the role of gender-affirming hormonal therapy on gynecologic conditions ranges from poorly characterized to completely unknown. Preliminary evidence shows that transmasculine individuals may have higher rates of dyspareunia than the general population.29 The long-term impacts of trans-related hormonal and surgical interventions are unknown, highlighting the tension between gender-affirming care and unwanted downstream effects of systemic hormone manipulation.30–32 Much more research is needed on the impacts of testosterone on gynecologic disorders/pain, fertility, and gynecologic health across the lifespan.33–36

In addition, transgender individuals may have multiply-marginalized identities that impact their health and their access to healthcare.37 Trans people who are people of color, who are immigrants, who are disabled, or who are incarcerated experience compounded health and safety concerns compared to their free white able-bodied counterparts. This intersectionality is rarely addressed both in the research literature and in the public consciousness.38 Within the trans community, there are racial and socioeconomic health disparities that are underrecognized due to the paucity of research on the trans population as a whole.39 Future research must prioritize diverse trans perspectives and account for the fact that broadly impactful research can only happen with inclusion from all sectors of the population of interest.

While this article focuses on the needs of transmasculine individuals, it should be noted that transfeminine individuals also have healthcare needs that may be under the purview of gynecology. Whether or not transfeminine people have had genital surgeries, gynecologists should consider their role in serving this adjacent patient population.40,41 


Provider-level Barriers to Care
The above section clearly outlines that the unmet gynecologic health needs of transmasculine people are present on a population level. However, research that studies the perspectives of patients and providers on an interpersonal level is also extremely important to understand, since interactions and the point of care can make or break an individual’s healthcare experience. A 2014 report by Lambda Legal found that one fifth of trans respondents reported experiencing harsh or abusive language from a healthcare provider, and trans respondents also reported high rates of being refused care entirely or being blamed for their health status.42

Gynecologists’ training and attitudes towards transgender patients and their health is highly variable. Medical schools spend very few training hours on LGBT health education, with many curriculums reporting zero hours of instruction.43 Several surveys of medical students have shown that students feel undertrained and unprepared to care for LGBT patients (particularly trans patients), and residency training does not make up for this oversight.44–49 Qualitative research with transmasculine individuals paints a clear picture of the stigma, discrimination, and harm that this population experiences in gynecologic settings.11,16,24,25  Transmasculine people may avoid gynecologic care entirely due to gender dysphoria and cultural perceptions of “women’s health.” Socioeconomic disparities mean that trans individuals are less likely to have access to health insurance and regular primary care even if they are comfortable seeking services.50,51 They may experience misgendering, confusion, or outright bigotry from providers and staff who are not expecting masculine patients.52 Further, many trans patients report that they know more about their own medical needs than providers do.53 Gender-affirmative gynecologic care also comes with psychosocial considerations that require active engagement and curiosity about patients’ identities and experiences.20

Gynecologists who are interested in caring for trans patients may pursue training opportunities like targeted continuing medical education modules or transgender health fellowships, but these are voluntary and may carry considerable time or financial costs.54,55 There are no national educational standards for the gynecologic training on trans-related topics.56 Many gynecologists who treat transmasculine patients report that they learned informally “on the job,” which makes care highly variable across the country and largely dependent on where individual providers happen to be located.3 Evidence suggests that many gynecologists are interested in additional trans-related training opportunities and would treat trans patients if they had the necessary skills to do so, but they lack the resources needed to engage patients and provide essential services.57–59 This suggests that there is a potential supply of trans gynecologic care that cannot be connected to the demand due to systemic issues related to training, funding, and geography. This problem is addressable and ultimately avoidable with better resource provision for research and clinical care at medical schools, continuing education providers, and community and LGBT health clinics. 


Structural Cultural Attitudes towards Transgender Individuals
While medical research has largely focused on individual and interpersonal barriers to care that transgender patients experience, these issues are largely structural, and blame for transgender health disparities should not fall to individual providers. Even if the medical education system were expanded to require comprehensive training in gender-affirming care, myriad structural barriers would still exist. Several of these barriers, and explorations for addressing them, are outlined below. However, first it is important to explicitly name the underlying biases that inform much of the attitude around policy and legislation related to trans people.

Public awareness of transgender identity and its legitimacy is not fully established. Gender non-conformity is often met with confusion, suspicion, or outright violence.60 Even among more liberal sectors who outwardly embrace trans individuals, there is an underlying cultural belief that transition-related medical intervention is pursued for cosmetic reasons when it is convenient for an individual to do so. Medical interventions that fall under the umbrella of “gender-affirming care” are viewed similarly to procedures like Botox to address wrinkles. This attitude characterizes gender-affirming care as optional, which impacts how healthcare providers, insurance companies, policymakers, and the general public view healthcare for trans people. 

To complicate matters, gender-affirming care for trans individuals often utilizes similar procedures that are commonly provided for cisgender individuals with little oversight or questioning. When a transfeminine person pursues facial feminization surgery (which may include procedures like rhinoplasty and brown bone reduction that are regularly performed on cisgender individuals) or a transmasculine person pursues top surgery (which may include methods similar to those applied to cisgender men with gynecomastia), they are required to demonstrate proof from multiple mental health clinicians that they are psychologically capable of making the decision to undergo these treatments.61 Pursuit of gender-affirming care is broadly viewed as a sign of potential mental illness/vulnerability in trans people when they express the desire and need for the same procedure that is provided for cisgender people without suspicion. In general, a cultural shift towards recognition of trans individual’s healthcare needs as necessary, not just preferred, is an important consideration that holds back much of the discussion around coverage and provision of transition-related care. 


Insurance Policy Updates
Hormone Coverage
With the passage of the Affordable Care Act in 2010, insurance providers across the US were required to cover contraception free of charge (no out-of-pocket costs such as copayments or deductibles) for individuals on their plans.62 The contraception mandate has been met with considerable backlash in the name of “religious freedom” and has been the subject of numerous court challenges.63 These challenges include Supreme Court Cases (Burwell v. Hobby Lobby and Little Sisters of the Poor v. Pennsylvania) which have used arguments under the Religious Freedom Restoration Act to broadly permit religious exceptions to contraceptive coverage.64,65 However, FDA-approved contraception remains free under coverage plans available through the Health Insurance Marketplace and private insurers without religious exemptions.66 This policy has increased contraceptive coverage throughout the country and contributed to a landscape where contraceptive availability is considered a routine part of population health. In particular, oral contraceptives are increasingly recognized as medications that help treat conditions that are unrelated to pregnancy such as menstrual pain and irregularities as well as hormone-linked conditions like acne, endometriosis, and polycystic ovarian syndrome. 

In short, cisgender people have hormone therapy baked into the preventative services covered by their insurance companies. Transgender people could have that same opportunity if gender-affirming hormone therapy was also considered a preventative service under insurance coverage and treated similarly to contraception. A major barrier for insurance coverage is that the Food and Drug Administration’s approval of hormone replacement therapy (HRT) regimens for transgender individuals lags far behind the actual usage of these interventions, which means that much of the current hormone prescription within the trans community must be done “off-label.”67 Until the FDA approval landscape is more aligned with the real-world needs and usage of gender-affirming hormones, there will be significant burden for trans individuals on HRT since insurance coverage lacks the needed regulatory approval. HRT is considered a standard of care for trans individuals by World Professional Association for Transgender Health, with safety information and dosing schema widely available.68 There remain outstanding questions about the long-term impacts of HRT if administered over decades. However, it is not consistent medical practice to wait for this data in order to guarantee coverage. All other long-term medications such as statins and contraceptives were approved for coverage without decades-long follow-up, and deviating from this precedent for trans-specific care represents cultural prejudice against transgender populations rather than legitimate medical concern. 

Surgeon Coverage
An additional insurance-related challenge for trans people is network coverage of surgeons. Some individuals’ gender-affirming care includes top and/or bottom surgery; for transmasculine patients these procedures may involve subcutaneous mastectomy, metoidioplasty, or phalloplasty. There are a variety of techniques for these broad surgical categories. For example, top surgery can be accomplished through methods like double incision, keyhole, and peri-areolar, and the decision of which technique to use is driven by patient anatomy and the desired end result.69 The number of surgeons who are qualified and willing to provide these procedures in general in the US is limited, and their geographic distribution can present major challenges to individuals seeking care since patients may have to travel long distances to receive surgery.3 This incurs additional travel/lodging costs and waiting times. In addition, even if a trans person has insurance that covers gender affirming surgery, accessible surgeons (either geographically or in terms of which methods they practice) may not be covered within network, creating additional administrative and financial burdens towards accessing this care.70

While in- vs. out-of-network providers can pose challenges for everyone in the US, the burden is particularly acute for trans individuals pursuing surgeries due to the dearth of providers and the highly individualized needs of each patient. Aside from increasing the number of surgeons who provide gender-affirming surgeries, addressing this challenge would require a larger restructuring on how US insurance companies and healthcare providers determine coverage and bill for services. Although individual states have passed laws about unexpected out-of-network charges, federal legislation is needed since many insurance plans fall under federal purview through the Employee Retirement Income Security Act.71 Congress passed the No Surprises Act that aims to end surprise billing, which was signed into law in December 2020 and took effect in January 2022. However, its scope is largely limited to emergency care and it unclear how this legislation will impact gender-affirming surgical care. Overall, the law does not reflect a true structural reform to insurance coverage in the US and it is unlikely to significantly improve the landscape of healthcare access for the transgender population.72 

Gender-Restricted Coverage
Under federal and state law, most health insurance plans cannot discriminate against those who are transgender. However, even if overt discrimination is outlawed, many structural barriers remain for transgender individuals seeking care, and these barriers are a form of structural discrimination that must be addressed for healthcare to truly be accessible and equitable to transgender individuals. These inadvertent structural barriers may be particularly relevant for providers like gynecologists who provide preventative services that are generally considered sex-specific. Insurance companies cannot limit an individual from receiving preventative services based on sex assigned at birth or current gender identity. However, in practice, this routinely happens due to the way that electronic health records, medical billing databases, and administrative protocols are set up.73,74 Discordance between an individual’s legal gender and their sex marker in a medical record or pharmacy database is a common reason for automated denial of services whether those services are sex-specific or related to non-sex-linked conditions. Transmasculine individuals who have changed their legal gender marker to Male should not encounter these additional administrative burdens towards receiving gynecologic care. In addition to care delays, the system as it currently operates contributes to stigma, embarrassment, and increased time and financial burdens for seeking care.7,16 In this case, policymakers and healthcare leaders are not overtly contributing to transphobia, but the assumption of female=gynecology that is coded into data collection and processing effectively forces transmasculine individuals to negotiate between their gender with their healthcare. De-coupling all reproductive health services from sex would serve to lower an additional barrier that transgender individuals face when seeking healthcare.

[bookmark: _GoBack]
Data Collection and Standardization
On a broader scale, federal policies around the standardization of how gender is captured and reported for all healthcare purposes would materially improve the clinical care and research knowledge for transgender individuals. The discordance of gender and sex markers, described above, creates issues for both patients and the providers who want to serve them with high-quality, affirming care, and individuals are largely powerless to fix this structural issue. National efforts to standardize the collection of gender and sexual orientation measures are ongoing.1 For example, a Sexual Orientation and Gender Identity module was added to the Behavioral Risk Factors and Surveillance System (BRFSS) in 2014.75 However, this BRFSS module was optional, so not all states collect this data and true national-level estimates of the transgender population remain elusive. In addition, there are pilot programs and emerging local solutions to integrating gender-affirming language into electronic health records.76 Long-term, it will be necessary for comprehensive collection of gender and sexual orientation data to be codified on a federal level similar to reporting requirements for other demographic attributes like race.77 The necessity of this data collection has been recognized by federal entities such as the Centers for Disease Control and the Department of Health and Human Services, but implementation is not yet a reality.

A significant challenge of any sort of national standardization of gender and sexuality is constantly-evolving language. In the 1992 book Gender Liberation: A Movement whose Time has Come, Leslie Feinberg wrote, “Within our community is a diverse group of people who define ourselves in many different ways…the language used in this pamphlet may quickly become outdated as the gender community coalesces and organizes—a wonderful problem.”78 Feinberg’s observation of this “wonderful problem” remains relevant 30 years later, but fear or uncertainty around updating language is not a viable reason to not pursue immediate and comprehensive solutions to transgender data collection on the federal level. Arguments that shoot down legislation or policy efforts to standardize recognition of trans individuals because the exact path forward is not universally agreed upon are rhetorical tools to prevent change from progressing at all. An initial attempt that isn’t perfect provides a foundation for revision, which is exponentially more useful than doing nothing at all in the face of clearly documented health disparities and legal inequities experienced by the trans community.



Overall, this article has outlined that transmasculine individuals have specific and pressing unmet gynecologic health needs that have resulted in significant health disparities. These health needs must be recognized by medical, political, and legal institutions so that they can be addressed. It is entirely possible to alleviate gynecologic health disparities among transgender people, and facing this urgent issue will require sustained commitment of time, funding, and willpower from health policy stakeholders who have the power to shape the landscape of US healthcare on the state and national levels. Even states considered to be “friendly” towards transgender people have structural barriers to inclusion that contribute to transphobia and disincentivize trans people from engaging in the care system. These structural barriers, such as automated insurance denial for individuals with discordance between their listed sex and gender markers, must be addressed at the level at which they operate, which is nationally. A piecemeal approach to gender-affirming care will never dismantle the underlying hostile infrastructure, and it is this foundation that must be revealed in order to guarantee that transgender people in the US will have access to affirming, safe, accessible, and equitable care that gives them their best chance at living the dignified and authentic lives they deserve.
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