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a b s t r a c t
Disparities exist in the area of reproductive health for lesbian, gay, bisexual (LGB), and transgender and gender nonconforming (TGNC)
adolescents compared with cisgender, heterosexual adolescents, particularly related to pregnancy and pregnancy risk factors. Review of
the literature indicates an estimated increased risk of adolescent pregnancy involvement between 2 and 10 times higher for LGB youth
compared with heterosexual youth. This might be explained by a broad spectrum of sexual health risks experienced, including an earlier
age of sexual debut, exposure to sexual abuse, and a higher number of sexual partners. TGNC youth face conflict with their gender identity
and potentially their sexual orientation. It is likely that their experience is similar to cisgender LGB adolescents as it pertains to repro-
ductive health considerations. TGNC adolescents additionally confront the added challenge of fertility preservation. Health care providers
play an important role in identifying and addressing these risk factors to improve the health of LGB and TGNC adolescents. Unfortunately,
whether implicit or explicit, bias among health care providers exists and affects patient care. We believe it is the responsibility of health
care providers to be informed about the increased needs of these patients and to provide appropriate risk-reducing management while
using inclusive and sensitive history-taking and language.
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Introduction

According to the World Health Organization (WHO),
sexual and reproductive health are integral aspects of
overall health, affecting physical, mental, and social well-
being. Reproductive health encompasses the normal and
abnormal reproductive systems, including their structure
and function, at all stages of life. This includes the ability to
have a safe and satisfying sexual life and to reproduce
without limitation if desired.1

Despite the continued effort of the WHO to improve,
protect, and promote the sexual and reproductive health of
all people, much work remains to be done in this area. This
is certainly true for the reproductive health of people who
identify as lesbian, gay, bisexual (LGB). Similarly, individuals
who are unsure about their sexual identity and those who
have same-sex sexual partners but do not identify as LGB
are at increased reproductive health risk. All of these in-
dividuals can be grouped together under the umbrella term,
“sexual minority” (refer to Table 1 for a quick reference of
terms and definitions).2 In addition to the many
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reproductive health obstacles that heterosexual individuals
encounter, they must also deal with sociocultural barriers
imposed on the basis of their sexual orientation.

Genderminority (transgender andgender nonconforming)
adolescents might experience reproductive health challenges
related to gender identity development and sociocultural
stigma. A high proportion of genderminority adolescents also
identify as sexual minorities.3,4 Irrespective of how they ulti-
mately sexually self-identify, gender minority young people
might be questioning their gender and sexual orientation,
resulting in a predisposition to reproductive health risks as
sexual minority adolescents. Gender minority adolescents
receiving or seeking gender-affirming medical treatments
including gonadotropin-releasing hormone agonist therapy
for puberty suppression, hormone therapy, and/or surgery
have unique reproductive health needs related to fertility
preservation and family-building.5

Reproductive health becomes relevant first in adoles-
cence when individuals generally begin to consider and
develop their sexual identity (composed of attraction,
behavior, and orientation). This stage of development is
particularly challenging for youth and adolescents who
identify as a sexual or gender minority. For some time, and
often in adolescent years, there is discordance among the
elements of sexual identity, which makes research in this
area complex. Perceived limits to one's reproductive po-
tential is a possible factor that affects an individual's
cent Gynecology. Published by Elsevier Inc.
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Table 1
Quick Reference of Terms and Definitions

Term Definition

Sexual minority Umbrella term to encompass people who identify as
LGB and individuals who are unsure about their
sexual identity and those who have same-sex
sexual partners but do not identify as LGB

Bisexual A person who has the capacity to form enduring
physical, romantic, and/or emotional attractions
to those of the same gender or to those of another
gender

Lesbian A woman whose enduring physical, romantic, and/
or emotional attraction is to other women

Gay Adjective used to describe people whose enduring
physical, romantic, and/or emotional attractions
are to people of the same gender (eg, gay man,
gay people)

Heterosexism System of attitudes, bias, and discrimination in
favor of opposite-sex sexuality and relationships,
including the presumption that other people are
heterosexual or that opposite-sex attractions and
relationships are the only norm and therefore
superior

Gender minority Umbrella term to encompass people who identify as
transgender and gender nonconforming

Transgender Umbrella term that describes people whose gender
identity or expression does not match the sex
they were assigned at birth

Cisgender Term used to describe people whose gender
identity matches the sex that they were assigned
at birth

Cisnormativity Assumption that all, or almost all, individuals are
cisgender

Gender nonconforming Term used to describe some people whose gender
expression is different from conventional
expectations of masculinity and femininity. Not
all gender nonconforming people identify as
transgender; nor are all transgender people
gender nonconforming

AFAB Acronym meaning “assigned female at birth”
Sexual debut Term used to represent one's first experience with

intercourse

LGB, lesbian; gay, bisexual.
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acceptance of their sexual or gender identity. In addition,
gender minority adolescents are faced with medical de-
cisions that can affect future reproductive capacity at a time
when they might be uncertain of parenthood desires.6

Sexual minority adolescents are known to experience sig-
nificant health disparity compared with their cisgender
(nontransgender) and/or heterosexual counterparts. Scien-
tific literature consistently reports that lesbian and bisexual
women are exposed to disparities in reproductive and
sexual health.7e9 Adolescent boys who identify as a sexual
minority are also known to face higher rates of sexual
health risks,7,10e13 but the literature on this is scarce, spe-
cifically with regard to pregnancy involvement. This is not
surprising because it is much easier for male individuals to
decline or ignore pregnancy involvement; it is also possible
that they might never learn of a pregnancy they were partly
responsible for conceiving. Understanding the reproductive
considerations of gender minority youth is more complex
and little has been done to specifically evaluate this patient
population, beyond fertility preservation.14e16 Although
this review will touch upon the reproductive health of in-
dividuals assigned male at birth, the discussion put forward
will focus more on the reproductive health of those
assigned female at birth (AFAB) who are a sexual and/or
gender minority, with a focus on pregnancy, pregnancy risk
factors, and fertility preservation.
Objective

In this review we aim to provide readers with a funda-
mental understanding of important reproductive health
concerns experienced by LGB, transgender, or gender non-
conforming adolescents in the areas of pregnancy, preg-
nancy prevention, family-building, and fertility
preservation. In this article we present an objective review
of the literature, followed by a discussion of the implica-
tions of the findings and how health care providers can
optimize the care of patients who identify as a sexual and/or
gender minority.
Pregnancy

Numerous school- or community-based studies have
shown higher teen pregnancy involvement in youth iden-
tifying as a sexual minority compared with their hetero-
sexual counterparts. Saewyc et al performed a secondary
analysis of data collected in the Canadian province-wide
British Columbia Adolescent Health Survey.12 Three co-
horts (1992, 1998, and 2003) yielded more than 70,000
grade 7-12 students. Among sexually active female stu-
dents, lesbian and bisexual youth had a higher age-adjusted
odds ratio (1.8-3.4) of having been pregnant compared with
heterosexual teens. Among the male students who ever had
sexual intercourse, gay and bisexual adolescents had higher
age-adjusted odds (3.53-7.49) of having participated in a
pregnancy than heterosexual male teens.12

The 2007 Toronto Teen Survey, which surveyed more
than 1200 youth at 90 youth-serving agencies, showed
similar increased risks. Greater than 1 in 4 (28%) youth
identifying as a sexual minority had been pregnant or were
involved in conceiving a pregnancy, whereas heterosexual
respondents reported 7% involvement.17,18

A nationwide New Zealand questionnaire administered
to 8002 youth in 2007 also showed a significant difference
in teen pregnancy involvement for sexual minority youth
compared with heterosexual youth: 22% of youth whowere
attracted to the same sex or both sexes had reported a
pregnancy compared with 9% of adolescents who were
exclusively attracted to the opposite sex.19

A large New York City (NYC)-based study of 4892 female
and 4811 male students over 3 cohorts (2005, 2007, 2009)
reported higher odds of pregnancy involvement in students
who identified as LGB orhadmale and female sexual partners
as opposed to those who reported a heterosexual identity or
only opposite-gender partner.20 Specifically, 22.6% of female
students who identified as a sexual minority and 20.1% of fe-
male students whose sexual partners were male and female
reported ever having been pregnant compared with 13.3% of
heterosexual female students and 13.7% of female students
who reported having had only male sexual partners. Among
male students, 28.6% of those who identified as a sexual mi-
nority and 37.7% of those who reported male and female
sexual partners disclosed conceiving a pregnancy compared
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with 10% of heterosexual male students and 9.9% of male
students with only female sexual partners.20

Less isknownaboutpregnancy involvement amonggender
minority adolescents. In a recent Canadian convenience
sample of 655 transgender youth, 5% reported pregnancy
involvement. Among 14- to 18-year-old youth, the frequency
(2%) was comparable with a population-based estimate (1%)
from the British Columbia Adolescent Health Survey.21

Pregnancy Risk Factors

The first published data on sexual and reproductive
health risks in the context of sexual orientation was from a
statewide youth survey in Minnesota, United States,
completed in the mid-1980s.11 In this study of 4159 grade 9-
12 students, LGB participants engaged disproportionately in
multiple risk behaviors, reporting an increased mean
number of risk behaviors (mean 5 6.81 � 4.49) compared
with the overall student population (mean 5 3.45 � 3.15).
These behaviors included the earlier debut of sexual activity
as well as a greater number of sexual partners in total and in
the 3-month period preceding the study. Subsequently,
multiple large-scale studies were done to add to the wealth
of information on this topic. Common and recurring find-
ings in these studies included disparities in the age of sexual
debut, sexual abuse, and the number of sexual partners in
youth who identified as a sexual minority compared with
their heterosexual counterparts.12,22

The US-based Youth Risk Behavior Surveillance System,
conducted by the Centers for Disease Control and Preven-
tion, has been a valuable source of information on the
topic.23 The national Youth Risk Behavior Survey (YRBS)
monitors 6 categories of priority health-related behaviors
among youth and young adults. One large study of 4 cohorts
(1995, 1997, 1999, 2001) of the Massachusetts YRBS re-
ported that adolescent girls who identify as lesbian or
bisexual were at the highest risk for early sexual debut
(before age 13), multiple lifetime or recent sexual partners,
pregnancy, diagnosis of sexually transmitted infections, and
being coerced into sexual contact.7 Lesbian and bisexual-
identifying adolescents had a rate of condom use similar
to heterosexual-identifying women, but those who were
“not sure” of their sexual identity reported lower rates of
condom use compared with all other groups.7 Similarly, an
analysis of 3 cohorts of data (2005, 2007, 2009) from the
NYC YRBS respondents also described an increased likeli-
hood of risky sexual behaviors in sexual minority youth.20

Compared with non-sexual minority female youth, those
who either identified as a sexual minority or had partners of
both genders were more likely to disclose having been
physically forced to have sexual intercourse and being
younger at first sexual intercourse. The same was true in a
comparison of sexual minority male or male youth who
have male and female sexual partners with non-sexual
minority male students; in addition to these aforemen-
tioned behaviors, they also reported more lifetime sexual
partners.20 To demonstrate persistence of these concerns,
the 2013 Youth Risk Behavior Surveillance System data
showed that nearly one-quarter of surveyed cisgender fe-
male youth in NYC public high schools with female sexual
partners were more vulnerable to increased sexual and
health risk-taking behaviors.24 Across the United States, the
prevalence of sexual behaviors related to unintended
pregnancy was shown to be generally higher among LGB
students than among heterosexual students. In a compari-
son of students without sexual orientation labels, those
who had sexual contact with only the same sex or with both
sexes compared with students who had sexual contact with
only the opposite sex also had generally higher prevalence
rates of risky behavior.23

Another source of information is the US National Survey
of Family Growth, from which Tornello et al analyzed data
from 2664 female respondents aged 15-20 years between
2006 and 2010.22 This study highlighted that bisexual and
lesbian young women reported having more male and fe-
male sexual partners than heterosexual participants.
Furthermore, they were more likely to report having been
forced to have sex by a male partner. Bisexual participants
reported the earliest sexual debut, highest numbers of male
partners, the greatest use of emergency contraception, and
highest frequency of pregnancy termination comparedwith
heterosexual and lesbian women. Heterosexual and sexual
minority youth showed similar rates of use of other forms of
contraception (regular birth control pills, condoms).22

These concepts were further supported in a study of LGB
young women aged 16-24 years in Chicago, United States in
2004-2005. One hundred thirty-seven self-identified
lesbian and bisexual women completed a 90-minute survey
including questions on sexual risk behaviors. In this study,
20% reported having been pregnant and 42% reported
having 3 or more partners in the year preceding survey
completion. Of those who had reported vaginal intercourse,
one-half did so without barrier protection. A large per-
centage (88%) reported having intercourse while intoxi-
cated and 30% of women described a history of forced sex.25

Last, data from the US-based longitudinal Growing Up
Today Study were analyzed for 7120 AFAB respondents from
1996 to 2010, who reported their sexual orientation and in-
formation on teen pregnancy risk factors. The study reported
that childhood maltreatment and bullying, which might, in
part, result from sexual orientation-related discrimination,
were partially responsible for increased teen pregnancy risk
among sexual minorities compared with the heterosexual
cohort.26 In addition, among all sexual minorities, those who
first identified as a sexual minority (ie, younger in age)
experienced an increased risk for teen pregnancy.

Fertility Preservation and Family Planning

Still a relatively novel concept, fertility preservation in
gender minority youth and adolescents is relevant to prac-
ticing obstetrician-gynecologists, fertility specialists, and
primary care providers.27 Consideration of the use of gener-
ally reversible gender-affirming hormones28 and irreversible
surgical procedures (orchidectomy or a hysterectomy and
oophorectomy) on reproductive capabilities is complex but
must become a routine component of care. In fact, theWorld
Professional Association for Transgender Health included a
new chapter on fertility in their most recent Standards of
Care.29 A survey of adult transgender men (AFAB) showed
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that more than one-third of participants would have
considered freezing their germ cells if the technology was
available at the timeof transition.30 Chen et al showed that 13
(7 transgendermale and6 transgender female adolescents) of
105 adolescents seen in a pediatric gender clinic between
2013 and 2016 underwent formal consultation for fertility
preservation, with 4 who completed sperm cryopreservation
and1whocompletingoocyte cryopreservation.31Nahata et al
similarly showed a low rate of fertility preservation utiliza-
tion; although72of 73 transgender adolescents at aUS-based
large pediatric academic center were counseled about infer-
tility risk due to hormone treatment, only 2 attempted
fertility preservation.14

An online survey of 156 gender minority American ad-
olescents (83.3% AFAB) showed that 70.5% were interested
in adoption and 35.9% in biological parenthood, with
gender nonconforming respondents more interested in
biological parenthood than transgender respondents.16

When asked about discussions on fertility with their
health care providers, only one-fifth of respondents recalled
discussions on fertility in general and even less (13.5%)
discussed the effect of hormones on fertility.

Another survey on the topic, entitled Transgender Youth
Fertility Attitudes Questionnaire, by Strang et al, has
recently been piloted. Because of the nature of pediatric
care often requiring the input of parents or guardians, this
survey included assessment of transgender youth and their
parents. The results showed similar attitudes among youth
and their parents on fertility and fertility preservation.
Twenty-four percent of youth were interested in biological
parenting, but many were unsure or wondered whether
their attitude on the topic might change with age.32

Conversely, another survey of gender minority youth and
their cisgender parents identified differing opinions about
future childbearing, with some youth feeling pressured by
their parents to have their own biological children.33
Discussion

Overall, the previously mentioned studies show an
increased risk of pregnancy involvement among sexual
minority youth compared with heterosexual youth. Limited
data indicate that gender minority youth also face preg-
nancy risks, but not necessarily at an elevated rate
compared with cisgender youth. They also highlight
increased teen pregnancy risk factors for sexual minorities.
The various groups studied were evaluated in a diverse
array of settings and over a number of different time pe-
riods. This can be considered a weakness as well as a
strength of the review. The question of whether these re-
sults are generalizable to LGB youth today is reasonable.
That said, these studies span almost 3 decades and there
was remarkable reproducibility from the earliest to the
most recent publications. This suggests that despite ad-
vancements in societal beliefs and government protections,
sexual minorities still experience disparity in their repro-
ductive and sexual health compared with the general
population. Specifically, this review aggregated the litera-
ture and showed an estimated increased risk of teen
pregnancy involvement between 2 and 10 times higher for
sexual minority youth compared with heterosexual youth.

On the basis of the elevated risk of teen pregnancy in
sexual minority youth, it is clear that many women who
identify as bisexual and lesbian have been or have the po-
tential to become involved with men sexually. Specific to
lesbian women of all ages, one study showed that 5.7% of
respondents had a male sexual partner in the year preced-
ing survey completion.34 The likelihood of having a male
partner in the preceding year was much higher in those
younger than 25 years old. In addition, 77.3% of these
women reported one or more male sexual partners in their
lifetime. These findings are similar tomore recent data from
Seattle, United States, and Stockholm, Sweden, which
showed that 80% and 82.3% of the women had at least 1
lifetime male sexual partner, respectively.35,36 As such,
health care providers, particularly those who manage ado-
lescents, need to be aware that women who identify as
lesbian might require and should receive advice about
pregnancy prevention and contraception.

Gender minority adolescents are a distinct population
because theymightormight not identify as sexualminorities.
Nevertheless, gender minority young people often question
their sexual orientation, because their identities can chal-
lenge the intelligibility of traditional sexual orientation cat-
egories, and because sexual attractions sometimes shift with
gender transition.37,38 However, research on their reproduc-
tive health and pregnancy-related risk is in its infancy.
Considering the diversity of sexuality among genderminority
adolescents, itwouldbe beneficial forhealth careproviders to
maintain an open attitude and comprehensive approach
when discussing their reproductive health needs, as one
would with sexual minority youth. Additionally, providers
should take care to use inclusive language, drawing on
existing recommendations for communication with gender
minority patients.39 One unique reproductive health impli-
cation for genderminority individuals is fertility preservation
and family planning. Even in this realm, research is minimal,
but there is enough to suggest that some gender minority
adolescents desire biologically-related children.16,30 As such,
it is crucial that we improve our counseling of patients
regarding fertility before initiating gender-affirming medi-
cations or performing gender-affirming surgeries (ie, hyster-
ectomy, oophorectomy, orchidectomy).16 Specifically, there is
concern that in those who concurrently use gonadotropin-
releasing hormone agonists for pubertal suppression and
gender-affirming medications, germ cells might never fully
mature.40 It is also important to understandwhy there is such
a discrepancy between the proportion of gender minority
adolescents who indicate interest in parenting and the pro-
portion currently proceeding with fertility preservation. For
some patients, the requisite delays or breaks in hormone
therapy to achieve gamete maturation and preservation
might be unacceptable. However, we must also consider
whether there are obstacles that could be easily addressed to
make this type of care more accessible.

In the current era of striving for cultural competency,
health care providers are hopefully actively attempting to
avoid heterosexist and cisnormative41 assumptions and
having open and nonjudgemental conversations with
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patients. Although this might be true to an extent, there are
still significant barriers to accessing safe and inclusive care
for patients in this population. In a large Australian study of
primary care providers, more than 50% of participants
explicitly reported discomfort in caring for sexual minority
patients, which translated to constraints in taking a sexual
history and counseling on behaviors.42 Furthermore, in
2015, Sabin et al published a large study on attitudes of
health care providers in the United States, in which implicit
preference for heterosexual patients was pervasive.43

Whether implicit or explicit, bias among health care pro-
viders exists and affects patient care and experience.

Although the bias that exists among health care pro-
viders generally takes the form of heterosexism (the
assumption that everyone is heterosexual and/or has only
opposite gender sexual partners) and cisnormativity (the
assumption that everyone is cisgender), it is also possible
that a health care provider might fail to question a patient
who identifies as lesbian about male sexual partners. This
might be secondary to unawareness that individuals who
identify as a sexual minority might still have different-
gender sexual partners, or alternatively fear of being
considered heterosexist. The other important consideration
for health care providers is that there might be a difference
between a patient's romantic or sexual orientation or
identity (eg, heterosexual versus LGB) and their sexual
practices. Goodenow et al showed that 82% of female par-
ticipants who had only female sexual partners still self-
identified as heterosexual.7 In general, we recommend
that a health care provider approach all patients with a
nonjudgemental attitude about sexual and gender identity,
avoid assumptions, and focus more on patients' partners
and behaviors. Understanding how one identifies is essen-
tial to their health as a whole, but it does not necessarily
dictate their health risks. One key strategy to achieve this
approach is to explain to all patients, before asking ques-
tions about sexual partners and practices, that consistently
same broad and nonassuming questions are asked.

Conclusion

Sexual minority adolescents have increased sexual and
reproductive health risks compared with heterosexual ado-
lescents. Transgender andgender nonconforming adolescents
are also likely exposed to elevated risks regardless of their
sexual identity. Overall, this population faces sociocultural
stigma aswell as provider-based barriers to safe and inclusive
health care. Thus, it is the responsibility of health care pro-
viders to be informed about the increased risks and specific
needs of these patients and to provide appropriate risk-
reducing management, while using inclusive and sensitive
history-taking and language. Despite the issues this popula-
tion experiences, it must be noted that many individuals do
maintain satisfying and healthy sexual lives, driven by their
hope and resiliency to overcome obstacles. It is optimistic that
there is ongoing research on this constantly evolving topic,
working to contribute to the body of knowledge informing
competent care. Ultimately, this will allow accomplishing the
WHO goal of everyone having a safe and satisfying sexual life
and to reproduce without limitation if desired.1
Box 1. Summary Statements

� There is an increased likelihood of being involved in teen
pregnancy and exposure to pregnancy risk factors among
sexual minority youth compared with heterosexual
youth.

� Transgender and gender nonconforming youth might
experience a similar increased likelihood of being
involved in teen pregnancy and exposure to pregnancy
risk factors compared with cisgender youth.

� Transgender and gender nonconforming youth should be
offered counseling on fertility preservation.

� Health care providers are responsible for understanding
these risks and special needs and making a conscious
effort to optimize the health of this vulnerable
population.
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