Current Obstetrics and Gynecology Reports (2024) 13:144-153
https://doi.org/10.1007/513669-024-00387-w

REVIEW q

Check for
updates

Contraception and Menstrual Management in Transmasculine
and Gender-Diverse Individuals

Adrian Chiem' - Maria Cristina Marcos’ - Beth I. Schwartz'2

Accepted: 19 April 2024 / Published online: 6 May 2024
© The Author(s) 2024

Abstract

Purpose of Review This review outlines the current evidence on the contraceptive and menstrual management methods that
are used for transmasculine or gender-diverse (TGD) individuals, as well as the gaps in the literature for this population.
Recent Findings Contraception and menstrual management continue to be an understudied area in the care of TGD individu-
als, with much of existing research extrapolated from cisgender populations. Emerging studies have looked at contraceptive
and menstrual management choices and outcomes in adolescents and highlight the 52 mg LNG-IUD as an option that is
efficacious for both indications, as well as high-dose progestin-only pills for menstrual suppression only.

Summary The best method for contraception and menstrual management is the one a patient feels most comfortable using.
Clinicians should work to understand the nuances and interplay of pregnancy prevention, menstruation, and gender dysphoria
in TGD patients to help them achieve their goals. Further research on these topics that focus on TGD populations is needed
to better drive current recommendations and guidelines in supporting a vulnerable population.

Keywords Transgender - Transmasculine - Gender diverse - Hormonal contraception - Menstrual management - Menstrual

suppression

Introduction

A 2022 study reported that 1.6 million adults and 0.6%
of those 13 and older identify as transgender and gender-
diverse in the United States [1]. However, this population
has largely been excluded from healthcare research, despite
experiencing significant stigma and healthcare dispari-
ties [2]. As the visibility of gender diverse individuals has
increased, guidelines and recommendations have been pub-
lished over the past several years detailing the importance of
proper medical care for this population, which includes con-
traceptive counseling and menstrual management [3ee, 4-6].

Menstrual equity was first coined in 2018 as a means of
identifying the impact menstruation has on social and eco-
nomic inequity, whether this is related to access to menstrual
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products (“period poverty”) or menstruation in vulnerable
populations [7]. However, research has focused primarily on
barriers to care and inequity for cisgender populations. More
recently, studies have looked more at the perspectives of
transmasculine and gender-diverse individuals (TGD), who
may also experience increased gender dysphoria associated
with vaginal bleeding [8].

Contraception may be used for pregnancy prevention,
with hormonal methods also used for management of men-
strual symptoms and menstrual suppression in this popula-
tion. Furthermore, unintended pregnancy in transmasculine
individuals may be another source of gender dysphoria.
Transmasculine adolescents may be at especially increased
risk of intended pregnancy due to ineffective use of contra-
ception and increased incidence of abuse [9].

Providing comprehensive contraception counseling and
offering menstrual suppression to TGD patients is a vital
component of gender-inclusive care. This article will pro-
vide a review of contraceptive methods and their efficacy,
effect on menses, and other special considerations for TGD
patients.

The following definitions will be used throughout this
article. Individuals who were assigned as females at birth
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and identify as male are defined as transgender males.
Transmasculine refers to transgender individuals who were
assigned female at birth, but whose gender is masculine and
whose expression is generally masculine but may not iden-
tify as male. This umbrella may contain transgender men,
non-binary, and gender-diverse individuals. Those who are
gender-diverse are individuals whose gender identity and
expression are not synonymous with typical representa-
tions of their assigned sex at birth. Transmasculine and
gender diverse (TGD) will be used throughout this article
as an inclusive term. Gender dysphoria refers to the distress
caused by the discordance between one’s assigned sex at
birth and gender identity and is experienced by many but
not all TGD individuals [10].

Contraception and Menstrual Management
Methods

Providers should begin the visit by identifying the patient’s
preferred name and pronouns. Additionally, ensure that this
information is reflected in the electronic medical record
(EMR) if possible and the patient agrees to this. Information
regarding sexual partners and practices should be elicited.
Some patients may need current or future contraception,
while others do not. Furthermore, patients may or may not
have current or future pregnancy desires. Special consid-
erations for TGD patients may include comfort with pelvic
procedures for contraception placement, baseline menstrual
history and symptoms, desire for amenorrhea vs. predict-
able bleeding, method amenorrhea rates, tolerance of break-
through bleeding, concomitant use of testosterone, methods
that contain “feminizing hormones” and concerns about side
effects like chest growth or tenderness, association of contra-
ception use with cisgender women, method concealability,
and the ability to easily initiate or stop methods [11].

There are other considerations that are not unique to TGD
patients but are equally important to identify and discuss
in relation to contraception and menstrual management.
Patients’ medical and family history, other medications,
and social history must be obtained to help guide appropri-
ate method selection. Patients should be screened for inti-
mate partner violence and safety. Some patients may have
financial and insurance concerns that affect their choice of
methods. Providers must also consider patients’ ability to
access medical care when selecting a method with avoidance
of methods that require regular follow up in patients who
cannot easily access medical care.

As this article's focus is on contraception and men-
strual suppression in TGD patients, the methods discussed
are predominantly hormonal methods. Other contracep-
tive methods not discussed in this article are fertility

awareness, withdrawal, spermicide, contraceptive sponge,
diaphragm, and internal/external condoms. While these
non-hormonal methods can be used for pregnancy preven-
tion, they do not have any effect on menstruation. This
article also includes a discussion of other menstrual sup-
pression methods, including gender-affirming hormone
therapy (GAHT) with testosterone as well as surgical man-
agement. We also present our personal experience and rec-
ommendations for providing contraceptive and menstrual
management for this population.

Levonorgestrel Intrauterine Device
(LNG-IUD)

Contraception

Four LNG-IUD options currently exist in the United
States: two 52 mg systems (Liletta®, Mirena®) that are
effective up to 8 years, one 19.5 mg device (Kyleena®)
effective up to 5 years, and one 13.5 mg device (Skyla®)
effective up to 3 years. The main mechanism of action of
LNG-IUDs is to thicken cervical mucus to prevent ferti-
lization from sperm [12]. These devices require an office
visit with pelvic exam for placement, but placement can
be performed under sedation if desired. The rate of LNG-
IUD uptake among transgender and non-binary patients is
steadily increasing for both contraceptive and menstrual
management purposes [13].

Menstrual Management

The localized administration of progestins through the
IUD also results in decidualization of the endometrial
stroma and atrophy of the surface epithelium, resulting in
decreased menstrual blood loss and overall endometrial
suppression [14]. Recent surveys showed that menstrual
suppression was the most common reason for selecting
a 52 mg LNG-IUD in TGD individuals, with low rates
of discontinuation and improvement in menstrual distress
[14, 15]. One study showed that the 52 mg LNG-IUD and
oral norethindrone acetate were the most commonly-cho-
sen methods for menstrual suppression among transgender
adolescents [16e]. While that study showed no difference
in bleeding, amenorrhea, or satisfaction between these
methods at 1 year, the LNG-IUD has the benefit of being
a “set it and forget it” method, removing the variable of
user error and possibly decreasing the chances of with-
drawal bleeding. Furthermore, LNG-IUDs have a 1-year
amenorrhea rate of 50-89% (Table 1) [16e].
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Table 1 Hormonal contraception and menstrual management options for transmasculine and gender diverse (TGD) individuals

Method Frequency  Contraceptive Efficacy”

Amenorrhea Rate (1 Year) Special Considerations in TGD

Patients

Levonorgestrel Intrauterine Device 3-8 years >99%
Copper Intrauterine Device 10 years >99%
Subdermal Implant 3-5 years >99%
Injectable 3 months >99%
Combined Oral Contraceptive Pills Daily 94%
Transdermal Patch Weely 94%
Intravaginal Ring Monthly 94%
Progestin-only Pills Daily 91%

High-dose Progestin-only Pills Daily
tive efficacy

Testosterone Varies No known contraceptive efficacy ~ 87%
Danazol Twice daily  No known contraceptive efficacy
GnRH Agonist 1-6 months ~ No known contraceptive efficacy 100%

Has not been tested for contracep-

50-89% e Requires pelvic exam for place-

ment

No effect e Requires pelvic exam for place-
ment
e May increase menstrual bleeding,

spotting, and cramping

20-30% o Associated with high rates of

irregular bleeding

50% e Associated with unpredictable
bleeding that improves with time

50-81% (when taken continuously) e Can increase glandular breast
tissue
o Stereotypically associated with
cisgender women
® Daily pill administration

50-81% (when taken continuously) e Can increase glandular breast
tissue
e Stereotypically associated with
cisgender women
o Difficulty concealing with darker
complexions
o Less effective with weight>90 kg

50-81% (when taken continuously) e Can increase glandular breast

tissue

e Stereotypically associated with
cisgender women

e May cause increased dysphoria
due to route of administration

e May improve vaginal atrophy from
testosterone use

10% e Associated with high rates of
irregular bleeding
o Stereotypically associated with
cisgender women
® Daily pill administration

75-97% e Easily adjustable and reversible

e Not approved for contraception

e Not an option for contraception

o Associated with ongoing and
breakthrough bleeding with lower
doses and longer duration of use

>99% © Not an option for contraception
o Can be used for treatment of

endometriosis

o Not an option for contraception

e High cost

e Potentially irreversible decreased
bone density in menarchal patients

Adapted from Schwartz BI, Bear B, Short VL, Kazak AE. Outcomes of menstrual management use in transgender and gender-diverse adoles-

cents. Obstet Gynecol. 2023;141:748-55 [16®] (used with permission)

*Typical use

Copper Intrauterine Device (Cu-lUD)
Contraception
The Cu-IUD is a copper and polyethylene T-shaped device

that is currently FDA approved for use up to 10 years, with
some studies showing maintained efficacy for 12 years [17].
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Its primary mechanism of action is the prevention of fertili-
zation by inciting an inflammatory reaction inhibiting sperm
function [18]. The Cu-IUD is preferred by some transmascu-
line patients as a non-hormonal but highly effective method,
with >99% efficacy for pregnancy prevention in cisgender
women [19]. Its use requires an office visit with pelvic exam
for placement, which can be uncomfortable and potentially
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increase dysphoria. However, as with the LNG-IUD, place-
ment can be performed under sedation.

Menstrual Management

The Cu-IUD is not used for menstrual management and
can increase overall menstrual bleeding and cramping [20].
However, anecdotal reports note that if the patient is already
amenorrheic on GAHT, they may only have spotting after
initial placement [19]. Further studies are needed to evalu-
ate this claim.

Subdermal Implant
Contraception

The subdermal implant available in the United States con-
tains etonogestrel 68 mg (Nexplanon®) and is an excellent
method for preventing pregnancy, with >99% efficacy in
cisgender women. It is currently FDA approved for 3 years,
with evidence suggesting excellent contraceptive efficacy up
to 5 years [21]. The implant primarily suppresses ovulation
and secondarily thickens cervical mucus [22]. Though the
implant does require a clinic visit for placement, a pelvic
exam is not necessary.

Menstrual Management

The implant is not an ideal method for menstrual manage-
ment, as it is only associated with a 20-30% amenorrhea rate
and increased rates of irregular bleeding in cisgender women
[23]. For patients desiring or already using the implant who
experience persistent or irregular bleeding, clinicians can
consider supplementing estrogen, progestins, or prostaglan-
din inhibitors for management [24].

Injectable
Contraception

The injectable is a progestin-only method containing depot
medroxyprogesterone acetate (DMPA, Depo-Provera®) that
works primarily by suppressing ovulation via inhibition of
gonadotropin secretion and thickening cervical mucus [25].
The method typically requires an office visit for an intra-
muscular injection every 11-13 weeks but allows patients
to avoid a pelvic exam. There is evidence that subcutaneous
administration of DMPA has similar outcomes to intramus-
cular administration, which may allow for the possibility
of self-administration [26, 27]. Efficacy with perfect use
is>99% in cisgender women and is 94% with typical use [4].

The injection may cause appetite stimulation that can lead
to weight gain and changes in lipoprotein profiles in some
patients [28], which may also be seen with gender-affirming
testosterone therapy. One study reported DMPA as the most
commonly used contraceptive method in transgender indi-
viduals, but another study had very low rates of DMPA use
[16e, 24].

Menstrual Management

The WPATH Standards of Care highlights DMPA as a pos-
sible menstrual management option [3ee]. Although DMPA
is associated with amenorrhea rates of >50% at 1 year and
nearly 80% at 5 years for cisgender women, the unpredict-
ability of bleeding or spotting that is common with method
initiation may be distressing for gender diverse individuals.
For breakthrough bleeding with DMPA, a course of NSAIDs
or hormonal treatment with combined oral contraceptive
pills or estrogen may be used, though the latter may not be
desirable in this population [29, 30].

Combined Oral Contraceptive (COC) Pill,
Transdermal Patch, and Ring

Contraception

Combined oral contraceptive pills, intravaginal rings, and
transdermal patches are all combined estrogen-progestin
medications. Progestin effects are potentiated by estrogen.
These methods also suppress the follicle-stimulating hor-
mone moderated selection of the dominant follicle [11].
Estrogen-containing contraceptives are 94% effective with
typical use in cisgender women [4]. A possible consideration
in this population is that patients may be worried about pos-
sible “feminizing effects” that estrogen can have, especially
related to breast development. Estrogen-containing contra-
ception can stimulate growth of glandular breast tissue [4].
In addition, habitual hormonal administration, such as tak-
ing pills daily, could worsen gender dysphoria. Transdermal
patches typically are in lighter shades and may be difficult to
conceal on patients with darker complexions. Also, the patch
is less effective in patients with a weight greater than 90 kg
[4]. Patients may feel uncomfortable placing and removing
a ring from their vagina. However, the ring could be help-
ful for patients with vaginal atrophy from testosterone use,
as a secondary side effect of the ring is improved vaginal
moisture [4].

Menstrual Management

To achieve amenorrhea, estrogen-containing methods must
be used continuously. Amenorrhea rates when taken in a
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continuous fashion are 50-81% [16¢]. Breakthrough bleed-
ing is common initially with continuous use but generally
decreases with increased duration of therapy and follow-
ing continuous-use over cyclic-use regimens [31e]. Any
non-self-limited breakthrough bleeding can be managed
by a break from the method for 4-7 days to allow a full
withdrawal bleed, [32] although this may be distressing to
patients who have significant menstrual dysphoria.

Progestin Only Pill (POP)
Contraception

Progestin-only pills (POPs) are oral pills that contain one
of several formulations of progestogens, most commonly
norethindrone 0.35 mg, drospirenone 4 mg, or norgestrel
0.075 mg in the United States. The norgestrel pill was
approved by the FDA as an over-the-counter medication in
2023, which will increase access. The main contraceptive
mechanism of action is by increasing cervical mucus vis-
cosity, with inconsistent ovulatory suppression [11]. The
effectiveness of POPs in cisgender women with typical use
is 91% [4]. POPs that contain norethindrone must be con-
sistently taken at the same time daily, whereas there is a
more forgiving administration window with drospirenone-
containing POPs. As with COC pills, the habit of taking
daily hormonal contraceptive pills may be distressing and
worsen gender dysphoria, as it is stereotypically associated
with cisgender women [4]. However, POPs may be of inter-
est to some TGD individuals who wish to take pills but want
to avoid estrogen use.

Menstrual Management

POPs containing norethindrone have had reported amenor-
rhea rates of only 10% [33]. Drospirenone-containing POPs
reportedly have a better bleeding profile with higher amenor-
rhea rates and less breakthrough bleeding than norethindrone
[34]. Another consideration is that drospirenone is an analog
of spironolactone and thus could interfere with the effects
of testosterone use [4].

Of note, high-dose POPs that contain 5 mg of norethin-
drone acetate (NETA, Aygestin®) are associated with amen-
orrhea rates of 75-97% with consistent use [16¢]. NETA can
be easily adjusted to achieve high rates of amenorrhea and
are easily reversible. However, high-dose POPs are not an
approved form of contraception, as they have not been tested
for this purpose. This may be a good option for patients who
are not sexually active [16e]. One study showed that NETA
was one of the most common methods chosen by TGD ado-
lescents for menstrual management [35].
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Other Options
Testosterone
Contraception

GAHT with testosterone is used to achieve physical
changes for improved alignment of the body with a per-
son’s gender identity. This often results in decreased
gender dysphoria and psychological symptoms [36]. Tes-
tosterone is most commonly injected subcutaneously or
intramuscularly or administered via a transdermal gel.
Unplanned pregnancy in TGD patients on testosterone
has been reported, with both patients and clinicians lack-
ing knowledge about the contraceptive needs for these
patients [37]. In response, recent clinical guidelines and
opinions have recommended that testosterone should
not be used as contraception and that clinicians should
counsel their patients appropriately regarding both the
risk of unplanned pregnancy and the potential teratogenic
effects of testosterone if taken while pregnant [3ee, 4, 11].

Menstrual Management

The goal of GAHT is to promote development of mas-
culinizing characteristics while also suppressing femin-
izing characteristics, which includes menstruation. One
study reported that initiation of low-to-moderate doses of
testosterone led to amenorrhea by 6 months in 55% of
patients, with 87% achieving amenorrhea by 12 months
[38]. However, multiple studies report on the possibil-
ity of either ongoing bleeding or breakthrough bleeding
despite early amenorrhea, with rates as high as nearly 25%
[39, 40]. One study found that breakthrough bleeding was
associated with a higher BMI, as well as lower levels of
testosterone and free androgen index [41].

Continued menstrual bleeding despite GAHT can be
bothersome for TGD individuals and may lead to ongoing
or worsened gender dysphoria. However, it may be due
to other etiologies and thus should lead to further evalua-
tion of both typical and atypical causes of abnormal uter-
ine bleeding. A study looking at endometrial pathology
at time of hysterectomy in TGD patients taking GAHT
showed that 40% of patients had proliferative and 50%
had atrophic endometrium, with no cases of endometrial
hyperplasia or malignancy [42]. Abnormal uterine bleed-
ing can be managed in a similar manner as for cisgender
females. One article proposes modifications to this evalu-
ation to help decrease levels of dysphoria [43].

Ongoing menses or breakthrough bleeding on GAHT
may be improved by increasing the dose of testosterone,
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as able [39]. The previously-described progestin therapies
can also be used either prior to GAHT initiation as primary
menstrual management or as an adjunct after 3—6 months
of GAHT without desired amenorrhea [44]. It can simi-
larly be used as treatment for breakthrough bleeding.

Danazol

Danazol is a steroid with similar chemical structure to tes-
tosterone that has androgenic and anti-estrogenic effects
[45]. Tt is FDA approved as a treatment for endometriosis
by menstrual suppression. A 2007 Cochrane Review exam-
ined its efficacy in the treatment of pain associated with
endometriosis and showed that it was effective at reducing
pain symptoms, but its use was limited by androgenic side
effects [46]. Due to this, its use has been mostly supplanted
by GnRH agonists. Some studies have shown that the amen-
orrhea rate with Danazol approaches 100% [39]. A differ-
ent 2007 Cochrane Review that evaluated its use for heavy
menstrual bleeding showed that while Danazol appeared
to be as effective as other hormonal methods in reducing
bleeding, there were no clear recommendations for its use,
especially in the setting of an adverse side effect profile that
includes hepatotoxicity and androgenic effects [47]. A recent
study described Danazol use in a transmasculine patient with
endometriosis, which may represent another possible indica-
tion for its utility in this population [48].

Gonadotropin-Releasing Hormone (GnRH)
Agonist

There are multiple formulations of GnRH agonists, with
the most common being leuprolide acetate (Lupron®). This
is typically administered intramuscularly every 3 months.
GnRH agonists bind to receptors in the pituitary gland, lead-
ing to desensitization and decreased follicle-stimulating hor-
mone and luteinizing hormone production and downstream
suppression of gonadal hormones [49]. They are commonly
used in the treatment of endometriosis, fibroids, adenomyo-
sis and for fertility preservation, as well as for precocious
puberty [50]. They are frequently used in gender-affirming
care for pubertal suppression in peripubertal patients to
prevent irreversible changes that cause or exacerbate gen-
der dysphoria [3ee]. In menarchal patients, GnRH agonists
suppress menstruation but also have deleterious effects on
bone mineral density due to the induction of a hypoestro-
genic state [50]. Although bone loss may recover, it does
not always in the setting of long-term use. Estrogen add-
back therapy is frequently utilized [50], which may be less
desirable in this population. This side effect, in addition to
their very high cost, makes GnRH agonists less ideal for

menstrual suppression alone considering the many other
options described above. However, it may be appropriate
for short-term use, especially as a bridge to initiation of
GAHT [16e].

Surgical Management
Hysterectomy

TGD individuals may seek a hysterectomy for gender-
affirming purposes, as it serves as permanent contraception
and definitive menstrual suppression. A hysterectomy with
cancer-reducing bilateral salpingectomy is recommended,
but the decision about whether to perform a concurrent
oophorectomy should be individualized [39]. There are
no significant differences in postoperative complications
between hysterectomies for gender-affirming purposes or
other benign indications [51]. Further information regarding
the route of hysterectomy, possible concurrent mastectomy
and other surgeries, and other considerations are beyond the
scope of this review.

Endometrial Ablation

Endometrial ablation may be considered for menstrual man-
agement, particularly as an alternative to hysterectomy. A
study that compared the procedure with hysterectomy for
dysfunctional uterine bleeding in cisgender women showed
that both methods were effective treatments. Hysterectomy
was more effective at relieving symptoms but was associated
with greater complications. Ablation was associated with
high rates of reoperation.

There is limited research comparing these surgical
approaches in the TGD population. Furthermore, ablation
is not recommended in younger patients due to the higher
rate of failure to achieve amenorrhea in those younger than
45 [52, 53]. Patients should be counseled that ablation is not
contraception and that pregnancies following ablation are
associated with higher rates of poor outcomes, including
preterm labor and abnormal placentation [54].

Special Considerations and Recommended
Best Practices

In our experience, the best way to approach the topic of
contraception and menstrual management with TGD patients
is to first assess their goals and preferences (Table 2). In
terms of menstrual management, while many TGD individu-
als have increased dysphoria related to menses and strongly
desire menstrual suppression, some have no menstrual
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Table 2 Special considerations and best practices for transmasculine and gender diverse (TGD) individuals

Special considerations Best practices

Name and pronouns o Identify preferred name and pronouns

e Document preferred name and pronouns in EMR

General considerations

o Assess preferred terms for anatomy and menses

e Start by asking about prior contraceptive and menstrual management experiences, goals, preferences, and concerns

e Obtain medical, family, and social history and current medication use

e Screen for intimate partner violence and safety

e Identify financial concerns and ability to access medical care

Contraception

o Ask open-ended questions about current and possible future sexual partners and practices

e Inquire about current or future pregnancy desire

e Provide a visual aid about options to help guide discussion and decision making

Menstrual management

e Discuss alternative options if not satisfied with initial method choice
o Investigate whether menses cause or worsen gender dysphoria
o Identify desire for amenorrhea vs. improved vs. predictable menses

e Discuss comfort with breakthrough bleeding

e Obtain baseline menstrual history, including frequency, duration, flow, dysmenorrhea, mood changes, and other

associated symptoms

e Include bleeding patterns and amenorrhea rates in method counseling

o Address strategies for menstrual product and bathroom use

Specific concerns

Testosterone use

o Counsel that testosterone is not contraception

e Educate that all methods can be used in conjunction with gender-affirming testosterone

Estrogen concerns

e Understand that patients may desire avoidance of estrogen-containing medications

e Reassure that estrogen-containing methods do not typically cause “feminizing” effects

o Provide progestin-only or non-hormonal methods, if desired

Pelvic exams

e Practice trauma-informed care when conducting all pelvic exams

o If a pelvic exam is necessary for the selected method (i.e. IUD insertion), offer techniques to minimal physical and

psychological discomfort

o Offer pelvic procedures under sedation or anesthesia

distress and are thus not interested in menstrual manage-
ment. Others may require menstrual management for medi-
cal reasons, include irregular or heavy menstrual bleeding,
dysmenorrhea, or other menstrual symptoms. Although the
desire for amenorrhea is the goal for the majority of our
patients, some simply desire improvement in menstrual
bleeding and symptoms and prefer predictability to the pos-
sibility of unplanned breakthrough bleeding.

We created a handout similar to Table 1 that includes
advantages and disadvantages of different about contracep-
tion and menstrual management methods, which we use as
a visual tool for counseling patients. This likely improves
retention of information and is helpful in discussing alter-
native methods if patients are not happy with their initial
method choice. We have anecdotally found that method hor-
monal composition and route of administration are major
considerations for our patients. The majority of our patients
explicitly express a desire to avoid estrogen-containing med-
ications due to concern about side effects, interaction with
GAHT, or association of estrogen with femaleness. While
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some of these concerns can be allayed with counseling, this
desire for avoidance of estrogen for either method choice or
supplemental management should also be respected. Given
this, NETA is the most popular choice for our patients.
Although it has not been tested or approved for contracep-
tion, we do not limit its use to patients who do not require
contraception. We offer to individuals who are sexually
active after adequate counseling.

Some patients desire oral medications due to the abil-
ity to start and stop medication quickly, especially if they
experience any side effects. While many individuals like the
idea of an IUD because of its long-term effects, ease of use,
and minimal side effects, some have increase dysphoria with
the insertion process or just the idea of the device itself. If
pelvic exams are distressing to patients, limit them unless
medically necessary and assist in selecting a method that
does not require a pelvic exam for initiation. If an IUD is
chosen, special consideration should be given for techniques
to minimize both the physical and psychological discomfort
with the insertion procedure and the pelvic exam in general.
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We discuss the presence of a support person, use of music or
other distraction aids, prescription of a pre-procedure anxio-
lytic medication such as lorazepam 1 mg, use of a small
well-lubricated speculum, and placement of a paracervical
block. We also offer all our TGD patients IUD insertion
under sedation or anesthesia if desired.

Conclusion

A recent updated review on contraception in transgender,
non-binary, and gender expansive individuals highlights the
importance of patient-centered care and shared decision-
making models [55¢]. The authors make recommendations
on how providers can foster a trusting environment and
compassionately discuss and address both contraception and
menstrual management. This approach will help to engage
patients and support them in feeling heard.

Menstrual management is still an understudied area in the
treatment of TGD patients, though new research is emerging.
While this review highlights TGD-specific research where
it exists, much of the existing guidance is extrapolated from
research with cisgender populations. This review demon-
strates that most contraceptive and menstrual management
options are one and the same. Overall, the method that offers
the highest efficacy for contraception and a high amenorrhea
rate is the 52 mg LNG-IUD. High-dose POPs induce high
rates of amenorrhea, but they are not an approved form of
contraception. Breakthrough bleeding on any method can be
managed first with a course of NSAIDs before consideration
of the addition of hormonal treatment with either estrogen or
progestins. Special consideration for the provision of men-
strual management should be given for adolescents who may
not yet be able to initiate GAHT or for non-binary patients
who are not interested in GAHT [16e].

The best method for contraception and menstrual man-
agement is the one a patient feels most comfortable using.
In appreciating and appropriately managing the nuances
of menstruation and dysphoria in TGD individuals, clini-
cians will be able to focus on aligning their counseling
with patient goals. Whether that goal is simply to prevent
pregnancy or to achieve amenorrhea, these interventions
have the potential to significantly impact and engage a
historically vulnerable population in their own healthcare
and wellness.
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