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a b s t r a c t
Background: Transgender and nonbinary (TNB) individuals assigned female sex at birth experience discrimination,
misgendering, problems with insurance, and denial of services when accessing health care. This study aimed to understand the experiences of TNB young adults in accessing “women’s” health careda form of care that is structurally
gendered that few studies have investigated.
Methods: In 2015, we conducted in-depth interviews with 20 TNB young (ages 18–29) adults assigned female sex at
birth. We thematically analyzed the data.
Results: Participants described feelings of comfort and trustdand lack thereofdat every step of the health care–seeking
process, including scheduling, checking in, waiting, and interactions with clinicians and other staff. Gendered language
served as a constant stressor; participantsdespecially nonbinary participantsdnoted few opportunities to provide their
correct pronouns and names. Participants relayed negative experiences associated with waiting rooms in “women’s”
health care spaces, where TNB patients are forced to disclose their identity simply through their presence or owing to
actions of staff that out them. These concerns deterred some from seeking care, with most expressing discomfort or
anxiety that caused them to feel unsafe. Participants described “women’s” health care providers making assumptions
about their anatomy, reproductive desires, sexual orientation, and sexual practices, as well as inappropriately and
harmfully emphasizing their bodies and TNB identities during health care interactions. Clinician competence and humility engendered participants’ feelings of safety and undergirded their interest in engaging with “women’s” health
care.
Conclusions: A lack of patient-centered, TNB-competent care in structurally gendered health settings exacerbates health
care and health inequities for TNB young adults.
Ó 2021 Jacobs Institute of Women's Health. Published by Elsevier Inc.

Transgender people experience endemic barriers to health
care access as a result of discrimination, fear of mistreatment,
lack of clinician and staff training, and a dearth of culturally and
structurally sensitive health care (Berger, Potter, Shutters, &
Imborek, 2015; Kattari, Bakko, Hecht, & Kinney, 2020a; Kattari,
Bakko, Langenderfer-Magruder, & Hall, 2020b). Transgender
people are people whose gender does not align with social expectations for the sex they were assigned at birth, with some
transgender people identifying with binary genders (woman/
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man), and others identifying with nonbinary genders (e.g., genderqueer, nonbinary; Kattari, Bakko, Hecht, et al., 2020a; Kattari,
Brittain, Markus, et al., 2020c). Although some nonbinary people
do not identify as transgender, research has generally grouped
transgender and nonbinary (TNB) people together owing to
similar experiences with gender identity (Kattari, Brittain,
Markus, et al., 2020c). Structural and legal factors, such as
limited gender options in medical records, problems with insurance claims, lack of affordable care, and restrictions and/or
regulations of legally recognized gender, negatively impact
health care access for TNB people (Berger et al., 2015; James et al.,
2016; Kattari, Bakko, Hecht, et al., 2020a; Kattari, Brittain,
Markus, et al., 2020c). In the 2015 U.S. Transgender Survey, 33%
of respondents who saw a health care provider in the last year
reported at least one negative experience related to being
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transgender, including needing to educate their provider in order
to receive appropriate care, being asked unnecessary questions
about being transgender, and being refused transition-related
care; furthermore, nearly one-quarter of respondents did not
seek needed care in the past year because of fear of discrimination (James et al., 2016; Kattari, Bakko, Hecht, et al., 2020a;
Kattari, Bakko, Langenderfer-Magruder, et al., 2020b). These
health care inequities contribute to the stark health inequities
experienced by TNB people, including disproportionately high
rates of HIV and other sexually transmitted infections, mental
health concerns (e.g., depression, post-traumatic stress disorder,
suicidality), substance use disorders, basic needs insecurities
(e.g., homelessness, inadequate nutrition), and inadequate
health screenings for cancers and other health conditions
(Lefevor, Boyd-Rogers, Sprague, & Janis, 2019; McCann & Brown,
2020; Peitzmeier, Reisner, Harigopal, & Potter, 2014; Poteat,
Scheim, Xavier, Reisner, & Baral, 2016; Reisner et al., 2016).
For TNB people assigned female sex at birth (AFAB), receiving
routine and acute reproductive and gynecological health care
often requires going to “women’s” health settings, where the
culture is centered around a gendered experience that is not
authentic for TNB people (Kattari, Bakko, LangenderferMagruder, et al., 2020b; Kattari, Brittain, Markus, et al., 2020c;
Wingo, Ingraham, & Roberts, 2018). In the few studies of TNB
people’s experiences with services traditionally labeled
“women’s” health care, ﬁndings largely mirror the broader
literature on health care experiences of TNB people (Berger et al.,
2015; Kattari, Brittain, Markus, et al., 2020c; Wingo et al., 2018).
TNB people AFAB report discrimination, misgendering, misuse of
pronouns, problems with insurance, and denial of services
(Bakko & Kattari, 2020; Kattari, Bakko, Langenderfer-Magruder,
et al., 2020b; Poteat, German, & Kerrigan, 2013). Additionally,
they describe clinicians who seem to be uncomfortable
providing them care and lack adequate training and knowledge
about the reproductive health needs of TNB people (Kattari,
Brittain, Markus, et al., 2020c; Kattari, Atteberry-Ash, Kinney,
Walls, & Kattari, 2019; Mitu, 2016; Obedin-Maliver, 2015;
Obedin-Maliver & Makadon, 2015). Little research with TNB
people focuses on health care traditionally falling under the
umbrella of “women’s” health, including pelvic examinations,
Pap smears, family planning, and bladder, breast, and gynecological care (Kattari, Brittain, Markus, et al., 2020c; ObedinMaliver, 2015; Wingo et al., 2018). One study found inadequate
Pap smears and cervical cancer screening for TNB people AFAB
(Peitzmeier et al., 2014). The American College of Obstetricians
and Gynecologists and the World Professional Association for
Transgender Health have stressed the importance of obstetricians/gynecologists providing appropriate medical care to TNB
people AFAB and have noted insufﬁcient quality of care and
training (American College of Obstetricians and Gynecologists,
2011; 2017; Benestad, 2011).
Inadequate training in the health of TNB people AFAB is
demonstrated by a survey of 141 OB-GYNs, in which 80% of respondents reported receiving no training on the care of, 68% did
not feel comfortable providing care for, and 16% were unwilling
to perform Pap smears on transgender individuals (Unger, 2015).
The gap between clinician experiences and patient needs is
further illustrated in a survey of 113 transgender individuals in
New York City that showed that the most important factors in
the decision to access care at Planned Parenthood included
assurance that staff had sensitivity training, the implementation
of antidiscrimination policies, and the availability of
transgender-speciﬁc care, such as hormone therapy (Porsch,
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Dayananda, & Dean, 2016). Furthermore, the lack of attention
to reproductive health can place TNB people AFAB at risk for
undesired pregnancy. For example, a study on the family planning needs of transgender men revealed that 18% of transgender
men believed testosterone was a reliable contraceptive, with 6%
of participants reporting that their doctor had given them this
information (Light, Wang, & Gomez-Lobo, 2017; Light, Wang,
Zeymo, & Gomez-Lobo, 2018). In one qualitative study of TNB
young adults’ experiences of reproductive health care, participants described clinicians’ lack of familiarity with the needs of
TNB patients, manifesting in harmful assumptions about participants’ bodies, sexual partners, and gender identities (Gomez,
Ðỗ, Ratliff, Crego, & Hastings, 2020). This lack of knowledge
meant clinicians failed to provide high-quality contraceptive
care. Notably, little research focuses explicitly on the experiences
of nonbinary people, who may have unique needs and preferences regarding “women’s” health care (Kattari, Brittain, Markus,
et al., 2020c; Kattari et al., 2019).
Although multiple studies consider the health care experiences of transgender adolescents, there is minimal research
exploring the ways experiences of and barriers to health care
may change across the stages of adulthood (Gomez et al., 2020;
Nahata, Tishelman, Caltabellotta, & Quinn, 2017; Vance, HalpernFelsher, & Rosenthal, 2015). Systemic barriers play a critical role
in the provision of appropriate health care and can introduce
special challenges for young people in accessing “women’s”
health care. In addition to the socioeconomic inequities TNB
people experience, including employment and housing
discrimination, transgender young adults are more likely to
experience homelessness, to be subjected to a higher number of
health-related risks, and to report intimate partner violence and
polyvictimization than their cisgender peers (Berger et al., 2015;
James et al., 2016; Rimes, Goodship, Ussher, Baker, & West, 2017;
Sterzing, Ratliff, Gartner, McGeough, & Johnson, 2017). Such
stressors can impede discussions about reproductive options
that are critical for making informed decisions about hormonal
or surgical treatments. For young TNB people interested in family
building, ﬁnancial insecurity can restrict access to assisted
reproductive technology, such as fertility preservation (Mitu,
2016). In addition to the stress that TNB people experience
while trying to access health care, one study with pregnant and
post-partum transgender people found that participants reported depression associated with gender dysphoria (Berger
et al., 2015).
This study aimed to explore the experiences of TNB young
adults AFAB in health care services that traditionally fall under
the umbrella of “women’s” health and how health care professions, providers, and settings can create more inclusive,
patient-centered services.
Methods
The Transgender Reproductive Health Study sought to
explore the reproductive and “women’s” health care experiences
of TNB young adults AFAB. We conducted in-depth interviews
between March and May 2015 with individuals who 1) were ages
18 to 29, 2) identiﬁed as transgender, genderqueer, nonbinary,
men, or another gender identity that was not a woman, 3) were
assigned female sex at birth, 4) lived in Northern California, and
5) had accessed reproductive health services in the past year or
had experienced pregnancy or had sex with a cisgender man in
the prior 3 years. We recruited participants via Facebook posts,
community networks, Craigslist, and ﬂyers in businesses, social

326

A.M. Gomez et al. / Women's Health Issues 31-4 (2021) 324–331

service agencies, and clinics serving LGBTQ clients. Upon interview completion, participants received a $25 gift card. The
Committee for the Protection of Human Subjects at the University of California, Berkeley approved the study protocol.
The ﬁrst author and principal investigator (a cisgender, South
Asian American woman in her 30s) and a social work graduate
student researcher (a Vietnamese American transgender person
in their early 20s) collaboratively designed and executed the
study. This partnership integrated the principal investigator’s
expertise in reproductive and “women’s” health and the graduate student researcher’s lived experience and professional
background as a social worker serving TNB clients. Both had
extensive training in qualitative methods before launching this
study; the graduate student researcher conducted most interviews. Throughout data collection and the initial analysis, the
researchers engaged in reﬂexive conversations to attend to their
respective positionalities and the impact of such on the research
design, data collection, and analysis.
Before being interviewed in person or via videoconference,
participants completed a survey assessing demographic data and
information about their experiences accessing “women’s” health
care services, hormone use, and gender alignment surgeries.
Participants reported their self-described gender identities, with
the option to select more than one of the provided options and/
or to write in additional identities. The semistructured interview
guide included questions regarding family and personal history,
gender and sexual identity, conceptions of family, contraceptive
use and needs, experiences and decision-making in accessing
“women’s” health services, needs and knowledge regarding
reproductive health, and experiences of pregnancy and birth. We
completed ﬁeld notes immediately following each interview to
record initial impressions and compelling emergent themes.
Twenty participants comprised the ﬁnal sample, with 19 interviews digitally recorded and transcribed verbatim. One
participant declined to be recorded because he was undergoing
medical transition and was not comfortable with his voice being
recorded in its current pitch; in this case, the interviewer took
detailed notes to capture as many of the participant’s own words
as possible.
The second, third, and fourth authorsdall graduate students
in social work at the timedconducted analytic activities after
being trained by and under the supervision of the ﬁrst author.
The second through ﬁfth authors all have professional social
work experience working with TNB young people. The second
author is a White trans man in his late 30s and a medical social
worker. The third author is a White, queer, gendernonconforming person in her early 40s. The fourth author is a
White, queer, cisgender woman in her early 30s. The ﬁfth author
is a White, queer, nonbinary man in his mid-30s. Throughout the
meaning making process, the team reﬂected on professional and
lived experiences navigating reproductive and "women’s" health
care settings and raised issues of overidentiﬁcation and bias with
one another as part of practicing reﬂexivity.
The analysts listened to audio recordings of interviews while
reading through the transcripts for quality assurance and to gain
deeper familiarity and a felt sense of each interview. The analysis
process began with summative memo writing, using the “Sort
and Sift, Shift and Think” approach (Maietta, 2006); each of the
three analysts wrote reﬂective memos about the same two interviews, reviewing one another’s memos and consulting as a
group to ensure consistency of the method before individually
writing memos for remaining interviews. After listening to,
reading transcripts of, and writing memos for all interviews, we

drafted a codebook, generating deductive codes based on the
interview guide and drawing on the iterative analysis activities.
Deductive codes included such topics as safety, “women’s”
health care, and pregnancy. One inductive code captured participants’ experiences with clinicians making identity-based assumptions, which was not a direct topic of inquiry in the
interview but frequently mentioned in response to questions
about negative care experiences. The three analysts each independently coded the two same interview transcripts, reviewed
each other’s coding choices, and met to reﬂect upon and resolve
differences to enhance coding consistency. We ﬁnalized the
codebook after this initial round of coding, clarifying and reﬁning
code deﬁnitions, removing redundant codes, and reﬁning standards for code application. We used Dedoose, a web-based
mixed methods analysis tool, to code all transcripts.
We reviewed the coded data and examined overlap of codes
and overall occurrence of codes to begin drawing patterns from
the data. Through an iterative consensus process using discussion and visual aids, we organized codes into topic areas and
eventually into the themes presented here. The team used
compare and contrast analysis within and between interviews to
reﬁne themes, and each of the three analysts coded transcripts
for which they had not written memos to support triangulation.
To test and conﬁrm our ﬁndings, we explored outliers to better
understand patterns of commonality and pursued rival explanations and negative evidence as we drew conclusions (Miles,
~ a, 2014). Results are organized by identiHuberman, & Saldan
ﬁed codes and include direct quotes from participants to elaborate on deductive coding; quotes are described by age, as well as
participants’ self-described gender identity and pronouns.
Participant quotes include descriptors of gender identity provided during interviews. For some participants, the identity
provided during the interview was different than their survey
data.
Results
The mean age for participants was 26.5 years (SD ¼ 2.67;
Table 1). Most participants (n ¼ 13) identiﬁed their gender
identity in the survey as transgender or trans man, four identiﬁed as nonbinary or genderqueer, four identiﬁed as a man, and
two wrote in a gender identity (trans guy, trans masculine).
Regarding participants’ medical transitions, 14 participants were
currently using hormones, 2 had used hormones in the past but
were not currently, and 4 had never used hormones. Seven
participants had undergone at least one gender alignment surgery; one participant had undergone sex reassignment surgeries.
Interviews with participants revealed themes present in
interactions with clinicians in “women’s” health care, including
gynecological, obstetric, sexual, and reproductive health settings.
The themes that emerged describe a range of largely negative
experiences with clinicians in relation to gendered language,
disclosure of identity, assumptions of identity and embodiment,
and competence and humility with TNB patients.
Gendered Language
All participants discussed the ubiquitous use of gendered
language and terminology in the health care environment, which
served as a constant stressor. Examples of gendered language
included questions on sex or gender on forms and the use of
names and pronouns in clinical interactions and patient records,
as well as the broader gendered nature of “women’s” health care.
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Table 1
Transgender Reproductive Health Study Participant Characteristics
Participant Characteristics
Gender identity*
Trans man
Nonbinary or genderqueer
Man
Another gender identity
Sexual orientation
Straight/heterosexual
Gay/lesbian
Bisexual
Queer
Pansexual
Asexual
Race/ethnicity*
White
Black
Latinx
Asian or Paciﬁc Islander
Multiracial
Health insurance
Private
Public
Uninsured
Medical transition status
Currently using hormones
Previous but not current use of hormones
No use of hormones
Completed at least one gender alignment surgery
Completed sex reassignment surgery
Services ever accessed
Pap smear
Contraception prescription
Pregnancy test
Emergency contraception
Abortion

N
13
4
4
2
1
3
1
13
1
1
12
1
1
1
5
11
7
2
14
2
4
7
1
18
13
9
5
3

Note: n ¼ 20.
* Participants could provide more than one gender identity and racial/ethnic
group identiﬁcation.

As one 23-year-old genderﬂuid participant described: “Everything that’s written out there is like, women’s health this,
women’s health that, and there’s no need to gender it, you know?
You can give a presentation about sexual health and say, the
clitoris this, and still keep it at these medical terms without
gendering things.” Notably, the issue of gendered language is
widely understood to be a barrier to the provision of quality
health care for TNB people AFAB (Kattari, Brittain, Markus, et al.,
2020c; Wingo et al., 2018). Our analysis highlighted the interaction between gendered language and structurally gendered
“women’s” health care settings, which ampliﬁed participants’
disenfranchisement and hesitance to engage in this care. For
example, a 29-year-old trans man noted the combination of
being misgendered with having conversations about “women’s”
health issues that were not comfortable and the desire to see a
known and valued clinician for this type of care.
Knowing that I’m going to be misgendered, ‘cause it’s going to
happen, and knowing that they’re probably going to ask me
about, like, getting my Pap and that kind of health that I’m
usually not comfortable talking to strangers about, Dr. A
would be different, someone [who I] have a personal
connection with and I know will respect my identity and will
just be straightforward about it, rather than [making] me
uncomfortable.
Participants described the lack of opportunities to provide
their correct pronouns and names; nonbinary participants noted
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the near-universal lack of relevant gender options on forms.
Furthermore, when participants did provide their correct pronouns and names, staff and clinicians frequently overlooked the
information on subsequent visits. Limited options in electronic
health records and failure by staff to identify correct pronoun
usage before patient interactions perpetuated these problems. A
23-year-old trans masculine participant relayed an experience
with a clinical supervisor who agreed to note the participant’s
correct pronouns in their electronic health record: “But the next
week, I get a call, and it’s ‘Miss,’ and [it] didn’t make a difference
whatsoever.” In the few cases in which clinicians used accurate
pronouns, participants described decreased stress. For example,
one 27-year-old trans man noted how distressing the use of
gendered terms were when referring to his body and the ways in
which clinicians’ awareness of language could alleviate this
distress, stating, “One doctor asked me if there were terms I
preferred for my body..I really liked that, that she was aware
that I might not want her to say the terms that she’s used to
saying as a gynecologist.”
Disclosure of Identity
Participants discussed the importance of having control over
how their gender identity is shared in clinical settings. They
relayed negative experiences associated with waiting rooms in
reproductive health care spaces that are dedicated to the health
needs of patients AFAB, where TNB patients are forced to disclose
their identity simply through their presence at a clinic or being
revealed as patients by staff and therefore AFAB. For some participants, concerns about these experiences deterred them from
seeking care, and most expressed discomfort or anxiety that
caused them to feel unsafe. One 22-year-old nonbinary participant expressed satisfaction with their current university-based
clinician but anticipated stress when they would have to ﬁnd a
new clinician upon graduation:
The idea of having to sort of roll my eyes when I go in to see a
gynecologist and having to deal with the people at the front
desk not knowing what to do with me, like, “Why would this
guy.why is this guy here seeing this doctor?” And that’s
worrisome. Unless I’m sneaking in, I can’t hide the fact that
I’m going to be arriving at a “women’s” doctor’s ofﬁce with a
bunch of other ladies or female-representing people. That
scares me.
Some participants expressed feeling greater comfort with
settings specializing in transgender care, where patients shared
circumstances and needs. Others described discomfort with the
kind of disclosure such clinics can bring. Referencing a clinic that
serves women and TNB people, a 26-year-old trans man said,
“[The clinic] is a women’s clinic. You have to either be female or a
trans man, so if you see anyone in that clinic with a beard and
deeper voice, he’s trans, no stealth, [compared to] my clinic, my
doctor that I go to sees a range of people.” (“Stealth” refers to a
person’s ability or decision to not present as TNB in some or all of
their daily lives; Meier & Labuski, 2013.)
Assumptions of Identity and Embodiment
Participants described feeling uncomfortable with reproductive health care providers making assumptions about them
during health care interactions, including incorrect assumptions
about anatomy, reproductive desires, sexual orientation, and
sexual practices. These assumptions were rooted in sex-
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essentialist notions that a participant’s gender conveyed meaning about their body and anatomy, inherently ignoring and
invalidating TNB identities. For example, a 29-year-old trans guy
described his experience seeking treatment for a sexually
transmitted infection: “They were asking me, ‘Is it on the head or
the shaft? On the testicles or the penis?’ And I was like, ‘My
labia?’ They were very confused with that answer.” For this
participant, his clinician’s correct perception of him as a man led
to incorrect assumptions about his body and resulted in him
avoiding seeking care outside of known and trusted clinics:
“There are assumptions about me having a penis when I go in for
things involving a vulva.” To avoid these harmful assumptions,
he chose to attend clinics in neighborhoods understood locally to
be safer and more inclusive of transgender identity, where clinicians are expected to be more knowledgeable about transgender health.
Participants voiced feeling particularly disrespected when
clinicians inappropriately emphasized their TNB identity during
health care interactions. Many lost trust in clinicians who made
comments or asked questions about participant experiences of
being transgender that were irrelevant to the care being sought.
When the same 27-year-old trans man described what made him
feel unsafe during health care interactions, he said, “If [clinicians]
start asking me questions that have nothing to do with why I’m
there, about my identity, about my sexual orientation, or sexuality.” A 28-year-old nonbinary participant described being
asked “questions that aren’t suited,” saying, “One time I was
having a breast exam, and [the clinician asked], ‘Have your
breasts always been this small or did they shrink while you’ve
been on hormones?’” Questions like this that appeared to privilege clinicians’ curiosity over patients’ health care needs led
participants to feel othered and dehumanized.
Several participants shared instances of explicit clinician
prejudice around their gender identity. This prejudice manifested through insensitive and pejorative statements and perspectives of transgender identity and harmful clinical
interactions about unexpected features of their bodies that
emerged from these prejudices. For example, a 29-year-old trans
man described interacting with a nurse who realized he was
transgender after he completed paperwork. He recalled the
nurse saying, “Oh, you marked the ones about periods,” and he
responded “Yeah, because I have those parts inside of me,” to
which the nurse replied, “Oh! What made you do that? Oh my
god, you’re so young. Did something happen to you?” He
concluded, “And I’m like WHOA! Just take my blood pressure.”
Many participants conveyed similar experiences of unpredictable and harmful clinician behavior that led to a sense of wariness and mistrust when entering health care environments and
reluctance for future health care engagement.
Competence
Some participants described insufﬁcient clinician competence as a barrier to health care access and engagement. Participants highlighted the critical importance of clinicians showing
sensitivity and ﬂexibility with terminology while acknowledging
their TNB identity in a nonvoyeuristic manner. Clinicians’
awareness of and interaction with participants’ bodies and
anatomy without essentializing their experiences was widely
viewed as fundamental for fostering trust with patients. In
addition to establishing a trusting relationship, clinician and staff
knowledge proved critical for effective treatment of TNB patients. One 29-year-old man cited staff ignorance as the reason

for his disengagement from care, saying, “I tried to access a
mammogram once, but the technician said no after a long conversation.the technician said that if you have top surgery, you
won’t get breast cancer, but I was like, ‘No, you’re obviously
wrong’.I haven’t rescheduled since then.”
Inadequate training was especially salient for participants
who previously or currently resided in rural or suburban areas.
Those who desired care from clinicians trained in transgender
health care frequently travelled considerable distances. The same
27-year-old trans man who sought care at a transgender clinic
voiced frustration about this problem, saying, “I had to travel [on
two different public transportation systems] for three hours, one
way, just to get to Oakland for all my appointments that I had
there. I could have gone to a surgeon in Santa Clara, but they
wouldn’t have been as transgender-knowledgeable or friendly.”
For these patients, maintaining health care access proved challenging, disproportionately affecting those who relied on public
transportation.
In addition to systemic and health care setting barriers, many
participants delayed care because of anticipated stressors related
to clinician competence, whether they had had negative experiences in the past or they had heard about such experiences
from community members. One 29-year-old trans man participant reported not being able to get a Pap smear: “I had some
painful experiences, so I’ve had them stop [the procedure], or I
just won’t go to the appointment. Or they don’t have a female
doctor so I won’t go, you know, and I’m topless. Or I can’t get
someone to go with me, and I have a fear of going by myself.”
Clinician experience caring for TNB patients was also viewed
as critical for successful patient care. Some participants found
that their clinician’s competence regarding TNB health made
them feel more secure and conﬁdent. In one case, a 25-year-old
trans man described feeling that his physician was supportive of
him when she corrected a nurse’s use of incorrect pronouns
during childbirth: “I did have a situation where the surgeon came
in to do the C-section, and one of the nurses said, ‘She’s ready.’
And [the physician] said, ‘He’s a guy, and if you say that again, I
will ask you to be replaced with someone else.’” A 29-year-old
man described his last Pap smear, noting that he experienced
dysphoria during the procedure but felt validated by his clinician’s awareness and counseling: “They acknowledged that as
valid. And not as something strange or irregular. They treated me
like an intelligent and responsible adult.” Likewise, a 22-year-old
nonbinary trans participant recalled how a clinician’s statements
signaled competence and fostered his feeling of safety:
She articulates that she understands, so she talks about, “Oh, I
know that because you’re on testosterone, you can be more
dry or you can be more prone to tearing,” so stuff like that. She
let me know that she knows what she’s doing, so I don’t feel
like they’re just blindly going at it. You know, she makes a
mention of the things that she knows and wants to prevent so
that I don’t get hurt, and that’s really nice.
The perception that clinicians understood and respected
these participants’ identities and health care needs undergirded
a feeling of safety, a key component of clinician competence that
was central to their desire to access care.
Humility
Actions that communicated clinicians’ openness and
compassion signaled their humility, which engendered participants’ comfort with health care seeking. Participants suggested
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that thoughtful, relevant, open-ended questions about the
needs and care preferences of individual patients were critical.
In describing a favored clinician, another 27-year-old trans man
said, “That’s why I love Dr. C. He [says], ‘I learn the most from my
patients.’ That should be every doctor, because, like he said, ‘I
just don’t know.’ Doctors don’t know because we’re not telling
them, and they’re not asking us.” Participants stressed the
importance of clinicians asking questions and not assuming
that all TNB patients have the same needs, as a 29-year-old man
emphasized: “There’s more than one way to be trans.” When
asked what helps him to feel safe in health care interactions
with clinicians, a 26-year-old trans man said: “It’s being
compassionate. Not making assumptions.” Throughout the interviews, participants placed a high value on clinician humility
and friendliness, desiring clinicians who are well-versed in
TNB-speciﬁc health care needs.
Discussion
This analysis exposed ways that TNB young adults AFAB
experienced structurally gendered health care settings traditionally under the umbrella of “women’s” health. Participants
described feelings of comfort and trustdand lack thereofdthat
inﬂuenced every step of the health care seeking process,
including scheduling, checking in, waiting, and interactions with
clinicians and other staff. Our analysis suggested that TNB patients often arrive in health care environments with a sense of
trust or mistrust based on the experiences leading up to the visit.
Clinician and clinic use of gendered language, consideration of
disclosure, humility, and competence regarding TNB health issues were identiﬁed as pivotal in inﬂuencing participants’ feelings of safety and comfort. Nearly all participants noted feeling
uncomfortable when clinicians made false assumptions that
essentialized their identities, bodies, and experiences. In some
instances, discomfort arose from clinicians’ assumptions that
participants were or were not TNB, whereas for others it was
caused by clinicians making inappropriate generalizations based
on participants’ TNB identity. Participants experienced discomfort when they perceived clinicians to be unqualiﬁed to treat
their needs owing to lack of knowledge about or experience with
a diversity of TNB bodies and health care needs. These data
highlight the ways that TNB patients AFAB are confronted with
structurally gendered “women’s” health settings that limit their
access to appropriate sexual, reproductive, and preventive health
care. Given that participants were all young adults, these experiences are particularly signiﬁcant because they may undergird
disengagement from critical health care throughout the life
mez & Wapman, 2017). When combined with other
course (Go
structural determinants of health care access (e.g., rural and
other medically underserved settings), these ﬁndings demonstrate the critical need for geographically accessible TNB
competent clinicians who are able to attend to health care that
TNB patients may be unable or uncomfortable receiving in
“women’s” health settings.
This study identiﬁed some positive factors for participants
while receiving gendered health care. Participants felt more at
ease when they sensed clinicians were comfortable with and
knowledgeable about TNB bodies and used relevant and
respectful questions to inquire into their health care needs. These
ﬁndings highlighted environmental factors that increased participants’ sense of comfort and belonging, such as the availability
of inclusive intake forms and restrooms, and when waiting areas
included visual indicators of being a TNB-friendly space. Our
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analysis resonates with national survey ﬁndings regarding general health care experiences of TNB people, illuminates interactions that lead to uncomfortable care experiences, and
echoes ﬁndings of other qualitative studies that have inquired
into the health care needs of TNB young adults (Gomez et al.,
2020; Kattari et al., 2019; Vance et al., 2015). This study adds
new depth and texture to this emerging body of qualitative work
by revealing how these needs are intensiﬁed in the vulnerable
and highly gendered realm of services typically termed
“women’s” health care.
This study contributes an analysis on the roles that clinician humility and competence play in building trust with TNB
young adults AFAB. Participants named the need for clinicians
to take a non-assumptive learner’s stance in approaching
conversations with TNB patients, while also entering interactions prepared with TNB-speciﬁc health care knowledge.
The desire for clinicians to hold both humility and competence is not unique to TNB young adults, and practices such as
not making assumptions about sexual partners and practices
would likely improve experiences of non-TNB patients as
well. This study was successful in recruiting young TNB adults
and eliciting in-depth stories of vulnerable health care experiences. Importantly, this analysis captures participants’
persistence in seeking health care despite uncomfortable and
alienating experiences, with most participants actively pursuing settings and clinicians who were better prepared to
serve them. This helps to explain the rich information shared
about negative and positive experiences in accessing care and
helps to position TNB young adults as perseverant selfadvocates. Indeed, all participants showed enthusiasm in
describing what works and offered suggestions for improving
care. Although this study and similar research have focused
on TNB people’s experiences in health care settings, more
research is needed to shed light on the protective and supportive factors that contribute to improved health and wellbeing in the lives of TNB people, particularly among Black,
Indigenous, and people of color, immigrants, and non-English
speakers, as well as nonbinary people speciﬁcally (Kattari,
Brittain, Markus, et al., 2020c; Obedin-Maliver, 2015).
This study is not without limitations. Although descriptive
data were collected in pre-interview surveys, racial and ethnic
identity, education level, and economic position were not
explored deeply as intersecting factors in the interview guide or
in the analysis. The sample was also majority White and, in this
way, this study replicates the weaknesses of similar studies of
TNB health experiences, which have given voice to experiences
of TNB people with greater social privilege. Participants resided
in or near the San Francisco Bay Area; they frequently contrasted
their experiences accessing health care in this region with care
experiences in other states and regions, suggesting that this
geography has more TNB-afﬁrming and -speciﬁc care options.
Although the sample included a handful of individuals of
nonbinary gender, we lacked sufﬁcient data to distinguish their
experiences with “women’s” health care from the broader
sample. Finally, it is important to note that society and medicine
are engaging more intentionally with the needs of TNB people;
as such, these ﬁndings may be less applicable in places where
TNB-afﬁrming care has progressed, particularly since these data
were collected in 2015, although the structurally gendered nature of “women’s” health care persists. However, considering
participants’ descriptions of their care as more afﬁrming in
Northern California than in other areas, these results remain
particularly relevant for less afﬁrming areas.

330

A.M. Gomez et al. / Women's Health Issues 31-4 (2021) 324–331

Implications for Practice and/or Policy
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