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ABSTRACT
Objective Fertility counselling for trans and gender
diverse (TGD) adolescents has many complexities, but
there is currently little guidance for clinicians working in
this area. This study aimed to identify effective strategies
for—and qualities of—fertility counselling for TGD
adolescents based on clinicians’ experiences.
Design We conducted qualitative semi-structured
individual interviews in 2019 which explored clinician
experiences and fertility counselling practices,
perspectives of the young person’s experience and barriers
and facilitators to fertility preservation access. Data were
analysed using thematic analysis.
Setting This qualitative study examined experiences
of clinicians at the Royal Children’s Hospital—a tertiary,
hospital-based, referral centre and the main provider of
paediatric TGD healthcare in Victoria, Australia.
Participants We interviewed 12 clinicians from a range
of disciplines (paediatrics, psychology, psychiatry and
gynaecology), all of whom were involved with fertility
counselling for TGD adolescents.
Results Based on clinician experiences, we identified five
elements that can contribute to an effective approach for
fertility counselling for TGD adolescents: a multidisciplinary
team approach; shared decision-making between
adolescents, their parents and clinicians; specific efforts to
facilitate patient engagement; flexible personalised care;
and reflective practice.
Conclusions Identification of these different elements can
inform and hopefully improve future fertility counselling
practices for TGD adolescents, but further studies
examining TGD adolescents’ experiences of fertility
counselling are also required.

INTRODUCTION
The term trans and gender diverse (TGD)
describes ‘people whose gender differs from
what was presumed for them at birth’.1 In order
to better align their physical bodies with their
gender identity, TGD young people may seek
to block their puberty (with gonadotrophin-
releasing hormone analogues) or use gender-
affirming hormones (GAH) in the form of
oestrogen or testosterone.2 3 These therapies, however, may impact on fertility. As
such, clinical guidelines recommend fertility

Strengths and limitations of this study
►► This is the first qualitative study to examine qualities

and strategies for effective fertility counselling for
transgender adolescents.
►► Different types of clinicians, with backgrounds in
paediatrics, mental health and gynaecology, were
interviewed to give a broad range of perspectives.
►► Thematic analysis allows the close examination
and comparison of the similarities and differences
between clinician perspectives to generate insights
into effective fertility counselling.
►► This study examines the experiences of clinicians
from a single centre with high rates of fertility preservation; approaches to promote effective fertility
counselling identified in this study may not be directly applicable to other clinical practice in different
socioeconomic settings.

counselling prior to commencement of such
treatments and consideration of fertility preservation (FP) measures, such as sperm or
oocyte freezing.3–6
However, there are many challenges in
providing fertility counselling, especially to
TGD adolescents.7 8 For example, there have
been concerns over whether fertility counselling is taking place at a stage when TGD
adolescents may not yet have the maturity
to adequately consider their fertility in the
context of their future needs.9–12 Consistent
with this, many TGD adolescents are unsure
of their parenthood desires and believe that
they may change over time.13 14 In addition,
many TGD people prioritise medical gender
affirmation over fertility for mental health
reasons15 16 or see fertility counselling as a
barrier to receiving GAH11 15 17; therefore,
some patients may only fully consider their
future fertility after medical gender affirmation.9 10 17 18 Further, multiple provider-
related barriers to the provision of adequate
fertility counselling to adolescents have been
identified, including a lack of training/
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knowledge around the impacts of hormones or FP
options.7 18
In keeping with these challenges, published rates of FP
vary enormously and reveal a possible gap between patient
needs and FP practices. For example, across three North
American clinics, only 0%–14.2% of adolescents assigned
male at birth accessed FP,10 17 19 but in more recent Dutch
and Australian studies these rates were 38% and 62%,
respectively.20 21 Although such discrepancies may reflect
inherent differences between cohorts in the desire for
genetic parenthood—after all, many TGD people either
state a preference for other routes to parenthood like
fostering and adoption or do not wish to be parents at
all22 23—it is also possible that many TGD adolescents who
wish to be biological parents in the future are missing
out on FP services. Consistent with this, a previous Dutch
study found that 37.5% of adult transgender women
would have accessed FP if it were offered at the time of
their medical gender affirmation,24 and 39.5% of TGD
adolescents in a recent North American survey stated an
interest in having biological children.13
Currently, a limited number of studies7 18 25 26 have
examined clinician experiences of fertility counselling
for TGD adolescents, and there is little guidance for clinicians working in this field. These few previous studies
in this area mostly focused on identifying barriers and
challenges to fertility counselling and preservation. In
contrast, given the previously high reported rates of FP
at our clinic in Australia,21 this study aimed to identify
qualities and strategies for effective fertility counselling by exploring our clinicians’ experiences of fertility
counselling.

METHODS
Study design and setting
This qualitative study examined clinician experiences of
fertility counselling for TGD adolescents at the Royal Children’s Hospital Gender Service (RCHGS). The RCHGS
is a tertiary, hospital-
based, referral centre and the
main provider of paediatric TGD healthcare in Victoria,
Australia. Fertility counselling at the RCHGS involves
clinicians with backgrounds in paediatrics (grouped as
‘paediatricians’, and involves paediatricians, adolescent
medicine physicians, endocrinologists), mental health
(psychologists and psychiatrists) and gynaecology. The
research team comprised clinicians (including a junior
doctor, paediatricians and a gynaecologist), a bioethicist
and social science academics,27 and the study goal was
to reflect on and improve current fertility counselling
practices.
Participants and recruitment
Purposive sampling was used to recruit a group of
RCHGS clinicians, with the aim of including all disciplines involved in fertility counselling. The criterion for
inclusion was experience providing fertility counselling
for TGD adolescents, and clinicians were emailed an
2

invitation to participate. Of the 18 clinicians invited, 17
expressed interest in participating and 12 were selected
with a range of backgrounds in paediatrics, mental health
and gynaecology. Participants did not receive any benefits
for their participation.
Data collection
In order to gain an understanding of clinicians’ approach
to fertility counselling, semi-
structured, in-
depth, individual interviews were undertaken.27 28 We developed an
interview guide based on a literature review29 and the
experiences of practitioners in the research team. Interviews explored clinician practices and experiences of
fertility counselling, clinician perspectives of the young
person’s experience of fertility counselling and barriers
and facilitators to accessing fertility preservation. Between
March and May 2019, participants were interviewed either
in-person or over the phone by TCL, who had no prior
relationship with the participants. Interview audios were
digitally recorded and transcribed verbatim by a professional transcription service, after which the accuracy of
the transcripts was manually verified. No participants
withdrew from the study. Transcripts were de-identified,
and names replaced with unisex pseudonyms generated
randomly with an online tool.30
Data analysis
Data were analysed using thematic analysis, which is
commonly used to develop patterns within text data.28 31
Using an inductive method involving constant comparison, we compared themes and experiences within and
between each interview.31 32 Data were coded using line
by line coding via NVivo V.12 by TCL, with further refinement of codes throughout the iterative coding process
with input from the research team.32 33 CD and KR independently read a selection of transcripts and developed
themes, to support the final theme set developed from
the data. Saturation (or data adequacy) was achieved
when no new codes were generated.34 35
Patient and public involvement
Patients or the public were not involved in the design and
conduct of this study.

RESULTS
In total, 12 clinicians were interviewed (4 paediatricians,
5 mental health clinicians and 3 gynaecologists). Their
experience in providing fertility counselling ranged
between 2 months to 10 years (mean±SD: 4.0±3.0 years),
and thus captured a range of views from different levels
of experience. Interview durations were between 39 and
70 min (mean±SD: 51±11 min).
We developed five themes from this data set. These
included: (1) collaborative approaches to fertility discussions between adolescent patients and clinicians; (2)
clinician perspectives on future parenting desires of
patients: barriers and facilitators; (3) clinician views on
Lai TC, et al. BMJ Open 2021;11:e043237. doi:10.1136/bmjopen-2020-043237
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FP counselling and potential patient dysphoria; (4) clinician perspectives on the risks and benefits of FP; and (5)
clinician views on effective practices in FP counselling
for TGD adolescents. Due to the dearth of guidance for
clinicians on how to provide fertility counselling for TGD
adolescents, this paper specifically focuses on the last of
these themes.
From the experiences and perspectives of all 12 clinicians, five main elements of an effective approach to
fertility counselling for TGD adolescents were developed,
including: a multidisciplinary practice model; shared
decision-
making between young people, parents and
clinicians; strategies for patient engagement; flexible
individualised approaches; and reflective practice among
clinicians. Each of these elements will be discussed in
turn below, with supporting quotes provided in tables.
Multidisciplinary team
In this setting, TGD adolescents discussed fertility with
different types of clinicians at different times. Clinicians
believed that the multidisciplinary team was important in
providing effective fertility counselling, with individual
clinicians bringing expertise and experience from their
respective disciplines to the team. Thus, while all clinicians
discussed the same broad range of topics with patients in
fertility counselling, each discipline had a facet in which
they were experts: paediatricians focused predominantly
on medical side effects of hormones; mental health clinicians framed conversations around emotions, experiences and potential futures; and gynaecologists had the
most experience with FP (table 1A).
Systematically addressing fertility with different disciplines had the added benefit of spreading information
provision and discussion over multiple sessions and team
members. This ensured that patients were provided
ample time and opportunity to develop thoughts around
fertility from medical, psychological and future-oriented
views (table 1B). Furthermore, clinicians found that the
benefits of a multidisciplinary approach went beyond
the additive strength of involving different disciplines
for a patient; it decreased barriers (table 1C), building a
community of practice with access to specialist supports—
fertility specialists and surgeons—as well as an avenue
for communication and advice in managing difficult
scenarios (table 1D,E).
Shared decision-making
Providing fertility counselling involved facilitating shared
decision-making around fertility with both adolescents
and their parents. This role went beyond just informing
about the effects of hormones on fertility and options
for FP; it included exploration of patient values around
future relationships, family and different routes to parenthood—sometimes including fostering and adoption—to
inform a ‘values-based judgement’ (Rowan, gynaecologist) that hopefully minimised potential future regrets
around FP (table 2A).
Lai TC, et al. BMJ Open 2021;11:e043237. doi:10.1136/bmjopen-2020-043237

Beyond exploring values, supporting families in shared
decision-
making involved facilitating conversation
between adolescent and parents to understand, explore
and manage resistance or difficulties in conversations
around fertility (table 2B,C). Thus, an effective strategy
for fertility counselling involved calming both parties,
acknowledging different viewpoints and advocating for
young peoples’ desires around current and future fertility.
Clinicians recognised that an important part of the
process of decision-making was allowing time for families to think and for patients to gain more experience to
inform their decisions (table 2D,E). Because the decision-
making process takes time, clinicians found that ‘provision of written information needs to happen’ (Rowan,
gynaecologist) so that patients could revisit information
in their own time. In this way, clinicians found that effective shared decision-making involved not only information provision and exploration of values, but also the
facilitation of discussion within families.
Patient engagement
Clinicians found that patient engagement could sometimes be difficult. For example, discussions of fertility
and FP could trigger gender dysphoria or be seen as a
potential impediment to a TGD person’s strong and
immediate desire to commence medical gender affirmation (table 3A). Consistent with this, clinicians expressed
concern that some young trans people struggled to
completely consider their fertility (table 3B). Therefore,
it was important that clinicians established a comfortable
and safe space for patients to engage in discussion that
may cause some discomfort to patients.
To decrease barriers to engagement, clinicians found
re-
framing fertility discussions a useful strategy. For
instance, clinicians removed gendered connotations
from fertility and parenthood in discussions with patients
(table 3C). One clinician found a way to reframe fertility
counselling as a fortunate opportunity for individualised
adolescent sex education—one which is not generally
promoted to cisgender adolescents (table 3D). Further,
in order to decrease patient anxiety, clinicians found that
‘humour often really works very well’ (Elliot, gynaecologist) (table 3E).
Flexible personalised care
Clinicians also suggested that personalised care was
important to address specific patient needs. For example,
some TGD people have neurodevelopmental issues,
including intellectual disability or autism spectrum
disorder.36 Clinicians, therefore, individualised their
approaches to these patients by spending more time,
using more concrete language or using targeted modes of
communication (table 4A–C). In tailoring fertility counselling to individuals, clinicians also emphasised the need
to recognise and respect the diversity of patient perspectives (table 4D).
In addition to neurodevelopmental differences, clinicians recognised other factors that could influence the
3
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Table 1 Multidisciplinary team. All participants have given consent to participate in this study and for their responses to be
published with randomly assigned unisex pseudonyms.
A

Topic

Quote

Different clinician roles in a
multidisciplinary team

“I do sometimes sit in on clinics with the physicians…
Peyton, mental health
they kind of go into the science a bit more than I would.
clinician
For me, it’s much more about the overall procedure, how
we’re feeling about it and how to manage the feelings
around it.”
“I see my role in terms of providing fertility counselling as Avery, paediatrician
part of the larger [whole]… Counselling around hormone
use and fertility—making people aware of the implications
for their fertility in relation to different hormonal
treatments—is an important component.”

 

Participant

 

“[I do] more than just discuss fertility preservation…
discussions around sexuality and sexual enjoyment…
as well as touching on surgical stuff in the future…
as surgeons, we’re more familiar with having those
discussions.”

Alexis, gynaecologist

B

Space for reflection

“I think there’s a really strong focus on like the
multidisciplinary approach… there are multiple clinicians
who are having similar discussions with the young
person. So like mental health clinicians are having
those discussions and allowing space to reflect on
it and discuss it between sessions, but the medical
professionals are also doing that in their way and
considering [it] with the family and the young person.”

Blake, mental health clinician

C

Decreased access barriers

“I think what’s good about the RCH is that, as
Avery, paediatrician
a multidisciplinary service… it’s reasonably well
integrated… [and patients] don’t have to wait a long time
to get fertility counselling done and hopefully it’s meant
that there are less barriers to fertility preservation for
those who want to do it… I think in a system where those
providers were existing in a more separate manner, I think
that’s a greater barrier.”

D

Community of practice

E

“I think the fact that… we’ve got our physicians and
Peyton, mental health
mental health clinicians within the one team… that
clinician
probably makes a difference to how we do things… there
are incidental opportunities for contact and knowing each
other’s work really well. I think that probably works better
for families cos it’s a little more integrated vs referring to
an external person that works elsewhere who you’d never
actually see.”
Managing difficult scenarios “… in [a difficult] situation, particularly as a [mental health Quin, mental health clinician
clinician], I would be referring to the paediatrician and the
fertility specialists so that all the information possible can
be provided to them… and also potentially seek input
from the ethics crew here.”

RCH, Royal Children’s Hospital.

ways patients thought and felt about their fertility, and
used several strategies to provide individualised care and
navigate these challenges. For example, the importance
of addressing mental ill-health in patients and how this
could affect engagement with fertility counselling was
highlighted (table 4E). Furthermore, clinicians suggested
that many young transgender people (not unlike most
people regardless of their age and gender identity) had
binary thought processes, and that they were averse to the
4

idea of fertility or biological parenting due to gendered
connotations (table 4F).
Reflective practice
Given the various challenges described above, one quality
which clinicians believed improved fertility counselling was reflective practice. In this way, clinicians felt it
important to be mindful not only of their internal biases
and clinical practices, but to also be considerate of the
Lai TC, et al. BMJ Open 2021;11:e043237. doi:10.1136/bmjopen-2020-043237
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Table 2 Shared decision-making. All participants have given consent to participate in this study and for their responses to be
published with randomly assigned unisex pseudonyms.
Topic
A

B

C

D

E

Quote

Participant

Exploration of “[Fertility counselling] is exploring ‘Have you thought about it and… have you thought
patient values about whether you wanted your own genetic children?’… ‘Have you thought about
whether you wanted to save [or] retain your [fertility] potential?’… [and] talking about
partners and who [they] might be interested in the future.”
 
“Aiming to get the young person and the family to understand the implications of the
treatment that they’re about to have so that they can actually give informed consent in
a way that isn’t just about ‘Well this is how the procedure goes, and… there’s risk and
the benefits’ but really ‘What does this mean for the rest of your life?”

Alexis,
gynaecologist

Sawyer, mental
health clinician

Supporting
families
in difficult
conversations

“For parents, it’s completely… appropriate to stress about their offspring’s future
parenting… showing the parents that I understand their worries often makes a parent
relax, and then you make the adolescent relax because you’re showing that you
understand their worries…”

 

“The other big fracture that brings about is when parents disagree [about treatment or Sawyer, mental
fertility].”
health clinician

Exploring
patient
resistance

“It’s a difficult space to work in… if I was to raise that topic and say ‘I wonder whether Peyton, mental
health clinician
one of the reasons why you’re saying that (you don’t want children) is because you
don’t want any more delays [to GAH]’, then it’s implying that they’ve been deceitful or
withholding information, which is not very nice for the therapeutic setup.”

 

“If they were really resistant to the idea of fertility preservation, then, being a
psychologist, I would probably explore that a little bit.”

Taylor, mental
health clinician

Prompting
thought and
discussion in
the family

‘I see… the discussions we start in the sessions as being just a prompt in a lot of
cases for them to be able to think through it more and talk more about it… [to later
reach] the decision of the family unit.’

Avery,
paediatrician

 

“I don’t think I’m there to make any decisions for them, I’m there to answer their
questions. I think it is about informing them and allowing them to then take that
space.”

Rowan,
gynaecologist

Changes in
decision-
making over
time

“People start to think about their fertility more when they’re in a particular life stage,
either when they’ve found… a long-term partner that they want to parent with, or
they’re at a particular point in their career where they can support having a child, or
when they’re reaching a point in their age where their fertility might start to become
more minimal or reduced…”

Peyton, mental
health clinician

 

“I’ve had one patient who was a trans girl who really didn’t want to do any fertility
preservation… and then actually at the age of seventeen, she had a relationship…
and then suddenly she was saying ‘Actually, maybe I will need my sperm’… So, yes,
people can change over time.”
“I saw someone who had gotten into a relationship between sessions when we were
talking about it and that really actually did impact their thinking on it and… they were
just able to be more reflective about it and whether they would want that…”

Jordan,
paediatrician

 

Elliot,
gynaecologist

Blake, mental
health clinician

GAH, gender-affirming hormones.

cultural settings surrounding their practice—both within
the microcosm of the clinic and within the dominant
heteronormative narratives of the public community.
For example, some clinicians recognised that their own
personal experiences influenced how they perceived the
importance of fertility (table 5A,B). Furthermore, clinicians reflected on how their clinical experiences affected
their future practice. With experience, clinicians began
to prompt increased depth of patient consideration
of their fertility ‘rather than [fertility counselling] just
being [a part of] a tick box [process] for hormones…’
(Taylor, mental health clinician) (table 5C). Other experiences, however, ‘seeing the dysphoria that [fertility
Lai TC, et al. BMJ Open 2021;11:e043237. doi:10.1136/bmjopen-2020-043237

preservation] might cause’ (Avery, paediatrician)
increased their caution around the potential negative
impacts of FP.
Clinicians also reflected on the cultural appropriateness of the setting and delivery of care. For example,
clinicians recognised that attending a ‘gynaecology’
clinic filled with cisgender female patients could be
dysphoric for a transgender male, replacing terms like
‘gynaecologist’ with ‘fertility specialist’ (table 5D).
Moreover, clinicians considered and challenged traditional gender roles around parenting in the community
(table 5E).
5
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Table 3 Patient engagement. All participants have given consent to participate in this study and for their responses to be
published with randomly assigned unisex pseudonyms.
Topic

Quote

Participant

A

Discomfort around
discussing fertility

Quin, mental health
clinician

B

Concerns over
decreased
consideration of
fertility

“There was one young trans female who really found the idea
of giving sperm as distressing. The idea of having to touch their
genitalia… was really difficult…”
“… I have noticed that it is far more difficult for trans people to
be able to imagine themselves in the future, whether that be as a
mother, a father, even as a functioning adult.”

C

D

E

 

“[There is] a coping mechanism of ‘I don’t want to explore this too Riley, paediatrician
much because I don’t want it to detract from the fact that I want
gender affirming hormone therapy’.”

 

“The big focus is wanting to transition… it’s very hard to see
beyond that mountain.”

Alexis, gynaecologist

Remove gendered
connotations

‘At the age that we’re getting [the patients], the idea of being
pregnant means you’re a mother, and [they have the thought
process of] ‘I’m a man so how can I be a mother, no that doesn’t
work’. And likewise, I’ve actually had transgender women say,
‘I don’t want to be a father’… [we frame it as] not about you
being seen as a father, it’s about whether you want to biologically
contribute to creating new life…”

Peyton, mental health
clinician

 

“I talk about things in very generic ways;… ‘a person with testes’
or ‘sperm coming from someone’s testes’… as opposed to…
‘your testes’. Also I use language like ‘some people’ rather than
gendering when I’m talking about concepts…”

Elliot, Gynaecologist

Reframing fertility
“I talk about how whilst lots of trans kids maybe don’t want to
counselling as a
talk about fertility… they’re lucky in a way because cisgender
fortunate opportunity kids don’t have anyone sitting down to talk to them about fertility,
but between ten and twenty percent of people will have sub or
infertility.”

Elliot, gynaecologist

 

“I try and frame it for the trans kids that, that it’s good that they get Elliot, gynaecologist
to have these conversations… it may be that you decide that you
wanna use your ovaries but you can’t, just in the same way that
a cisgender person may decide they wanna use their ovaries and
they can’t.”

Use of humour to
engage

“I always start with where they are now and I say, ‘Do you want
Peyton, mental health
to be pregnant right now?’ Like I make a joke of it if the situation
clinician
allows, and they’ll go ‘No, of course not! Why would I? I’m male,
why would I want to be pregnant?’ I’m like, ‘Great, correct answer.
We’ve started on the right foot, let’s go from here’ and then kind of
go… ‘This is okay for you not to want to be pregnant now… but I
can’t predict where you’re going to be in twenty years’ time.”
“And the way I talk about the uncertainties of the future is… say
Elliot, gynaecologist
‘Well… you’re fifteen or sixteen, you might end up with someone
who hasn’t been born yet…”

 

DISCUSSION
While clinical guidelines internationally recommend
that fertility counselling is provided to TGD individuals
prior to commencement of hormonal therapy, there is
little actual guidance as to what this should involve. By
interviewing clinicians involved in fertility counselling,
we developed a set of elements that promote effective
fertility counselling for TGD adolescents.
The RCHGS consists of a clinical nurse consultant,
general paediatricians, adolescent medicine physicians,
endocrinologists, gynaecologists, psychologists and
6

Taylor, mental health
clinician

psychiatrists. This multidisciplinary team model appears
important for effective fertility counselling, not only to
provide patients with specialist input but also so that
knowledge and recommendations can be shared between
clinicians—and reflected on—to build a community of
practice. For example, the long-term effects of GAH on
fertility are unclear,37 38 and FP options for TGD adolescents at different developmental stages can be complex.
These complexities may pose a barrier to fertility counselling for a single clinician,18 and so having fertility specialist
input directly available within the team is highly desirable.
Lai TC, et al. BMJ Open 2021;11:e043237. doi:10.1136/bmjopen-2020-043237
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Table 4 Flexible personalised care. All participants have given consent to participate in this study and for their responses to
be published with randomly assigned unisex pseudonyms.
Topic

Quote

A

Challenges of
neurodiversity

B

Time and rapport

“[Transgender adolescents with autism are] often very black and white in Avery, paediatrician
their thinking. So, if they don’t see themselves as being parents, they’re
very quick to shut down fertility conversations…”
“I spend a bit more time with people who are intellectually disabled,
Elliot, gynaecologist
making sure that they understand the topic and making sure they
understand the information… With people who are on the autism
spectrum, it’s about gaining rapport so that I feel that they’re telling me
what they’re really thinking, that they’re comfortable to speak about
things.”

C

Targeted modes of
communication

“If they’re less verbal and they’re less able to express themselves…
Blake, mental health
(we’ll)figure out a way to discuss it visually—like drawing a picture of
clinician
someone carrying a child and being like “When we have kids, [these
are] some of the options”, like drawing a pregnant person and be like…
‘Have you considered… having kids other ways?”

D

Respecting patient
autonomy

“I think often the kids with ASD are very certain about what they want
Jordan,
and what they don’t want. And I see that as part of who they are, and
paediatrician
we need to respect who they are… We can try and put forward different
points of view and… give them the different scenarios—different
possibilities and opportunities—and I think if they’re still adamant that
they don’t want it, then we need to respect their decision.”

E

Challenges of mental “Someone who might be very depressed or anxious wouldn’t be
ill-health
thinking about the future in a positive way, or to see themselves as
successfully raising their own family… it must influence their decision
making, and we should certainly be taking that into account.”

Jordan,
paediatrician

 

Quinn, mental health
clinician
Peyton, mental
health clinician

F

Challenging gender
stereotypes

Participant

“There may be some people who are just so completely overwhelmed
by their depression where they can’t [consider the future].”
“Most of the [trans]masculine people that I see find the idea of
pregnancy aversive… Many of them, though, do show surprise when we
tell them that hundreds of babies have been born to transgender males
around the world… So, it’s not out of the realm of possibility if that was
something that they wanted in the future.”

ASD, autism spectrum disorder.

Similarly, rather than referring patients to external clinicians whose experience with TGD adolescents may be
limited, having a multidisciplinary team that specialises
in seeing TGD adolescents is likely to decrease access
barriers, improve the quality of care, promote internal
discussions that are more complex and in more depth
than typical letters of correspondence and contribute to
professional development between clinicians of different
disciplines. The latter is highly relevant, since gaps in
clinician knowledge are likely to be a barrier to fertility
discussions with TGD adolescents, as they have been in
the oncofertility field.39 40
Shared decision-making between clinicians and patients
is also a critical element to promote effective fertility
counselling. For clinicians, this involved not only exploration of patient values around different methods of family
building, but also discussion of the effects of hormone
therapy on fertility and FP options. Although the latter
might seem obvious, previous studies suggest it is often
forgotten. For instance, in a study of TGD adolescents in
the USA, despite 35.9% of participants being interested
Lai TC, et al. BMJ Open 2021;11:e043237. doi:10.1136/bmjopen-2020-043237

in biological parenthood, only 13.5% had discussed the
potential ramifications of hormone therapy on fertility,13
demonstrating clear gaps in obtaining informed consent
and meeting patient needs. Given such gaps, those interested in their fertility will likely turn to the internet or
friends,41 and are at high risk of being inaccurately
informed.42 Thus, as the clinicians in this study also
observed, providing accurate and detailed fertility information that specifically targets TGD adolescents is essential. Looking ahead, the use of decision aids in this area
should help adolescents manage the complex information
involved and further promote shared decision-making.25
Another important element of shared decision-making
involved patients’ families, who can both promote and
impair effective fertility counselling. On the one hand,
some parents may avoid discussion of fertility or FP out
of concern it may exacerbate their adolescent’s gender
dysphoria. On the other hand, adolescents may feel pressured into undertaking FP by their parents (e.g., as a result
of their parents’ stated or assumed desire for biological
grandchildren).41 In keeping with this, previous research
7
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Table 5 Reflective practice. All participants have given consent to participate in this study and for their responses to be
published with randomly assigned unisex pseudonyms.
Topic

Quote

Participant

A

Sympathetic
practice

Taylor, mental health
clinician

B

Mindfulness of
personal biases

“And being a new parent myself, I think that I would want to be able
to have the option for that [biological parenthood] in the future, even if
I really needed to affirm gender as a teenager.”
“I guess [I must be] mindful that [the importance of fertility] is
again my cis heteronormative position, and to be mindful that… in
the LGBTIQ community, where being the biological parent isn’t a
given…(it’s) really important to provide fertility preservation options
in counselling, but also to be receptive to the cultural beliefs and
position of the patient and not kind of impose mine on them.”

C

Increased depth of
consideration

“So initially it was more just allowing space to explore… different
Blake, mental health
options and… referring on for the medical kind of aspect of it—to
clinician
now… providing more general information and allowing that to kind of
flow into considering different options and considering how different
pathways might suit them.”

D

Culturally
appropriate care

“If they’re a transgender male, just the idea of going to gynaecology
when you’re a male in terms of your identity can sometimes be a bit
funny.”

 

“…we just need to be careful with how we can make it more culturally Rowan, gynaecologist
appropriate for the patient when they come and see us. When they
see ‘gynaecology’, that might cause some concern for them…”
“I think also reassuring them that trans men can be really good
Elliot, gynaecologist
fathers… [both] to kids that they have carried in their uterus… [or] to
kids that they haven’t carried in their uterus…’

E

Challenging
traditional gender
roles

reported that 72% of TGD adolescents would prefer to
make fertility choices without input from their parents.43
The reality is, however, that parents do usually get involved
in such discussions especially for younger adolescents.
Clinicians must therefore help families to navigate dominant sociocultural views that prioritise fertility and biological parenthood—as these may not match the priorities
and values which are core to a fulfilled life for a TGD
adolescent—and both parents and clinicians should aim
to support a TGD young person’s capacity to make decisions regarding their own reproduction.
Clinicians also highlighted that engaging patients in
fertility discussions can be difficult, and shared their strategies to help overcome this. Consistent with the former,
previous research has found that TGD adolescents have
prioritised other life needs—like health, school and work,
friends and money—before parenthood,19 and may have
difficulty considering future parenthood due to gender
dysphoria, their strong immediate desires to medically
affirm their gender and for some, their current life
stage.12 44 Other potential barriers to engagement are cis-
normative notions of gender and parenthood that may
limit ideas around fertility. Clinicians in this study therefore aimed to challenge these notions, engaging adolescents to evaluate how their fertility fits with their core
values rather than preconceived notions of biological
motherhood and fatherhood. Clinicians also identified
structural factors that could negatively impact TGD adolescent engagement. For example, clinicians commented on
the difficulties of referring transmasculine patients to a
8

Taylor, mental health
clinician

Peyton, mental health
clinician

gynaecology clinic. Many TGD people feel alienated in
obstetric and gynaecology practices where the culture is
geared towards cisgender women, and have faced a lack
of suitable bathrooms, regular misgendering and sometimes even denial of service.45 46 In this way, offering clinical environments that are TGD-friendly—which includes
the provision of appropriate information pamphlets,
bathrooms, intake forms and training of medical and
clerical staff—are also an essential component of fertility
counselling for TGD adolescents. Finally, clinicians used
other strategies to increase engagement, including the
use of humour as well as tailored approaches that take
into account mental ill-health and neurodevelopmental
differences.
Reflective practice was also important in providing
effective fertility counselling. For example, many TGD
adolescents may not want to seek biological parenthood,
and reflective practice helped clinicians to recognise and
respect this decision by looking beyond cis heteronormative assumptions and norms. TGD people have previously
felt pressured by clinicians to preserve their fertility,47 and
clinicians in this study were mindful of their own views
about fertility and how their practices may be perceived
by patients, including the observation that fertility counselling may be inherently uncomfortable for many TGD
people.
In terms of study limitations, it is noteworthy that all
the clinicians interviewed for this study were from a
single centre, the RCHGS, where fertility counselling
is provided to all patients prior to commencement of
Lai TC, et al. BMJ Open 2021;11:e043237. doi:10.1136/bmjopen-2020-043237
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puberty suppression or GAH. This was done intentionally in recognition of the fact that, as a publicly-funded
multidisciplinary service, the RCHGS is able to offer
comprehensive fertility counselling and minimise many
of the cost and access barriers to FP, which is presumably
why its rates of FP among TGD adolescents more closely
align with rates at which TGD adolescents desire biological parenthood.13 21 Nevertheless, by only examining
the experiences from a single centre, the strategies and
approaches to promote effective fertility counselling that
were developed from these data may not be directly applicable to other clinical settings, where access, equity and
cost barriers may be much greater. Thus, further studies
from other centres would be important.
Another key limitation of this study is that we do not
explicitly consider patients’ experiences in developing
this set of elements that promote effective fertility
counselling. A parallel study interviewing TGD adolescents who received fertility counselling at the RCHGS
was conducted to investigate the broader experiences,
barriers and useful qualities for fertility counselling from
a patient perspective, but we have chosen to prepare a
separate manuscript describing this work.
It is also important to highlight that the elements for
effective practice developed from these data should
be employed in flexible manner. For example, these
elements pertain to the experiences of individual clinicians, and the suitability of their use in clinical practice
will depend not only on the particular clinician and
patient, but also on the dynamics of the clinician–patient
relationship and the nature of the particular discussion.
The use of humour, for instance, could be problematic in
the wrong hands or circumstances, given its effectiveness
is contextual, relational and culturally specific.15 At the
same time, it is worth noting that many of the elements for
effective practice described here need not be restricted to
fertility counselling of TGD adolescents. After all, many
of the issues raised here apply to TGD adults as well as to
cisgender adolescents considering FP for other reasons
(e.g., in oncology).
In conclusion, although adolescents are often perceived
as lacking the maturity to make long-term fertility decisions, we believe that with the appropriate information and counselling, young people can be informed
decision-makers in their lives. The various strategies and
approaches developed from our data can hopefully help
clinicians facilitate this, and should be kept in mind as
future clinical guidelines and services for TGD adolescents are developed.
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