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Condensation: Transgender, nonbinary, and gender-expansive peapke abortions, and have

recommendations that can be used to adapt abadiento better serve these marginalized

populations.

Short title: Abortion experiences and preferences of transgeartenonbinary people

AJOG at a Glance:

A. Why was the study conducted?

To fill gaps in the evidence base on abortion epees of transgender, nonbinary,

and gender-expansive (TGE) people.

B. What are the key findings?

TGE people have abortions, and many prefer medicatbortion to surgical abortion
because medication is viewed as less invasiversoffieater privacy, and does not
require anesthesia.

Abortion providers can improve care for TGE pedpjeadopting gender-neutral

intake forms and inclusive language.

C. What does this study add to what is already known?

As compared to cisgender women, TGE people mayifmmdifferent factors in
determining abortion method preference.
With relatively simple changes to intake forms ataff and clinician language,

providers can improve the accessibility and qualftgbortion care for TGE people.
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Structured Abstract

Background: Transgender, nonbinary, and gender-expansive (p8&ple who were assigned
female or intersex at birth experience pregnhancyreve abortions. No data have been
published on individual abortion experiences ofgnences of this understudied population.
Objective(s): To fill existing evidence gaps on the abortion eigreces and preferences of TGE
people in the United States to inform policies prattices to improve access to and quality of
abortion care for this population.

Study Design: In 2019, we recruited TGE people assigned femaletersex at birth and aged
18 years and older from across the United Statpafiicipate in an online survey about sexual
and reproductive health recruited through The PREDEIy and online postings. We
descriptively analyzed closed- and open-ended gueaponses related to pregnancy history,
abortion experiences, preferences for abortion atktrecommendations to improve abortion
care for TGE people, and respondent sociodemograplairacteristics.

Results: The majority of the 1,694 respondents were less Biayears of age. Respondents
represented multiple gender identities and sextihtations and resided across all four United
States Census Regions. Overall, 210 (12%) resptsitiad ever been pregnant; these 210
reported 421 total pregnancies, of which 92 (22&6lee in abortion. For respondents’ most
recent abortion, 41 (61%) were surgical, 23 (34%jenmedication, and 3 (4.5%) used another
method (primarily herbal). Most recent abortionskiplace at or before nine weeks gestation
(n=41, 61%). If they were to need an abortion todegpondents preferred medication abortion
to surgical abortion three to one (n=703 versusli¥F2but 514 (30%) respondents did not know
which method they would prefer. Reasons for medinabortion preference among the 703

respondents included a belief that it is the leastsive method (n=553, 79%) and the most



86 private method (n=388, 55%). To improve acces$ybéind quality of abortion care for TGE

87 patients, respondents most frequently recommeridgdabortion clinics adopt gender-neutral or
88 gender-affirming intake forms, that providers atligender-neutral language, and that greater
89 privacy be incorporated into the clinic.

90 Conclusion(s): These data contribute significantly to the evidelmagse on individual

91 experiences of and preferences for abortion caré®&E people. Findings can be used to adapt
92 abortion care to better include and affirm the eigrees of this underserved population.

93

94 Keywords/phrases: abortion, abortion method preference, induced abgrintersex,

95 medication abortion, sexual and gender minorigasgical abortion, transgender persons

96
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102 Introduction

103 Transgender, nonbinary, and gender-expansive (P8&)le experience pregnancy and
104 need abortion§? Transgendeis an umbrella term that describes a person whesder identity
105 (e.g.,man, nonbinary, woman) differs from the sex theyengssigned at birth.¢., female,

106 intersex, male) which is typically based on exteg®mitalia.Cisgenderescribes a person

107 whose gender identity aligns with the sex they vemsigned at birttiNonbinaryandgender-

108 expansivare also umbrella terms that describe gender tilthat are not limited to man or
109 woman — they could be a combination of both orhegitTransgender people are thought to
110 make up at least 0.6% of the total United Statgmufation or 1.4 million peoplé&This

111 proportion may be higher among younger people,aasibewhen including nonbinary and

112 gender-expansive identities: a recent study fohati2% of 18-34-year-olds identified as

113 transgender, 8% identified as agender, bigendedegéluid or genderqueer, and another 2%
114 identified as unsure or questionihin short, 12% of those in this age group iderdifies

115 transgender or gender non-conformirgopulation level data do not exist on the numb&GE
116 people in the United States capable of pregnanog.riajority of TGE individuals assigned
117 female sex at birth do not have surgeries to rentlo®ie internal reproductive organse(,

118 uterus, ovaries, and fallopian tub&3)and some report having sperm-producing sexual

119 partners’®? As a result, a substantial proportion of TGE iidiixals assigned female sex at birth
120 may need pregnancy and/or abortion care during likes. Similarly, people with intersex

121 conditions or differences in sex development (DSR@)heterogeneous group that may or may
122  not also be TGE identified — may also need pregnand/or abortion care during their lives:*
123 Although current studies estimate that one quarftetl (presumably cisgender) women will

124  have an abortion in the United Statésp corresponding population-level data exist @n th
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abortion rate among TGE people who can get pregiiaetbest approximation, from all known
abortion-providing facilities in the United Statestimated that there were between 462 and 530
transgender and nonbinary abortion patients naiaaw 2017. This incidence estimate,
however, is likely an underestimate as not all ptess collected data on the patients’ gender
identities and/or sex assigned at birth — necegsadentify TGE peoplé?

Several studies have published data on abortiopsrnced by TGE people in the United
States:*'° A survey of 450 transgender and gender non-confayadults who were assigned
female sex at birth found that 28 (6%) reportedigat least one unplanned pregnancy, and of
these, 10 (32%) ended in abortiGrin a mixed-methods study of 197 masculine ideedifi
people who were assigned female sex at birth, 8% Jarticipants reported 60 lifetime
pregnancies, of which 7 (12%) ended in abortfowle are not aware of any studies that describe
the abortion types that TGE patients have hadgdiséational ages at which abortion care was
accessed, or preferences for abortion care.

There are well-established barriers to generatiheake for TGE people, including
discrimination based on gender identity in cliniagited provider knowledge, refusal of care
provision, lower rates of insurance coverage thangeneral United States population, and more
frequent discrepancies between gender presenidgatity and sex/gender indicated on
administrative documents compared to cisgender wdfifé These barriers result in delays,
denials, and extra charges for c&-?**These same barriers likely hinder access to aorti
care?*?°To begin addressing these barriers to care, fdiorda epidemiological data on
abortion — a major pregnancy and reproductive healtcomé® — among TGE individuals are
needed to inform the adaptation of abortion cat&keholders — including researchers, health

care providers, and community members — have ctiletthese data’*"**To address this gap,
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we conducted a national survey to measure exp@&seanith, preferences for, and
recommendations toward improve abortion care ani@ig people who were assigned female

or intersex at birth in the United States.

Materialsand M ethods
Study population and recruitment

From May to September 2019, we fielded an onlirentjtative survey about the sexual
and reproductive health experiences, needs, aferenees of TGE individuals who were
assigned female or intersex at birth in the Un8ates. Participants were recruited from two
populations: (1) the general public, and (2) Thpuwation Research in Identities and Disparities
for Equality (PRIDE) Study, an online national grestive cohort study of sexual and gender
minority adults. The PRIDE Study, community engagetmesearch approach, demographics,
and research platform have been described elsexitiéré&ligibility criteria for both
populations included being at least 18 years of bgmg of TGE experience, having been
female or intersex assigned at birth, residen¢kerlnited States, and an ability to read and
understand English. Participants from the genearhlip were recruited through study
advertisements posted to social media, sharedowiarinity email lists, and distributed at in-
person community events and SRH conferences. Stdgrtisements provided a website where
interested participants could be screened forlelityi, and then directed to the online informed
consent process and survey. Participants from RIBP Study were recruited through the
display of a new sexual and reproductive healthiesuin their online participant dashboard,
from which they could click through to be screefmdeligibility, and proceed to the survey if

eligible. In addition to TGE respondents, cisgersisual minority women within The PRIDE
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Study were also eligible to complete the surveyjata from cisgender sexual minority women
are underrepresented in sexual and reproductivéhireaearch as well. However, for the
purposes of this analysis, we present only refudts TGE respondents assigned female or

intersex at birth.

Survey Instrument

We administered a questionnaire using Qualtricsa(i@os, Provo, UT) that featured
customizable words to enhance comfort and minirgereder dysphoria experienced by
respondent?® Relevant survey domains for this analysis inclugiegynancy history, abortion
history and preferences, and sociodemographic cteaistics, including gender identity, sex
assigned at birth, sexual orientation, and raceietly. We developed and tested survey
guestions with an independent Community Advisorgmecomprised of TGE individuals as
well as the Research and Participant Advisory Cdters of The PRIDE Study; the survey
design and format have been described in deta@ivtisre® All survey questions allowed for a
“Prefer not to say” or “I don’t know” response apiito ensure completeness of responses. To
prevent multiple responses from any participantsewabled the “Prevent Ballot Box Stuffing”
feature and reviewed participant IP addressescdlifeas data were subsequently deleted.
Participants who completed the survey were entietech randomized drawing to win a $50

electronic gift card ($6,700 in gift cards weretdisited in total).

Study Measures
Key variables included experiences with aborti@epmmendations for improving

abortion care, measures of abortion method predereand respondent sociodemographic
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characteristics. To evaluate experiences of aburtiee survey included a pregnancy history
module that prompted respondents to enter eacimaney they had experienced. For each
pregnancy, participants were asked whether theg tging to get pregnant and to indicate how
each pregnancy had ended. For respondents thated@oprior abortion, survey questions
assessed how many abortions and the types of ahettiat they had experienced. For a
respondent’s most recent abortion, additional suqeeestions inquired about the abortion type
and gestational age at which the abortion tookeplAcong those who reported a prior abortion,
respondents had the opportunity to indicate recomaia@ons for improving abortion care from a
list of ten options, including the option to writea recommendation. To measure abortion
method preference, all respondents were askeglotiineeded an abortion now, what type of

"

abortion would you prefer?” The response choiceliged “medication abortion”, “surgical
abortion”, “not listed” (with an option to write-ia method), or “I don’t know”. The survey then
prompted respondents to answer the question: “\Atteathe main reasons that this is your
preferred method of abortion?” Respondents cod&tsap to three options from a multiple-
choice list of reasons related to method privaogt,caccessibility, pain, familiarity, and more,
including a write-in response. The full text of thervey has been published elsewt&re.
Specific sociodemographic characteristics incluagel at the time of survey initiation, gender
identity, sex assigned at birth, intersex idensgxual orientation, race/ethnicity, education
level, health insurance coverage, and region afieese. For gender identity, sexual orientation,
and race/ethnicity, respondents could select aibop that applied, or write-in their own option.

Region of residence is defined in accordance wighinited States Census Bureau’s four

regions®
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Analysis

We analyzed respondent answers to closed-endedysguestions using Stata 15.1
(StataCorp, College Station, TX). We calculatedjdiencies and percentages for all study
measures defined above for the full study samplapwng those who reported an abortion, as
appropriate. We catalogued open-ended survey respon Microsoft Excel to group similar

write-in responses, and to tabulate frequenciessaayroups.

Ethical review

We obtained ethical review and approval for thiglgtfrom the Institutional Review
Boards of Stanford University and the UniversityQalifornia, San Francisco. Review and
approval of this study was also provided by The[PRS&tudy Research Advisory Committee
and The PRIDE Study Participant Advisory Commiti@edestudy.org). All participants

provided informed consent prior to beginning the/ey.

Results
Characteristics of the study population

Overall, 5,005 people initiated the survey: 7@ the general population (an unknown
proportion of the total number exposed to studgnmiation), and 4,207 from The PRIDE Study
(35.3% of PRIDE patrticipants likely eligible duergporting female sex assignment at birth, or
with missing data for assigned sex at birth). Bpanse to a question on sex assigned at birth in
this current survey, 2,704 of these 4,207 PRIDHE@pants reported having been female sex
assigned at birth, 1,400 reported male, eight egybrted neither or preferring not to say, and 87

did not respond to the question. Approximately lo&lthe PRIDE participants who responded to

10
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this survey and reported having been female segrassat birth (50.8%) identified as cisgender
sexual minority women, and thus, their resultsrarepresented here. Among all respondents to
the survey, 1,694 expressed a gender identityalfgated with the larger umbrella of TGE and
were female or intersex assigned at birth. The nitgjof these participants (n=1,281, 76%) were
recruited through The PRIDE Study, and the reshftioe general public (n=413, 24%). Details
of study screening and recruitment are reportesivdiere®

Among the 1,694 participants, most were youngan Btayears (median=27; Table 1).
The most common gender identity was nonbinary (5i8tpwed by transgender man (39%),
and genderqueer (39%); 61% of respondents reported than one gender identity. Most (99%)
respondents reported having been female sex adgsagrgrth, with 4% identifying as intersex.
Respondents reported a range of sexual orientatmoost frequently queer (68%), followed by
bisexual (34%) and pansexual (25%). Respondents prenarily white (87%), well-educated,

and most (89%) had health insurance coverage.

Abortion experiences

For the 421 lifetime pregnancies reported acrd€s(22%) respondents, 233 (55%) were
retrospectively reported as unintended. Of the§ee®&r-pregnant respondents, 67 (32%)
reported at least one pregnancy ending in aboriibase 67 respondents reported a total of 92
abortions. Fifty-two respondents reported a siagpertion, nine reported two abortions, and six
reported three or more (Table 2). For respondentst recent abortion, 41 (61%) were surgical,
23 (34%) were medication, and 3 (4.5%) were anatiethod (primarily herbal). Nearly two
thirds of respondents’ most recent abortions tdakepat or before nine weeks gestation (n=41,

61%) (Table 2).

11
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Respondent’s recommendations to improve abortioa ca

The 67 respondents who reported a pregnancy endadgprtion offered gender-related
recommendations to improve the abortion care egpee as a TGE person. Specifically,
respondents most frequently recommended that sladopt gender-neutral intake forms that are
gender and sexual orientation affirming, and tief sitilize gender-neutral language (Table 3).
Other respondent recommendations related to spédéas for increasing the availability of
affirming abortion care, as well as increasinggrdtprivacy within and outside of abortion

facilities.

Abortion method preference

When asked about abortion method preference, &jndents (42%) preferred
medication abortion over surgical (n=217, 13%)mualisted method (n=28, 2%) (Figure 1),
while 514 respondents (30%) did not know what typabortion they would prefer. Among the
28 respondents who wrote-in an unlisted methodndiZated that they would never get an
abortion because of opposition to abortion or iligtio get pregnant; five indicated that they
would base the decision on the provider’'s recomragod; two stated that either method was
fine; and two indicated a preference for an henlieihod. While medication abortion was the
most preferred method among both those who hadiexyged an abortion and those who had
not (45% versus 41% respectively), a higher propof respondents who had experienced
abortion reported a preference for surgical abortimn among respondents who had not
experienced abortion (28% versus 12%); while a fqweportion of those who had experienced

abortion did not know what type they would prefE8%o versus 31%). Among the 67 most

12
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recent abortions, 89% of people who preferred satgibortion had obtained a surgical abortion,
while only 50% of those who preferred medicatiooréibn had obtained a medication abortion.

Overall, the most common reasons given for prefgrmedication abortion included
“This method is the least invasive” (n=553, 79%)his method feels the most private” (=388,
55%); and “This method does not require anesth¢a=231, 33%) (Table 4). Thirty-one
respondents wrote-in a reason for preferring méidicabortion, which included a desire to
avoid interactions with medical providers whereytheuld be misgendered or traumatized (n=9,
1.3%), and the ability to manage the abortion thedwes in the privacy of their own homes
without having to face protestors (n=6, 0.8%).

Among the 217 respondents who indicated a preferarcsurgical abortion, the most
common reasons included “I feel most comfortabliathe type and number of medical staff
present for this option” (n=105, 48%); “This metheduld take the least amount of time (is
fastest)” (n=88, 41%); and “The method is the Igashful” (n=40, 18%) (Table 4). Write-in
responses from 38 participants who preferred sakgigortion included an aversion to the
hormones contained in medication abortion (n=10), 22greater certainty that the abortion
would be a success (n=7, 3%), a desire to avoisipgthe pregnancy at home (n=7, 3%), and a

sense that surgical would be less traumatizing thedication abortion (n=6, 3%).

Comment

These results demonstrate that TGE people assfgnede or intersex at birth in the
United States have medication, surgical, and hetbailtions. Respondents reported nearly one
in five abortions occurring past the gestatiomaits for medication abortion (10 week$),

which may account for the higher number of surgatadrtions reported as compared to

13
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332

medication abortions, despite a three to one peater for medication abortion. Notably, nearly
one third of respondents did not know what typalmrtion they would prefer if they were to
need one today. To improve abortion care for TGtepts, respondents recommended that
abortion providers incorporate affirming intakerfar into clinics and that staff and clinicians use

gender-inclusive language.

Strengths and Limitations

The primary limitation of this study is the lackrepresentativeness of the study
population. Because no known sampling frame ekisteecruiting TGE people assigned female
or intersex at birth, we relied on convenience dargpThe extent to which these findings are
generalizable to all TGE people assigned femaletersex at birth is unknown. Additionally,
although 381 (22%) respondents indicated a raeghmicity other than “white”, some racial and
ethnic groups had low representation, and moreifepstudies focused on the experiences of
TGE people of color and the intersection of varisasiodemographic characteristics is
warranted. Lower numbers of participants from npldtiracial groups precluded our ability to
assess if and how these abortion experiences afer@nces represent a diversity of experiences
— particularly when disparities in abortion carersj racial lines are well establish&d.

These limitations are balanced by strengths. iBhise first quantitative study to report
on abortion experiences and preferences of TGElp@&ophe United States. Further, the large
number of respondents, several orders of magnlarder than prior sexual and reproductive
health studies among this populati8i®***°provides more descriptive information than
previously available. The study was performed aoamunity-dwelling sample rather than a

clinical sample. The survey instrument, as wellesuitment efforts, were co-created by our

14
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interdisciplinary research team in close collabdoratwvith a Community Advisory Teain
community engagement was essential to reachingnegnts and to ensuring that the survey

centered the experiences of the target populations.

Clinical Implications

The implications of these findings are that peaplearious gender identities and
experiences have abortions, and thus abortion geovimust ensure that systems serve the
abortion needs of people with varying gender idestiand experiences. Revising clinic intake
forms to assess capacity and desires for pregniarecgender-neutral way, as well as
systematically incorporating similar questions intmversations between providers and patients,
may help to identify patients capable of pregnaay prompt pregnancy options
counselindg'**?Several studies evaluating clinician knowledge esmifort with care provision
for TGE populations found self-identified gaps ioyider knowledge about TGE health cate,
as well as a lack of confidence, sense of prepassjror experience with providing care to these

populations"*

“*®Therefore, clinicians should seek out traininchom to provide gender-
affirming sexual and reproductive healthcare folET@atients to improve the appropriateness
and quality of care. Perhaps relatedly, many redgots in this study did not know which
abortion type they preferred, suggesting that @lams and counselors should incorporate more
information about abortion options in conversatiwith TGE patients, including advocating for
and distributing abortion education materials #ratinclusive of many genders, not only
cisgender woment

Clinicians should also consider that reasons fefgoring one method of abortion over

another may differ for TGE patients as compareciggender women patients. Prior studies of

15



356

357

358

359

360

361

362

363

364

365

366

367

368

369

370

371

372

373

374

375

376

377

378

abortion method preference among (presumably) sdgrewomen, although most published
following the introduction of medication abortiomthe United States, found that women'’s
preferences for abortion were motivated primariyfdars of bleeding, complications, or
anesthesia, as well as beliefs about which mettasdmore “natural”, and the time involved for
either method! While TGE respondents shared some reasons cemtsigith those reported by
cisgender women previously, the importance of gyvand minimizing the invasiveness of the
experience emerged more strongly among those wéferped medication abortion -
considerations central to TGE patients, a commuatymonly subjected to unnecessary
medical questioning, exams, or even assault opafteof providers® That medication abortion
does not require a physical procedure, can beeaffeia telemedicine, and can be completed
privately, at home or other preferred setting, mdg to the appeal as an abortion method of
choice for TGE people. Further, recent shifts m lthnited States toward “no-test” medication
abortion protocols in response to the novel coronss disease 2019 (COVID-19) reduce or
remove the requirement for in-person clinic visitsl physical exant$,experiences known to be

dysphoria-inducing for some TGE patiefits.

Research Implications

Despite a strong preference for medication abortiwore than twice as many
respondents had accessed surgical abortion as cednjgamedication abortion. These data
highlight a gap betweepreferredabortion method anobtainedabortion method — a gap that
future research should explore. Further, while mespondents obtained an abortion prior to ten
weeks gestation, one in five obtained an abortonieeks or later. Future research should

explore barriers and facilitators to abortion ogeeerally as well as potential delays throughout
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380

381

382

383

384

385

386

387

388

389

390

391

the process of obtaining an abortion. Finally, hasrtion care research in the United States
focuses almost exclusively on the experiencessgferider women, despite these and other
recent finding&that demonstrate that TGE people want, seek, htainoabortions. These results
emphasize the need for greater awareness andiggnsitthe inclusion of TGE people in
research on abortion preferences and experiendethare is growing operational guidance

towards these ainis:>

Conclusions

These data provide much needed insight into thetiabcexperiences and preferences of
transgender, nonbinary, and gender-expansive peapleopulation that has been excluded from
or marginalized in most research on abortion. Thieskngs offer insight into how abortion
care, an essential component of comprehensivedegtive health care, can be improved to be

inclusive of their needs and preferences.
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Table 1. Respondent sociodemographic characteristics, overall and by abortion history
among an online sample of transgender, non-binary, and gender-expansive individuals

assigned female or intersex at birth in the United States (n=1,694)

All Respondents

Respondentswho
reported an abortion

Sample Characteristics (n=1,694) (n=67)
n % n %
Median agein years, IQR 27 23-33 33 27-41
Age categories
18-19y 15C 9 2 3
20-24y 46¢ 28 7 1C
25-29y 447 26 15 22
30-34y 284 17 12 18
35-39y 14¢ 9 12 18
4C-44y 88 5 7 10
45-49y 38 2 3 5
50-54y 31 2 3 5
55-59y 20 1 3 5
60-78y 18 1 3 5
Missing 0 0 0 0
Gender identities*
Agende 22¢ 13 16 24
Cisgender me 1 0 0 0
Cisgender womg 0 0 4 6
Genderquet 65E 39 34 51
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Man

Nonbinar

Transgender mq
Transgender womi
Two-spirit

Womar

Additional gender identi
Multiple gender identitie
Prefer not to s¢

Missinc

Sex assigned at birth
Femali

Interse;

Not listec

Missinc

I dentifiesasintersex
Yes
Prefer not to s¢

Missing

Sexual orientation*
Asexua

Bisexua

29¢

86¢&

168¢

68

21

17

51

39

12

12

61

99

01

05

42

26

67

63

3¢

1C

63

10C

36

22



Gay

Lesbiar

Pansexu

Quee

Questionini

Samegender lovini
Straight/heterosext
Another sexugorientatior
Multiple sexual orientatior

Missinc

Race/ethnicity*

American Indian or Alaska Nati
Asian, Centre

Asian, Eas

Asian, Sout

Asian, Souteas

Black or AfricanAmericar
Hispanic or Latix

Middle Eastern or North Africe
Native Hawaiian or Pacific Islanc
White

Unknowr

Another rac

Multiple racial/ethnic identitie

34¢&

21€

41€

115(C

68

111

61

101(¢

21

42

41

18

25

67

101

24

1472

12

21

13

25

68

60

12

16

28

5C

44

13

24

43

75

66

19
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527

528

529
530

None ofthes:

Missinc

Education level

High schoc degret or les:

Some college, trade or tech sct
College degre

Grad or professional degi

Missinc

Health insurance coverage

US Census Region
Midwesi

Northeas

Soutt

Wes

Missinc

Ever pregnant

Isa parent

7S

141

41C

644

41C

8¢

151z

304

411

32¢

46€

18t

21C

20C

24

38

24

89

18

24

19

28

11

12

12

18

18

23

62

13

14

11

22

67

2C

27

27

34

93

18

21

16

33

1C

10C

3C

* Participants could select more than one response
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531 Table2. Abortion experiencesreported among an online sample of transgender, non-
532 binary, and gender-expansive individuals assigned female or intersex at birth in the United
533 States(n=1,694)

n %
Ever had an abortion 67 4
Number of abortions
0 1627 96
1 52 3
2 9 0.5
3 4 0.2
4 1 0.1
6 1 0.1
Lifetime abortions
Medication abortion 27 40
Surgical abortion 45 67
Another method 3 5
M ost recent abortion
Medication abortion 23 34
Surgical abortion 41 61
Not listed 3 5
Gestational age at most recent abortion*
<6 weeks 11 16
6-9 weeks 30 45
10-12 weeks 9 13
13-15 weeks 4 6
16-20 weeks 0 0
21-24 weeks 1 2
Don't know 12 18

534 *Measured from last menstrual period
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535 Table 3. Recommendationsfor improving abortion care, from an online sample of

536 transgender, non-binary, and gender-expansive individuals who had one or more abortions

537 intheUnited States (n=67)

Respondents
who reported an
abortion
(n=67)
Isthere anything you would recommend to improvethe
abortion carethat you received? Select all that apply. n %
Intake forms that are gender-neutral or genderraiifig 35 52
Gender-neutral language used by s 32 48
Intake forms that are affirming of all sexual otetions 24 36
Closer clinic/office location to my hom 20 30
More privacy outside of the clini 16 24
More support from the clinic stac 10 15
More privacy within the clinic 9 13
More support from my provide 9 13
Better pain management during aborti 1 2
More time in recovery 1 2
None of these 14 21

538

539

540
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547
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549
550
551
552
553
554

Table 4. Reasons given for abortion method preference among an online sample of

transgender, non-binary, and gender-expansive individuals assigned female or intersex at
birth in the United States (h=1,694) Respondents could select up to three reasons.

What arethe main reasonsthisisyour preferred method of abortion?

Overall*

%

n

Medication

%

Surgical

n %

This method is the least invas

This method feels the most priv|

This method does not require anesth

| feel most comfortable with the type and numbemefical staff present for this opt
This method would take the least amount of timéa@sest
This method costs the least amount of m

This method is the least pain

This method is easier to scheq

This method is the only method with which | am ftan

This method requires the fewest vi

Only method know

| have had this type of abortion before and knovatith expeq
This method does require anesth

This is the only method available in my &g

None of the above capture my reasons for prefethisgmetho

Write-in option specifig

556

422

233

227

157

143

123

101

93

90

48

32

22

5

27

93

33

25

14

13

6

553

388

231

122

69

138

83

84

56

61

10

15

6

3

1

31

79

55

33

17

10

20

12

12

4

1 1

32 15

105 48

88 41

3 1

40 18

17 8

36 17

28 13

38 18

17 8

16 7

1 1

11

53 24

* The overall total includes responses from 28 egfents who indicated a preference for a
method other than medication or surgical; thus, dherall total does not always equal the sum

of the medication and surgical responses.
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Figure 1. Abortion method preference among an online sample of transgender, nonbinary,
or gender expansive people assigned female or intersex at birth in the United States
(n=1,694)
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Percentage of respondents (%)

If you needed an abortion now,
what type of abortion would you prefer?

Medication abortion Surgical abortion Not listed I don't know Missing
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15
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