


Mari Greenfield (she/they) is a genderqueer dyke who is both a gestational, 
non-gestational, and foster parent. Mari came into academia after a decade of 
working as a doula and La Leche Leader, supporting other parents on their breast 
and chestfeeding journeys.

This evidence-based guide brings together a wide range of information and 
practical tools for midwives, obstetricians, nurses, health visitors, and birthworkers, 
empowering them to provide safe and compassionate care throughout the 
reproductive journeys of lesbian, gay, bisexual, transgender, and queer (LGBTQ+) 
people. This book may also be helpful to LGBTQ+ people in their own reproductive 
journeys.

Throughout history, in cultures around the world, LGBTQ+ people have become 
pregnant, sought abortion care, miscarried, experienced infertility, given birth, and 
made decisions about infant feeding. Their reproductive journeys are increasingly 
visible, reflecting the changing social and legal recognition of sexual and gender 
minority people as parents. LGBTQ+ people require support during these significant 
life events which is appropriate, expert, and meets their needs. However, 
healthcare professionals and birthworkers may not always be confident in working 
with these clients and may lack understanding of LGBTQ+ clients’ experiences. 
There is also often insufficient attention paid to differences in the LGBTQ+ 
non-gestational parents’ experiences. Taking an interdisciplinary approach, this 
book brings together up-to-date research findings from a range of fields including 
medicine, psychology, sociology, law, and public health, to provide a knowledge 
base and tools to support clients at different stages of pregnancy and parenthood. 
The book follows the reproductive journey, moving from pre-conception and 
fertility research, through pregnancy and birth, to postnatal physical and mental 
healthcare. It also addresses termination care and perinatal loss.

The chapters contain vignettes to personalise the issues discussed, highlights key 
practice recommendations, and suggestions for further reading. This is an essential 
guide for student midwives and medical students, as well as health visitors, 
midwives, and obstetricians in practice.
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brings with them 13 years of experience. She is also responsible for Trust-wide 
guidelines for trans and non-binary staff and patients at King’s College Hospital, as 
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A Guide to Providing LGBTQ+ Inclusive Reproductive Health Care: Pride in Birth 
brings together a breadth of knowledge from experienced researchers and 
practitioners. For the editorial team, this includes experiences within both their 
personal and professional lives.

Mari Greenfield (she/they) is a genderqueer dyke who is both a gestational, 
non-gestational, and foster parent. Mari came into academia after a decade of 
working as a doula and La Leche Leader, supporting other parents on their breast 
and chestfeeding journeys.

Kate Luxion (they/them) is a non-binary/genderqueer, bisexual gestational parent 
who has built both a career in the fine arts and doing research and advocacy 
around LGBTQ+ reproduction and parenthood. As a Lamaze Certified Childbirth 
Educator, and trainee lactation consultant, it is important to Kate to ensure that 
health information is accurate and accessible to both parents and clinicians.

El Molloy (she/her) is a cisgender, pansexual mother and academic whose 
research focuses on challenging research questions and inequities in access to 
healthcare. El switched from quantitative to qualitative research after becoming a 
parent, and as an NCT Breastfeeding Counsellor and researcher she is passionate 
about informed decision-making for all parents.

Alice-Amanda Hinton (she/they) is a bisexual/queer, non-binary midwife who 
brings with them 13 years of experience. She is also responsible for Trust-wide 
guidelines for trans and non-binary staff and patients at King’s College Hospital, as 
well as co-chairing King’s and Queers for the Trust LGBT network.

Separately, we all recognised that there was a gap within education and resources 
for people working with LGBTQ+ people during the perinatal period. This book is 
our joint response to this gap.

About the editors
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TERM	 DEFINITION

Additive language	 The approach of adding to language to ensure that 
everyone is included, not replacing terms—for example 
“fathers AND lesbian non-gestational mothers” or 
“pregnant women AND other pregnant people”

Allosexual	 Someone who experiences sexual attraction towards 
others. The inverse of asexual

Ally	 Someone who is not a member of the LGBTQ+ 
community, but who actively supports the LGBTQ+ 
community and members of that community

Aromantic	 Someone who experiences low to no romantic attraction. 
Some aromantic people are asexual, others are allosexual

Asexual, Ace		  1.	 Someone who is asexual and experiences low or no 
sexual attraction. They may experience romantic 
attraction and have any orientation or gender

	 2.	 Asexuality is also used as an umbrella term, 
including people who are aromantic and demisexual

	 3.	 Grey ace is a form of asexuality, used by people who 
experience sexual attraction only occasionally or in 
some circumstances, forming a spectrum of sexual 
attraction between allosexual and asexual

Asexuality comes under the LGBTQ+ umbrella, but not 
all asexual people may identify as being LGBTQ+

Binder	 A strongly elasticated item of clothing designed to 
flatten and masculinise the chest or breast area. Many 
transmasculine people wear these all the time

Glossary
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Birth parent	 A birth parent is the person who carried, gave birth, and 
intends to parent a child. Sometimes the term is used 
within lesbian families to refer to the mother who gave 
birth. Sometimes it is used by non-binary people and 
trans men who gave birth to their own children as a 
gender-neutral way of defining their role. However, it is 
also commonly used within adoptive families to refer to 
the adopted child’s biological parents. This means it is 
preferable for professionals to use alternative terms 
such as gestational parent when referring to LGBTQ+ 
families to avoid confusion

Biphobia	 Fear of, dislike of, prejudice towards, or discrimination 
against someone who is bisexual

Bisexual	 Someone who is sexually and/or romantically attracted 
to more than one gender

Cis man	 A man who was assigned male at birth (from the 
Latin “same”)

Cis woman	 A woman who was assigned as female at birth (from the 
Latin “same”)

Cishet	 An abbreviation of cisgender and heterosexual, i.e. 
experiencing romantic and sexual attraction to people 
of the opposite sex

Cisheterosexism	 The privileging of cisgender heterosexual people and 
relationships above people or relationships that involve 
other genders or sexual orientations

Cisnormativity	 The assumption that everyone is cisgender, and 
treatment of cisgender people as normal, natural, and 
more valuable than other gender modalities (thanks to 
A.J. Lowik for this definition)

Co-mother	 A term used to denote either or both parents in a 
lesbian relationship, or to denote the 
non-gestational mother

Co-parent or 
co-parenting	

The term co-parent can have different meanings. It can 
be used to describe any parent (for example a father, 
co-mother, or any other co-parent). It can be used to 
describe the relationship between parents in parenting 
their child. It can also be used to describe arrangements
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where two or more people choose to conceive and 
raise a child together without necessarily being in a 
romantic or sexual relationship with each other; 
for example, where a lesbian couple and a man pursue 
parenthood together

Coming out	 A phrase used to describe the process of telling other 
people that you are LGBTQ+. LGBTQ+ people usually 
need to come out multiple times in their lives due to 
both cisheteronormativity and the process of navigating 
new spaces, identities, and relationships

Conversion therapy/ 
conversion practices

	 This is also sometimes called “reparative therapy” 
outside the UK.

Conversion practices refer to a range of interventions that 
aim to change a person’s sexual orientation or gender 
identity from any form of non-heterosexual or 
non-cisgender identity to heterosexual and/or cisgender 
identities. Practices may include psychological techniques, 
religious practices, physical and sexual assault. Such 
practices have been widely discredited by medical and 
psychological organisations as ineffective, unethical, and 
actively harmful. These practices are banned in many 
countries, although in the UK—despite Government 
promises to introduce legislation to ban conversion 
therapy in 2021—conversion practices remain legal

Deadname/ 
deadnaming	

A deadname is a birth name that a person no longer uses 
and which causes them distress. The term originated 
amongst the transgender community, but has in recent 
years also been adopted by people who have changed 
their first or family name following childhood abuse.

Recently, some trans people who do not find the term 
“deadname” accurate have used the term “sweater 
name”—the idea being that the name was a gift given to 
you with love, but that no longer fits and is uncomfortable.

Deadnaming happens when someone else uses a birth 
name that a trans person no longer uses. It may be 
done on purpose, with the intent of denying the 
person’s identity and/or to cause offence as an act of 
transphobic violence. Deadnaming may also happen 
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because of institutional transphobia, such as a 
requirement to use a birth name. Deadnaming may also 
happen accidentally, if a person is unaware that a trans 
person has changed their name.

We are unaware of the verb deadnaming being used 
currently in relation to cis people who have a deadname.

Demisexual	 Someone who experiences sexual attraction towards 
others only in specific circumstances. Common 
circumstances include only experiencing sexual 
attraction once an emotional attachment has formed. 
Demisexual people may be of any sexual orientation

Donor	 In this book, the term donor is used to refer to a sperm 
or egg donor. Donors may be known to the gestational 
parent, or may be sourced through a fertility clinic with 
varying levels of anonymity

Donor gametes	 Gametes (i.e. egg and sperm) that are used within 
conceiving. Donor gametes can come from one or more 
people and would be the gamete(s) that do not originate 
with either of the parents

Gay	 A man or man-aligned person who is sexually or 
romantically attracted to other men or men-aligned 
people; in some usage this need not exclude being 
attracted to people of other genders

Gender	 Sex and gender are distinct concepts. Gender is a social 
construct, and therefore the meaning varies in different 
societies and at historical times. The construct of gender 
encompasses the roles, behaviours, activities, 
expectations, and societal norms associated with each 
gender in a particular society.

Whilst many societies recognise two genders—man and 
woman—and associate gender with sex assigned at 
birth, many societies have recognised more than two 
genders. Examples include:

	 –	 Lakota, Ojibwe, and Navajo, amongst other 
indigenous American cultures, recognise the 
existence of Two-Spirit people

	 –	 South Asian cultures, such as India, Pakistan, and 
Bangladesh, where Hirja is a third gender
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	 –	 South Pacific cultures, where some Polynesian 
cultures, such as Samoan fa’afafine and fa’afatama, 
recognise people assigned male at birth who take 
on gender roles and responsibilities commonly 
adopted by women as a third gender

	 –	 Sulawesi, Indonesia, where the Bugis people 
recognise five genders

	 –	 Thailand, where Kathoey (sometimes called 
Ladyboys) are recognised as a third gender

	 –	 Modern Western societies, where there is increasing 
recognition for non-binary people. Non-binary 
gender identities are multiple and 
heterogeneous—non-binary is an umbrella term, not 
a third gender

Gender affirming care	 Therapeutic and/or medical care that is focused on 
ensuring that the individual is able to discuss, discover, 
and act on types of care that affirm their gender. Types 
of care that might be utilised include talk therapies, 
hormonal therapies, and/or surgical care. Gender 
affirming care is accessed by both cisgender and 
transgender individuals. For example, the medical 
administration of hormones is widespread as a method 
of contraception, to assist in symptoms associated with 
the perimenopause and menopause, to cisgender 
individuals whose hormones fall outside of the range 
considered normal, and to some transgender individuals

Gender diverse/
gender expansive/
gender non-conforming

	

These are umbrella terms that describes those who do 
not conform to social expectations of gender identities 
and/or gender expressions. The term gender 
non-conforming is less commonly used now. These 
terms are controversial within the LGBTQ+ community, 
with some people finding them liberating whilst others 
feel they are based in cisnormativity and sexism

Gender dysphoria	 When a person experiences discomfort or distress 
because there is a mismatch between their gender and 
their assigned gender at birth. Not all trans people 
experience gender dysphoria
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Gender euphoria	 Where a person experiences joy and happiness when 
their gender is affirmed and experienced in a positive 
way. Cis and trans people can experience gender 
euphoria

Gender expression	 How a person presents themselves in terms of the 
clothing, make up, accessories, etc. they wear, how they 
speak, mannerisms, etc. This can fluctuate over time. 
Gender expression does not always match gender 
identity

Gender reassignment	 A range of social, hormonal, surgical, and therapeutic 
treatments and interventions which support an 
individual’s transition from the gender they were 
assigned at birth to their gender. It is another way of 
describing a person’s gender transition. “Gender 
confirmation” often replaces this term.

Gender reassignment is also the wording used in the 
Equality Act 2010 to define the protected characteristic 
that protects trans people from discrimination

Gender Recognition 
Certificate

	 A Gender Recognition Certificate (GRC) is a legal 
document that helps to acknowledge the change in a 
person’s legal gender, while also helping to facilitate the 
updating of other legal documents such as a birth or 
adoption certificate, marriage documentation, pension 
documentation, among other documents. These updates 
can include ensuring that the proper gender and/or sex 
markers are used to align with who the individual is

Gender transition	 The process of changing gender presentation or sex 
characteristics to be consistent with gender identity. 
Transition can be social (using a new name and 
pronouns) and changing gender presentation (i.e. clothes, 
hairstyle). Transition can also be medical, and may 
include taking hormonal medication and/or various 
surgeries. This process may take many years and for 
some people may be lifelong

Genderqueer	 Used by some people as an alternative term for 
non-binary. Genderqueer people may have a range of 
gender identities and expressions
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Gestational parent 
(also referred to as 
carrying parent or 
birthing parent)	

A person who is or was pregnant with the baby or 
babies that they intend to birth and parent. Sometimes 
this is a preferred term for pregnant trans men or 
non-binary people. It may also be used within lesbian 
couples to denote which mother-to-be is pregnant

Heterosexual/ straight	 A man or woman who has an emotional, romantic, and/
or sexual attraction towards people of the other binary 
gender. Sometimes abbreviated to het or hetero

Heteronormative/ 
heteronormativity

	 The assumption that binary gender identity and 
heterosexual orientation are the norm, and the 
subsequent treatment of heterosexuality as normal, 
natural, and more valuable than other sexualities

Homophobia	 Fear of, dislike of, prejudice towards, or discrimination 
against someone who is gay or lesbian

Intended parent	 In the context of surrogacy, the “intended parent(s)” are 
the individual or couple who enter into an agreement 
with a surrogate with the explicit intention of having a 
child who the intended parent(s) will assume legal and 
social parenthood of, and who the surrogate will not 
raise. They or their partner are likely to have provided 
genetic material necessary for conception, although this 
is not universally the case

Intersectionality	 A term introduced by Crenshaw in 1989 to discuss ways 
in which different aspects of social identity or 
characteristics (e.g. race, ethnicity, gender, sexuality, 
class) combine and overlap (or intersect) to create 
different experiences of discrimination and inequalities

Intersex	 People with variation in sex characteristics (e.g. 
chromosomes, hormones, primary or secondary sexual 
characteristics) which do not fit the typical definitions of 
male and female; people who are intersex may or may 
not identify with being part of the wider LGBTQ+ 
community. Also sometimes referred to as differences in 
sexual development (DSD), or historically, and 
offensively, as disorders in sexual development
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Intersex surgeries/
genital mutilation

	 Intersex people are recognised in very few 
countries—in most countries an intersex baby is 
recorded as either male or female at birth. In countries 
which do allow for a third option, such as the UK where 
“not defined” is permitted, knowledge that this category 
exists may not be widespread, and therefore the 
category may be underused.

In many countries, where genitals are visibly different, 
surgery is performed on intersex babies and young 
children to alter the appearance of their genitalia so that 
it conforms with their birth registration documents. This 
practice is sometimes referred to as “intersex genital 
mutilation” or “non-consensual intersex medical 
interventions.” Many intersex adults are critical of the 
existence of such practices. Surgical procedures 
frequently impact sensory function in the genital area, 
affecting intersex people’s ability to experience sexual 
pleasure, and causing pain or discomfort during sexual 
activities, as well as causing physical and 
emotional trauma

Lesbian	 A woman or woman-aligned person who is sexually or 
romantically attracted to other women or 
women-aligned people; in some usage this need not 
exclude being attracted to people of other genders

LGBTQ+	 Lesbian, Gay, Bisexual, Transgender, Non-binary*, Queer, 
Intersex, and/or Asexual; sometimes referred to as 
sexual and gender minorities. (*Not all non-binary 
individuals identify as transgender, so are included 
within the T and the “+” elements of the acronym, with 
more explicit inclusion in the definition to allow for this 
clarification.)

Man	 Someone whose gender is man

Man-aligned	 A person who does not identify their gender as man, but 
who experiences many aspects of life in the same way 
as a man, is frequently perceived by others as being a 
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man, and who therefore feels solidarity with issues 
affecting men resulting in either a political alignment 
with that gender, or an internal sense of connection to 
that gender

Minority stress 
model (MSM)

	 A formalisation of minority stress theory1, 2, which 
illustrates the role of stigma and discrimination in 
enabling health disparities within minoritised 
communities. The initial model was focused on lesbian, 
gay, and bisexual individuals (i.e. sexual minorities), but 
has since been expanded to include gender 
minorities as well

Misgendering	 Accidentally or deliberately identifying someone as the 
wrong gender. This can happen in a variety of ways:

	 –	 Through use of the wrong pronoun
	 –	 Through lacking adequate options on official forms 

or documentation (i.e. no gender-neutral options)
	 –	 Use of old and incorrect documentation
	 –	 Deadnaming
	 –	 Signage which enforces the wrong gender identity 

(for example gendered toilet signs, “women’s” health 
department, etc.)

Monogamy	 When two people agree to be each other’s only sexual 
or romantic partners

Non-binary	 An umbrella term for people whose gender is something 
other than man or woman. Many different non-binary 
identities exist

Non-gestational parent 
(also referred to as 
non-carrying parent or 
non-birthing parent)	

Often used in LGBTQ+ families to refer to a parent who 
was not themselves pregnant, but who was involved in 
planning to have the baby(s). Whilst most commonly 
used within two-women families where there are 
children who were conceived within the relationship, the 
term is also used by other LGBTQ+ families.
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The non-gestational parent may not have a genetic 
relationship to their children, or may be the biological 
parent to their child in some cases, including (but not 
limited to):

	 –	 Egg-sharing between a two-women couple
	 –	 Trans women who have conceived with a partner 

who has a uterus
	 –	 Non-binary people who find the term 

non-gestational parent more accurate than father

Outed, Outing	 When a lesbian, gay, bi, or trans person’s sexual 
orientation or gender identity is disclosed to someone 
else without their consent

Pansexual	 Someone for whom sexual or romantic attraction is not 
connected to the person’s sex or gender identity

Parent	 Someone who has a combination of legal responsibility 
for a child alongside biological connection or social 
responsibility for them. Some parents have all three 
forms of connection

Polyamory/ethical 
non-monogamy/ENM

	 When a person has more than one sexual or romantic 
partner, with the knowledge and consent of all involved

Pronouns	 Pronouns are words like I/we, she/her, he/him, or they/
them. Many pronouns in English are gendered. Because 
of this, the correct use of pronouns tends to be 
particularly important to trans and non-binary people, 
and to same-sex couples when discussing their 
partner(s). Some people may choose a gender-neutral 
pronoun such as they/them or pronouns which are less 
familiar, such as zie/zir or xe/xem. These are sometimes 
called neopronouns

Queer	 An umbrella term for anyone who is not cishet. 
Individuals may vary with the extent to which they use 
this term (and indeed any of the terms listed here) with 
queer having been used pejoratively
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Same-gender 

relationship	

Describing a romantic and/or sexual relationship 
between people who share the same gender identity; 
they may or may not have the same biological sex

Same-sex couple	 Describing a romantic and/or sexual relationship 
between people of the same biological sex

Sex	 In humans, biological sex is usually considered to be 
made up of five characteristics:

	 1.	 Genetics (chromosomes)
	 2.	 Hormones
	 3.	 Expression of hormones
	 4.	 Internal genitalia
	 5.	 External genitalia

Humans typically have 23 pairs of chromosomes, one of 
which determines a person’s genetic sex. Typically, 
females have XX chromosomes and males have XY 
chromosomes, however there is a wide range of other 
combinations found in humans meaning, for example, 
that a cisgender woman can have XY chromosomes.

A range of hormones play a role in determining a 
person’s sex—most notably oestrogen, progesterone, 
and testosterone. All humans produce these hormones 
in varying quantities with several of the sex-based 
distinctions based on the expected balance of hormone 
production and metabolism. These expectations 
translate to males assumed to have higher testosterone 
than most females, and most females assumed to have 
higher oestrogen and progesterone than most males. 
However, the ranges that are considered “normal” for 
males and females vary slightly by country, and the 
“normal” male and female ranges of some of these 
hormones overlap.

Internal genitalia are the anatomical features which 
relate directly to reproduction, including ovaries, testes, 
uterus, fallopian tubes, etc., while the external genitalia 
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include vulva, clitoris, labia, testes, scrotum, and penis. 
These are sometimes referred to as primary sex 
characteristics, with an examination of the external 
genitalia being the metric used for assigning sex at birth. 
Secondary sexual characteristics are the physical 
features which develop in response to hormones, and 
include vocal pitch, facial hair, muscle and fat 
distribution, breasts, hip width, and menstruation. How 
these characteristics develop vary by individual based 
on their unique levels of genetic, hormonal, and 
environmental experiences.

Intersex people can be those whose chromosomes, 
hormones, or sexual characteristics fall outside of those 
typically associated with males and females. There is not 
a universal agreement about the specific combination of 
genetic, hormonal, and physical characteristics required 
to define a person’s sex as female, male, or intersex. In 
addition, most estimates of the number of intersex 
people rely on intersex variations noted at birth, but not 
all anatomical variations are apparent at birth, hormonal 
variations are usually noticed during puberty, and most 
people assume rather than know their chromosomal 
make-up. This means that estimates of the number of 
people who are intersex vary quite widely, from 1.7% of 
the population3 to 0.018%4

Sexual orientation	 A person’s emotional, romantic, and/or sexual attraction 
to another person. Examples are opposite gender 
(straight/heterosexual), same gender (lesbian, gay), more 
than one gender (bi or pansexual).

Sexual orientation can change over time, and people 
may choose to define their identity using a variety of 
terms. Always use the terms that people choose

Sperm donor	 A person who provides sperm to someone who wishes 
to conceive a child, either directly or through a third 
party, commonly including fertility clinics. Sperm donors 
may be unknown to the recipient, or known to them at 
the time of conception. Unknown donors’ identities may 
later be available to the child. They may have contact 
with any resulting child but do not raise them and 
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should not be referred to as parents or by parental titles 
by professionals

Surrogate	 A surrogate carries a baby on behalf of the intended 
parent(s). The surrogate may be genetically related to 
the baby or may be carrying a baby created with a 
donated egg. Many surrogates and intended parents 
prefer that the surrogate is not genetically related to the 
baby, believing this will make it easier for the surrogate 
to separate from the baby after the birth, however using 
donated eggs carries additional health risks for the 
surrogate.

In some counties surrogates are paid for carrying a child 
whilst in other countries this is illegal. In some countries, 
working with a surrogate is a popular way for gay men 
to have children, whilst in other countries it is illegal. 
Legal and ethical considerations surrounding surrogacy 
can differ widely among different countries and 
circumstances

Third-party reproduction 
(also referred to as 
donor-assisted 
reproduction)	

Where reproduction involves a third party, for example a 
donor that provides donor gametes or a surrogate that 
provides gestation, carrying the pregnancy

TNB	 TNB is an acronym for “trans non-binary” It is used in 
two ways:

	 1.	 As an umbrella term to refer to people who are 
either binary transgender or non-binary. In this 
context it refers to all people who are not cisgender

	 2.	 To refer to people who identify simultaneously as 
transgender and non-binary

Trans/transgender	 Someone whose gender is not the same as that which 
they were assigned at birth; this includes binary trans 
people (trans men and trans women) as well as 
non-binary people. Trans is an adjective—do not misuse 
it as a verb (i.e. “transgendered” is incorrect usage)

Trans man	 A man who was assigned as female at birth; he may 
have reproductive anatomy to become pregnant, give 
birth, and to lactate
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Trans woman	 A woman who was assigned as male at birth; she may 
retain her own fertile gametes, or may have stored 
gametes with a fertility clinic

Transfeminine	 A term that encompasses both trans women and 
non-binary people who have moved or are moving 
towards a feminine gender or gender presentation 
(as defined by the individual)

Transmasculine	 A term that encompasses both trans men and 
non-binary people who have moved or are moving 
towards a masculine gender or gender presentation 
(as defined by the individual)

Transnormativity	 A specific ideological accountability structure to which 
transgender people’s presentations and experiences of 
gender are held accountable (thank you to A.J. Lowik for 
this definition)

Transphobia	 The fear of, dislike of, or prejudice against someone who 
identifies as trans. Includes the denial or refusal to 
accept a person’s gender, and the denial that non-binary 
identities exist

Woman	 Someone whose gender is woman

Woman-aligned	 A person who does not identify their gender as woman, 
but who experiences many aspects of life in the same 
way as a woman, is frequently perceived by others as 
being a woman, and who therefore feels solidarity with 
issues affecting women, resulting in either a political 
alignment with that gender, or an internal sense of 
connection to that gender
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Introduction

Mari Greenfield, Kate Luxion, El Molloy, and 
Alice-Amanda Hinton

The four of us work with new and expectant parents in different roles—as a 
midwife (AAH), doulas (MG), breastfeeding counsellors (MG, KL, EM), and antenatal 
teachers (KL). We are also all part of the LGBTQ+ community. In our work, we have 
found a significant lack of knowledge and understanding about how to work with 
LGBTQ+ people—people like us. Frequently we have found that although perinatal 
services and individual colleagues have wanted to provide good and equitable care 
for LGBTQ+ people, they have not known how to do so. A few great resources exist, 
but they are mostly very specialist. We wanted to be able to refer anyone working 
in any capacity, with LGBTQ+ people who were becoming parents to a single 
resource which encompasses the whole perinatal period, from before conception 
to post-birth, but there was a gap where that resource should be.

This book is our answer to that gap. We have brought together leading researchers 
and practitioners from around the world, each an expert in their field, to create a 
book that covers as many aspects of the perinatal journey as possible. We hope 
the book will be useful to a wide range of healthcare professionals and birth 
workers, from obstetricians, midwives and health visitors to psychologists, doulas 
and those who offer community services to parents postnatally, ie, parent and 
baby groups.

The book is designed to take you through the reproductive journey, beginning with 
contraceptive choices, and considering safe and appropriate access to abortion 
care for unwanted pregnancies; then through conception and additional support 
for parents who need specialist support; into birth, infant feeding, mental health, 
and early parenthood. We hope that reading the book as a whole will give you a 
sense of LGBTQ+ parents’ journeys. Equally, each chapter is designed to be 
standalone, so if you just want to read the chapter that relates to your work, please 
feel free to do so.

http://dx.doi.org/10.4324/9781003305446-1
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Within the book, authors have shared stories they have experienced, witnessed, 
and been told about. Some readers, particularly those who are themselves 
LGBTQ+, may find some of the stories difficult to read. Also, we will at times be 
discussing the ways in which LGBTQ+ people have sex, where this is different to 
the cisheterosexist assumptions about sex that healthcare professionals may hold. 
We make no apology for this, as understanding the lived experiences of LGBTQ+ 
people is fundamental to providing them with appropriate sexual and reproductive 
healthcare.

Before beginning to discuss LGBTQ+ people’s current experiences, we would like 
to use the introduction to set the context, beginning with a brief history of LGBTQ+ 
parenthood.

HISTORY OF LGBTQ+ PEOPLE AND PARENTHOOD

Throughout history, humans have experienced diversity in terms of biological sex, 
conceptions of gender, how they have enacted their gender, and configurations of 
intimate relationships. No single societal idea about “gender” or “sexual 
orientation” can be considered as true. While recent limited narratives have told 
the story of home and family, centring the nuclear family, this is not representative 
of the diverse genders and sexual orientations seen within families historically.

Contemporary changes in societal norms has enabled visibility of the varied range of 
families that are commonplace in Western, educated, industrialised, rich, democratic 
(WEIRD) countries, including single parent families, step families, polyamorous 
families, same-sex families, and heterosexual families with stay-at-home fathers. 
Formerly, WEIRD countries have espoused a strictly binary idea of sex, gender, and 
gender expression—a model which has spread throughout much of the world 
through colonialism. In this model, sex is determined solely by visible genitalia at 
birth, establishing medical and legal personhood under a male/female binary based 
on this observation alone. Males are all boys, who will grow into men, and must 
embody masculine characteristics. Their domain is the public sphere, they are 
responsible for providing for their family, of which they are the head. Females are all 
girls, who will grow into women, and must embody feminine characteristics. Their 
domain is the private sphere, where they provide care for family members, under the 
command of their male partner, father, or other male relative. As such, postcolonial 
approaches reject imposed narratives of cisheterosexual monogamous nuclear 
families as the ideal within the global majority. Yet the institutions that exist to 
support people on their journey to parenthood were created under the 
cisheteronormative societal norms described above.
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MODERN PERINATAL SERVICES

Current health service provision is rooted in models and ways of being which 
assume all people are cis gender and heterosexual (cisheterocentric). Inevitably 
this means that perinatal services are structured in ways that prioritise 
cisheterosexist assumptions about service users and delivery of care. This is 
evident from the earliest encounters which parents have with perinatal services. 
These encounters may happen as part of preconception care, where expectations 
around parenting with medical support for a family frame service offering; or 
during “booking in” form completion with midwifery services in which data 
collection assumes gender of pregnant parents. Language which is used within 
perinatal care and service provision is highly gendered, assumes parent genders 
and relationship structures, and frequently within both perinatal services research 
into perinatal experiences there is well-documented resistance to change 
language or terminology to be more inclusive of non-cis heteronormative parenting 
because of an unfounded fear that biological women’s rights will be diminished 
and reduced. This itself stands in opposition to all research around any other type 
of service offering and teaching and research pedagogy where it is understood 
that making services accessible to everyone does not single out specific groups or 
individuals, and increases accessibility and equity across the board.

For LGBTQ+ parents, mono-normativity within Western societies adds increased 
complications. LGBTQ+ parents in a monogamous sexual relationship may still 
need to record that there are more than two people involved in the creation and 
raising of their child. Medical information about a sperm or egg donor and/or a 
surrogate may need to be recorded alongside medical and social information 
about biological or gestational parents, and social information about a 
non-biological and/or non-gestational parent. In more complex fertility journeys, 
a gestational parent or surrogate may be pregnant with a donor egg or embryo, 
meaning that there could be four people involved in the creation or raising of a 
child, even though the child is being born into a relationship between two 
monogamous people. Research has shown that perceived validity of non-biological 
or non-gestational parents by healthcare professionals involved in delivery of care 
is a valid fear for many couples. This may exacerbate avoidance or and/or 
disengagement with health services because of the anticipation of, or due to 
experiences of stigmatising or discriminatory care.

Non-monogamy in various different forms appears to be more common amongst 
LGBTQ+ people, perhaps because in recent history their relationships were not 
codified and sanctioned by the State in many countries.1 Non-monogamous 
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LGBTQ+ people who are becoming parents may struggle even more to have the 
relationships which are important to their baby recognised within perinatal services.

THE EFFECTS OF INEQUALITY

Such difficulties in accessing and navigating services related to perinatal care, 
continue into the postnatal period and influence how LGBTQ+ parents are 
perceived within the current legal frameworks. In recent years there have been 
significant numbers of legal cases within the UK as LGBTQ+ people have tried to 
establish appropriate parenting rights and legal titles within their family 
relationships, within a legal system that is designed to reinforce and uphold the 
structure of “family” as consisting of one biologically female mother and one 
biologically male father. From cases of contested parental responsibility for 
non-gestational mothers,2 to donors seeking an involved parental role,3 to the use 
of a surrogates,4 to trans men who are gestational parents challenging the legal 
assumption that gestational parents are mothers,5 and trans women who are 
biological parents refusing to be labelled as fathers,6 LGBTQ+ parents are at the 
forefront of redefining families. In some cases the law around these decisions has 
been clear for a number of years, yet is still misused and misinterpreted, leading to 
distress and prolonged unnecessary legal battles, for example where 
non-gestational parents are denied their legal right to parenthood.7

These issues are further complicated for LGBTQ+ people who choose to enter 
parenthood without a romantic or sexual partner, and/or who may or may not 
choose to co-parent with a non-romantic partner. In particular, fertility treatment 
may be difficult to access for these people. In the UK, fertility treatment must be 
paid for by those who are not having sexual intercourse with an opposite sex 
partner, whilst for heterosexual couples this treatment can be free (dependent on 
location and circumstance). Although recent changes to infertility definitions in the 
USA now encompass the need for donor gametes for a parent, until very recently 
definitions of infertility in the USA have assumed heterosexuality and defined 
infertility and the need for donor gametes as an issue exclusive to a biological 
male-female couple.8 Fortunately, the newest USA definitions describe infertility as:

‘A disease, condition, or status characterised by any of the following:

	 –	� The inability to achieve a successful pregnancy based on a patient’s 
medical, sexual, and reproductive history, age, physical findings, 
diagnostic testing, or any combination of those factors.

	 –	� The need for medical intervention, including, but not limited to, the 
use of donor gametes or donor embryos in order to achieve a 
successful pregnancy either as an individual or with a partner.
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	 –	� In patients having regular, unprotected intercourse and without any 
known etiology for either partner suggestive of impaired reproductive 
ability, evaluation should be initiated at 12 months when the female 
partner is under 35 years of age and at six months when the female 
partner is 35 years of age or older.’9

And go on to state that: “Nothing in this definition shall be used to deny or delay 
treatment to any individual, regardless of relationship status or sexual orientation.”9 
Previous definitions have assumed heterosexuality and defined infertility and the 
need for donor gametes as an issue exclusive to these groups. In contrast, in 
Poland, single LGBTQ+ people who wish to conceive may face legal barriers to 
accessing any fertility treatment.10

Inequality of opportunity in parenthood extends to adoptive families too. Adoption 
for same-sex couples in Poland, Hungary, and seven other EU countries is illegal, 
and predominantly based on rhetoric around the potential damaging exposure of 
children to LGBTQ+ relationships which are touted by religious and political parties 
in opposition to all empirical research, which shows that children of LGBTQ+ 
parents do as well, if not better, emotionally, and academically, in comparison with 
children raised by heterosexual parents.11, 12 The stigma and discrimination faced 
by LGBTQ+ parents, and children of LGBTQ+ parents including any risk to their 
physical or psychological safety, is itself a factor of structural state-endorsed 
homophobia. This means that in some cases, in countries where LGBTQ+ parenting 
is to all intents and purposes, illegal, some parents may choose to co-parent with a 
person who is not their romantic or sexual partner and may face difficulties in 
other ways.

Throughout the chapters within this book, we will explore the known narratives of 
stigma and discrimination that are faced within perinatal care. The cause/basis of 
these experiences can be a lack of resources, underprepared health services, 
a need for more health education, among other preventable events and shortages. 
A key aim of this book is to help untangle existing causes of harm for LGBTQ+ 
parents within perinatal services highlighting what can be prevented and what 
should be provided. Using the minority stress model13, 14 as a framework can help 
readers to better understand the links between LGBTQ+ people’s experiences and 
the state of perinatal care as cisheteronormative. The minority stress model helps 
to bridge the connection between the experiential, the emotional, the 
psychological, and the physical—the complex snapshot of what it means to 
navigate a healthcare system that is structurally unfit for supporting LGBTQ+ 
individuals reproductive health and perinatal needs.
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The model is discussed more fully in Chapter 13, alongside the important concept 
of allostatic load15 (ie, balance within the body as positioned in the social world) as 
a way of understanding the theory in practice. But it is important to move through 
the chapters of this text with some understanding of the model as it provides a 
framework to map the additional stress that is faced by minoritised groups. The 
minority stress model highlights the connection between the amount of stress that 
individuals face and the quality of health that they are able to experience. LGBTQ+ 
people usually face a higher level of daily stress because they are LGBTQ+. This 
additional “minority stress” might come from knowing they could at any time be 
fired from their job or refused medical care based solely on their gender and/or 
sexual orientation. In perinatal care, this additional stress could come from 
reductions in care quality or receiving less support simply due to the 
cisheteronormative structure and assumptions present. The idea that the body is 
binary (ie, sex as essentialist and immutable) and reproduction is inherently 
heterosexual are such two examples. The harms caused by these ideas can be 
psychological and/or physical. For example, invasive and harmful surgeries being 
performed on intersex babies and children to fit binary male/female categories, or 
the denial of transgender people’s existence and reproductive health care needs, 
such as people being presumed as heterosexual women because they are 
pregnant. In short, what results is poorer health outcomes, due to the way that the 
minority stress (ie, additional stressors caused by social and medical systems) 
cascades through the body, even if a person does not experience inequitable care 
as it is presently defined.

The minority stress model, through helping to explain these preventable harms, 
also helps to examine instances of resilience and shows the importance of 
structural changes necessary to implement and support protective factors through 
supporting, welcoming, and understanding the diverse families and individuals 
using perinatal services.

FINAL WORDS

It is our hope that this book helps lay the foundation of providing inclusive perinatal 
services and for enacting perinatal care that is culturally humble. Culturally humble 
care means recognising that supporting and learning about LGBTQ+ people is an 
ongoing process. There is no one-size fits all approach that you can adopt, rather, 
to achieve equitable and inclusive perinatal care it is necessary to take a 
patient-centred approach. Chapter authors have woven together the literature 
and the experiences of the people that they have supported to provide a 
comprehensive exploration of care needs from conception to the postpartum 
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period. Whether you are directly applying the chapters to clinical practice or using 
them as information for medical education (clinical and research), it is vital that the 
framing of perinatal and reproductive health acknowledges the entirety of the 
population accessing support and services. Keeping these things in mind, we hope 
you enjoy this book, and use it to create change. We would love for our book to 
serve as a catalyst for change and expand the understanding of LGBTQ+ perinatal 
health care needs.
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Chapter 1
Contraception and sexual  
health
Alice-Amanda Hinton

CHALLENGES LGBTQ+ PEOPLE FACE IN ACCESSING 
CONTRACEPTIVE AND SEXUAL HEALTH SERVICES

There are many reasons why attending any health care setting can be difficult for 
LGBTQ+ people. When LGBTQ+ people enter any health care setting they are often 
aware that their needs are less well understood and evidenced, and that as a 
consequence the health care they might be offered is less likely to be matched to 
their needs. This may result in hypervigilance, which can make relationships with 
health care professionals (HCPs) more difficult.1, 2 One in seven LGBT people have 
avoided treatment for fear of discrimination,1 and 13% experiencing some form of 
unequal treatment as a result of their identity. Mental health can have an impact, 
with half (52%) of LGBTQ+ people reporting that they have experienced depression 
in the last year.3 A survey of lesbian and bisexual+ (LB+) women found that only 2% 
would go to their GP for advice about sex with women.4

Public health campaigns and information rarely include images of or references to 
queer lives, which can lead to LGBTQ+ people feeling a sense of not belonging in a 
health care environment. Indeed, the ways in which some information is presented 
may not only fail to be inclusive, but signal that services are only for cisgender or 
heterosexual people, as Figure 1.1 below shows.

Accessing any form of health screening for trans and non-binary people can be 
particularly challenging. In countries which allow self-identification in health 
records, trans and non-binary people may face difficulties in accessing appropriate 
screening tests,5 or be called for inappropriate screening tests. In my clinical 
practice I have met trans masculine people who have been unaware whether or 
not they still have a cervix requiring screening following gender affirming 
hysterectomy. Poor communication from HCPs which leaves patients unaware of 

http://dx.doi.org/10.4324/9781003305446-2
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which health screenings would be appropriate puts their health at risk. Later 
detection of issues such as abdominal aortic aneurysm, cervical and breast 
cancers result in poorer outcomes because of the more advanced stages at time 
of presentation.

Accessing contraceptive and sexual health services, where their genitals and 
information about their sexual and/or romantic relationships are relevant to the 
discussion, may pose even greater challenges to trans and non-binary people 
than accessing other forms of health care. Official documentation in sexual 
health services often fails to make space for non-normative lives—gender is 
often assumed to be binary, sexual orientation is assumed to fall into a limited 
range of definitions and to be fixed, and relationships are assumed to be 
monogamous.

Figure 1.1 � An advert for cervical screening, with colour map, consisting of a pink stethoscope 

labelled “woman’s care” and a pink gerbera flower.
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The health care concerns of LGBTQ+ people may also not match the priorities of 
mainstream sexual health services resulting in marginalisation even where direct 
discrimination is not experienced. For example, lesbian, bisexual or pansexual cis 
women might be anxious about transmitting human papilloma virus (HPV)—the 
high-risk strains of which are the highest cause of cervical cancer—to other 
partners who have vaginas. There is very little information available about those 
risks and health care providers may be unfamiliar with answering those concerns. 
There is some evidence that LGBTQ+ populations overlap with populations who 
engage in bondage, dominance, and sadomasochist (BDSM) activities.6 LGBTQ+ 
people may therefore wish to discuss with HCPs transmission risks of sexually 
transmitted infections (STIs) during BDSM activities, or using when using specific 
kinds of sex toys, but again, as little research exists, HCPs are unlikely to be able to 
offer informed advice.4 Where information for LGBTQ+ people is provided, 
categorisations tend to be blunt and to equate sex with gender, such as “‘men who 
have sex with men’,” “‘men who have sex with women’,” and “‘women who have 
sex with men’.” Sexual health information is rarely provided for women who have 
sex with women, perhaps the lower chance of transmission of some sexually 
transmitted infections means they are perceived as a group who have fewer 
sexual health needs. Where HCPs are aware that a cis man is bisexual or 
pansexual, they may just provide copies of information for “‘men who have sex 
with men”‘ and “‘men who have sex with women’,” which does not provide 
adequate information for men who have sex with more than one gender. For 
transgender and non-binary people, or for those with transgender or non-binary 
partners, these binary groupings may be inappropriate and even harmful.

Experiencing sexual violence is a known risk factor for unwanted pregnancies, 
sexually transmitted infections, and poorer quality sexual health.7 Gender and 
sexual minorities are more likely to experience sexual violence than 
cisheterosexual people, with bisexual women and trans people shouldering an 
especially heavy burden.8 Forty-two percent of LB+ women report having 
experienced sexual violence.9 This figure may be even higher when multiple 
minority identities intersect, for example amongst disabled and/or racially and 
ethnically minoritised LGBTQ+ people.

As a result of both personal and collective community experiences of 
marginalisation, ignorance and discrimination, LGBTQ+ people may delay or avoid 
health care screening and treatment.3, 5, 9 The greater the gap between the 
perceived “fit” of the individual into the acceptable cisheterosexist archetypes, the 
lower the uptake of screening and treatment is likely to be, with negative health 
sequelae.
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MISINFORMATION ABOUT SEXUAL HEALTH

When LGBTQ+ people do access sexual health services they are frequently given 
incorrect information. Research shows that up to 37% of cis women who 
exclusively have sex with other people who have vaginas have been told that they 
do not need cervical screening tests.10 This is medically incorrect, and is highly 
dangerous misinformation to communicate as delays to the detection of HPV 
presence or changes to cervical cells can result in cervical cancer being detected 
at a more advanced stage when treatment may be more invasive or less effective. 
As a result, LGBTQ+ people may be forced to gain more expertise in their own 
health care needs, drawing on community knowledge rather than HCP information 
as a coping strategy for the dearth of evidence-based information.9

Other misinformation may be based on HCPs making incorrect assumptions about 
sexual practices. The kind of sex which LGBTQ+ people are having is often poorly 
understood, and HCPs may know little about common sexual practices, such as 
muffing11 and vaginal fisting.12 Because these sexual practices are viewed as 
non-normative, there is little or no research evidence about the sexual health 
issues associated with them, making it difficult for HCPs to give accurate 
information. Frequently recommended safer sex practices which are appropriate 
for LGBTQ+ sexual practices, such as hygiene for dildoes and sex toys, wearing 
gloves, and using dental dams for oral sex are poorly researched. Some of these 
safer sex methods also have a low acceptability rate amongst LGBTQ+ people, with 
93% of LB+ women sometimes or never using barrier methods and contraception 
where necessary, and only 7% always doing so.9 Similarly, an assumption that all 
trans men are dysphoric about their vaginas, and so will not use their vaginas for 
sex, appears to be widespread, despite the fact that it is not accurate for all trans 
men.13 Further, HCPs may view LGBTQ+ sex as transgressive or even immoral. 
Relationship structures and sexual partnerships may not fit the conventional 
nuclear family model, and this may be pathologised and regarded as increasing 
risk factors, despite the mitigation of often greater literacy in sexual health.

Further misinformation can be related to the cisheterosexist assumptions 
underlying health care systems. Where sexual health screening tests are 
sex-dependent, transgender people may not receive invitations to screenings, for 
example, in the UK, trans women are not routinely called for prostate checks and 
trans men are not routinely called for mammograms or cervical smear tests—if, as 
discussed earlier, poor communication has meant they are unaware they 
proactively need to book such screening tests this can result in poorer outcomes 
(eg, barriers to and experiences of trans men in smears).14, 15
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Bisexual people can face a discrete set of difficulties when accessing sexual health 
services. Their sexual orientation may be inferred as heterosexual or lesbian/gay, 
based on the relationship they disclose to the HCP, resulting in bi-invisibility. 
Bisexual people may also be viewed as vectors of disease from gay men to the 
supposedly “safer” heterosexual population, or lesbian women.8 This means that 
sexual health services aimed at LGBTQ+ people may appear less welcoming to 
bisexual people, and may be seen as only catering to gay cisgender men. Research 
shows that whilst 36% of gay and lesbian people did not disclose their sexual 
orientation to their HCP, that number rises to 67% for bisexual people.16

Stigma about LGBTQ+ people’s sexual health also has a negative impact on cis 
women who have sex with men particularly in relation to HIV and pre-exposure 
prophylaxis (commonly referred to as PrEP). The association of gay men’s sex with 
the risk of HIV transmission and therefore the need to discuss PrEP results in 
appropriate information not being provided to cis women. For example, West 
African women have a higher incidence of HIV. There is a common understanding 
of management of existing HIV infection and of preventing vertical transmission 
(from mother to baby) within perinatal services. However, there is little knowledge 
about PrEP amongst perinatal specialists and it is not routinely discussed or 
recommended at postnatal appointments when appropriate contraception is 
discussed and recommended.17 Reasons behind this lack of knowledge may be 
rooted in an association of PrEP with promiscuity—something which is more 
acceptable within specialist gay men’s sexual health services than within perinatal 
services.

MISINFORMATION ABOUT CONTRACEPTION

Unless appropriate education is provided about LGBTQ+ people’s contraceptive 
needs, HCPs may be reliant on societal stereotypes to inform their predictions of 
the contraceptive services LGBTQ+ people may need. One such assumption is that 
LGBTQ+ people will not start a family, or that if they do so they will not want or be 
able to have biological children. In some countries, this assumption may be 
reinforced by laws which limit LGBTQ+ people’s access to reproductive services,18 
and even laws which insist on sterilisation of transgender people as a prerequisite 
for gender affirming treatments.19 Being unable to obtain appropriate contraceptive 
advice or contraception can lead to increased chances of unwanted pregnancies, 
and therefore to a greater need for pregnancy termination and abortion services. 
Evidence shows that this disproportionately affects some groups of LGBTQ+ 
people, with rates of abortion being higher in young women who later identify as 
lesbian or bisexual and amongst trans masculine people than amongst 
cisheterosexual women.20
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The available evidence contradicts this assumption, showing that a large 
percentage of LGBTQ+ adults would like to become parents.21–31 Whilst fewer 
LGBTQ+ people may intend to act on this desire and become parents, this is 
usually linked to barriers to achieving parenthood.18, 32

Most people accessing contraceptive services will be engaging in sex with at least 
one person of a different sex. HCPs may infer that this kind of sex denotes the 
person’s sexual orientation. This leads to difficulties for people of all 
non-heterosexual identities, and in particular results in the invisibility of bisexual 
and pansexual identities. Misidentifying someone’s sexual orientation may lead to 
gaps in the advice, information or treatment provided.

Little research has been carried out into the effects of Gender Affirming Hormone 
Therapy (GAHT) on fertility. Without a strong evidence base, HCPs may not be able 
to provide transgender people with accurate information on the need for 
contraception—a problem which is exacerbated by the division of medical 
disciplines in many health care systems between gender-affirming care and other 
services. Fertility and contraceptive advice may therefore be given to transgender 
people by gender-care specialists who have limited knowledge of fertility and 
contraception.33, 34 Trans women are frequently advised that taking oestrogen will 
result in infertility,35 and trans men have reported being given dangerously 
inaccurate information, including that testosterone is 100% effective as a 
contraceptive, and that taking testosterone will result in permanent infertility or 
lowered fertility.36 This information is not supported by any available evidence.37 
Recent research suggests that testosterone therapy may in fact preserve fertility 
for longer for some trans men, as when testosterone use does result in 
anovulation, ovarian reserves may remain at a higher level than would have been 
expected in relation to chronological age.38, 39 It is therefore possible that some 
trans men may remain fertile past the normal age of menopause for cis women, 
into a period where trans men may assume their age means that conception is not 
a risk, and therefore that contraception is unnecessary. We have found no 
evidence that trans men are counselled about this possibility.

In a current research project, a trans woman reported that she had been 
prescribed oestrogen and had used it for several months before her gender-care 
HCPs asked about parenting intentions. When she said that she planned to become 
a parent in the near future, she was advised that taking oestrogen would 
permanently impair her fertility. The only option she was given was to cease 
oestrogen use for 6 months, and to then deposit her sperm in a fertility storage 
facility, at which point her sperm was fertility tested. She described the 6 months of 
ceasing oestrogen therapy as the most difficult of her life. Six months later when 
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she moved countries, she found that exporting her sperm was bureaucratically 
complicated and very expensive. A few years later, when she and her wife wished 
to conceive, they decided to try to conceive through sexual intercourse at home, 
without ceasing oestrogen therapy. This was successful.40

Discussions of contraceptive use form a routine part of postpartum care in many 
countries.41 Postnatal conversations around contraception and family planning 
within the perinatal setting routinely assume a monogamous cisgender 
heterosexual relationship. Even when the patients’ notes clearly indicate that the 
patient is in a monogamous cisgender lesbian relationship, HCPs may be so 
accustomed to providing advice based on assumptions of heterosexual sexual 
activity that they give inappropriate advice. In recent research, one lesbian 
reported that:

The doctor said ‘We need to talk about contraception. What sort of 
contraception are you going to be using after you’ve given birth? And Kate 
said ‘Yeah, no, she’s good, but she’s not that good’. He went ‘Oh my 
goodness’. And he just left.40

MISTREATMENT AS PART OF SEXUAL HEALTH AND 
CONTRACEPTION SERVICES

Misinformation and incorrect assumptions on the part of HCPs can result in 
LGBTQ+ people experiencing suboptimal treatment. This can happen despite the 
HCP wishing to provide the best care, as is shown in the case study below:

CASE STUDY 1

A lesbian patient presents for the removal of a persistent and painful ovarian 
cyst, accompanied by her partner. During the surgery to remove the cyst, the 
gynaecologist also removes the ovary to prevent further cysts occurring, and 
in case it might be cancerous. When the patient is later informed that her 
ovary was removed, she is very distressed, as ovarian removal was not 
discussed beforehand, and she would not have consented to this. The 
gynaecologist explains that he removed it rather than biopsied it because the 
patient had disclosed she was a lesbian, so he assumed that she would not 
want to have children. The patient actually very much wished to become 
pregnant. She later faced significant fertility challenges, and was not able to 
have the family she wanted.
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We must also acknowledge that homophobia and transphobia sometimes 
mean that HCPs choose to provide suboptimal care to or mistreat LGBTQ+ 
people. One example of how this might appear is shown in the real-life case 
study below:

CASE STUDY 2

A trans man presents at gynaecological services with severe endometriosis 
and pain. It is clear that a hysterectomy because of the endometriosis is the 
only clinically appropriate option, and the patient’s history reveals no 
contraindications. The senior gynaecologist later describes the case in the 
coffee room, and states he has not recommended a hysterectomy because 
he was not going to give

‘free gender affirming care to a trannie’

This is overheard by junior doctors who are horrified because the clinical 
indicators are clear, and no other course of treatment is clinically appropriate. 
They feel unempowered to challenge the more senior member of staff or to 
intervene in any way.

When LGBTQ+ people access any reproductive health services, they will come with 
not only their own experiences of mistreatment, but with knowledge about the 
mistreatment that other LGBTQ+ people have experienced from health care 
services.

RESULTS—BROKEN TRUST

Experiences of misinformation and mistreatment amongst the LGBTQ+ community 
lead LGBTQ+ people to mistrust HCPs generally. For transgender and non-binary 
people this may be even more acute, as accessing gender-affirming care in most 
countries requires generalist HCPs to make referrals to specialist services, and 
there is good evidence of gatekeeping and delays in referrals.2 Not only does this 
have implications for mistrust when LGBTQ+ people access contraceptive and 
sexual health services, but it also then has implications for pregnancy care. Lacking 
trust in HCPs who provide perinatal care can amplify fears, leading to tokophobia.42 
As we will see later in this book, this in turn can increase the risks of stillbirth, birth 
trauma rates, perinatal mental health, and can determine whether care is sought if 
postnatal mental health problems develop.
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RESULTS—SEXUAL HEALTH IS LATER REPRODUCTIVE  
HEALTH

An individual’s lifelong sexual health is linked with their future reproductive, 
pregnancy and birth choices.43 Contracting some sexually transmitted infections 
(STIs) can impact future fertility, as can delaying or not obtaining treatment for 
them.43, 44 For lesbian and bisexual women, trans men, and non-binary people who 
have a vagina, pelvic inflammatory disease (PID) can have a significant effect on 
future fertility. A very high proportion of PID is associated by untreated chlamydia 
and gonorrhoea

of women who received a diagnosis of acute PID, approximately 50% have a 
positive test for either of those organisms45

As well being linked to PID, chlamydia can cause damage to the fallopian tubes 
without any symptoms

Untreated, about 10–15% of women with chlamydia will develop 
PID. Chlamydia can also cause fallopian tube infection without any 
symptoms. PID and ‘silent’ infection in the upper genital tract may cause 
permanent damage to the fallopian tubes, uterus, and surrounding tissues, 
which can lead to infertility.

Bacterial vaginosis occurs more commonly in cisgender lesbian and bisexual 
women than in cisgender heterosexual women (no research has included trans 
men or non-binary people who have vaginas).46 Research shows the comparative 
rates to be 25.7% amongst lesbians and 14.4% in heterosexual women.47 To date, no 
research has established why this is, or which safer sex practices would be both 
effective and acceptable to advise lesbian and bisexual women to consider. Having 
bacterial vaginosis can predispose people to contracting other STIs. If someone with 
bacterial vaginosis (which can be asymptomatic) becomes pregnant, they are at a 
much greater risk of experiencing a late miscarriage or preterm birth than someone 
who does not, with the reported odds ratio being 1.4:7.0.48 Some sexual health 
screening takes place at pregnancy booking, but in the UK, contrary to a widespread 
assumption, a comprehensive sexual health screening does not take place. For 
example, screening for syphilis, Hep B, and HIV are usually offered, but screening for 
chlamydia, gonorrhoea, and herpes are not. Midwives tend not to be vocal about 
recommending regular sexual health screening for all sexually active patients.

If LGBTQ+ people are not able to access routine sexual health screenings, they are 
less likely to be aware that they have chlamydia, potentially compromising their 
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own or their partners’ future fertility. They are also less likely to be aware they 
have asymptomatic bacterial vaginosis, potentially compromising the health of 
any future children.

Conversely, some groups of LGBTQ+ people may be more likely than their 
cisheterosexual counterparts to access sexual health services. Some cis gay and 
bisexual men see sexual health screening as a routine part of life (for example 
when collecting data for the Gay Men’s Sexual Health Survey, a repeating survey of 
gay and bisexual men’s sexual health in London, a gay man found it extraordinary 
that someone might not be aware of their HIV status, and wouldn’t test regularly).

The term reproductive health is often taken to refer exclusively to cis women, but 
sperm quality also affects reproductive choices. What is often termed “male factor” 
infertility accounts for half of all infertility problems in heterosexual couples.49 One 
of the few areas of evidence concerning LGBTQ+ health which has been well 
studied are the rates of alcohol,3 recreational drug use,50 and smoking,51 all of 
which LGBTQ+ people do more, and all of which can have a significant impact on 
sperm viability. For trans feminine people and gay and bisexual men who want to 
have a family, information about the impact on sperm quality is unlikely to have 
been part of advice around health improvements, as it is commonly assumed that 
they will not have children.

CHALLENGES HCPS FACE IN PROVIDING LGBTQ+ 
PEOPLE WITH CONTRACEPTIVE AND SEXUAL 
HEALTH SERVICES

LGBTQ+ people do not face difficulties with access, misinformation and 
mistreatment because HCPs wish to exclude them. Rather, HCPs face challenges in 
providing contraceptive and sexual health care to LGBTQ+ people. These 
challenges fall into three main categories; education, information, and health care 
systems.

Education

HCPs are used to thinking about contraceptive and sexual health advice based on 
risk assessments which group sexual behaviours into broad categories, using a 
flowchart or algorithm model for both assessment and treatment. In this model a 
HCP who will usually not have met the individual before will take a patient’s history 
and mentally stratify the person into a risk group. This is a useful skill where health 
services are under-resourced and have a heavy workload. If the HCP does not have 
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sufficient education about sexual and gender minorities to accurately assess risk 
for those groups, they may fall back on common societal stereotypes. Research 
shows that many HCP students feel underprepared for working with LGBTQ+ 
patients, and that their lecturers feel underprepared to teach HCP students about 
this.52–54

LGBTQ+ HCPs exist, and in the absence of a robust educational programme about 
LGBTQ+ people’s health needs, this person may be assumed by other HCPs to be a 
good source of information to ensure services are appropriate. Several problems 
arise from this assumption. First, if the workplace is not conducive to constructive 
criticism, or if the workplace is not an environment where LGBTQ+ HCPs can be 
fully open about their LGBTQ+ identity, they will not be able to challenge 
assumptions, model behaviours, or be willing to share their lived experiences. This 
can lead to assumptions being made that services are accessible, because the 
LGBTQ+ person has not said they are inaccessible.

Second, simply being an LGBTQ+ person does not give a HCP expertise in the 
needs and experiences of all LGBTQ+ people who use the service. Not only may 
the issues faced by lesbians accessing sexual health services be quite different to 
those faced by a gay man, intersecting inequalities also affect experiences, so a 
Black lesbian may have significantly different experiences of obtaining 
contraceptive information than a white lesbian.

Third, over reliance on LGBTQ+ staff to champion LGBTQ+ equality, without 
recognition of the labour this entails can lead to the LGBTQ+ HCP experiencing 
burnout. Simultaneously, if the knowledge and experience in caring for LGBTQ+ 
people is held by the one LGBTQ+ HCP and they then leave, the collective 
knowledge and experience of the team may reduce suddenly.

Information

HCPs face a difficult balance in giving evidence-based statistical and generalised 
information whilst also giving personalised care. If the evidence base for the 
provision of statistical and generalised information doesn’t exist, then the care that 
the HCP can provide is compromised. There are significant gaps in the evidence 
base for LGBTQ+ sexual and reproductive health. For example, information about 
transmission rates of sexually transmitted infections between women, broken 
down by the type of sexual activity they engage in, is simply not available. Robust 
data about the contraceptive efficacy of different variations of testosterone and 
oestrogen for transgender people is also not available. Where gaps in information 
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exist, HCPs may over-rely on the small amount of information they do have, leading 
to the provision of inappropriate health care, as seen in the case study below:

CASE STUDY 3

A cis bisexual man and his cis bisexual woman partner attended a sexual 
health clinic I worked at. Assumptions were made that, because they were 
presenting as a couple, they must be heterosexual. All of the initial 
conversations they wanted to have with HCPs were about reproductive 
health and pregnancy. However, as soon as they disclosed that they were 
both bisexual, the conversation turned to how high risk they were as a 
couple. These conversations were not based on behaviours they discussed, 
nor on their actual sexual history, but on their identities. When HCPs base risk 
discussions on identity, stereotypes are very present and misinformation is 
more likely. These people’s identities were assumed to give information about 
their sexual behaviour, rather than the HCPS asking about their actual 
behaviours. The couples’ priorities were about starting a family, and that was 
the conversation they wanted to have.

Gaps in information may also occur on an individual level, as LGBTQ+ people 
may choose to selectively disclose their history. This can be because of 
previous poor experiences (this couple were perhaps less likely to disclose 
their identities in future), internalised homo/transphobia, a desire to help 
HCPs by making themselves fit into the expected boxes, or a desire to not be 
a source of gossip. As a result, HCPs may be treating LGBTQ+ people whilst 
believing they are treating cisheterosexual people. In turn this leads to some 
HCPs believing they have no LGBTQ+ clients.

Health care systems

Gaps in education and information are not the only factors at play. The systems 
that HCPs work within shape the possibilities they consider. If data collection 
systems only allow “man/woman” and conflates sex with gender to make 
cisnormative assumptions, then an HCP who spends all day putting information 
into this system will think in the same binary and cisnormative way. I am an 
LGBTQ+ person and a vocal advocate for changing cis and heteronormative 
practices, but I have still had to work hard in my clinical practice as a midwife to 
not refer to all those I care for as women.
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In wider society, stereotypes about LGBTQ+ sexual behaviour abound. Gay and 
bisexual men are often stereotyped as promiscuous, whilst sex between two cis 
women may be fetishised, as well as being perceived as being less significant than 
penis-in-vagina sex, more like “a kiss and a cuddle” rather than a full, healthy sex 
life. This can lead to a perception that lesbian women have no sexual health or 
contraceptive needs. Bisexual women may be assumed to be heterosexual if they 
have a visible cis opposite sex partner, with their identity hidden and invalidated, 
leading to their sexual health needs relating to sex they have with women being 
invisibilised and ignored.

WAY FORWARD

The World Health Organisation states that

“Reproductive and sexual healthcare as a human right”
(page 12, 1.1)55

Furthermore, they say that sexual health and reproductive health are closely 
linked. In recognition of this, amongst their sustainable development goals, the 
United Nations have set

“a specific target to ensure universal access to sexual and reproductive 
health-care services by 2030”

(target 3.7)56

To make this a reality for LGBTQ+ people, we need to change the ways in which 
contraceptive and sexual health services are delivered to LGBTQ+ people, whether 
we are aware that they are LGBTQ+ or not.

First, we need to change the information available to HCPs about different kinds of 
sexual practices amongst LGBTQ+ people, including polyamorous relationships and 
kink practices. Not only do HCPs need good quality information about what 
LGBTQ+ people do, they need evidence-based information about the sexual health 
implications of those practices, which means that research specifically examining 
transmission risks for LGBTQ+ people is required.

The process of updating the evidence-base about LGBTQ+ sexual health is going to 
take time, but there are things that can help improve services for LGBTQ+ people in 
the interim, on a policy level, an organisational level, and an individual practice level.
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Policy

A number of specific services and campaigns to address the sexual health needs 
of LGBTQ+ people already exist. Examples include:

	–	 “Are you ready for your screen test” LGBT Foundation cervical campaign and 
toolkit to dispel the myths around lesbian and bisexual women and cervical 
screening ​https://​lgbt.​foundation/​screening

	–	 CliniQ—a trans led holistic sexual health, mental health and wellbeing service 
for all trans people, partners, and friends ​https://​cliniq.​org.​uk/

	–	 56T at Dean Street—an expert sexual health clinic in London who focus on the 
needs of the LGBTQI+ community ​https://​www.​dean.​st/

	–	 Clinic T—a trans and non-binary friendly sexual health and contraception 
service in Brighton ​https://​brightonsexualhealth.​com/​service/​clinic-t/

	–	 Butterfly—the axess sexual health clinic for trans and non-binary folk https://
www.axess.clinic/services/butterfly-clinic/

	–	 Birmingham LGBT—a user-led organisation aimed at improving the health and 
wellbeing of LGBTQ+ people that includes sexual health services https://blgbt.
org/services/sexual-health-services/

	–	 Pitstop clinics—drop-in STI testing and advice for LGBTQ+ people in Woolwich 
https://metrocharity.org.uk/sexual-health/pitstop-clinics

	–	 LGBT Foundation’s “Get tested with us” service—offering free sexual health 
tests for LGBTQIA+ people and men who have sex with men living in Greater 
Manchester, aged 18+ https://lgbt.foundation/testing

	–	 “Best for my chest” campaign run by Live Through This—a cancer support and 
advocacy charity for the LGBTIQ+ community https://livethroughthis.co.uk/
bestformychest/

	–	 “Remove the doubt campaign”—an NHS campaign in collaboration with 
OUTpatients, aimed at giving lesbians, bisexual women, and trans and 
non-binary people with a cervix the knowledge and confidence to attend 
cervical screenings https://livethroughthis.co.uk/removethedoubt/

Key learning points from these services include the importance of including 
LGBTQ+ people in the development of any education, guidance, or policies in a 
recognised and therefore paid role. National and local guidelines which are easy to 
use and well publicised, as well as cooperation between different health care 
settings to ensure policies guidelines and learning are harmonised across the 
different health care settings. Recording of demographic information about sexual 
orientation and gender should be consistent and standardised in order to 
improve future stratified risk-based information available to patients and clinicians. 

https://lgbt.foundation/screening
https://cliniq.org.uk/
https://www.dean.st/
https://brightonsexualhealth.com/service/clinic-t/
https://www.axess.clinic/services/butterfly-clinic/
https://www.axess.clinic/services/butterfly-clinic/
https://blgbt.org/services/sexual-health-services/
https://blgbt.org/services/sexual-health-services/
https://metrocharity.org.uk/sexual-health/pitstop-clinics
https://lgbt.foundation/testing
https://livethroughthis.co.uk/
https://livethroughthis.co.uk/
https://livethroughthis.co.uk
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Specific training for HCPs about how to care for LGBTQ+ people needs to be 
integral in education and ongoing mandatory training. Additionally, roles which 
include expertise in LGBTQ+ health issues should be developed within health 
services. Initially, to meet the current needs of LGBTQ+ people these roles may 
need to be fulfilled through the commissioning of external “by and for” services 
due to the dearth of expertise within many health care settings, but with the 
long-term aim of mainstreaming this expert knowledge to in-house health care 
services.

The learning from these services can be adapted, and used to create new national 
or local policies which can drive the improvements in accessibility of services for 
LGBTQ+ people. It is essential that policy work is accompanied by appropriate 
training for HCPs already in services, and by organisational changes.

Organisational

Auditing the current accessibility of a service should be undertaken, and should 
include LGBTQ+ people as part of that evaluation process. Options for this might 
include carrying out Equality Impact Assessments,57 conducting “mystery shopper” 
style research from LGBTQ+ people, or using one of the many toolkits for working 
through accessibility.58 When service improvements are identified through one of 
these processes, they should be implemented. Implementation should be 
accompanied by a robust training programme. Such training should include good 
practice examples for HCPs.

Collecting data about sexual orientation and gender is fundamental to knowing 
who your service users are, and also who is not using your services. Advice should 
be taken about ways to collect data which do not cause harm to service users, for 
example by clumsy language (see case study 4).

Continuity of carer has been shown to be beneficial to LGBTQ+ people when 
accessing contraceptive and sexual health services, as it removes the requirement 
for them to repeatedly “come out,” thus reducing anxiety about encountering 
homophobia and transphobia. Continuity of carer should be provided to LGBTQ+ 
people wherever possible.

It is also important to ensure that LGBTQ+ HCPs in contraceptive and sexual health 
services feel safe at work, and are able to be open about their LGBTQ+ identities. 
Creating conditions in which LGBTQ+ HCPs are visible will help to (though not 
ensure) that LGBTQ+ service users are expected within the service and able to be 
open about their identities.



CASE STUDY 4

A trans man wants to book an appointment online with his local sexual health 
clinic. The registration form asks for his sex, offering only female and male as 
options. A box next to this question explains that he must put his sex assigned 
at birth as that is the medically important information. He knows that ticking a 
box that states he is female will cause harm to his mental health.

Other alternatives might include asking for gender (man/woman/non-binary/
other), and then asking if the person’s gender is the same as they were 
assigned at birth. This would collect better information, and would not 
compromise transgender people’s mental health.

Contraception and sexual health  23

Individual practice

There are many things that individual HCPs can do to improve the services that 
they provide, regardless of organisational and policy changes. This begins with 
challenging our own assumptions about gender and sexual orientation, becoming 
aware that we are offering care to people who we do not know are LGBTQ+.

HCPs are already largely aware of the importance of introducing themselves and of 
checking the pronunciation of unfamiliar names. Checking pronouns can be 
incorporated into these practices, and immediately indicates an awareness in the 
service user that the HCP has some knowledge of LGBTQ+ issues. Ideally, we 
should then aim to have nuanced and non-judgemental conversations with all 
service users about the kinds of sex that person is having, and then base our 
further conversation on that. This requires the HCP to engage in actively listening 
to patients, mirroring the language they use to describe themselves, their partners 
and their sexual activities. It can be helpful to seek out good practice examples of 
both the content of discussions about these subjects, and ways of asking clients 
for appropriate information, before you need them. When treating transgender 
people in contraceptive or sexual health services, it is important that you do not 
automatically treat them as their sex assigned at birth, but also that you also do 
not medically treat them as a cis person of their acquired gender. Moving away 
from a binary categorisation can be challenging when organisational systems 
reinforce this, but is essential if you aim to deliver appropriate care.

Tailoring care to fit the person in front of you rather than using a one-size fits all or 
crude categorisations is a skill that most HCPs in contraceptive and sexual health 
services already have, and it is the skill that is fundamental to delivering good 
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quality care to LGBTQ+ people. Improving the care offered to LGBTQ+ patients will 
improve the care that is offered to cisheterosexual people too, as it relies on caring 
for the person in front of you rather than an imagined archetype.

Second, when the evidence base for sexual health and contraceptive advice is 
lacking for LGBTQ+ people, it is important we acknowledge this, and acknowledge 
that this is unacceptable. Telling service users that we do not have the information 
they are seeking can be uncomfortable, but if our practice is to remain 
evidence-based, then it is important that we do so.

Finally, there are practical adaptations that can be made to our practices that may 
make the delivery of sexual health services more accessible to LGBTQ+ people. 
These can include offering a smaller speculum, offering the option of the person 
inserting the speculum themselves, and the option of rectal ultrasound scanning 
where transvaginal ultrasound is unacceptable. New research looking at options 
such as analysis of urinary samples for HPV presence and self-sampling (where the 
patient is follows instructions to swab their own vaginas) may also indicate other 
adaptations.59 Even if the person does not accept one of these adaptations, the effort 
and consideration from the HCP serves as a demonstration of a genuinely more 
inclusive service, which in itself has a positive effect on the health care experience.
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Chapter 2
LGBTQ+ fertility and conception
Susie Bower-Brown and Sophie Zadeh

INTRODUCTION

Although rates of adoption are overall higher in LGBTQ+ populations than 
non-LGBTQ+ populations,1 many LGBTQ+ individuals wish to pursue parenthood 
through gestation. The reasons for this may be numerous, ranging, for example, 
from the anticipation of structural barriers in access to adoption services,2, 3 to a 
preference for biologically related children.4 Among those pursuing parenthood 
through birth, some will not need or want to access fertility services. For example, 
cis bisexual parents in a different-gender relationship, or those in relationships in 
which one or more partners are TNB, may not require the use of fertility treatment 
involving donor gametes and/or surrogacy. Other prospective parents, such as 
single parents and cis men/cis women couples, do require the use of donor 
gametes or a surrogate. Such journeys to parenthood may still take place entirely 
outside of the clinical context for a range of reasons, such as wanting more choice 
or information about the donor than is permitted by legislation5, 6 and due to the 
high financial cost of conception within a fertility clinic.

This chapter focuses on LGBTQ+ prospective parents who either require or prefer 
to access fertility services to conceive, a population that is increasing in the UK 
year on year.7, 8 It will highlight the structural and interpersonal barriers that impact 
LGBTQ+ prospective parents’ access to fertility treatment, before focusing on the 
experiences of LGBTQ+ individuals who have used fertility services, including 
experiences of decision-making about fertility and conception and experiences of 
fertility treatment and clinical care. We will provide examples of positive and 
negative experiences of reproductive care from our research with TNB parents, 
and outline their recommendations for practice. Our discussion is primarily 
focussed on experiences with UK fertility services, but where relevant, prospective 
parents’ experiences in other contexts are also highlighted.

http://dx.doi.org/10.4324/9781003305446-3
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FERTILITY, CONCEPTION, AND MINORITY STRESS

In order to contextualise the material we present in this chapter, we begin by 
briefly outlining the minority stress model, which is described in further detail in 
Chapter 13. Research has consistently identified worse mental health outcomes 
within LGBTQ+ populations than non-LGBTQ+ populations.9 This association is 
theorised within the minority stress model10 which explains the relationship 
between stigma, discrimination, stress, and health outcomes within LGB 
populations. The model suggests that stigma leads to stress, which in turn leads to 
negative health outcomes. In support of this model, research has consistently 
found associations between stigma and mental and physical health.11 The model 
distinguishes between different types of stigma, referred to as “distal” and 
“proximal” stressors, respectively. Distal stressors refer to external prejudice 
events (including discrimination and violence) and proximal stressors refer to 
internal stigma processes (including expectations of rejection, concealment, and 
internalised stigma). The model highlights the importance of coping and social 
support (at both individual and community levels), as these can moderate the link 
between stressors and adverse outcomes. The model has since been extended to 
TNB populations, referring more specifically to “gender minority stress”.12

As the chapter progresses, the relevance of the model to LGBTQ+ prospective 
parents’ experiences of fertility treatment – which can include numerous 
challenges, and varying levels of support – will become clear. We turn first to 
barriers to treatment.

BARRIERS TO TREATMENT

In 2008, the UK’s Human Fertilisation and Embryology (HFE) Act was amended to 
reflect the fact that clinical considerations about a “child’s need for a father” in 
deciding whom to offer fertility treatment were misaligned with empirical evidence, 
which has consistently shown the number or gender of parents to be less relevant 
for children’s psychological, social and emotional adjustment than are high quality 
parenting and positive parent-child relationships.13–15 Changes to the HFE Act in 2008 
also enabled both members of cis women couples to be registered on their child’s 
birth certificate; the process for cis men couples who had used surrogacy remained 
lengthier, requiring a parental order. This was because under UK law, the person who 
gives birth to a child was – and today remains – recognised as their “mother”.16

Under the 2008 legislation, access to surrogacy by single LGBTQ+ people 
remained complex, requiring them to obtain a parental order to become the legal 
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parent of a child born through surrogacy. The HFE Act 2008 (Remedial) Order 
2018 brought the experiences of single people using surrogacy in the UK in line 
with cis men couples who become parents through this means. However, 
legislation in the UK remains obstructive to TNB parents, particularly among 
those who have given birth, who are not always able to be listed using the 
appropriate parental designation on their child’s birth certificate, irrespective of 
whether they have a Gender Recognition Certificate17 (eg, the case of trans father 
Freddy McConnell). Current UK legislation also fails to accommodate families in 
which there are more than two parents, such as polyamorous parenting families 
and families with co-parenting arrangements. It is also worth remembering that 
legislation in other jurisdictions may shape the experiences of LGBTQ+ parents in 
the UK, particularly in cases of cross-border reproductive care. For example, 
agreements with donors and surrogates that are legally recognised in the UK 
may not be recognised elsewhere, with potential consequences for the legal 
status of children born overseas.18, 19

Although UK legislation permits access to fertility treatment for LGBTQ+ 
prospective parents in principle, the legal complexities that may accompany the 
path to parenthood for LGBTQ+ individuals are vast. Empirical evidence has also 
shown that interpretations of the law by practitioners are not always accurate, and 
that discrimination within fertility services may mean that treatment that is 
permitted by law is not always accessible to LGBTQ+ prospective parents. For 
example, welfare of the child assessments conducted by clinical staff and 
allocation of the limited government funds for treatment remain underpinned by 
normative assumptions about parenting in different family types. 19, 20 In terms of 
the former, our research has shown that the mandatory counselling for those 
seeking fertility treatment with donor gametes may result in discrimination against 
TNB parents and denial of access to services3 (Table 2.1). In terms of the latter, 
although LGBTQ+ individuals of all incomes report similar levels of desire for 
parenthood,22 access to fertility treatment that is funded by the UK’s National 
Health Service (NHS) by LGBTQ+ prospective parents varies by nation, with 11% of 
IVF cycles for cis women couples being funded in England, compared to 40% in 
Scotland and 21% in Wales.7 This “postcode lottery” of treatment funding has been 
identified as a barrier for many LGBTQ+ prospective parents.23

The Government’s 2016 Report on Transgender Equality identified that public 
service provision for TNB people is characterised by widespread transphobia, and 
that the NHS is “letting down trans people”.24(pp.3) In terms of fertility services 
specifically, TNB prospective parents clearly face several additional barriers to 
treatment when compared to cis LGBTQ+ parents. For instance, there are currently 
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Table 2.1  �Negative experiences of fertility services reported by trans and/or non-binary 
(TNB) parents

Negative experiences 
of fertility services

Example quotation from TNB parents

Distal stressors

Denial of care The first clinic we went to rejected us for what we 
considered to be spurious grounds…We felt it was a little 
bit eugenic to be honest. (trans woman)1

Cisgendered language Nothing was gender neutral, none of the language. 
Everything assumed that the mum was having a baby 
with a man. (non-binary person)

Clinicians’ lack of 
knowledge

The language they used [at the clinic] was a bit clumsy or 
a bit invasive…sort of straight people trying their best but 
not quite getting it. (non-binary woman)

Inappropriate paperwork We had to ask [the fertility clinic] to change some of their 
forms actually because on their forms the sperm donor 
form to fill in is has father’s signature on it…to this day 
I don’t know if they did. (trans woman)

Unfriendliness towards 
TNB patients

I did speak to a private fertility clinic to see about sperm 
storage, but I was incredibly anxious and I rang up and the 
woman on the phone…said “oh, unless its through the 
NHS we can’t help you” and just really upset me and so I 
never considered it again. (trans woman)

Exclusion of non-birth 
parents

You end up feeling useless and just excluded from spaces 
that you want to be included in. (trans woman)

Proximal stressors

Avoiding clinics due to 
discrimination

We tried to have IVF, and the NHS told us “go practice for 
another month and tell us how you get on”. The then 
ex-husband has no penis so we can try for a month of 
Sundays and get nowhere…We [decided to] do home 
insemination and cut out the NHS and the medical side of 
things. (genderfluid person)

Identity concealment Because we’d had a bad experience, we then censored 
ourselves a little bit [in IVF counselling], we treated it as 
“no, this is a test we have to pass” rather than a 
counselling that we benefited from. (trans woman)

Fear of discrimination If I went through the adoption route or surrogacy, I would 
be subjecting myself to systems that weren’t designed for 
me, and would potentially be quite scary and unpredictable 
and might just reject me outright. (trans man)

Participants’ gender identities are included after each quotation in Tables 2.1, 2.3, and 2.4, 
as they described them themselves.
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no national guidelines on gamete freezing/storage provision for TNB people,25 
meaning that gamete freezing represents an additional financial barrier for many 
TNB individuals.26 Relatedly, TNB people are often not given appropriate information 
about fertility preservation if they pursue a medical transition.27 Toze describes that 
hysterectomies have been regularly recommended for trans men on medical 
grounds, despite limited evidence of their efficacy, thus limiting the possibility for 
trans men to later pursue pregnancy.28 In general, research has identified a lack of 
information amongst both clinicians and the TNB community about reproduction 
and contraception.29 TNB people assigned female at birth may rely on testosterone 
as a contraceptive,30 resulting in unplanned pregnancies.31 This evidence overall 
highlights the importance of providing accurate information about reproduction 
and contraception.

Such findings are also reflective of a broader lack of knowledge about TNB health 
amongst health care professionals.32 An Australian survey found the number of 
TNB individuals who had been offered fertility counselling before their medical 
transition and who had frozen their gametes remained very low, despite an 
overwhelming consensus that this should be available freely.33 For some TNB 
individuals, the lack of education about, and financial barriers to, gamete 
preservation may limit their opportunities for becoming a parent before they even 
start their journey to parenthood.26, 34

The barriers identified thus far (ie, restrictive legislation, lack of education, denial 
of services, and financial barriers) can be seen as “distal stressors” or “distal 
barriers” when viewing experiences through the minority stress lens. Several 
“proximal barriers” for LGBTQ+ parents can also be identified; in other words, 
anticipated stigma may limit the extent to which LGBTQ+ individuals can imagine, 
and thus pursue, parenthood. For instance, quantitative studies have found that 
desire for parenting is negatively associated with distal stressors (ie, experiences 
of stigma, prejudice, discrimination) among lesbian populations.i,35,36 These same 
studies also found that the desire for parenting is associated with internalised 
stigma, a proximal stressor, highlighting that both factors are relevant. Among 
TNB populations, some trans men and women see their gender as a barrier to 
becoming a parent,37 with cisnormative understandings of parenthood in society 
having been shown to limit opportunities for TNB individuals to imagine 
themselves as parents.38 Moreover, TNB adults perceive fertility clinics to be 
unwelcoming spaces,34 and fear of discrimination in fertility clinics may dissuade 
TNB parents from pursuing parenthood via a clinic.39 We will further explore these 
distal and proximal stressors throughout the rest of the chapter as we turn to 
discuss LGBTQ+ parents’ decision-making about, and experiences of, fertility 
treatment.
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DECISION-MAKING AROUND FERTILITY 
AND CONCEPTION

After having decided to pursue gestational parenthood, LGBTQ+ individuals face 
many complex decisions about their route to parenthood.40 These decisions range 
from whether to conceive within a clinic or not, which treatment route to take, and, 
if using donor gametes, which type of donor to use, and where to access gametes 
for conception. Many LGBTQ+ families will have more than one prospective parent 
with the same reproductive capacity (ie, two potential gestational parents or two 
potential sperm providers), and choices must be made about which parent will be 
biologically related to their child. Numerous factors, which we outline below, have 
been found to influence all of these decisions.

Many LGBTQ+ prospective parents will have to decide between different routes to 
parenthood and, as previously discussed, the specific pathway to parenthood 
pursued depends not only on individual choices, but also on biological, social, 
financial, and legal constraints.41 Several studies have found that, somewhat 
paradoxically, complex fertility treatments may be seen as the easiest route to 
parenthood,2, 3 in many cases due to fear of discrimination in the adoption 
system.42 Research suggests that this fear may be especially pronounced for cis 
men, due to gender discrimination in adoption services.43 Research with lesbian, 
bisexual and queer (LBQ) parents in Australia has shown that the most common 
reason for conceiving via a fertility clinic is to ensure legal recognition of parenting 
relationships,44 demonstrating that clinical conception may be protective for those 
LBGTQ+ parents who are able to access it.

Technological developments and changes in social policy have resulted in an 
increasing range of advanced fertility treatments for LGBTQ+ parents. 45 One novel 
route to parenthood that is growing in popularity and visibility is reciprocal IVF (also 
called shared biological motherhood).46 This route to parenthood allows couples with 
two potential birth parents to “share” biological parenthood: one partner’s egg is 
extracted, and the other partner carries this egg; resultantly, each parent has either a 
genetic or gestational link to the child. Reciprocal IVF can be used as an example to 
provide insight into the many factors which impact decision making around 
parenthood. For instance, some LGBTQ+ parents choose reciprocal IVF due to 
medical reasons (such as the gestational parent having a low egg count), but most 
couples choose reciprocal IVF for non-medical reasons.47 Couples who choose 
reciprocal IVF for non-medical reasons must balance the increased medical risks 
involved in having both parents as medical patients, with the perceived benefits of 
having respective gestational and genetic connections with the child.48 One recent 



LGBTQ+ fertility and conception  35

UK study, to which one of us (SBB) contributed, explored experiences of cis women 
within two-mother families, and their reasons for choosing reciprocal IVF over other 
treatment routes. Mothers reported choosing reciprocal IVF so that they could both 
be seen as “legitimate” parents, to share the journey of motherhood with their 
partner, and to build strong bonds within their family. 49 Examples of these reasons, 
taken from Shaw et al.’s study,49 can be seen in Table 2.2. Notably, mothers’ 
expectations of reciprocal IVF (eg, that it would prevent jealousy between mothers) 
were not always borne out in reality, demonstrating the importance of longitudinal 
research on LGBTQ+ families formed by assisted reproduction.

Table 2.2  �Two-mother families’ reasons for using reciprocal IVF

Motivations to use 
reciprocal IVF

Example quotations

Becoming mums 
together

We both had to do injections, we both had to do scans, it 
was very much like we were in this together and it felt like 
we were making a baby. ’Cos obviously you wish every day 
that you could just go upstairs, have sex and fall pregnant, 
but it’s really not that fun at all. (gestational mother)

Legitimacy: “Who’s the 
real mum?”

We are parents because I gave birth, and it’s [partner’s] 
DNA. So, no one in the world can doubt that we are both 
parents. (gestational mother)

Choices and constraints When we were having to pay that amount of money, we 
wanted the most success. (gestational mother)
My age meant that I would be more likely to provide more 
eggs, and her womb was in a better condition than mine. 
So it kind of dictated which way round we did it. (genetic 
mother)

Biological connections 
strengthen family 
connections

If you had your own genetic baby there could be room to 
feel jealous or some sort of partition in your family like that 
and I think having each other’s eggs completely negates 
that because, because he’s part of her. (genetic mother)

Note: These findings come from a thematic analysis of interview data from 28 mothers 
in two-mother families conceived via reciprocal IVF. These findings are published in the 
following paper, which is available open access. This project49 was funded by the ESRC: 
Shaw K, Bower-Brown S, McConnachie A, Jadva V, Ahuja K, Macklon N, Golombok S. “Her 
Bun in My Oven”: Motivations and Experiences of Two-Mother Families who have Used 
Reciprocal IVF. Family Relations. 2023;72(1):195–214. https://doi.org/10.1111/fare.12805.

https://doi.org/10.1111/fare.12805


36  A Guide to Providing LGBTQ+ Inclusive Reproductive Health Care

Although reciprocal IVF offers couples the opportunity for both members of a 
couple to be involved in the clinical route to parenthood, many LGBTQ+ families 
must make the choice around who will undertake which aspect of the process. 
Research has explored the factors related to decision making about gestational 
parenthood and these include fear of childbirth, differing parental desire for 
genetic relatedness and parental gender identity/expression.50 Importantly, 
parental experiences of gender may impact decision-making around gestational 
parenthood among cis women, trans men and non-binary people alike.50–52 Such 
findings highlight that societal assumptions about gender and pregnancy are not 
only cisnormative, but also gender normative, in that pregnancy is assumed to be 
not just for women but specifically for feminine women.53

However, TNB potential parents may also have to consider additional factors in 
decision-making when compared to cis women, and research has highlighted that 
balancing transition goals (ie, beginning/continuing to take testosterone) and 
reproductive goals (ie, pursuing pregnancy) can be challenging for TNB birth 
parents.34, 51, 52 Notably, a recent case report highlighted that reciprocal IVF may be 
a particularly effective route to parenthood for some trans men/non-binary people 
partnered with cis women; a trans man’s egg was extracted and his partner (a cis 
woman) carried the pregnancy.54 Importantly, this allowed for the trans man to 
continue to use testosterone throughout the pregnancy, demonstrating that recent 
technological advancements may allow TNB parents to conceive in ways that align 
with both their transition goals and reproductive goals.

In couples with two individuals who could potentially carry a pregnancy, research 
has found that many couples may swap the person who is pregnant if having more 
than one child.49, 55 Similar findings are echoed with cis men couples conceiving via 
surrogacy, with one survey finding that most couples create embryos with both 
partners’ sperm, and choose one partner’s embryo for their first child, keeping the 
other partner’s in case of a second child.56 One study of cis men couples using 
surrogacy found that most couples chose to transfer two embryos, despite 
increased medical risks, and this was related to the costs involved and the desire 
to conceive twins.57 More research is needed on the factors influencing 
decision-making around sperm provision in LGBTQ+ parent families.

A key reason for LGBTQ+ parents to use a fertility clinic is due to the need for 
donor gametes. LBQ women have identified a number of benefits associated with 
accessing donor gametes through fertility clinics, including that sperm is screened 
for infections, that it may be more successful than self-insemination or conception 
via intercourse, and that it ensures the child would be able to identify their donor in 
the future.44 In terms of choosing donor sperm, many LGBTQ+ families have been 
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found to pick a sperm donor with the same characteristics as the non-genetically 
related parent,58 a process referred to as “donor matching”. Additionally, cis LBQ 
mothers have been found to often choose the same donor if they have multiple 
children, with the hope of strengthening connections between siblings.58 Although 
research on this topic has primarily focussed on cis women’s use of donor sperm, 
studies of cis men who have conceived via surrogacy have found that they tend to 
minimise the genetic contribution of the egg donor, by depersonalising the donor 
and separating the donation from the person.59

Some LGBTQ+ parents may also become donors themselves on the journey to 
parenthood. For example, cis women in same-gender couples are much more 
likely to use egg sharing programmes than heterosexual women;7 in these 
schemes, patients can donate their eggs to other patients so as to reduce their 
cost of treatment. The discrepancy in egg sharing between heterosexual women 
and LGBTQ+ parents may be related to the lack of NHS funding for LGBTQ+ fertility 
treatment, but more research is necessary to ascertain whether this is the case.

In 2005, legislation was introduced in the UK which removed donor anonymity; 
subsequently, all children conceived via fertility clinics in the UK after 1 April 2005 
will be able to access the donor’s identifying information when they turn 18. 
Although distinctions between anonymous, known and identifiable donation 
remain relevant within the context of fertility clinics, it is becoming increasingly 
common for LGBTQ+ parents to seek a co-parent or sperm donor online5 and in 
online settings, distinctions between different types of donor are less clear.60 One 
study of women who had searched for a sperm donor online found that they 
reported several advantages, including detailed donor information, having the 
opportunity to meet the donor, and reduced financial costs.61 However, 
disadvantages included the absence of health screening and “dishonest donors” 
(ie, men whose motivations were unclear or who were looking for sex). TNB people 
have also been found to access donor sperm outside of a clinic and undergo 
insemination at home.39 For some parents this may be a deliberate choice (eg, so 
their child can have contact with their donor) whereas for others, this may be due 
to the prohibitively high costs involved in clinical conception and fears of 
discrimination from fertility clinics.3, 39

EXPERIENCES OF FERTILITY TREATMENT AND 
CLINICAL CARE

We now turn to the research that has explored LGBTQ+ parents’ experiences of 
accessing fertility treatment. After overcoming many barriers and making multiple, 
often complex, decisions about treatment, LGBTQ+ parents come into contact with 
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a number of health care providers and professionals. Although experiences are 
mixed, fertility clinics are generally not designed to cater to LGBTQ+ bodies, 
identities and families.62 Providers have been found to rely on cisheteronormative 
assumptions and lack training and awareness of issues pertaining to LGBTQ+ 
fertility and family formation.3, 39, 62–65 Distinctions have been made between 
experiences at structural and interpersonal levels, with lesbian non-gestational 
mothers reporting exclusion by service structures but inclusion by health care 
staff.66 One study analysed the LGBT content of fertility clinic websites in the US, 
finding that whilst just over half contained LGBT content, the most mentioned 
terms were “lesbian”, “LGBT”, and “gay”.67 Websites infrequently used the terms 
“trans” and “bisexual”, demonstrating a lack of consideration of the specific needs 
of bisexual and trans parents. We will now outline the research on the experiences 
of these different groups of LGBTQ+ parents.

Studies of cis women have shown that they lack support when accessing fertility 
treatment, as well as experiencing inappropriate mandatory processes designed 
for heterosexual parents, such as fertility counselling.64 Research in Scotland with 
LGB women found that their sexual orientation affected their experience of fertility 
treatment, with participants reporting that they were asked intrusive questions 
about their sexual history and their future child’s lack of a father.68 Several 
participants reported receiving higher quality care in private fertility clinics than in 
the NHS – indeed, among those responding to the UK Government’s National LGBT 
Survey, spontaneous reports of negative experiences of care and informal 
discrimination in the NHS were common.69 Such findings highlight that an 
individual’s income may affect the quality of care that they receive. Lesbian mother 
families have also been found to minimise experiences of stigma from health care 
providers in fertility clinics,70 suggesting that discrimination may be more 
widespread than is immediately evident.

TNB parents’ experiences within clinics have generally been found to be negative, 
and generally these experiences are related to cisnormative assumptions about 
bodies, ie, that women are pregnant and that men provide sperm.71 Across several 
studies, identified experiences include encountering inappropriate paperwork, 
having to accept suboptimal treatment, and being denied fertility treatment due to 
transphobia.3, 39, 65 Importantly, research with TNB pregnant parents has reported 
that conception outside of a clinical setting is positive and straightforward,39, 51 
demonstrating that TNB conception does not need to be a negative experience. 
Taken together, these findings evidence the need to improve fertility services for 
TNB individuals, and to ensure inclusivity and sensitivity in treatment provision 
overall.72, 73 Although less commonly identified, positive experiences with clinicians 
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include proper pronoun/name use, familiarity with gender diversity, and warmth 
towards TNB individuals.51, 65, 74

Most research has focused on distal stressors (ie, experiences of discrimination 
and stigma), but there is some research that has identified LGBTQ+ parents’ 
experiences of proximal stressors within the clinical context. One example is the 
finding that some cis women conceal their sexual orientation by bringing a male 
friend along to the fertility clinic.75 TNB prospective parents also report concerns 
about confidentiality when pursuing gamete freezing,76 highlighting the importance 
of understanding how fear of discrimination impacts LGBTQ+ individuals’ access to 
fertility services. Our research on TNB parents in the UK explored parents’ 
strategies of navigating discrimination, finding that parents used both pioneering 
and pragmatic strategies, meaning that in some cases parents asserted their 
identities and aimed to change spaces to be more inclusive, while in others they 
concealed their identities to avoid discrimination.3

More research on parents’ experiences of proximal stressors is, however, needed. 
The experiences of some groups also remain understudied. Research has primarily 
focussed on the experiences of gestational parents, but research has reported 
feelings of exclusion among cis and trans non-gestational mothers on the journey to 
parenthood.49, 71, 77 Less research has been conducted on LGBTQ+ parents’ 
experiences of surrogacy than their experiences of IVF or donor insemination. Cis 
gay men who have pursued surrogacy report a lack of knowledge from fertility 
clinics and hospitals, about both LGBTQ+ parenthood and surrogacy itself.63 There is 
also a dearth of research on the fertility and conception experiences of bisexual 
parents. Given that bisexual mothers have been found to have poorer mental health 
than lesbian mothers during the perinatal period, and report feelings of invisibility 
and exclusion,78 it seems particularly important to further research their experiences.

Most research on LGBTQ+ parents and prospective parents has focussed on white, 
middle class, cis women in two-mother families. It has thus been suggested that it 
is important for researchers to look at LGBTQ+ parents’ experiences through an 
intersectional lens.79 Our research on TNB parents took an intersectional 
approach,3 and we found that parents who were facing multiple oppressions 
(ie, racism, ableism, classism) and who differed furthest from others’ expectations 
of a “good” parent (ie, in terms of parental age and family set-up) had the most 
negative experiences. Other research with single fathers who became parents 
through surrogacy has found that they face “multiple marginalities” of being single, 
male, and gay.19, 20 Several unique barriers to fertility care for ethnic minority groups 
have been identified,81 and in general, IVF birth rates are lower for Black and Asian 
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patients in the UK.82 Taken together, these findings reinforce the value of 
understanding LGBTQ+ parents’ experiences intersectionally, and point to a need 
for further research.

EXAMPLES OF POSITIVE AND NEGATIVE EXPERIENCES

In Tables 2.1 and 2.3, we have included some examples of positive and negative 
perinatal experiences from TNB parents in the UK. These quotations come from our 
research, which consisted of an interview study, funded by the Wellcome Trust, 
with 13 TNB parents. The findings have also been published in two academic 
articles which can be accessed online, cost-free.3, 71 Overall, participants reported 
more negative experiences than positive experiences, and reported experiencing 
both distal and proximal stressors. In terms of positive experiences, participants 
reported that some clinicians were inclusive, responsive, and knowledgeable. The 
parents within the study were also asked about their recommendations for 
improving reproductive care for TNB parents (see Table 2.4). Some of these 
recommendations are specific to TNB populations, whereas others, such as the 
importance of inclusive language, staff education, and equitable access to 
treatment, are relevant to the LGBTQ+ population more generally.

Table 2.3  �Positive experiences reported by trans and/or non-binary (TNB) parents

Positive experiences of 
fertility services

Example quotation from TNB parents

Correct pronoun use People in hospital were so cool and I didn’t even get 
misgendered once. (trans man)

Attempts at inclusiveness They were obviously trying to openly be like “oh yeah 
we support LGBT parents” but I think a lot of cases 
people will say LGBT but they forget what the T is…but 
like I said, I felt like they were making an effort and I felt 
like they weren’t being bigoted. (non-binary woman)

Inclusive systems I wasn’t the first trans man to give birth in this hospital 
trust area, so they had actually already changed the IT 
systems. (trans man)

Responsiveness [We said] we only wanted them to ask questions about 
us being trans if they were directly related…they were 
very understanding. She said, if I say anything 
inappropriate “just kick me” (trans woman)

Clinician knowledge of 
TNB health

The fertility clinic I went to…they were totally unphased 
by it. They were just like “yeah, we just need your 
hormone levels to come back at this and then 
everything’s fine”. (trans man)
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CONCLUSION

In this chapter, we have outlined LGBTQ+ individuals’ experiences of fertility and 
conception, including barriers to treatment, factors influencing decision-making, 
and experiences of accessing fertility care. LGBTQ+ parents clearly undergo 
complex decision-making processes when considering their route to parenthood, 
and whilst access to assisted reproduction for LGBTQ+ populations has never been 
higher, the legal, social, biological, and financial barriers outlined in this chapter 
mean that many LGBTQ+ individuals are still not able to access appropriate and 
inclusive reproductive care. Given that LGBTQ+ individuals often report more 
positive experiences of conception outside of a clinical setting, improving access 
to, and the quality of, fertility services for LGBTQ+ prospective parents is crucial. 
Clinicians need ongoing training about LGBTQ+ identities and experiences, so that 

Table 2.4  �Trans and/or non-binary (TNB) parents’ recommendations for inclusive practice

TNB parents’ practice 
recommendations

Example quotation from TNB parents

Awareness of gender 
diversity

It would have just been nice if the NHS had recognised 
that there’s more than two gender identities. (genderfluid 
person)

Evidence informed 
practice

There could be a maternity service conceived and 
developed with [the gender clinic]…it could provide a 
blueprint for sections or protocols at least to use in 
mainstream maternity clinics. (neither gender person)

Inclusive language A basic understanding of inclusive language is a thing 
that would really benefit trans people within the NHS. 
(non-binary person)

Staff education I think [fertility clinics] probably need to send their 
nurses on training courses, I would say. (trans woman)

Gender neutral spaces Making the spaces inclusive to everyone…you can be 
supportive of people giving birth without making 
everything woman focussed. (trans woman)

Improved access to NHS 
funded treatment

Access to fertility care needs to be trans inclusive. I think 
the criteria at the moment for getting it on the NHS is 
quite rigid and doesn’t really fit if you’re not in a 
heterosexual couple…and if you’re not cis. (trans man)

Improved access to 
gamete storage

I think sperm storage should be a basic part of care, 
similarly egg storage if requested for trans men. (trans 
woman)
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they can meet the needs of this growing group of parents. This is particularly the 
case, given that novel clinical treatments may now allow LGBTQ+ parents to 
pursue parenthood in ways that align with their goals and preferences. Among 
researchers, it is clear that we need to explore further the experiences and needs 
of diverse groups of LGBTQ+ parents, many of whose experiences remain so far 
understudied. As explained by the TNB parents within our research, reproductive 
care for LGBTQ+ populations must be accessible, inclusive, and evidence-based.

NOTE

	 i	 When reporting research findings in this chapter, we generally use the language on sexual 

orientation and/or gender identity of participants, as it is described within the study.
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Chapter 3
LGBTQ+ pregnancy loss
Ash Bainbridge

”There is as much diversity in death, as there is in life.”
– Jessica Clasby-Monk, The Legacy of Leo

INTRODUCTION

Opportunities for LGBTQ+ people to build families via pregnancy have grown over 
the last two decades1 and, tragically, some of these pregnancies end in loss. 
Bereaved parents deserve compassionate, empathetic, and supportive care that 
respects who they are, their pregnancy journey, and relationships to their child(ren). 
In the UK at the time of writing, formal midwifery and medical education does not 
include care for bereaved LGBTQ+ parents and the NHS guide “Having a baby if 
you’re LGBT+” does not mention pregnancy loss at any gestation.2 A small but 
growing body of research focuses on pregnancy loss experiences in distinct 
LGBTQ+ communities with the rates unevenly spread between the community’s 
sub-groups. The most in-depth and nuanced analyses of pregnancy outcomes 
focus on the experiences of lesbian and bisexual cisgender women in committed 
relationships.3–7 Little to none focus on pregnancy outcomes for individuals with an 
intersex assignment at birth, intersex identity and/or lived experience, asexual 
sexual orientation, or who belong to polyamorous relationship structures.

To bridge this gap, this chapter will discuss LGBTQ+ experiences of pregnancy loss 
by exploring how current definitions and methods of data capture are barriers that 
render LGBTQ+ losses invisible; how the frequency of pregnancy loss is impacted 
by minority stressors and culturally incompetent health care; and how 
intrapersonal and interpersonal stigma cultivates silence around pregnancy loss in 
LGBTQ+ communities. The chapter will then explore positive and negative 
experiences of bereavement support for both gestational and non-gestational 
parents, how routes to conception and pregnancy loss are interconnected 
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experiences for LGBTQ+ families, and how hormone therapy impacts experiences 
of pregnancy and loss.

In this chapter, an intersectional lens is applied and this application is vital. 
Pregnancy losses experienced by LGBTQ+ people are affected by intersecting axes 
of power, privilege, marginalisation, and oppression, both historical and present. 
LGBTQ+ identity neither eclipses, nor negates other identity characteristics. How 
these characteristics interlock and overlay influences how someone perceives 
themselves, their pregnancy loss experience, health care, and health care 
providers.8 A holistic, person-centred approach should be adopted where sexual 
orientation and gender identity are a critical, but not the sole lens through which a 
pregnancy is viewed.9 Intersectional research findings on LGBTQ+ pregnancy loss 
experiences are scant.

Where possible, attempts have been made to locate research evidence from 
outside the Global North, and, when writing, to distinguish between distinct 
LGBTQ+ communities. For consistency, a parent who is expecting a child and 
carrying the pregnancy is referred to as a “gestational parent”, and a parent 
expecting a child and not carrying the pregnancy as a “non-gestational parent”. For 
accuracy, where relevant, gendered and LGBTQ+ specific language is taken from 
the original source referenced (eg mothers,10 gender-expansive,11 gender variant,12 
birth parent,13 etc.).

DEFINITIONS OF PREGNANCY LOSS

In this chapter, pregnancy loss refers to the unplanned end of a pregnancy at any 
gestational age: an umbrella term for miscarriage (early, late, and missed; ectopic 
and molar pregnancies; loss following IUI and IVF), and stillbirth (early, late, and 
term). Parameters delineating miscarriage and stillbirth are currently inconsistent, 
as detailed in Table 3.1.

Such disparities in definition – both published and as they have evolved since –  
complicate comparison drawing in relation to miscarriage and stillbirth. This landscape 
is even more complex for LGBTQ+ families due to the absence of disaggregated data 
on loss prevalence and inconsistencies when considering who is and who is not a 
legible data subject.23, 24 For example, when requesting personal data on sexual 
orientation, often forms employ “bisexual” as a catch all, for all sexual orientations that 
are not heterosexual. In perinatal services where gendered language is default, data 
fails to capture pregnancy loss experiences specific to trans men, transmasculine 
persons, non-binary people, and intersex people who do not identify as women. These 
distinct experiences may be recorded and then inaccurately assigned as women’s.
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In the UK, this inaccuracy is acknowledged and knowingly perpetuated in 
evidence-based recommendations. For instance, the National Institute for Health 
and Care Excellence’s (NICE) clinical guideline on the diagnosis and initial 
management of ectopic pregnancy and miscarriage reads: “we use the terms 
‘woman’ and ‘women’, based on the evidence used in its development. The 
recommendations will also apply to people who do not identify as women but are 
pregnant or have given birth”.25 Evidence that applies to a percentage of the 
pregnant population does not automatically apply to the whole population, and 
health care needs during pregnancy loss differ. Such heteronormative and 
cisnormative language surrounding pregnancy loss blunts the accuracy and 
relevance of clinical guidelines and policy, dilutes health care providers’ 

Table 3.1  �Parameters delineating miscarriage and stillbirth by county

Place or Agency 
in alphabetical 

order

Definition (antenatal and intrapartum death)

Miscarriage Stillbirth

Australia14 ≤19+6 weeks or <400g 
birthweight

≥20+0 weeks or ≥400g 
birthweight

China15–17 ≤20+0 weeks or
≤23+6 weeks or ≤28+0 weeks

≥20+0 weeks or
≥24+0 weeks or ≥28+0 weeks

Mexico18 ≤20+6 weeks ≥21+0 weeks

UNICEF19 ≤27+6 weeks ≥28+0 weeks

United Kingdom20 ≤23+6 weeks with no signs of 
life (eg, voluntary muscle 
movement, umbilical cord 
pulsation, heartbeat presence 
at birth regardless of whether 
the placenta is still attached or 
umbilical cord has been cut)

≥24+0 weeks with no signs 
of life

United States21 ≤19+6 weeks (usually) or 
<350g birthweight if 
gestational age unknown

≥20+0 weeks (usually but not 
always) or ≥350g birthweight if 
gestational age unknown

World Health 
Organisation 
(WHO)22

≤21+6 weeks or <500g 
birthweight or <25cm body 
length

≥22+0 weeks or ≥500g 
birthweight or ≥25cm body 
length

WHO for 
international 
comparison 
purposes22

≤27+6 weeks or <100g 
birthweight or <35cm body 
length with birthweight 
prioritised over gestational age

≥28+0 weeks or ≥100g 
birthweight or ≥35cm body 
length with birthweight 
prioritised over gestational age
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understanding of differing reproductive loss experiences and needs, and hinders 
access for LGBTQ+ individuals to grieve and cope.26

A recent update to the style guide for all NICE publications, however, suggests a 
shift towards better LGBTQ+ inclusion.27 This update recommends using additive 
language when guidance applies to varying populations (“This guideline is for 
pregnant women and pregnant people”) and specific language when discussing 
specific populations (“use man, woman, or trans person, trans man or trans 
woman if you are referring to someone whose gender identity differs from the sex 
they were registered with at birth”).27 Beginning to use language that more 
accurately reflects the populations to whom recommendations refer means NICE 
can improve bereavement care for LGBTQ+ families by influencing how policy is 
written at national and local Trust level, how health care training and curricula 
develop, and by highlighting research gaps where distinctions between different 
pregnancy populations and their outcomes have not previously been considered.

In England and Wales, the legal definition of a stillborn child as contained in the 
Births and Deaths Registration Act 1953 section 41 and amended by the Stillbirth 
(Definition) Act 1992 section 1(1) is exclusionary: “a child which has issued forth 
from its mother after the 24th week of pregnancy and which did not at any time 
breathe or show any other signs of life”.28, 29 Here, only one identity and role for the 
person who carries and births the baby who has died is acknowledged. Stillborn 
babies can be – and are – born via surrogacy; by trans men, non-binary and gender 
non-conforming people; and by people not identifying as mothers. As a result, all 
these babies who die – if their parents’ identities and roles are not accurately 
recognised – are rendered legally invisible.

RECOMMENDATIONS

	–	 Broaden and standardise pregnancy loss definitions and parameters.
	–	 Where safe to do so, employ accurate representative methods of data 

collection and analysis to capture and begin to understand LGBTQ+ 
pregnancy outcomes and loss experiences. Write-in boxes offer one 
approach if information provided is analysed meaningfully and included 
in subsequent counts.

In documentation (policy, audit, research, service user leaflets, etc.), use 
language that accurately reflects the population in question.
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FREQUENCY OF PREGNANCY LOSS

Globally, an estimated 23 million miscarriages occur each year, affecting one in ten 
people who conceive in their lifetime.30 In many low-income and lower 
middle-income settings, miscarriages and stillbirths are not counted uniformly, or 
at all.31 The most recent available data of national stillbirth rates shows the 
countries with the lowest stillbirth rates per 1,000 total births were Monaco (1.4), 
Japan (1.5), South Korea (1.7), San Marino (1.8), and Iceland (1.9).32 Countries with 
the highest national stillbirth rates per 1,000 total births were Afghanistan (28.4), 
South Sudan (28.8), Central African Republic (29.8), Pakistan (30.6), and 
Guinea-Bissau (32.2).32 In the UK, an estimated one in four pregnancies end in loss 
between conception and birth, 250,000 pregnancies end in miscarriage, and 11,000 
end in emergency admissions for ectopic pregnancies.33–36 In 2021, a rise in 
stillbirth rates was seen in England and Wales: from 3.8 per 1,000 births in 2020 to 
4.1 per 1000 births in 2021.37 This rise is the first year-on-year increase in stillbirths 
since 2014.37 LGBTQ+ pregnancies are encompassed in these statistics, but their 
number is unknown. The national, governments-commissioned audit programme 
that collects information about late-term fetal losses, stillbirths, and neonatal and 
maternal deaths MBRRACE-UK does not capture data on gender identity or sexual 
orientation, and so hinders the identification and development of interventions to 
prevent outcome disparities for LGBTQ+ families.38

In addition to miscarriage and stillbirth, other reproductive losses are not routinely 
captured in data and research. These include unsuccessful IUI and IVF cycles, 
infertility, and sterility.1, 39 For LGBTQ+ families, the anticipation of a pregnancy, even 
if the pregnancy does not occur, can be felt as a loss.1, 39 Other losses rendered 
invisible include offshore surrogacy arrangements ending in loss and outcomes 
when LGBTQ+ people choose not to engage with perinatal services. While not a 
type of pregnancy loss itself, the loss of a child via adoption and fostering 
processes may impact future experiences of pregnancy loss and should be 
considered when planning (bereavement) care provision.40

As discussed in the Introduction and Chapter 13, LGBTQ+ people experience daily 
stressors as a result of their sexual and/or gender diversity. Despite NHS guidance 
to the contrary,41 research findings from a systematic review and meta-analysis 
support a link between psychological and emotional stress before and during 
pregnancy, and miscarriage; such stress may increase the risk of miscarriage 
by ~42%.42 A US-based study documented that bisexual and lesbian women have 
an increased risk of miscarriage and stillbirth in comparison to heterosexual 
women, a disparity linked with exposure to a greater variety and higher number of 
stressors.43 Swedish studies found lesbian, bisexual, and/or trans people 
experienced stress caused by a lack of control during the fertility process and 
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birth.44, 45 For those whose gender identity and/or sexual orientation is fluid, 
changes here are associated with elevated levels of stress and depression that 
may impact pregnancy outcomes.43, 46

In the UK, Black and Black Mixed Heritage women are 43% more likely to suffer a 
miscarriage than white women,47, 48 and in England and Wales are nearly 50% more 
likely to suffer a stillbirth.49 Higher levels of miscarriage and stillbirth are also 
reported amongst Romany Gypsies and Travellers resident in Britain compared to 
the general population.50 A UK population-based cohort study concluded that 
babies of Asian ethnicities are also at “excess risk of stillbirth”, as are babies born 
to parents of Bangladeshi, Black, and Pakistani ethnicity living in the most deprived 
areas.51 This data capture is crucial for identifying those at increased risk due to 
race and ethnicity, and inequalities in health care and treatment rooted in racism. 
Yet all gestational parents are assumed to be cisgender women and data on sexual 
orientation is absent. Subsequently, possibilities for identifying and learning how to 
tackle outcome inequities and inequalities based on where race, gender, and 
sexual orientation intersect are blocked.

In the United States, a quantitative survey of pregnancy outcomes for transgender, 
non-binary, and gender-expansive individuals assigned female or intersex at birth 
provides data showing that for those who describe their ethnicity as Black, African 
American, Middle Eastern, and North African, miscarriage rates are equal to or 
exceed rates of livebirth, as shown in Table 3.2.11

Additional community-based and community-led research is needed to determine 
the incidence, prevalence, and patterns of pregnancy loss for Black LGBTQ+ 
parents and LGBTQ+ People of Colour: to improve and provide more equitable 
access to health services, improve the care received inside these services, and 
improve pregnancy outcomes.52

Table 3.2  �Pregnancy outcome by ethnicity for transgender people in the US

Description of ethnicity Pregnancy outcome Percentage Number

Black or African American Miscarriage 63% 5

Livebirth 31% 1

Middle Eastern or North 
African

Miscarriage 38% 3

Livebirth 38% 3

Multiple racial identities Miscarriage 41% 28

Livebirth 35% 24
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LGBTQ+ parents may hold disabled identities: physical, cognitive, sensory, and/or 
complex. The ITEMS research project – running between September 2020 and April 
2021 in the UK – provided insight into trans and non-binary birth parent 
experiences of perinatal services, and made recommendations for service 
improvement.13 In this survey, 29% of trans and non-binary respondents considered 
themselves to be a disabled person; these disabilities included impairments, 
long-term conditions, and mental health conditions.13 Research conducted in the 
Global North suggests a gestational parent’s disability is associated with an 
increased risk for perinatal complications, including miscarriage and stillbirth.53, 54 
Here, however, all participants were assumed to be cisgender women, a 
cisnormative methodology that erased any disabled trans and non-binary 
pregnancy loss experiences.

For both younger (<20 years) and older (>45 years) LGBTQ+ parents, the age of a 
gestational parent is potentially a compounding risk factor for miscarriage and 
stillbirth. Young gay men, young lesbians, and cisgender women who have sex 
with women are up to three times more likely to be involved in a teenage 
pregnancy than their heterosexual counterparts.55 Moreover, lesbian and bisexual 
adolescents are at greater risk of unwanted pregnancies.56 Teenage pregnancies 
have been shown as more likely to end in miscarriage: the risk of pregnancy loss 
in mothers <20 years is 15.8% compared to a risk of 9.8% for mothers aged 
25–29.10 Positive associations have also been identified between adolescent 
miscarriage and adolescent suicide attempts.57 The intersection of LGBTQ+ 
identity and adolescence could mean LGBTQ+ young people are not only at a 
higher risk of pregnancy loss, but also of harming themselves in the event of a 
pregnancy loss.

Young LGBTQ+ people are at a higher risk of substance abuse, sexually transmitted 
infections, anxiety, depression, of being in the juvenile justice and/or foster care/
child welfare system, suicide attempts, and suicide as compared to the general 
population.55, 57, 58 All these factors have been identified as potential risks for 
miscarriage and/or stillbirth.59–65 This information is critical when planning clinical, 
social, and public health care provision for LGBTQ+ teenagers across the (pre-) 
pregnancy continuum: from contraceptive advice, health screenings, and 
pre-conception care to providing specialist support and suicidality screening to 
those who experience pregnancy loss.

When transitioning to parenthood, the average age of a homosexual couple is 
thought to be slightly older than that of a heterosexual couple, and a study has 
shown this to be the case in Sweden.66 The risk of miscarriage is greatest for 
gestational parents >45 years (53.6%).10 This intersection of LGBTQ+ identity and 
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age is significant in light of a broader trend of advancing parental ages; the average 
age for birthing a child now stands at 30 or above (with exceptions to this trend 
seen in Colombia and Mexico).67–69 More research is needed to ascertain how best 
to care for this pregnant population, both to improve pregnancy outcomes when 
risks are currently increased and to provide suitable support in the event of a loss.

Those who experience imprisonment during pregnancy are less able to access to 
prenatal care and experience higher rates of pregnancy complications compared 
with those in the community.70 A study describing the number of admissions of 
pregnant people to US jails and the outcomes of pregnancies that ended in jail 
found that only 64% (n=144) resulted in live births: 18% (n=41) ended in 
miscarriage, 1.8% (n=4) in ectopic pregnancies, 0.9% (n=2) in stillbirths, and 0.5% 
(n=1) in neonatal death.71 In the UK, pregnant women are five times more likely to 
suffer a stillbirth than women in the general population.72, 73 In June 2020, a stillborn 
baby was birthed at Her Majesty’s Prison Styal. The baby’s mother Louise was a 
lesbian who had unknowingly been raped and did not believe she was pregnant 
when entering prison.72 As Louise had not knowingly had sexual intercourse with 
anyone with sperm, the possibility of pregnancy was dismissed by both Louise and 
the nurse when she experienced a bloated abdomen, vaginal bleeding, and 
excruciating pain.74 Investigation by the Prisons and Probation Ombudsman found 
the UK prisons’ initial and secondary health assessment templates do not facilitate 
the discovery of pregnancy in someone who is unaware, or in denial, that they are 
or might be pregnant.74 When interviewed, the consultant obstetrician said that 
while complete certainty is not guaranteed, Louise’s baby appeared to have been 
alive when labour commenced and she likely died during premature labour or the 
labour process.74 Appropriate triaging based on a full clinical picture, instead of 
eliminating possibilities based on sexual orientation and reported sexual activity, 
may have meant Louise birthed a live baby in a hospital and received appropriate 
medical care.74

SUPPORT AND STIGMA DURING PREGNANCY LOSS

Pregnancy loss can be associated with significant stigma. This stigma is related to 
patriarchal systems of power and deep-rooted expectations of reproduction 
imposed on cisgender women.75 Pregnancy loss can be experienced as a personal 
failure to fulfil these societal expectations. For all gestational parents the resulting 
stigma may be intrapersonal, where stigmatising perspectives are internalised by 
an individual and self-imposed, and/or interpersonal, where stigmatising 
perspectives are imposed on an individual by others.75 This stigma fuels the silence 
around miscarriage and stillbirth, rendering pregnancy loss a lonely, isolated 
experience for all parents.76
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LGBTQ+ families face additional stigma. Societally, the desire for children can be 
dismissed and problematized with LGBTQ+ families seen as illegitimate.77–79 An 
emphasis on “vertical” biology in the context of family building negatively 
correlates with “horizontal” community support for LGBTQ+ families.80, 81 LGBTQ+ 
gestational parents may not believe they can rely on support from the LGBTQ+ 
community owing to the gendered nature of childbearing,82 a lack of familiarity and 
lived experiences with childbearing,5 and stigmatisation that they are choosing to 
do something they should not be doing.12 A study of male and gender variant 
gestational parents’ experiences highlighted perceptions of judgement when 
someone deviated from expected community norms; some chose to distance 
themselves from their trans and gender non-conforming friends.12 By separating 
from community and chosen family, these individuals remove a crucial source of 
support in the event of a loss. This source may be the only one available to them 
given community reluctance to engage with perinatal services,13 and with support 
from birth families/families of origin far from guaranteed.

Studies exploring lesbian experiences of pregnancy loss reveal varied challenges 
navigating support spaces. One mother faced marginalisation from her lesbian 
peers after choosing gestational parenthood; she was called a “breeder” (an 
insulting term reserved for heterosexual parents) and so sought community in a 
group for lesbian mothers.6 After her baby died, she no longer felt comfortable in 
this community and joined a local bereaved parents’ support group where she 
concealed her sexuality.6 This mother suffered “multilevel stigma”83 and 
marginalisation: in a heterosexist society that questions lesbian entitlement to 
parenthood;7 amongst her peers for choosing gestational motherhood; in a lesbian 
parenting community where the other babies had been born alive; and in a 
bereavement support group where heterosexual relationships were default. Such 
inability to publicly mourn a pregnancy loss or access necessary support is termed 
“disenfranchised grief”.6, 84 By obstructing vital support, such layered 
disenfranchisement after pregnancy loss can lengthen and intensify grief, 
significantly harm self-esteem, isolate, and increase feelings of depression, all 
alongside experiencing the emotional loss of a child.7

By contrast, some bereaved lesbian couples describe feeling a connection with 
heterosexual couples who have also experienced pregnancy loss.5 Other bereaved 
LGBTQ+ parents, however, believed their loss experiences incomparable with those 
of their cisgender and/or heterosexual counterparts, and so could not be 
understood by them.85 The (perceived) need to educate in non-LGBTQ+ specific 
spaces prevents emotional and community needs from being met for some LGBTQ+ 
parents.85 Others describe finding comments on their pregnancy loss from cisgender 
and/or heterosexual family members and friends condescending, which led to 
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feelings of isolation, alienation, and silencing.85 For some lesbian mothers, support 
after loss came from high-quality clinical care.6 One mother received unwavering 
support from multiple sources and believed this care made her experience “more 
manageable”.6 Empathetic, compassionate, and person-focused care affects how 
LGBTQ+ bereavements are experienced both in terms of information gathering, 
emotional understanding, processing, and future family planning.85

RECOMMENDATIONS

	–	 Identify who in the local community offers pregnancy loss support 
where LGBTQ+ parents are welcome. Ask if other LGBTQ+ parents 
attend, or have attended in the past. Spaces run by non-LGBTQ+ 
individuals may claim to be safe and inclusive because they want or 
aspire to be, not because they are. Such spaces should be screened to 
prevent a bereaved parent from exposure to potential additional harm 
when seeking support.

	–	 Understand families may choose not to join general loss support groups 
for fear they would have to explain experiences with perinatal loss  
and/or justify their relationship when grieving and vulnerable.

	–	 Create a list of LGBTQ+ groups and services (in person and on-line) that 
support parents suffering miscarriage, stillbirth, and other forms of 
pregnancy loss.

BRIDGING CONCEPTION AND LOSS

In LGBTQ+ pregnancies, the route to conception and pregnancy loss are 
inextricably linked. As explored in Chapter 2, conception challenges may be 
severalfold and differ depending on gender identity, sexual orientation, 
reproductive health and history, family structure, available social and financial 
support, and country of residence. If someone does not fall pregnant or their baby 
dies, this outcome can be unexpected and devastating; the resulting feelings of 
grief and loss have been labelled as “profound”.86, 87

Planning and coordination complexities faced by cisgender lesbian and bisexual 
women when achieving conception compound pregnancy loss experiences, a 
phenomenon termed “amplification”.3–5, 40, 88, 89 Despite significant emotional, 
logistical, and often financial investment, as well as planning in the form of 
decision making, negotiation, and compromise, these women share not feeling in 



58  A Guide to Providing LGBTQ+ Inclusive Reproductive Health Care

control of how and when pregnancy occurs.5 Such hopes, deliberation, and 
uncertainty raise the stakes of a pregnancy and drain resources, which – in the 
event of loss – results in amplified grief.4, 5, 23 Descriptors for this grief include 
“excruciating”, “indescribable”, and “horrible” as these parents recall feeling 
“suddenly that the world has ended”, “utter devastation”, and existing on 
“autopilot”.4–6

The cost of conception is referred to as a “hidden loss” for LGBTQ+ parents. The 
extent of financial investment varies widely between countries, counties, and 
jurisdictions based on which reproductive technologies and surrogacy options are 
available – if any – and how much they cost. Some bereaved LGBTQ+ parents 
describe the discomfort conveyed by others when they spoke about the cost of 
pregnancy, even though financial concerns were extremely important to these 
grieving parents.40 For one mother, concerns about the money invested in a 
pregnancy that ended in loss and concerns about the money she needed to invest 
in another pregnancy journey were so severe she feared the stress may cause 
another loss.40

Investments are also involved when conception occurs via surrogacy. Gay men 
entering parenthood via surrogacy whose pregnancies end in losses may 
experience a traumatic lack of power and control. With their status as parents and 
grief unacknowledged, they describe grief as disassociating, feeling at the mercy of 
others, and in limbo, and summarise the experience as “bloody tremendously 
hard”.90, 91 A harmful lack of empathy and support from professionals – both in 
surrogacy agencies and health care settings – was felt by fathers when they were 
not given the information they needed, informed about the surrogate’s health and 
wellbeing, or allowed to meet or say goodbye to their babies, and when 
conversations quickly turned to “trying again”.90, 91 The emotional consequences of 
focusing solely on the physiological aspects of a pregnancy and loss without 
attending to the emotional safety, health, and wellbeing of non-gestational parents 
are significant.90 When surrogacy agencies and health care settings facilitated such 
distance, depersonalisation, and disenfranchisement, the distress of these fathers 
increased.91

NON-GESTATIONAL PARENTS AND PREGNANCY LOSS

Research of pregnancy and pregnancy loss is “centred within a heteronormative 
framework”92 and primarily focuses on gestational parents’ outcomes and 
experiences, leaving non-gestational parents and how they could best be 
supported behind. The body of literature investigating the pregnancy loss 
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experiences of LGBTQ+ gestational parents is smaller than that of their 
cisheterosexual counterparts, and the experiences of LGBTQ+ non-gestational 
parents is smaller still. Research that is available highlights that LGBTQ+ 
non-gestational parents’ experiences of perinatal loss are varied,93–95 and the lack 
of consideration or care for a bereaved non-gestational parent is a stressor that 
compounds distress.3

An international mixed methods study of lesbian and bisexual women’s 
experiences of pregnancy loss found that 85% of mothers – including 
non-gestational mothers – described the impact of loss on their lives as 
“significant” or “very significant”.4 These mothers describe how health care 
professionals did not recognise their partners as parents, asked them to leave 
during examinations, and, following a stillbirth, would not allow them to answer 
questions concerning autopsy or funeral arrangements.40

Experiences shared elsewhere include the harm caused by death certificates not 
accommodating non-gestational parents’ information.6,40 For one lesbian mother 
with her own history of pregnancy loss, this legal exclusion was experienced as 
multi-layered loss: “In losing our daughter and in making the decision that it 
wouldn’t be safe for me to carry again, and because we live in [a state that 
prohibits listing two same-sex parents on a birth certificate], I lost not only a 
biological and a physical connection and the possibility of breastfeeding my, our 
first child … I also lost the ability to have legal [rights to our future children], to 
have my name on this child’s birth certificate”.40 For this parent, the consequence 
of this erasure was grief that required her to process both the death of her baby in 
the present, and the loss of a legally recognised relationship with future children as 
a non-gestational mother.

Outside such systems and inside communities, the significance of pregnancy loss 
for non-gestational parents may not be recognised by acquaintances and friends. 
One lesbian mother explains how her friends – both heterosexual and 
non-heterosexual – were surprised by how, as the non-gestational parent, she 
didn’t recover from her loss more quickly; they more consistently inquired after her 
partner’s health and wellbeing.40 In the workplace, experiences can be particularly 
difficult for non-gestational parents due to heteronormative attitudes and policies 
questioning parental legitimacy. Challenges in accessing leave, misgendering leave 
entitlements, and failing to accommodate for high attachment to unborn babies in 
early gestation may all compound distress.5, 80, 91 The result is loneliness, invisibility, 
and isolation,96 all experienced with both actual and feared risks of exposure to 
conversations about other people’s pregnancies in physical workplace settings.80
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This difference in support and the perception of support that is required by 
gestational and non-gestational parents can be mirrored within the dynamic of a 
bereaved couple. Differences have been underscored in how those who belong to 
couples experience and express grief following pregnancy loss.6 Gestational 
mothers describe grieving openly, while non-gestational mothers hide their grief 
and “act strong” for their partners.5 Non-gestational mothers recall needing to 
multitask: to work through their own grief, support their partner through her grief, 
and learn more about their individual styles of grieving.6 Professional external 
support is understood to help partners empathise with each other’s experiences, 
and to do so openly.6 In the UK, the ability to access such support as a 
non-gestational parent via the NHS is unclear, and remains unclear in the current 
“maternal mental health series” policy ambition as outlined in the NHS Long Term 
Plan.97, 98

RECOMMENDATIONS

	–	 Do not assume a non-gestational parent’s gender and/or sexuality.
	–	 Include adoption and fostering in antenatal history taking. With 

informed consent, take pre-conception histories that include the 
reproductive, adoption, and fostering histories of the gestational parent 
and non-gestational parent(s).

	–	 With the pregnant person’s informed consent, communicate with 
non-gestational parents compassionately, in a timely manner, and in a 
way that encourages and facilitates discussion, acknowledging their 
role in care planning and provision.

	–	 In the event of a miscarriage or stillbirth, if a birth setting provides a 
Certificate of Life and/or memory box, ensure any references to parents 
accurately represent the family whose baby has died.

	–	 Provide both gestational and non-gestational parents – regardless of 
their gender and sexuality, and their baby’s gestational age – access to 
parental and bereavement leave. Allow flexibility in hours, workload, 
and tasks following pregnancy loss.

	–	 While taking care to avoid asking inappropriate questions or making 
assumptions, sensitively acknowledging the extent of investment 
involved in conception may help contribute to holistic, personalised 
bereavement care by recognising unique adversities, thereby 
potentially assuaging feelings of loneliness and “othering”.
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TESTOSTERONE AND PREGNANCY LOSS

One treatment for gender dysphoria – an experience that can be distressing and 
lead to depression, anxiety, self-neglect, self-harm, and low self-esteem – is 
hormone therapy. Testosterone therapy in trans men and non-binary people can 
suppress ovulation and alter ovarian histology.99, 100 Oestrogen therapy in trans 
women and non-binary people can impair spermatogenesis and lead to testicular 
atrophy.101 More research is needed to understand how frequently these effects 
occur, and to what extent when they do. Anecdotal evidence suggests medical 
advice concerning the impact of hormone therapy on fertility and future 
pregnancies falls generally into one of three boxes: the impact will be full, 
long-lasting, and potentially irreversible; the impact may not affect future fertility 
and contraception advice is provided; the impact is not mentioned at all. Such 
inconsistent advice based on a lack of evidence is a reproductive justice issue: fully 
informed decisions about reproductive health care and family planning cannot be 
made. For example, after seeking and receiving medical advice, some trans and 
non-binary people undertake gamete preservation treatments that are costly, 
require significant time without hormone therapy, and, for trans men and people 
registered female at birth, are physically invasive. All these factors can cause 
considerable distress. Other trans and non-binary people will not undertake these 
treatments based on different information received.

How gender-affirming hormone therapy influences pregnancy outcomes is 
unknown, and taking testosterone in pregnancy is not recommended within UK 
guidelines.102 Due to this lack of evidence, some trans, non-binary, and gender 
non-conforming people delay commencing hormone therapy until their fertility 
goals are achieved; others delay pregnancy.11, 103 Experiencing pregnancy while 
pausing, delaying, reversing, and/or hiding aspects of transition can increase 
gender dysphoria, all in addition to the adverse impact of testosterone or 
oestrogen cessation on mood.103, 104 The effects of such intense gender dysphoria 
on pregnancy outcomes are unknown, although this may be comparable to the 
aforementioned effects of stress and stressors.

A national quantitative study in the United States explored pregnancy intentions 
and outcomes among 1,694 transgender, nonbinary, and gender-expansive people 
assigned female or intersex at birth.11 Among survey respondents who had ever 
used testosterone, only 58% discussed the potential interactions between 
testosterone use and pregnancy with their health care provider. Of the pregnancies 
where the pregnant person reported using testosterone at the time when they 
became pregnant, 50% ended in miscarriage. While this study is to date the largest 



CASE STUDY—SAM105

Sam, a 32-year-old trans man, entered triage with an 8-hour history of severe, 
intermittent lower abdominal pain, in hypertensive crisis, and with a positive 
home pregnancy test. Sam shared with the nurse in triage that he was trans, 
had previously used testosterone and antihypertensives, had stopped using 
both medications after losing insurance coverage, and that menstruation had 
ceased years prior. Sam also explained how he may have peed himself that 
morning. He was assessed to be an obese man with untreated chronic 
hypertension. Amongst other tests, a sample for human chorionic 
gonadotropin (hCG) testing was sent.

Several hours later, an emergency physician evaluated Sam. The serum hCG 
test result was positive, indicating pregnancy. On examination, Sam’s 
abdomen was obese and gravid. Sam’s clinical picture now suggested 
possible labour, placental abruption, and/or preeclampsia. Advanced 
pregnancy was confirmed via ultrasound with fetal cardiac activity unclear. 
A pelvic exam assessed Sam’s cervix to be 4–5cm dilated and an umbilical 
cord was palpated in the vagina. Sam was transferred to theatre where no 
fetal heartbeat could be detected on ultrasound. He was transferred to a 
delivery suite where he birthed a stillborn baby.

62  A Guide to Providing LGBTQ+ Inclusive Reproductive Health Care

report of pregnancies experienced by gender diverse populations, the relevant 
sample size is very small (n=46). Other limitations include relying on participants 
accurately recalling testosterone initiation and cessation dates, and an absence of 
data on testosterone dosage and regimen compliance. Further research is needed 
in this area.

When discussing pregnancy and loss, the impact of hormone therapy is important 
not only for the physiological effects of testosterone therapy experienced by an 
individual person, but also for how that person’s body is perceived by health care 
providers and written about in health care systems, as shown in the following 
case study.

Even though Sam explicitly stated that he was a trans man and the nurse 
recognised the possibility of pregnancy when she requested a serum hCG test, 
Sam’s gender presentation meant that he was not evaluated using pregnancy 
algorithms in the way a cisgender woman presenting with a similar clinical picture 
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would have been. If Sam had been evaluated in this way, the cord prolapse may 
have been detected in time to prevent fetal death.105 Care pathways that enable 
trans men and non-binary people with uteruses to be evaluated for pregnancy, 
training for health care professionals that teaches how to care for populations 
based on clinical presentation instead of assumptions, and better understandings 
of how hormone therapy affects physical appearance, menstruation, and 
reproductive capacity will save lives.

RECOMMENDATIONS

	–	 During pre-conception and antenatal care, discuss the potential for 
impaired pregnancy while using testosterone.

	–	 In the event of miscarriage or stillbirth, if necessary, reassure the parent 
that a link between hormone therapy and pregnancy loss is unclear.

	–	 Recognise limitations of current classification methods and consider 
each clinical presentation in its entirety.

	–	 Update algorithms and records to recognise human diversity, 
documenting sex at birth, gender identity, and legal sex as three 
separate categories.

Provide staff education on the needs of trans people receiving hormone 
therapy, including writers of policies, algorithms, and systems.

CONCLUSION

This chapter has explored LGBTQ+ experiences of pregnancy loss with a focus on 
gestational and non-gestational journeys, intersectionality, and, where possible, 
research findings generated both in and beyond the UK. Current limitations in 
definitions, data capture methods, documentation, and algorithms have been 
outlined, as well as the impacts of minority stressors, culturally incompetent health 
care, and insufficient evidence about the effects of gender affirming hormone 
therapies. Positive and negative examples of bereavement support, care planning, 
and provision have been discussed, as well as how a pregnancy’s conception 
affects the experience and processing of its unexpected end. Throughout, the need 
for a higher volume of more nuanced, community-led, and funded research into 
pregnancy loss experiences is clear, particularly in the LGBTQ+ community’s 
sub-groups where any such evidence is yet to be generated.
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Chapter 4
On abortion, sexual and gender 
minority pregnant people, and 
reproductive justice
A.J. Lowik

This chapter was written on the unceded territories of the xʷməθkʷəy̓əm 
(Musqueam), kwxwú7mesh (Squamish), and Səl̓ílwətaʔ (Tsleil-Watuth) peoples 
(a place colonially known as Vancouver, British Columbia). Forced sterilization, 
family break-up, and forced abortion are crimes that have been committed against 
Indigenous people since the arrival of my ancestors on these lands. These and 
other reproductive injustices have been integral elements of the egregious 
attempted genocide that was and is colonization.

INTRODUCTION

Abortion is an essential component of comprehensive health care, with around 73 
million induced abortions occurring worldwide each year.1, 2 The World Health 
Organization describes lack of access to safe, affordable, timely, and respectful 
abortion care as a “critical public health and human rights issue.”2 Abortion is also 
a cornerstone of reproductive justice, a term coined by Black feminists in the early 
1990s to describe a series of interconnected human rights: the right to maintain 
bodily autonomy, the right to have children, the right not to have children, and the 
right to parent children in safe and sustainable communities.3 Reproductive justice 
has always been an intersectional framework, a way of recognizing how systems 
of power and oppression operate to reify reproductive injustices, especially in the 
lives of the most precarious.3 This chapter, then, is concerned with the abortion 
experiences of people who are precarious due to their being marginalized and 
minoritized based on their gender identities and/or sexualities. It is concerned with 
cisgender pregnant women who are queer, bisexual, pansexual, lesbian, or 
otherwise non-heterosexual (hereafter sexual minority), and with trans pregnant 
people of all gender identities and sexualities (hereafter gender minority).

http://dx.doi.org/10.4324/9781003305446-5
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Sexual and gender minority pregnant people are frequently erased from the 
abortion landscape – largely overlooked by researchers, regularly unconsidered by 
law, policy, and practice makers, and routinely removed from (or only peripherally 
included in) media coverage and activist efforts. This chapter will first consider 
what little is known about the abortion experiences of sexual and gender minority 
people, to inform clinical practice. It will then consider the various ways that 
abortion rights, queer rights, and trans rights are entangled. Sexual and gender 
minority people need and deserve access to safe, affordable, timely, and respectful 
abortion care; by considering the entanglement between abortion rights, trans 
rights, and queer rights, we can strategically work towards health, justice, and 
liberation for all.

THE EXPERIENTIAL

Sexual minority women and abortion

Sexual minority women need access to and have abortions – a fact that may seem 
paradoxical. Due to pervasive heteronormativity (the assumption that everyone is 
straight, and the treatment of heterosexuality as normal, natural, and more 
valuable than other sexualities), we have generally imagined the person accessing 
abortion to be a (cis) woman who has sexual and romantic relationships with 
(cis) men; and we have largely planned our research and service provision 
accordingly.4, 5, 6, 7, 8, 9 Of course, the reality is much more complicated, and sexual 
minority women are involved in both intended and unintended (mistimed or 
unwanted) pregnancies. First, we must recall that the category of “sexual minority 
women” includes some women who have sexual and romantic relationships with 
(cis and trans) men, in ways that are compatible with their sexual identities or 
orientations (including, for example, bisexual, pansexual, and queer women, 
among others). Further, even among those sexual minority women whose sexual 
identity labels might signal an exclusive attraction to other women (eg, some 
lesbians), some women produce sperm (eg, some trans women). Therefore, it 
stands to reason that even in a relationship between two women, pregnancies can 
and do occur. Still other sexual minority women may have personal relationships 
exclusively with other women but engage in sex work with (cis) men clients.10, 11, 12 
Sexual minority women who are living in poverty, homeless or who have run away 
from their familial homes may engage in sex work, including survival sex and are at 
increased risk of being sexually exploited.13 Finally, some sexual minority women 
may engage in “camouflage” sexual activities, that is, they may have sexual and 
romantic relationships with cis men to protect themselves against the potential 
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discrimination and violence that can accompany being out as bisexual, lesbian, 
queer, etc.14

Given these facts, evidence suggests that sexual minority women experience 
intended, unintended and adolescent pregnancies at similar – and in some cases 
higher – rates than their straight counterparts. For instance, Bartelt et al.5 found 
that bisexual women reported more incidences of unintended pregnancy and 
Everett et al.15 found that all sexual minority women faced elevated risks of 
unintended pregnancy, in both cases as compared to straight women. Charlton 
et al.16 found that all sexual minority women – except lesbians – were more likely 
to have ever been pregnant than their heterosexual peers. Among lesbian women, 
they were half as likely to have been pregnant as compared to heterosexual 
women.16

These incidences of pregnancy are attributed to a variety of factors, some of 
which parallel those impacting pregnancy prevalence among heterosexual 
women, and some of which are uniquely associated with the sexual identities, 
orientations, behaviours, and experiences of sexual minority women. For 
instance, cisgender, sexual minority girls report earlier average sexual initiation 
as compared to cisgender, heterosexual girls16, 17 and sexual minority youth and 
adults generally have differences and gaps in their sexual health knowledge.18, 19 
Sexual minority women may also experience barriers to accessing and using 
contraceptive methods, including a lack of self-perception as someone who 
needs contraception, inconsistent or ineffective contraceptive use due to having 
the kinds of sex that may result in pregnancy infrequently, or due to past, actual 
and/or perceived discrimination in accessing sexual and reproductive health 
care services.20, 21, 22 In order to make sense of pregnancy prevalence among 
sexual minority women, Everett et al.15 highlights the importance of 
understanding sexual identity development over time, where someone may 
claim an identity today that stands in contrast to a previously held identity. It is 
also important to understand the difference between and to measure both 
sexual identity and sexual behaviour, where these are not always aligned in 
predictable ways.15, 23

Then, dishearteningly, sexual minority women experience sexual violence, rape, 
and reproductive coercion resulting in pregnancy, at increased rates compared to 
heterosexual women, including where the person’s sexual minority identity is an 
aggravating or motivating factor in the assault.13, 18, 24, 25 For instance, Jones, 
Jerman, and Charlton26 found that one in ten pregnant lesbians reported that the 
pregnancy was the result of forced sex and were “18 times more likely than 
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heterosexuals to report that the man involved in their pregnancy had sexually 
abused them.” Forced sex and sexual violence during pregnancy were also 
reported at higher rates by bisexual women as compared to heterosexual women. 
Beyond pregnancies resulting from sexual intercourse (or sexual violence), sexual 
minority women may become intentionally pregnant via artificial reproductive 
technologies.

Some sexual minority women may endeavour to avoid pregnancy;24 others may 
desire and actively seek out opportunities to become pregnant. These women will 
have a range of pregnancy intentions and by extension, a range of pregnancy 
outcomes, including where pregnancies are terminated for a variety of reasons. 
Sexual minority women may terminate their pregnancies for many of the same 
reasons as their heterosexual counterparts: due to relationship troubles, financial 
constraints, or medical concerns; because a pregnancy is mistimed; because of 
fetal anomalies; to reduce the number of fetuses they are carrying; or because 
they do not want any/any more children, etc.

Information regarding the prevalence of abortion among sexual minority women is 
scarce, and its reliability and validity are negatively impacted by a myriad of 
methodological challenges.26 Notably, and for example, very few if any abortion 
providers collect patient sexual identities as a matter of practice. However, there is 
no doubt that sexual minority women have abortions, and at significant rates.18 For 
instance, using data from the U.S. National Survey of Family Growth, Tornello et al.27 
estimated that bisexual youth were three times more likely to have had an abortion 
than heterosexual women – curiously, they found that no lesbian women reported 
past abortion experience. This stands in contrast to a 2004 study, which focused on 
the reproductive histories of 392 women who reported sexual activity with another 
woman in the last year.28 Among the participants who identified as lesbian, one in 
five had been pregnant at least once, and 12% of those pregnancy-reporting 
lesbians indicating having had at least one induced abortion.28 Januwalla et al.29 
found that sexual minority women in Toronto, Canada and Massachusetts, USA 
were more likely to report having terminated pregnancies as compared to 
heterosexual women, although the difference was not statistically significant.

Based on data from the Guttmacher Institute’s 2014 Abortion Patient Survey, of 
abortion respondents who provided information about their sexuality, 94.5% 
identified as heterosexual, 4.1% identified as bisexual, 0.4% identified as lesbian, 
and a further 1.1% identified as something other than these three identities, most 
commonly as pansexual.26 A systematic review examining the association of 
lesbian and bisexual women’s identities and likelihood to become pregnant 
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showed mixed results when it came to abortion incidences.30 Across seven studies 
that reported induced abortion among lesbian and bisexual women, four showed 
lower rates and three showed higher rates in comparison with heterosexual 
women.30 A study looking at the sexual and reproductive health of Kenyan women 
who have sex with women found that 13.2% of the 280 respondents reported 
having had at least one abortion, and whilst abortion was not related to age, level 
of education or employment status, it was related to income level and geographic 
region within the country.31 The authors note that due to the widespread 
prevalence of unsafe abortions, and due to the barriers that sexual minority 
women face in accessing sexual and reproductive health care, sexual minority 
women in Kenya are at risk of developing post-abortion complications, including 
death.31

Where high rates of abortion are reported, this is likely due to higher incidences of 
unintended pregnancy among sexual minority women, rather than an indication of 
superior access to abortion care.16 The factors impacting their decisions to 
terminate their pregnancies, some of which are itemized above, are as 
multifaceted as the factors influencing their becoming pregnant in the first place, 
and sexual minority women may experience substantial barriers to abortion care. 
Muzyczka et al.32 found that sexual minority women contacted abortion providers 
sooner after discovering a pregnancy but reported longer temporal gaps between 
their initial contact and subsequent termination date as compared to heterosexual 
women. This means that sexual minority women were at the same average 
gestational stage of pregnancy at the time of their abortion as heterosexual 
women, despite having sought out abortion services sooner. Further, one 
participant in Carpenter et al.’s24 study described how her sexual identity added an 
additional layer of difficulty in accessing abortion. Buffy, a 21-year-old pansexual 
woman from Salt Lake City described her identity as:

“another layer of something that’s already emotionally and financially and 
logistically difficult. And now it adds this whole other layer of something that 
is not quite what you identify with. Like if you don’t really identify with 
wanting to have sex with people who could get you pregnant and then you 
do, it’s another thing screwing up your life and you didn’t even want the 
root of it.”24

Not only may sexual minority women feel a sense of tension or incongruence 
between their identities, their sexual behaviours, and their subsequent need for 
abortion services, but abortion providers may inadvertently exasperate this 
tension. Abortion providers ought not assume that all patients will be heterosexual 
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women24, 26 and all sexual and reproductive health care providers ought not 
assume that sexual minority women should be precluded from sexual history 
taking, counselling, prescriptions, and referrals related to pregnancy and pregnancy 
prevention.6, 8, 28 Erasure, in the form of heteronormativity, is manifest in explicit 
and implicit ways within abortion care settings, and abortion providers must work 
to acknowledge and plan for the arrival of sexual minority women.6, 8

Gender minority people and abortion

Gender minority people who were assigned female at birth need access to and 
have abortions. This includes people who identify as men, as nonbinary, as 
agender, or use a variety of other words to describe their gender identities, 
including some who claim “trans” as a component of their identities and others 
who do not. Gender minority people may engage in a range of sexual practices and 
identify with a range of sexual identity labels, ie, straight, gay, lesbian, queer, 
asexual, amongst others. Due to pervasive cisnormativity (the assumption that 
everyone is cisgender, and treatment of cisgender people as normal, natural, and 
more valuable than other gender modalities), researchers, clinicians and the 
general public alike, have generally imagined that the person accessing abortion 
services will be a (cis) woman, and abortion-related research and service provision 
have been designed and delivered accordingly.5, 7, 24, 33 Of course, pregnancy is not 
contingent on gender identity, but is a phenomenon associated with sexed 
embodiment; where anyone assigned female at birth who has retained the 
anatomy and physiology of that sex assignment (and who has no others factors 
negatively impacting their fertility) can become pregnant and thus need abortion 
services.

In addition to cisnormativity, an interconnected framework called transnormativity 
is at play in our understanding of the sexual and reproductive lives of gender 
minority people. Transnormativity refers to a “specific ideological accountability 
structure to which transgender people’s presentations and experiences of gender 
are held accountable.”34 Due to transnormativity, trans people are deemed more 
legitimate or authentic if they adhere to medicalized and binary narratives. For 
instance, a trans person is expected to reject their sexed body and its associated 
reproductive capacities as evidence of their gender identity, namely that they 
identify as the “opposite” gender to the one they were assigned.35, 36, 37 As I have 
articulated in my previous work, “since men (cisnormatively speaking) do not have 
uteruses, vulvas, vaginas, do not get pregnant, do not give birth, do not lactate or 
nurse children, a transnormative ideology would reason that trans men, as men, 
should also not have these body parts, should not engage in these embodied, 
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reproductive experiences.”35 The “right body” is framed as the cisgender one – to 
have been assigned female, and to identify as a woman, with a desire for 
gestational motherhood is framed as normal, natural and “right.” The “wrong body,” 
by contrast, is the trans person’s body which stands in opposition to or is 
incongruous with their gender identity – a trans person is supposed to understand 
their sexed body as somehow “wrong” because it’s not the body that 
(cisnormatively speaking) belongs to a person with their gender identity. To be a 
man, and have the capacity for pregnancy, is framed as having the “wrong” body. 
The “solution” (or “treatment”) to having the “wrong body” is to reject that sexed 
body and to pursue social and medical means of transition – efforts to make one’s 
body “right” – some of which will permanently foreclose the possibility of fertility 
and reproduction.35

While there are certainly some people whose personal experiences adhere to 
these narratives, there are many for whom this does not resonate. There are, for 
example, many trans people who do not seek out medical transition despite 
wanting to (eg, because they have health conditions that would be complicated by 
medical transition; because they cannot financially afford to transition; because 
access to medical transition is unavailable or heavily gatekept where they live; 
because they have concerns about hormonal or surgical outcome satisfaction). 
There are still others who have no desire to medically transition, and may 
experience their sexed body neutrally, or even positively.

When it comes to pregnancy, there are some trans people who cannot imagine the 
possibility of pregnancy, due to the potential dysphoria or distress it would 
induce.38, 39 Others describe pregnancy as merely tolerable, where they have 
weighed the potential and actual embodied distress against their family forming 
plans and goals.40 Still others experience no gender-specific dysphoria associated 
with pregnancy itself, although they may report distress associated with being 
misgendered, mistreated, and having to navigate legal and health care 
environments where they are unintelligible.41 For some trans people, pregnancy is 
a positive experience – an opportunity to use their sex assigned bodies towards a 
desired goal. However, due to these transnormative logics, clinicians may find 
themselves surprised to learn that gender minority people use their genitals for the 
purposes of sexual pleasure and/or sexual reproduction.42 The pregnancies of 
gender minority people are treated as exceptional, out of the ordinary and 
unexpected.40, 43

Evidence suggests that gender minority youth have the same rate of adolescent 
pregnancy (roughly 5%) as their cisgender counterparts.44 Studies focusing on 
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gender minority adults report pregnancy prevalence rates among the gender 
minority participants in their research projects, rather than comparing those rates 
to cisgender people. For instance, Stark et al.45 identified a 5.3% pregnancy rate 
among trans adults aged 21–64 (with 3.3% ending in birth). Light et al.46 indicated 
that 17% of the trans men aged 18+ who participated in their study reported one 
or more lifetime pregnancies – with 12% of the total reported pregnancies ending 
in abortion (as compared to the US abortion rate of 21% in 2011 and 19% in 2014). 
Finally, Moseson et al.47 indicated that 12% of 1,694 gender minority survey 
respondents assigned female at birth had been pregnant at least once, reporting 
433 pregnancies experienced by 210 individuals. Among those 210 individuals, 
67 reported a total of 92 abortions, including 41 surgical abortions,i 23 medical 
abortionsii and 3 terminations by another method. Nearly 1/3 of the respondents 
indicated that their abortion(s) occurred at less than 9 weeks gestation. Across 
these three studies, gender minority people reported pregnancies that occurred 
while on testosterone, and after temporarily pausing or permanently stopping their 
use of testosterone.45, 46, 47

As with sexual minority women, there are a myriad of factors impacting intended 
and unintended pregnancy among gender minority people. These include a lack of 
comprehensive and inclusive sexual education (in school and clinical settings),48, 49 
barriers to accessing and using effective contraceptive methods,33, 45 and 
misinformation about testosterone’s effectiveness as a contraceptive.39, 50 Gender 
minority youth and adults are also at increased risk of sexual violence, rape, and 
reproductive coercion,51, 52 and some engage in sex work, including survival sex 
work.4, 53 Again, gender minority people may also become intentionally pregnant 
including via sexual intercourse and/or artificial reproductive technologies. These 
people will have a range of pregnancy intentions and by extension, a range of 
pregnancy outcomes, including where pregnancies are terminated for a variety of 
reasons.

Research generated in the United States found that approximately 500 trans 
people obtained abortions in clinics in 2017.54 This figure was based on provider 
reports, where providers were asked to calculate or estimate how many patients 
they had served who identified as transgender, gender nonbinary, or gender 
nonconforming. Importantly, many facilities responded in ways that indicated that 
since information about patients’ gender identities was not routinely collected, no 
answer could be provided with any degree of certainty. Of the 1,069 non-hospital 
facilities providing abortion care, 85 reported having provided abortions to 230 
trans people, with weighted estimates of between 462 and 530.54 Importantly, it 
would not be unexpected for gender minority people to conceal their identities 
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when accessing abortion, and most clinics do not collect patients’ genders.33, 55, 56 
Therefore, this figure represents an underestimation. To gather more accurate data 
on the gender identities of abortion patients, Janiak et al.56 conducted a large, 
multicenter patient survey in a single state of the USA. They found that 2.7% of the 
1,553 participants who completed the survey identified as something other than 
female or woman. These 42 participants reported 14 different gender identities, 
including 11 (0.9%) who identified as a man, male, trans man or transmasculine 
person, 6 (0.4%) who identified as nonbinary, 6 (0.4%) identified as agender, 5 (0.3%) 
identified as Two-Spirit. Participants also reported their identities as gender 
nonconforming (n=3, 0.2%), gender fluid (n=3, 0.2%), genderqueer (n=2, 0.1%), 
gender expansive (n=1, 0.1%), bigender (n=1, 0.1%), boi (n=1, 0.1%), or another 
gender identity (n=3, 0.2%).56

Gender minority people’s pregnancy termination decisions (including the type of 
abortion that they would prefer to access and/or do access) are impacted by 
concerns over privacy, autonomy, invasiveness, pain, certainty of success, and 
wanting to avoid or, alternatively, have access to health care providers.57 Moseson 
et al.58 found that some gender minority people have elected to attempt abortion 
without clinical supervision, including by means of herbs, vitamins, physical 
trauma, substance use, fasting, acupuncture, use of birth control or emergency 
contraception, and excessive physical activity. The reasons for attempting to end a 
pregnancy without supervision included barriers associated with cost, insurance, 
gestational limits, fear of partners finding out, as well as actual or perceived 
discrimination, misgendering, care denial, bias, and lack of trans competence on 
the part of abortion providers.58 Gender minority youth experiencing homelessness 
and housing precarity may also attempt self-induced abortion outside of formal 
health care settings, due to lack of funds, and misinformation about abortion costs 
and steps needed to access abortion.59

Cisnormatively gendered reproductive health spaces, including abortion spaces, 
are replete with barriers for people who do not identify as women. These include 
all the same legal, logistical, financial, and emotional barriers experienced by 
cisgender, heterosexual and sexual minority women, as well as some barriers that 
are unique to gender minority people. For instance, gender minority people are 
frequently excluded from discussions about abortion – in schools, on television or 
in films, by news media, or around dinner tables – where this lack of 
representation affects abortion access.4, 51 Additionally, abortion care is frequently 
delivered in ways that tether it specifically and exclusively to women, in ways that 
do not acknowledge the possibility of non-women abortion patients.33 This is 
manifest in the use of gendered language to name and advertise clinical spaces, 
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as well the language used during clinical encounters to talk about sexual partners, 
pregnancy risk and pregnancy prevention.33, 56, 60, 61 Abortion staff may lack training 
in delivering trans culturally competent and gender-affirming care.8, 55, 56, 60, 62 As a 
result, gender minority people may experience administrative violence (eg, 
inappropriate intake forms, issues with electronic medical records)57, 60, 63 or 
misgendering and outing within abortion spaces.47, 64 Some gender minority people 
also report having to engage with providers who espouse anti-trans sentiments,4 
being denied care due to provider “conscientious objection” and due to 
misunderstandings about the sexual and reproductive health care needs of gender 
minority people,64 experiencing or witnessing discriminatory comments,4, 61 and 
having their identities interrogated and/or invalidated by health care providers.61, 64

Abortion providers ought not assume that all patients will be women. Erasure, in 
the form of cisnormativity, is manifest in explicit and implicit ways within abortion 
care settings, and abortion providers must work to acknowledge and plan for the 
arrival of gender minority patients.

THE ENTANGLEMENT

Abortion rights are entangled with sexual and gender minority rights, because 
many sexual minority women and gender minority people of all genders have 
abortions.65 As such, there are important opportunities for coalition and community 
building across activist and social justice movements, where cis and trans people 
of all genders and sexualities can work together to effectively secure, expand and 
safeguard abortion rights and access. Sexual and gender minority people have not 
sat idly by; they have actively contributed to the securement of abortion rights, 
despite attempts to render their activist contributions peripheral or 
controversial – this attempted erasure of trans and travestiiii abortion activists is 
notable in Argentina.7, 67, 68 In this section, I will briefly itemize and explore the 
entanglement of queer, trans and abortion rights, in ways beyond the experiential.

Shared struggles, shared rights

We begin by acknowledging that sexual and gender minority people need 
abortions, and that as such, have stakes in all abortion rights efforts. Beyond that, 
however, many of the efforts to advance reproductive justice, and to advance the 
rights of sexual and gender minority people, as separate movements, evoke the 
same series of human rights – the right to privacy, bodily autonomy, dignity, etc. 
For example, it is frequently argued that abortion constitutes a private, medical 
decision, and as such ought to be protected due to the right to privacy 
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guaranteed by many jurisdictions and constitutions.69 At the same time, where the 
right to privacy includes the right to make decisions regarding one’s marriage, 
family and children, there is some uncertainty as to whether this right is extended 
to sexual and gender minority people in the same way (eg, the United States 
Supreme Court refused to strike down the sodomy statute in Georgia, and argued 
that the right to privacy did not extend to private, consensual sexual conduct 
between people of the same gender. However, privacy state constitutions were 
used to invalidate sodomy laws in other states).70 Further, Ashley71 has effectively 
argued that the right to autonomy is central to ensuring that people below the age 
of majority can consent to health care that they want and need. This includes, for 
example, working to challenge jurisdictions that require parental consent for 
minors accessing abortion services and where minors require parental consent to 
access gender-affirming, medical transition interventions like hormones and 
surgery. Where efforts are made to curtail the rights of youth in either area of 
health care, youth rights in other areas of health care are similarly threatened. As 
such, Ashley71 argues, we ought to be alarmed by efforts to limit youths’ ability to 
consent to gender-affirming health care, because these limits would 
simultaneously undermine youths’ ability to consent to abortion and vice versa 
– in each case, the right to bodily autonomy needs to be secured. By recognizing 
that all people ought to have bodily autotomy, the right to privacy, and other 
human rights, coalitions and alliances across social and reproductive justice 
movements can be forged.7, 65

Synchronicity of anti-attitudes, interconnected  
attacks?

Political commentators and politicians tend to assume that people who share a 
particular religious-based value that is anti-abortion, will similarly espouse 
anti-queer and anti-trans values, and vice versa.72, 73 The assumed 
interconnectedness of these attitudes towards abortion and queer/trans people 
and rights is frequently evoked as evidence of a singular, unified, religious objection 
to both, such that particular candidates running for political office will be framed as 
ideal, based on their perceived willingness to work towards the eradication of 
these rights once in office, due to their “moral/family values.” This synchrony of 
values is not supported by the evidence, however. Various factors impact whether 
people for whom religion is important, will also oppose abortion and/or same-sex 
marriage, and also impact whether or how they will vote.72 When looking at 
national policies around abortion and gay rights, and country-level economic and 
cultural realities (eg, religiosity, fertility demands) it is ultimately how countries 
value gender equality that explains any potential correlation.73 That is, where 
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gender equality is valued, abortion legality and gay rights follow; securing abortion 
rights and advancing gay rights are possible, when a country values and works to 
achieve equality between (cis) men and women.73 Importantly, recent, and ongoing 
attempts to restrict abortion in various Republican-dominated states in the United 
States of America, have been accompanied and preceded by a series of anti-trans 
bills.74 In a kind of sad and infuriating irony, “protecting women and children” is 
evoked as a defense for anti-trans legislation, while the politicians who purport to 
want to protect women are working systematically to eliminate their ability to 
access abortion.75

Parallel pseudoscience

There are shocking parallels between the unvalidated and unvalidatable 
intervention that is “post-abortion grief counseling” and so-called “reparative or 
conversion therapies.”76 The former is the name given to typically religious-based, 
pseudoscientific “treatments” for people who are understood as necessarily 
experiencing grief following their having committed the “sin” of abortion. The 
latter is one of many namesiv given to efforts to deny, suppress, repress or 
change the sexual identity, gender identity or gender expression of sexual and/or 
gender minority people. Each “therapy” relies on a series of unmeasurable and 
unvalidated assumptions which masquerade as science. Since ‘post-abortion 
grief counseling’ and ‘reparative or conversion therapies’ share similar 
ideological foundations and so-called “therapeutic” strategies, and since both 
occur in religious and purportedly therapeutic settings, there is an opportunity for 
coalition building among activists invested in their elimination. People working to 
eliminate pregnancy crisis centres,77 and to discredit other proponents of 
‘post-abortion grief counseling’ can learn from those working to eradicate sexual 
orientation and gender identity change efforts. These are two religious-based 
pseudosciences with similar goals and tactics; understanding their 
interconnectedness will only improve our efforts to ensure that all people’s 
human rights are respected.

Sexuality- and trans-selective abortion?

Sex-selective abortion is the practice of terminating a pregnancy based on the 
predicted sex of the fetus, where there is a cultural or personal preference for 
children of a particular sex – typically male children, due to deep-rooted sexism 
and misogyny. Sex-selection abortion is practiced in certain regions of certain 
countries,78, 79 although the exact prevalence is uncertain and, in some instances, 
its prevalence has been overstated.80 A companion to sex-selective abortion, 
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regardless of its prevalence, are concerns about sexuality and trans-selective 
abortion. In particular, there are fears that the search for genetic causes of sexual 
orientation could result in sexuality-selective abortion, where fetuses predicted to 
be something other than straight are aborted. There is a parallel fear that the 
search for genetic causes of non-cis gender modalities could result in 
trans-selective abortion, where fetuses predicted to be something other than 
cisgender are aborted.81, 82 The likelihood of these possibilities is beyond the scope 
of this chapter. However, suffice to say that even the purely hypothetical potential 
for eugenics logics being used to abort fetuses that could grow into sexual and 
gender minority people is disturbing, and ought to be top of mind as genetic 
research and technology advances.

The role of stigma

Clearly, abortion remains highly stigmatized. People who access abortion care 
report the judgment of others, self-judgment, community condemnation and 
internally and externally imposed silence and isolation as sites of abortion stigma 
that they must navigate.4, 8, 83 Similarly, abortion providers report having to navigate 
and manage stigma associated with their jobs, including by self-censorship, 
strategic identity concealment, and disavowal.84 These are similar strategies 
undertaken by gender and sexual minority people, many of whom self-censor, and 
do not disclose their identities to health care providers, their employers, or others, 
for fear of the consequences.85 Sexual and gender minority people who need 
access to abortion experience a double stigma, having to navigate stigmatized 
identities within stigmatized abortion care spaces.84 Further, for individuals who are 
both abortion providers and sexual minorities, the stigma is also doubled with 
many reporting having to lie about, avoid, or hide one or both of their identities.86 
Efforts to destigmatize abortion, as well as gender and sexual minority identities 
would undoubtedly improve the health and wellbeing of all people who provide 
abortions, and all people who need them.

THE RECOMMENDATIONS

Based on what is known about the experiences of sexual minority women and 
gender minority people accessing abortion care, what follows is a brief list of 
recommendations for creating inclusive and affirming abortion care settings:

	1.	 Plan for the arrival of sexual minority women and gender minority people, 
including by updating websites, intake forms, and language used to 
communicate about sex, pregnancy risk and pregnancy prevention. 
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These patients may access abortion for reasons that are entangled with and 
complicated by their sexual and/or gender identities, so providers need to be 
prepared to support these patients accordingly.

	2.	 Recognize the importance of asking abortion patients about their sexual 
orientations and gender identities (both as a matter of practice and for the 
purposes of research). Create climates that welcome and encourage 
patients and abortion providers to disclose these and other facets of their 
identities.

	3.	 Work to address barriers to care for sexual and gender minority youth, who 
may have particularly high rates of adolescent pregnancy, and particular 
barriers associated with accessing abortion care due to their ages.

	4.	 Abortion providers are well-positioned to offer gender-affirming care, and 
many non-hospital, free-standing abortion facilities (a clinic model that is 
used in some countries) are already providing trans-specific health care 
services.54, 63, 81 Combining these services may be advantageous, but also 
logistically challenging. Be aware of the ways that gender minority people 
may experience abortion care spaces as de facto community 
clinics – including by alerting patients to the possibility of their having 
to navigate protestors.84

	5.	 Remember that sexual and gender minority people are already experiencing 
barriers to abortion, and that these barriers are exacerbated for folks who are 
also low income/living in poverty, racialized, disabled, etc.65 Endeavour to 
create abortion spaces and services that are accessible for all.

THE MAIN LEARNING

	1.	 Sexual and gender minority people experience unintended, intended, and 
adolescent pregnancies, and as such need access to abortion services.

	2.	 The factors impacting sexual and gender minority people’s pregnancy 
intentions and outcomes include legal, financial, logistical, and emotional 
factors that are not unique to them, as well as factors that are tied to their 
identities, expressions, experiences, and/or behaviours.

	3.	 Sexual and gender minority people experience barriers to abortion care, based 
on pervasive cisnormativity and heteronormativity, which position abortion as 
a health care need of primarily, if not exclusively, cisgender, 
heterosexual women.

	4.	 Abortion, queer and trans rights are entangled – not just because queer and 
trans people need abortions. These entanglements are opportunities to create 
coalition and community and stronger social and reproductive justice 
movements when we see our health and liberation as intertwined.
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NOTES

	 i	 Also known as suction or vacuum aspiration abortion, surgical abortion is a minor surgical 

procedure, where tissue, products of conception or the fetus and placenta are removed 

from inside the uterus. Dilation and curettage (D&C) is a specific type of surgical proce-

dure, where the cervix is widened and the contents of the uterus are removed using a 

surgical instrument called a curette. A D&C can be used to treat a variable of conditions, 

and sometimes the reason for this procedure is pregnancy termination.

	 ii	 Also known as medication abortion or abortion with pills, medical abortion is where a 

pregnancy is terminated using medications and without surgery.

	 iii	 While originally a pejorative, travesti has been reclaimed by Argentinian and Peruvian 

activists. It translates to “cross-dressing,” and is used to refer to South American people 

who cross-genders, cross-sexes, and cross-dress. Peruvian performance artist and phi-

losopher Giuseppe Campuzano has argued Spanish colonists were fixated on gender/sex 

binaries, including the “imperative to dress according to one’s place within a rigid gender 

dichotomy,”66 but that pre-Hispanic cultures did not treat gender as a binary. Travesti has 

thus been reclaimed and renamed as meaning “duality as power,” and is seen by made 

as a political noun.66

	 iv	 The language of Sexual Orientation and Gender Identity Change Efforts (SOCIGE) has been 

recently adopted to more accurately describe these practices which have been scientifi-

cally discredited and denounced by many major mental health organizations. Both ‘post-

abortion grief counseling’ and ‘reparative or conversion therapies’ are formatted in single 

quotes, to both use the language of the people who espouse these “treatments” and to 

cast this language into doubt.
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Chapter 5
Antenatal education
Kayleah Logan and Slade Riverfield

INTRODUCTION

In many societies globally and throughout time, there was no requirement for 
formalised education regarding birth and childcare.1 In different times and cultures 
birth would often be supported at home by birth attendants who were members of 
the community and friends and family members, birth was a community event.2, 3 
As a consequence it may have been more common for a person to have attended 
a birth prior to having their own baby and so learning about what to expect during 
labour would be through observation.4 Additionally, education surrounding birth 
would have been accessible through oral histories from loved ones who had given 
birth or through trusted community members who assisted births.4 Additionally, in 
a more communal way of living, new parents would have been supported by 
members of their family in the care of their newborn. Therefore, by the time you 
came to look after your own newborn you may have had practical experience in 
the care of a baby through helping family members care for their children.

However, in modern Western society birth is often relocated to hospitals and birth 
centres in which only one or two birth partners may attend. This removes birth 
from the attention of the community and decreases the exposure of the general 
public to the actualities and physiology of birth. As a consequence, first time 
parents in modern Western society are not as likely to have gained the same rich 
observational learning experiences as would have been accessible when birth was 
more likely to occur at home. Additionally, prenatal care now often happens in 
hospitals, birth centres and medical facilities and midwives and doctors are not as 
present in the community reducing the opportunities for first time parents to learn 
about birth through storytelling and the lived experiences of birth attendants.

http://dx.doi.org/10.4324/9781003305446-6
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As they are not able to gain information surrounding birth from traditional 
modalities, it has been increasingly noted that first time parents in modern 
Western society are drawing their knowledge from mediums that are more 
accessible to them – mostly from the media. This can come in a variety of 
formats: television, movies, books, and social media. The intention of media is to 
captivate and compel an audience and perhaps to generate income, which can 
be easily done with stories surrounding birth as it is an incredibly emotive topic. It 
is identified that in media birth can often be represented as dramatic, painful and 
of high risk5 thus generating tension to grasp the attention of an audience. 
However, the repeated internalisation of these tense stories can invoke anxiety in 
first time parents who have no other modalities of gaining insight into the 
realities of birth.6, 7

In this chapter we will begin by considering the purpose of general antenatal 
education, how LGBTQ+ people’s experiences may be different to 
cisheterosexual participants, and what educators can do in order to better meet 
these needs. We will then examine some current LGBTQ+ specific antenatal 
education provision.

BENEFITS OF ANTENATAL EDUCATION

Many expectant parents report seeking antenatal education to increase their 
knowledge of childbirth, infant care, feeding or to reduce anxiety around birth.2, 8

Those attending antenatal classes identified the following topics as those they 
wished to cover:

	1)	 physical and physiological changes during pregnancy
	2)	 what happens physiologically during labour
	3)	 care options from health care professionals
	4)	 self-care during pregnancy, labour, and the postpartum period
	5)	 possible complications
	6)	 caring for newborns9

This could imply that expectant parents in modern western society identify 
within themselves a lack of knowledge surrounding the realities of childbirth, 
neonatal care, and the postnatal period. This lack of knowledge could therefore 
be eliciting a feeling of anxiety. Additionally, the knowledge they have already 
gained through media could lead them to expect a poor outcome for themselves 
or their babies and this could also contribute to feelings of anxiety 
surrounding birth.
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Regarding the actual benefits of antenatal education, research reports a variety of 
benefits including:

	–	 reduced use of epidural analgesia
	–	 reduced occurrence of caesarean section
	–	 increased levels of self-efficacy10

	–	 fewer admissions in early labour
	–	 increased partner involvement
	–	 reduced stress or anxiety in the gestational parent11

Conversely, literature also reports that gestational parents who attended antenatal 
education experienced the opposite effects with increased intervention, induction 
of labour and epidural use reported, alongside findings no differences in outcome 
of mode of birth, obstetric outcomes or psychosocial outcomes when compared to 
those who did not attend antenatal education.11, 12

It is apparent that the literature is not in agreement with itself regarding what the 
benefits are of antenatal education, and in some circumstances, if there are 
actually benefits at all. Antenatal education is incredibly diverse in its nature, as a 
consequence there are a number of variables that are difficult to control or take 
into account when considering conducting high quality research into the benefits. 
These variables include:

	–	 The modality of the education
	–	 The content of the education
	–	 The ethos and approach of the modality
	–	 The practical delivery (eg, online, small group, larger group, a lecture/

conference style)
	–	 The demographics of the parents attending
	–	 The delivery of the facilitator
	–	 The environment of the classes

To conduct good quality research into the benefits of antenatal education it would 
be important to control for each different variable to observe the maximum 
benefits on different demographics of participants, however, that is a complex 
practicality due to the rich nature of antenatal education.

CORE CONTENT OF GENERAL ANTENATAL EDUCATION

There is little research and no national guidance in the UK regarding necessary 
content for practitioners to cover when they are developing or delivering antenatal 
education, making it difficult to decipher what best practice would be regarding the 
delivery of antenatal education.13 Consequently, antenatal education differs 
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depending on cultural and social norms, meaning the content and curriculum can 
vary drastically depending on a range of factors including the lived experiences 
and beliefs of the person writing the content and the perceived wants and needs 
of whichever demographic the creator anticipates it will attract.14

For example, if the content creator personally had a home birth themselves and 
personally believes that a birth involving a lesser level of intervention is more 
beneficial or a “better” experience, this may inherently sway their content in favour 
of birth that promotes a lesser level of intervention. Their respective approach may 
also attract a demographic of parent who shares a similar ethos. Similarly, if a 
content creator considers birth as risky then their content may centre risk, being 
aware of risk, risk avoidance and so forth and this would attract parents who also 
share the same perceptions of birth being of high risk and who value education on 
how to manage, avoid or negate risk. Consequently, there can be significant 
differences in the curriculum of antenatal education that is often influenced by the 
ethos, values and aims of the organisation that delivers it.14

There is little further research on how the personal beliefs of content creators 
affect the goals of the different modalities of antenatal education and how these 
goals align with the personal goals of the parents. Additionally, there is no 
standardisation of what the common goals or best practice in antenatal 
education should be and consequently how to achieve these goals.15, 16 In the 
absence of this information there exists significant variation of opinions on how 
best to educate parents and deliver the information that is desired, which 
contributes to the wide variety of approaches that can be seen in the field of 
parent education.

LGBTQ+ PARTICIPANTS ANTENATAL EDUCATION  
NEEDS

Becoming a parent is an experience that affects many aspects of life; physical, 
emotional, mental, financial, social and for some religious, spiritual or ritual.17 
Antenatal education can address many of these topics, however being an LGBTQ+ 
person can also affect many of these aspects of life.18 LGBTQ+ people and 
cisgender, heterosexual people may experience these transitions differently, and 
may have different wants and needs with regards to antenatal education. As there 
is currently no standardisation or core curriculum in antenatal education and this 
in turn results in little research regarding LGBTQ+ parents experiences of antenatal 
education.16 Therefore, research regarding the experiences of LGBTQ+ parents and 
people beyond antenatal education will be used and applied to antenatal 
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education to examine what is being done and what can be done better. Broadly, 
current research shows that LGBTQ+ people who access antenatal education need 
the same things as cisheterosexual people, but have additional needs too. Those 
additional needs can be divided into two groups; inclusion, and specific content. 
We will examine each of these separately.

Inclusion

In the UK currently, there is an increase in hostility towards LGBTQ+ people, with 
hate crimes trebling from 2013 to 2020.19, 20 A key consideration for LGBTQ+ 
families when they are navigating in wider society is safety. In the context of 
antenatal education, safety would include physical safety, emotional safety, and 
mental safety.

With regards to physical safety, expectant parents need to know they can attend 
antenatal education without threats of violence or intimidation. Whilst the 
likelihood of threats of violence may be low in such settings, concern about such 
incidents can be very real to some LGBTQ+ people.22 In order to instil confidence, 
providers of antenatal education could consider including a statement on how they 
would manage such issues within their policies. Additionally, the location of the 
antenatal classes may have an influence on the physical safety of LGBTQ+ people, 
for example if the area has a high rate of hate crimes. Hate crimes towards the 
LGBTQ+ community can be influenced by the political leaning of geographic areas 
and so it could be possible that LGBTQ+ people would need to travel further or 
look for tailored courses in order to feel safe which could limit access.

In the context of the mental and emotional safety of LGBTQ+ parents there are a 
number of influences that could be considered to not only ensure safety but 
promote wellbeing amongst LGBTQ+ parents. One such example can be found in 
language. Language regarding pregnancy, birth and families tends to be very 
gendered and this can greatly impact individuals’ experiences of their reproductive 
journey.23 This occurs from the very first interaction with a service. For example, the 
interaction may start with accessing a website to find more information, then 
completing a form to register interest, followed by a review of the educational 
content, and careful consideration of the language used by teachers. If language is 
used that is very gendered and does not align with their personal feeling and does 
not represent their family, LGBTQ+ people may experience a range of negative 
experiences and consequently may disengage from the service. Gendered 
language can range from being jarring to harmful to LGBTQ+ parents, both 
gestational and non-gestational.24, 25 However, if language is used that aligns with 
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their feelings of themselves and their families, LGBTQ+ people may feel validated 
and confident with the service and choose to engage with confidence.

For trans men and non-binary gestational parents, language that is gendered 
differently to their own identity can influence emotional, mental and psychological 
harm with feelings of hurt, upset, disgust, anger, rejection or dysphoria.26, 27 This 
can also hinder their access to information that may be important for them to 
receive, resulting in a future negative impact on their physical outcomes too.24The 
first UK National Health Trust to acknowledge the impact of language on non-binary 
and transgender pregnant people was Brighton and Sussex University Hospitals, 
who created a policy to guide the use of language, which includes using 
“chestfeeding” in conjunction with “breastfeeding” and the use of terms such as 
“perinatal care”. Their examples can be usefully extrapolated and applied to 
practise within antenatal education.28

Non-gestational parents who are women can find the heterosexist assumption that 
all non-gestational parents will be men damaging to their sense of identity as a 
parent, whilst non-gestational parents who do not identify as men but are socially 
read as men can find this misgendering causes sadness, grief, hurt, frustration, 
invalidation.29 Simple changes to language can help to avoid eliciting negative 
feelings and validate LGBTQ+ parents’ identities. Table 5.1 demonstrates gendered 

Table 5.1  �Examples of gender-neutral language that can be used in addition to gendered 
language regarding families and pregnancy

Gendered term that might 
appear in antenatal education

Non-gendered term that could be 
substituted or added

Mum Gestational parent, birthing parent, pregnant 
parent (in policies)
“Name” when speaking to a person

Woman/Pregnant woman Person/pregnant person

Mums Those who are pregnant

Dad (referring to the non-gestational 
parent)

Non-gestational parent, non-birthing parent-  
(in policies)
“Name” when speaking to a person

Dads (referring to the non-gestational 
parent)

Those who aren’t pregnant

Breast/breast feeding Chest/Chest feeding, feeding from your body

Cervix, Uterus Cervix, Uterus
nb: Biological language is non-gendered
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words that are commonly used in antenatal education and provides additional 
gender-neutral terms that can be used in addition to or instead of gendered terms. It 
is important to acknowledge that language adaptations can be used as additive 
language, where the original term is kept and non-gendered language is added, to 
respect the identity of those who identify with the gendered and non-gendered 
terms alike.

To explore this further, we suggest completing the exercise below:

EXERCISE 1

Find an informative article where the target audience is pregnant people and 
highlight in it all of the words that presumes the gender of someone who is 
pregnant.

In terms of emotional safety, it has been identified that 25% of LGBTQ+ people 
experienced what they call “inappropriate curiosity”.30 Inappropriate curiosity 
refers to situations where questions posed to an LGBTQ+ person which are not 
necessary within the context of the situation. It is important to note that 
transgender and non-binary people experience a higher prevalence of 
inappropriate questioning at 48% and 36% respectively than cisgender LGBQ+ 
people. Inappropriate curiosity can occur with well-meaning individuals, thus can 
feel invasive and unsettling regardless of the intentions of the people using the 
language. Application within antenatal education make it important for the class 
leaders to be aware of their own conduct as well as to anticipate how they may 
navigate a situation in which they witness another attendee asking inappropriate 
and potentially personal questions. Figure 5.1 displays some peoples’ experience 
with inappropriate curiosity within antenatal education.

Another potential difficulty for LGBTQ+ parents in antenatal care is 
cisheteronormativity (operating under the assumption that the people you meet 
are cisgender and heterosexual without much consideration of the possibility that 
people you interact with may be of a different gender identity or sexual 
orientation).29, 31 As mentioned previously the content of antenatal education will 
often be influenced by the writer of the curriculum. If that person is a cisgender 
heterosexual person then content and information is likely to be filtered through 
that lens – meaning that there would be little consideration for experiencing 
pregnancy in any other way. Cisheteronormativity might mean that assuming all 
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the pregnant people within the sessions would identify as women and the people 
that were with them as their romantic partners would identify as men and fathers. 
These assumptions may be problematic in a number of ways for LGBTQ+ parents.

A common assumption within a cisheteronormative view of parenting is that the 
non-gestational parent is known as a “dad” and is often assumed to have less of a 
role in the care of a newborn – they are often disregarded or regarded as 
secondary or of less importance than the gestational parent.32 However, gender 
roles within LGBTQ+ families often differ drastically regarding both childcare and 
the division of domestic labour.33 Research shows that many LGBTQ+ families find 
it important that professionals regard the non-gestational parent as having equal 
importance to the gestational parent.34 Therefore, if an antenatal education 
curriculum is written through a cisheteronormative lens, content may neglect the 
non-gestational parents’ experience during pregnancy, labour, birth and 
postpartum, and fail to provide information on how to care for them during a time 
of great change. This could result in invalidation of the non-gestational parents’ 
experiences in becoming a parent, causing distress. Similarly, information can be 
provided with biases that may not take into account some of the lived experiences 
of LGBTQ+ parents, as the example in Case Study 1 shows.

Figure 5.1 � Reports from LGBT families regarding their experiences with inappropriate curiosity.



CASE STUDY 1—LUCI AND IONNA

Luci and Ionna are a lesbian couple attending antenatal education at 37 
weeks. The instructor is talking about caring for the new baby and asks the 
group to separate into mums and dads. Ionna feels uncomfortable because 
she is a mum but she is put into the dads’ group because she is not the 
pregnant one. The instructor makes some jokes about how dads don’t know 
how to change a nappy and how for breastfeeding mums it is so annoying 
watching dads snore while they are up all night feeding and changing the 
baby. The instructor urges the dads to do the dishes in the early weeks 
because mum will be so tired. Ionna is a nursery nurse and “can change a 
nappy blindfolded”, she “does the dishes better than Luci” and as a couple 
they consider themselves equal parents and plan to split care tasks 50/50 like 
they do with their other domestic tasks. Ionna feels invalidated as a future 
mother through having been categorised in the dads’ group and deeply hurt 
that the assumption that she would be an inadequate caregiver to her 
partner and baby.
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Specific content

LGBTQ+ families are not homogenous – they have many different possible 
formations. Genetic, gestational, legal, and social parenting roles are likely to be 
more complex than they are in cisheterosexual families. Conceptions may have 
happened within clinic or home settings, may include egg and/or sperm 
donations, or working with surrogates, in turn affecting who holds parental 
responsibility and at which point this is gained. The reproductive history of the 
family may not be catered for in terms of the language currently used in antenatal 
education, for example a person’s first physical pregnancy may not be their 
first child.

In some families no parent may have the physical ability to chest- or breastfeed, in 
some families more than one parent may have this ability. Therefore, some LGBTQ+ 
participants might need information about inducing lactation in a non-gestational 
mother, who might be cisgender or transgender, whilst other families might need 
information about chestfeeding, ranging from the physical possibilities of 
chestfeeding after chest masculinisation surgery and/or testosterone therapy to 
the psychological impact of chestfeeding on gender dysphoria.



CASE STUDY 2—KAI

Kai is a transgender man who is 36 weeks pregnant and attending an 
antenatal education class with his girlfriend. In this session the instructor is 
discussing infant feeding. She is discussing the benefits of breastfeeding. Kai 
is interested. The instructor talks about how hormones after pregnancy make 
breastfeeding a normal and natural act, and proceeds to say that 
breastfeeding is the way to give your baby the best start in life and the best 
way to bond with the baby.

Kai has dysphoria with regards to his chest. During the pregnancy he has a 
bit more fatty tissue in his chest than he had pre-pregnancy and it causes 
him distress. He feels uncomfortable in his body and the idea of anyone 
touching his chest makes his skin crawl. He is very keen to be able to resume 
taking testosterone after the birth, and to be able to bind his chest again. The 
instructor does not mention whether either of these are safe to do whilst 
breastfeeding, so he assumes they are not.

He listens to what the instructor says. He wants to give his baby the best 
start, can he grit his teeth, continue to not take testosterone and bind his 
chest, and also tolerate that amount of interaction with his chest? If he can’t, 
does that make him a bad parent? Will he be able to bond with his baby if he 
doesn’t chestfeed? Will he be able to if he does?
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Perinatal mental health may also be different for LGBTQ+ participants in a 
multitude of ways, including:

	–	 Gender dysphoria as a perinatal mental health condition
	–	 Secondary tokophobia in primiparous pregnancies35

	–	 Less visible experiences of reproductive losses36

The content needed in the specific presentation will depend on the audience; 
not all participants will need access to all information. However, most general 
antenatal education courses do not currently include this kind of specific 
content even if participants require it. 37 Ensuring that antenatal educators can 
provide access to this kind of information should a participant require it is 
necessary if antenatal education is to meet the needs of LGBTQ+ people, as 
Case Study 2 shows.



Kai’s girlfriend also listens to the instructor. She would really like to 
breastfeed their baby, but as the instructor focuses on the relationship 
between pregnancy and breastfeeding she assumes it isn’t possible for her. 
She wants her baby to have the best start in life so hopes Kai will be able to 
chestfeed, but leaves worried that she won’t be able to bond with her baby 
in the same way if Kai is chestfeeding and she isn’t.
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THE IMPACT OF LGBTQ+ PEOPLE’S EXPERIENCES 
OF HEALTH CARE

Antenatal education does not happen in a vacuum. People’s previous life 
experiences interact with the content provided by the educator to create positive 
and negative results. One area of previous experiences that is likely to have an 
influence on the effect of antenatal education is previous experiences of health 
care. Research shows that 13% of LGBT+ people have experienced unequal 
treatment from health care staff as a result of being LGBTQ+ and 23% of LGBTQ+ 
people have witnessed negative remarks from health care staff about those in the 
LGBTQ+ community.30 A distinct theme highlighted in this research was that some 
LGBTQ+ people will delay or avoid accessing care due to fear of discrimination.

This may specifically interact with content presented about health care 
professionals in antenatal education. Some antenatal education has been 
identified as presenting bias regarding different choices in relation to birth and 
childcare depending on the approach adopted by the respective provider. For 
example, if it is the intention or claim of the education provider to reduce the rate 
of intervention then there may be a bias presented against care providers who are 
perceived as likely to recommend intervention. However, it is important to bear in 
mind that LGBTQ+ people’s previous experiences of homophobia, transphobia, and 
consequent poor care may already have disrupted their trust in health care 
providers. Consequently, it could be hypothesised that presenting a bias against 
health care providers who are more likely to offer intervention may negatively 
affect LGBTQ+ parents’ already less trusting relationship with health care providers. 
Further studies found that 30% of transgender or non-binary pregnant people did 
not access any perinatal care during their pregnancy. Of those who chose not to 
access perinatal care, 80% said they were not confident to access the services 
even if they really needed to.38

This may leave antenatal educators with a difficult balance – perinatal services in 
the UK do not currently always respect autonomy and informed decision making. 
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Antenatal education plays an important role in promoting these, but when working 
with LGBTQ+ clients additional care is needed to avoid eliciting fear or negatively 
impacting relationships with support services. One solution might be for antenatal 
classes to invite local services in, acting as an intervention to build positive 
relationships with local care providers, enabling LGBTQ+ families to feel more 
comfortable accessing support if they would like to, and beginning to repair the 
fearful relationships as represented in the statistics above. To do this successfully, 
local services must first ensure that they are able to offer inclusive services with 
staff who are comfortable and confident in working with LGBTQ+ people, or further 
damage may be caused.

IMPROVING LGBTQ+ INCLUSIVITY IN GENERAL 
ANTENATAL EDUCATION

Within the current environment in which LGBTQ+ people regularly face prejudice 
within health care systems, and often report being fearful, distrusting, and 
reluctant to access perinatal care. It can make parents hypervigilant about which 
spaces may be safe or unsafe. Cisheteronormativity can be interpreted as an 
indicator of a space that is not as inclusive or welcoming as it has not been 
updated with the idea in mind that it is a possibility that LGBTQ+ people may utilise 
the service.

When evaluating whether an existing service is cisheteronormative, two questions 
can be asked. First, how prepared is the service for a member of the LGBTQ+ 
community right now? Secondly, how does the service demonstrate its acceptance 
and warm welcome to the LGBTQ+ community prior to the family making first 
contact? With regards to the former question, it can be advisable to do a 
theoretical walkthrough of the service through the perspective of an LGBTQ+ 
person. Figure 5.2 demonstrates chronological points of contact LGBTQ+ families 
might have with antenatal education and what the potential consequences of both 
good and bad interactions are at each step. This illustrates some of the theoretical 
ideas mentioned above in practice for an LGBTQ+ person who wants to participate 
in an antenatal education course.

Examples of good practice with regards to LGBTQ+ participants can be found 
within some general antenatal education within the UK. Within the NHS, 
Chesterfield Royal Hospital NHS Foundation Trust has appointed an Infant Feeding 
Lead Midwife who can offer lactation support to all parents with a desire to 
breastfeed, including intended parents via surrogacy, trans women, and 
non-gestational parents. Best Beginnings, who provide antenatal education via a 
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free app called Baby Buddy, have a specific pathway for non-gestational mums 
(although not currently for gestational parents who aren’t women), and have 
recently commissioned research to improve their LGBTQ+ inclusivity. Lamaze 
International’s style guide now requires the use of “birth parent” and “chest/
breastfeeding” in all their materials and courses, in line with organisational 
inclusion standards. La Leche League produce factsheets on induced lactation for 
non-gestational mothers and on chestfeeding for trans men and non-binary 
people, and has a specific international section for LGBTQI families.

Figure 5.2 � An illustration of and LGBTQ+ parents’ potential experiences at different points of 

contact with antenatal education.
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Researching and sharing good practice about how antenatal education providers 
include LGBTQ+ participants better could help to improve the antenatal 
education offered.

LGBTQ+ LED ANTENATAL EDUCATION

In addition to general antenatal education providers who have made improvements 
to their LGBTQ+ inclusivity, there are a number of antenatal education providers in 
the UK which are led by LGBTQ+ people, and which aim to improve LGBTQ+ 
antenatal education. Some of these organisations provide antenatal education 
directly to participants, whilst others offer training to health care professionals, 
including antenatal educators. Below are listed a selection of these organisations.

Queer Birth Club

The Queer Birth Club is an organisation that is pioneered by an LGBTQ+ birth worker 
that aims to educate perinatal care providers and practitioners with regards to the 
needs of LGBTQ+ families. It is a practitioner facing service that provides competency 
training that aims to ensure practitioners feel confident in providing good and 
culturally relevant care to LGBTQ+ families in any aspect of the perinatal journey.

The Queer Birth Club offers a range of services including competency training 
entitled “LGBTQ+ competency in birth and beyond”, “LGBTQ+ competency in 
lactation”, sensitivity checks with regards to language, speaking and writing. The 
Queer Birth club has the potential to greatly impact LGBTQ+ families’ access needs 
in a range of perinatal education settings by acting as a bridge between LGBT+ 
parents and service providers.

The Queer Parenting Partnership

The Queer Parenting Partnership is a community interest company run by a queer 
doula and a queer former midwife. They provide antenatal education for LGBTQ+ 
families, networking opportunities for families to connect and resources for 
LGBTQ+ parents regarding many aspects of pregnancy and birth. The philosophy of 
their classes is to provide non-judgemental, evidence-based information regarding 
pregnancy, birth and care of the family in the postpartum period in a safe and 
culturally relevant environment free from cis heteronormativity.

One particularly unique aspect of the Queer Parenting Partnership is the focus on 
networking opportunities for families. All sessions are conducted online to enable 
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access for LGBT+ families across the country. Additionally, they provide many 
accessible resources, not only for pregnant women and people but also 
practitioners that work with LGBTQ+ families.

Kinhood Collective

Kinhood Collective offer a non-judgemental space for LGBTQ+ pregnant people, 
parents, and kin. They exist to support LGBTQIA+ folks navigating family building 
and reproductive experiences; conception, adoption, pregnancy, birth, abortion, 
loss, postpartum, and more. This broad spectrum and focus on a variety of aspects 
of the reproductive experience allows LGBTQ+ people to access specific targeted 
support on matters that are most relevant to them.

Queer Birth Project

The Queer Birth Project is an American-based organisation that hosts antenatal 
education, networking opportunities for parents and practitioner training. They also 
host an online directory of practitioners. Within their networking parent groups 
they also run focused sessions for new/prospective parents, non-gestational 
parents, trying to conceive and pregnancy loss.

Braw Birth

Braw Birth is an organisation run by a doula based in Scotland. They offer antenatal 
education, workshops aimed at parents and training for practitioners. They offer 
doula services for the LGBTQ+ community during fertility treatments and 
pregnancy and many of their workshops centre advocacy during fertility 
treatments. They offer their services online which allows LGBTQ+ families to access 
them from around the country.

The practitioner training they conduct offers a unique perspective on 
preconception care and support, an area that is often under-represented. They 
offer an intersectional approach that opens conversations regarding fatness and 
chronic illness and demonstrate a representation of many different family types, 
abilities, and races.

Pride in Birth podcast

In each episode of this free podcast, a different academic researcher discusses the 
findings of their research about LGBTQ+ conception, pregnancy, or parenthood 
with the host.
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KEY LEARNING POINTS

In this chapter, we have covered the following:

	–	 Research on antenatal education is divided on benefits, outcomes, and 
drawbacks with the exception of it needing to be evidence-based and 
patient-centred.

	–	 There are currently no bodies that regulate or govern antenatal education 
providers in the UK.

	–	 There are currently no guidelines that set out standardised best practise in 
antenatal education in the UK.

	–	 There is little research about LGBTQ+ parents’ experiences and needs with 
regard to antenatal education.

	–	 There is even less research detailing what constitutes best practice in 
antenatal education for LGBTQ+ parents.

	–	 LGBTQ+ participants need to be included in antenatal education in ways that 
account for their physical and emotional safety.

	–	 LGBTQ+ participants may need access to antenatal education that is not 
routinely provided to cisheterosexual participants.

	–	 Without both inclusion and access to LGBTQ+ content, antenatal education is 
unlikely to meet the needs of LGBTQ+ participants.

	–	 There are a variety of ways that existing antenatal education may be adapted 
and modified to cater to the needs of LGBT+ families.

	–	 Good practice examples of inclusion exist in general antenatal education 
providers, which could be shared and implemented more widely.

There are a number of LGBTQ+ led antenatal education organisations who can provide 
education and training for LGBTQ+ expectant parents and/or health care professionals.

If you are a midwife, obstetrician, or other health care practitioner who provides 
intrapartum care, it may be helpful to bear in mind that LGBTQ+ people may not 
have accessed antenatal education for some of the reasons mentioned in this 
chapter. If your role includes antenatal education, and you would like to improve 
the relevance of your content for LGBTQ+ parents, the rest of this book covers 
important topics for your review, and this chapter has given you relevant 
information to consider in the delivery of your education.
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Chapter 6
Navigating choices in pregnancy 
and birth
El Molloy and Kate Luxion

INTRODUCTION

When considering choice in antenatal care, it is important to understand the 
historical and cultural approaches and philosophies that underpin contemporary 
reproductive health systems. While this can vary by geographic context, there are 
patterns that repeat themselves, as with the push to medicalise birth in the global 
south, despite attempts to address and reduce the over-medicalisation of birth in 
the global north. These patterns lead to similarities in care developing, despite 
different contexts, over time. Conversely, despite centuries of co-developing 
knowledge in midwifery and obstetrics and gynaecology, there are still differences 
in their philosophies of care and what that can mean for decision making, 
autonomy, control, and the idea of choice during pregnancy and wider 
reproductive health care. The reasons behind the philosophical divide, and how this 
influences antenatal care, lays the groundwork for better understanding the 
environment LGBTQ+ people have to navigate while accessing antenatal care. 
Similarly, understanding how policies, procedures, and administrative and legal 
systems can impact choice, and who is able to make which choices, helps frame 
what is important for providing affirming and inclusive health care.

HOW REPRODUCTIVE HEALTH CARE HISTORY 
SHAPES CONTEMPORARY CHOICE

Starting with early evidence around pregnancy and birth, from which medicalised 
knowledge stems, it was believed that the uterus was merely a vessel with sperm 
providing all the necessary biological material for procreation.1 Later conceptions 
of science continued these traditions through asserting that to understand nature 
it must be dominated and dissected.2 These hypotheses, combined with the 
limitation of the professions of science and medicine to men, meant that theories 
and conceptualisations of reproductive health knowledge within obstetrics were 

http://dx.doi.org/10.4324/9781003305446-7
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produced without direct involvement of those who gave birth. This contributed to 
the framing of pregnancy as a condition requiring treatment, rather than a 
physiological process that could unfold without unnecessary intervention. While 
there have been efforts to improve this framing, these stances still shape the 
dichotomies present between the philosophies in obstetrics and midwifery.1, i Being 
aware of the dichotomies is necessary if we are to implement change and 
acknowledge if/when progress towards more equitable models of care has been 
achieved. In juxtaposition to the academic discipline of obstetrics, the model of 
care within midwifery stemmed from community-based knowledge passed down 
through generations of healers, before being removed and reframed within an 
academic context, and consequently subject to licensing and policy,3 while 
ensuring a hierarchy in which midwives generally report or defer to obstetricians.4

Beyond the underlying principles of each care model, access to choice is also 
shaped by the social and medical contexts where the reproductive care is being 
received. For the UK and Ireland, this has meant a formal prioritising of clinical, and 
at times pseudo,5 midwifery care, positioning the “ideal” place of birth as being 
away from the home care that was previously more common in lower class 
homes,4–6 while stigmatising that which was accessible. Within the United States, it 
has meant sanctioning “granny midwives,” typically older women of colour and/or 
lower social class who provided health care and midwifery, removing their ability to 
practise through licensure laws requiring those practicing midwifery to access to 
Higher Education, which in turn was segregated by race.3 Despite adequate 
evidence to the benefits of the midwifery care model,7 the choices of care available 
have become limited by the letter of the law; though not everyone has always 
abided by the law. Midwifery has in fact continued in some places despite being 
illegal, due to the need for midwives, and midwifery has frequently eventually been 
reintegrated as a legal care option.3 However, licensure-based limitations result in a 
narrowed scope of practice for midwives, which directly correlates with the choices 
that they are able to offer and facilitate for antenatal service users.

While there has been some progress in complementary care models, historically 
obstetric medicine was presented as a means of overcoming the “witchcraft” of 
midwifery and health care outside of the clinical model or academy.8, 9 Traditional 
and oral knowledge that had been passed down by midwives and healers was 
meant to be superseded by “science” as defined by the educated, ruling classes 
across various cultures.3, 8 This is relevant here due to the way in which it has 
shaped the models of choice that are available during care, as well as the urgency 
with which those choices must be made. For midwifery, knowledge has historically 
tended to be inclusive of the variations of experience, while using proactive 
observation to address potential concerns.10 Clinical medicine more often 
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encourages decisions made based on averages, with a focus on reducing risks 
through interventions,11 though some progress has been made in stepping back on 
measures if aligned with patient wishes. While it is becoming more common to see 
discussion about informed choice and true consent, these efforts stem more from 
influence of midwifery models of care helping to shape and facilitate the low-to-no 
intervention approach (ie, physiological birth) within obstetrics.12

Another historical layer of choice in pregnancy care, which is especially relevant to 
LGBTQ+ pregnant parents and their partners, are stigmas and assumptions made 
within clinical spaces. If and when choices are offered can depend on whether 
expectant parents hold enough social power to be “heard” within the space of 
perinatal care. For parents of colour, this lack of power can be seen in the failure to 
treat pain and concern as valid, with racist and inaccurate medical education 
leading to higher risks and lower quality in care.13, 14 Similarly, assumptions made 
about LGBTQ+ people impact both how they are seen and heard in health care,15 
as well contributing to the invisibilising of their partners.16 For example, concerns 
around the quality of health care they will receive can keep some bisexual and 
lesbian mothers from sharing their sexual orientation and partnership status 
private.17, 18

A lack of choice may be due to assumptions about what is possible, rather than 
actualities, as well as limitations based on what clinical services can be provided 
locally. In both instances, minoritised groups face double jeopardy (ie, higher risk of 
mistreatment, which may result in poorer outcomes, but also results in increased 
minority stress, which itself may result in poorer outcomes) and therefore a higher 
prevalence of preventable suboptimal outcomes. Across multiple geographic 
contexts, patterns of systemic racism lead to higher maternal mortality rates failing 
to reduce preventable deaths due to a myriad of reasons.13, 19, 20 While little is 
known about the direct impacts of stigma on birth outcomes for LGBTQ+ people, 
early research suggests a higher likelihood of having to navigate choices and 
interventions based on differences in birth outcomes when compared to cisgender, 
heterosexual peers.21

From inadequate medical education materials,22 to outdated assumptions around 
race and pain tolerance that result in harm,23 to unethical management of clinical 
services along racial lines, we can see a pattern of institutional racism embedded 
into health care services. This is especially unfortunate when considered alongside 
the simultaneous push towards more medicalised perinatal care within the global 
majority,24 despite evidence in support of the midwifery care model and 
decolonising reproductive health care.25, 26 A lack of empirical evidence at the 
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intersections of race, gender, and sexual orientation is in itself a demarcation of the 
need for improvements that acknowledge the diversity of people navigating 
pregnancy and reproductive health spaces.

CONTEMPORARY BARRIERS AND FACILITATORS 
OF CHOICE

For choice to be supported within the context of antenatal care, it is important to 
know who is expected to access care provisions. If heterosexual families are 
assumed to be the primary service user, this shapes everything from the intake 
forms to the discharge form, and every process in between. Awareness of 
LGBTQIA+ families needs to start at the policy and planning stages to reduce 
limited pathways. Meaning that there are “on the rails”ii experiences that low-risk 
pregnant people might experience, which limits the choices available to them, 
rather than providing patient-led care. An example of good practice, as supported 
by NICE guidelines,27 includes access to elective caesarean section to help mitigate 
fear and/or dysphoria related to vaginal birth.

THE ROLE OF POLICY

Policies within reproductive health services come from a variety of sources, 
including governmental policies alongside guidance and policies from professional 
organisations, the latter of which can operate both globally and at various levels in 
specific countries. Local departmental-level and/or private practice policies may 
clarify or augment these policies. However, the existence of policies does not 
ensure the enactment of the approaches and solutions provided within them, 
particularly if and when there are policy recommendations that are at odds with 
each other, as well as at odds with the desires of the service users whose choices 
and actions are restricted by them. In part, this can be a result of “doing the 
document,”28 where so many resources are used to create the guidance that they 
are exhausted, leaving no resources left to provide the education and support 
necessary to act on recommendations within the context of care provision. This 
can result in people receiving care either strictly to guidelines, despite irrelevance, 
and/or subjected to additional questions and stigmas because they are “off 
guidelines” for reasons not all members of the care team may agree upon.

In some cases, how care recommendations are interpreted is influenced by what is 
possible within existing systems of care. Local availability may then affect what 
different expectant parents are told a policy or guideline means. An example of this 
is the different interpretations of UK continuity of carer guidance, which ideally 
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should be read as a consistent single provider meeting with the same services 
users,29 but has also been interpreted by some as a restriction to a limited number 
of providers,30 even if it does not have a tangible change to the care team that 
service users are working with (ie, always meeting with a new provider).31 This is 
due to “the system” being the documents and policies that are separate from the 
people that may enact them, including how limited those implementations might 
be. In other words, health care administration and policies can limit even the most 
educated and altruistic health care professionals, keeping them from making 
spaces inclusive and welcoming of LGBTQ+ families.

While these limitations extend to the general provision of perinatal care, they are 
not insurmountable. As a health care professional, there is a responsibility to be 
familiar with all levels of guidance, from local policies to national recommendations 
from governmental institutions and professional organisations. In instances of 
private and/or insured care, there may also be a requirement to be familiar with 
the restrictions placed on health care professionals, as well as there being 
additional bureaucratic barriers in clinical spaces due to insurance policies.32 
Understandably this can complicate the ability to provide health services for 
midwives and other health care professionals.33 In part, this is due to the 
organisational culture created through policy and strictness within the 
implementation of those policies,iii alongside the culture of inclusive care that is 
enabled, or hindered, as a result. Thus, policies impact the interactions possible 
between service user and health care professional, requiring awareness from the 
health care professional about how the adoption, and implementation, of policy 
can limit parents’ choices through limiting acknowledgement of who is present 
within family constellations.

Maternity and reproductive health care operates in a field of exclusively gendered 
language which predominantly refers to mothers versus fathers which inherently 
diminishes choice through policy. There has, historically and currently, been a lack 
of acceptance that asking about gender and sexuality within perinatal care could 
be necessary; because of the assumptions about parenting and gender being fixed 
and binary. The only exception to this rule in UK society currently would be 
same-sex couples who adopt, as same-sex adoption is more visible in society. 
However, these families are not expected to need access to perinatal care as this 
is almost unconsciously viewed by mainstream society as a form of asexual 
reproduction. For LGBTQ+ families, this cisheteronormativity embedded into 
perinatal care can mean diminished quality of care, as well as creating extra work 
by making it necessary for them to actively seek out more supportive health care 
institutions and professionals.34
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NAVIGATING PROVIDER ASSUMPTIONS 
AND EXPECTATIONS

When, after making a series of choices leading to their pregnancy (as discussed in 
the previous chapters), LGBTQ+ families access perinatal care, they continue to 
have to navigate a limited array of options due to heteronormative assumptions 
and the limitations that they place on service options and quality. While there may 
be time in some instances to challenge and change exclusionary policies, not all 
LGBTQ+ people will be able to do this. This could be because they are accessing 
care in an emergency or high stress circumstances, or it could be because the 
pregnant LGBTQ+ person does not feel entitled to insist that the correct pronouns 
are used, or that their same-sex partner is allowed to accompany them. In all 
instances, it is imperative that health care professionals, and supporting 
administrative staff, be mindful of inclusive practice to ensure that all 
documentation and paperwork is clear and avoid confusion and delay, and avoid 
adding extra minority stressors.

One of the first instances where this is relevant is the collection of data at the start 
of care provision (ie, booking appointment). Due to policy-based assumptions, how 
data is collected about parents and parents-to-be as they begin their maternity 
journey is constrained by the facility which health care providers have to capture 
such information. Within the UK paper-based notes held by the pregnant parent 
throughout their maternity journey are commonly used. These notes which capture 
information about both this pregnancy, social and health factors, and reproductive 
history. In their present state, there is no facility to capture information which sits 
outside of cisgendered, heteronormative assumptions. Even where questions 
asking about partners’ details are not specifically gendered, the assumptions 
which are made by others about relationships may impact how care is delivered. 
The potential for discriminatory care may result in some same-gender couples 
reconsidering how they present to perinatal services where the non-birthing 
parent is a trans woman. A trans woman listed with her chosen name on her 
partner’s green notes may be less likely to be seen as a parent in her own right, 
even if she is the biological parent to their child. Completing the form using her 
deadnameiv is untrue to herself and may contribute to or retrigger gender 
dysphoria, but may result in her being viewed as a legitimate parent to their baby. 
Thus, even the decision making about how forms are filled in has the potential to 
cause harm, whichever choice the couple makes.

An exemplar of good practice here is the data capture used in the Brighton and 
Sussex maternity notes35 which have been specifically designed to incorporate the 
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use of additive language alongside gendered language.v This neither diminishes the 
language of maternity or that which relates to women, nor excludes those who do 
not identify as women, or whose families sit outside the assumed heteronormative 
configurations. However, the forms themselves do not automatically result in good 
experiences for LGBTQ+ parents. This is dependent upon the proper application 
and recording of the questions—with comfort level on the part of the health care 
provider influencing whether or not a question is asked properly, or even at all. In 
some cases, the assumptions of health care providers may be recorded as 
answers in place of service user answers. There may also be a choice made by the 
pregnant parent to not disclose their gender and/or sexual orientation at this first 
meeting, especially if it seems that disclosing that information will place them at 
risk of receiving lower quality care and support. This may however be a decision 
that could limit the ability for a partner to make choices in their care in emergency 
circumstances in the future. It is therefore important that health care providers 
recognise that this is key data which should be recorded accurately at the start of 
care, with information provided by the service user, as it will determine what care 
pathways and what services will be made available to the pregnant parent.

Once booked, pregnant parents, along with their partners, will face decisions 
around testing, health care, and interventions throughout their pregnancy. For all 
parents, these choices rely on having a health care professional that they trust, 
who is able to provide them with information about options in a way that 
facilitates informed consent and shared decision making.36 Exploratory research 
suggests that sexual and gender minority parents may be offered more 
interventions due to higher risks of complications for some forms of assisted 
conception. They may therefore need to make more decisions about health care 
during pregnancy. Adding to this additional stress, finding a supportive health care 
provider may not be as straightforward for LGBTQ+ parents as it is for their 
cisgender heterosexual peers due to homophobia and transphobia. LGBTQ+ 
expectant parents who have used assisted conception may have had to interact 
with more health care providers from a wider range of disciplines than the 
average cisgender heterosexual expectant parent, thereby increasing the 
opportunities for them to experience not being supported in the choices they 
wish to make. They may also have encountered stigmatising policies and 
heterosexist assumptions around infertility.34, 37 While LGBTQ+ people’s existence 
may be increasingly supported within the general population, this is not always 
mirrored within reproductive health spaces.38–40 LGBTQ+ people may therefore 
face additional pressure to avoid, or be hesitant to select certain options within 
health services due to additional layers of stigma (ie, IVF, birthing outside the 
hospital, elective C-section, etc.).
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To summarise, not all service users experience pregnancy care in the same way. 
Restrictions to the care it is possible to choose is heavily dependent on the 
thoroughness with which a person can navigate those spaces as themselves (ie, 
being freely non-cisheteronormative in a presumptively cisheteronormative space). 
Additionally, for high quality shared decision making to be feasible, there must be a 
trusting relationship with a health care provider who is aware of this and adopts 
inclusive practices. Similarly, informed consent is only possible when inclusive 
documentation and data collection is present.

LEGAL RECOGNITION OF CO-PARENTS

In the UK, parental responsibility is automatically granted to the birthing parent, 
who is assumed to be the mother of the infant.41 The second parent is assumed 
societally to be the male partner and therefore father of the baby. A father usually 
either assumes automatic parental responsibility by being married to the birthing 
mother, or by being listed on the birth certificate if the parents are not married 
prior to birth.41 This joint registration means the father must be present at 
registration. The UK Government website states that:

“same-sex partners will both have parental responsibility if they were civil 
partners at the time of the treatment, e.g., donor insemination or fertility 
treatment. Where same-sex partners are not civil partners, the second parent 
can get parental responsibility by applying for parental responsibility if a 
parental agreement was made, or becoming a civil partner of the other parent 
and making a parental responsibility agreement or jointly registering the birth.”42

Already we see a discrepancy between registration requirements, where 
requirements for joint registration apply to unmarried heterosexual couples, but 
also to same-sex couples who are in a civil partnership. Alternatively, same-sex 
couples may make a parental responsibility agreement which must be signed and 
witnessed at the local court and accompanied by a copy of the child’s birth 
certificate. Currently the wording on the gov.uk site identifies the routes for fathers 
and step-parents to acquire parental responsibility. There is no further specific 
reference to parents who do not conform to these heteronormative assumptions 
of family make up. The heterosexist assumptions behind these routes also do not 
recognise situations common amongst LGBTQ+ families, such as where the 
second parent may be the biological parent (in that their gametes may have been 
used) but not the birthing parent. This also means that the egg providing parent is 
the biological parent but, because they are not the birth parent, they may have no 
parental rights in law without a parental responsibility agreement, which the 
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birthing parent could choose not to sign. Depending on how the baby was 
conceived, the biological but non-birthing parent could also require the consent of 
the biological father to gain parental responsibility.

Decisions about becoming parents and also decisions about who will be the 
gestational parent also come from within this understanding of the framework of 
legal assumptions about who will be the legal parent. Sometimes, these legal 
complexities are misunderstood or not fully understood by LGBTQ+ people prior to 
becoming parents. Navigating these legal complexities also influences the way in 
which co-parents in LGBTQ+ families share control and decision making.

EXPERIENCES OF CHOICE AND SOURCES 
OF COERCION

In both the global north and global south, heteronormative assumptions about 
relationships and family make-up influence who is seen as a valid parent. This 
occurs on societal, legal, and clinical levels. LGBTQ+ families often have 
relationships with their children which are more legally complex than relationships 
between heterosexual couples and their children. Historically, genetic links to 
children have predominantly been seen as the defining feature of parenthood, but 
many LGBTQ+ parents do not have genetic links to their children. For some parents 
in various forms of LGBTQ+ families, fertility and conception are hampered by lack 
of gametes.43 For example, a cis woman may be partnered with another cis woman 
or a trans man, and therefore experience social infertility because there is no 
source of sperm within the partnership. Equally the person who wants to become 
pregnant may be a trans man partnered with a cis woman, where assumptions 
may be initially made about who the pregnant parent is, as well as the conception 
journey. Cis men who are partnered with other cis men or trans women experience 
social infertility because there is no source of ova within the relationship, and no 
person capable of carrying a pregnancy.

Decision making about birth options for LGBTQ+ parents will therefore be made 
within the context of having navigated a potentially complex and expensive 
conception process (see chapter 2).

Point for reflection on practice: Being aware of the complexity of parents’ 
experiences of conception will allow for greater insight into their decision 
making around birth choices and also enable appropriate support to be put 
in place
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How control is divided between the co-parents

We have already seen that LGBTQ+ families will have been navigating multiple 
decisions about becoming parents and also decisions about who will be the 
gestational parent also come from within the framework of legal assumptions of 
who will be the legal parent(s). Whilst decisions around bodily autonomy for the 
pregnant parent may legally lie solely with the pregnant parent, there is evidence 
that decision making about birth choices and place of birth may be ceded by the 
pregnant parent to the non-pregnant parent, to compensate for the marginalisation 
of their parenting role imposed by the complexities of the legal frameworks around 
who the legal parents of the infant are.34

These complexities around sharing of control and decision making may 
simultaneously be perceived as, and/or mask, control and coercion within couple 
relationships. Nursing staff and maternity staff have been identified as having low 
comfort levels with asking questions around domestic abuse (DA).44 There are 
multiple barriers to disclosure of DA which have been identified.45, 46 These include a 
lack of recognition that some non-violent experiences are abusive, disclosure of 
histories of DA which are met with disbelief, victim blaming, and critical judgement.45

Historically, DA has been viewed through a heteronormative lens, and predominantly 
framed within a gendered paradigm, in which men are usually the perpetrators. DA 
has therefore been considered to be how men act to gain and retain control and 
domination over those around them, which is reinforced and informed by patriarchal 
expectations.47 This means it may be less likely for some health care professionals 
consider LGBTQ+ relationships as containing the same risk factors for DA as 
heterosexual relationships. The bi-directional body of research around DA ie, female 
partner on male partner, and that which is within LGBTQ+ partner relationships is 
sparse but increasing.47 One systematic literature review, by Otero et al. found that 
most studies related to DA in LGBTQ+ partnerships conceptualised relationships with 
at least one trans partner as a homosexual relationship.48 This review found that the 
prevalence of DA ranged from 18% to 80% in relationships between transgender, 
transsexual, and intersex couples.

Choices around birth

Where both partners have the potential to carry a pregnancy, dynamics may also be 
different regarding choices in birth depending on the obstetric history of the couple, 
rather than just the obstetric history of the pregnant person. The choice about who 
gives birth may be related to gender identity and previous exposure to stigma and 
prejudice in the health care system. Decisions may also depend on any previous 
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births and any trauma which may have been experienced by either partner. Even 
within cishet couples there is an element of expectation around who gets to choose 
birthplace and type, again informed by patriarchal structures of society. Choices 
around place of birth for cishet women are informed by perceptions of risk, risk 
management, and social narratives around the “blame” for poor outcomes during 
birth.49 Perception of the safe birth sits on one end of a continuum which positions 
hospital and obstetric medical models of birth at one end and freebirthing with no 
birth attendants at the opposite end. For LGBTQ+ families this risk perception is 
likely to sit in opposition to heteronormative perceptions of safety and care because 
of their previous or current interactions with health care providers, in this or 
previous pregnancies.50 This is backed up by studies showing that pregnant trans 
men and sexual minority women in the UK are more likely to either have or 
seriously consider freebirth than pregnant heterosexual women.51,52

LGBTQ+ individuals are at higher risk of having experienced sexual trauma and 
abuse over their lifetime and this itself may also influence the choices made about 
pregnancy and birth, the decision making about conception, and the choices made 
about decisions during labour and birth.

Point for reflection on practice: Staff need to not just be thinking about 
individual needs of the couple in front of them, but potentially the wider 
implications of what a person’s gender or sexuality may also mean. This 
relates to their health and reproductive journey to have got to this point, and 
any barriers and restrictions they may have already encountered, or barriers 
they may face in the future in negotiating reproductive health care as part of 
a non-hetero, and/or gender binary conforming couple.

Autonomy and risk management

. Vulnerability for all pregnant people during pregnancy and postpartum health care 
is due to personal risk management involved in navigating antenatal care and 
organisational policies.53 It is also about the ability to make choices and the 
perception of autonomy within their health care and subsequent decision making. 
For LGBTQIA+ individuals, this can include the choice to disclose their gender and/or 
sexual orientation, or to keep that information private so as to reduce the risk of 
maltreatment.54 For all pregnant people, each choice, or loss of choice, can add 
together, with additional, preventable stresses occurring when people are made to 
justify all their health care related choices (ie, preferring a dimly lit birth environment 
or declining a particular invention). For LGBTQIA+ individuals who do disclose their 
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gender and/or sexual orientation, an additional risk is created, as stigma and 
prejudice may skew their health care team’s opinion of their choices and 
preferences.54,55

Compounding this is the common assumption that all forms of supported 
conception, including IUI, IVF and, in some cases, home donor insemination are 
inherently more precarious and therefore higher risk. This assumption comes from 
statistics from fertility clinics, which fail to separate out results based on social 
infertility versus medical infertility, which are then translated into clinical 
guidance.56 In such situations the pregnancy is often more closely monitored and 
there are further restrictions placed around what are considered medically safe 
options for birth (ie, at term but not at 42 weeks). This is another way in which 
minority stress is present in reproductive health care spaces, and in a way that 
explicitly shapes choice for LGBTQIA+ pregnant people.

LGBTQ+ pregnant people may therefore face barriers to asserting autonomy from 
both a health care system and potentially from coercive relationships with 
partner(s) or family member(s) that are leading to the way that choices are made 
during care. Similarly, it could be that because of the way in which non-gestational 
parents are frequently delegitimised as parents both socially and legally, within the 
couple relationship the birthing parent chooses to devolve much of the decision 
making to their partner to allow them to feel more involved in the process and as 
an equal contributor to the pregnancy and birth than may otherwise happen within 
current socio-legal and medical frameworks.

Birth Plans

One of the main ways that choice is laid out in a shareable format is as a Birth Plan. 
This document is meant to be a statement of the pregnant person’s, and potentially 
couple’s, preferences during childbirth. Motivation for creating these types of plans 
is to address potentialities in a way that allows for a process of informed decision 
making by the pregnant person, both individually and in collaboration with their 
partner(s). It is particularly valuable in cases where the pregnant person might have 
to rely on a partner and/or doula to advocate for them. For LGBTQIA+ individuals, 
this plan might include not only their preferences for care, but also information 
about their pronouns, gender, and/or sexual orientation as a means of introducing 
themselves to the care team that will be assisting them during childbirth. However, 
when providers are dismissive of these documents, it undermines choice on more 
than one level. Dismissal of a Birth Plan, or shaming of service users for providing 
them, one way that service users have reported loss of choice/autonomy in care. 
This is a form of coercive health care which diminishes both medical and personal 
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choices, thus directly impacting health care needs. In the case of LGBTQIA+ people, 
it may also contribute to the erosion of identity through the removal of care options 
that are protective against minority stressors.

Informed consent/choice

While informed consent is often framed as an “in the moment” activity, there is a 
benefit to starting the discussion early by exploring all of the possibilities and the 
person’s preference (ie, informed decision making). This is because it is important 
to establish trust and rapport between provider and service user as a routine part 
of the decision-making process. Additionally, creating a longer discussion, 
facilitated through continuity of carer, allows for there to be more than one option 
presented at the time of need. This means that there is time for all of the 
possibilities to be explored and understood by the pregnant person (and their 
partner where relevant). Having a better understanding of what may or may not 
happen and the risks of the choices available is a key tenet of informed choice, 
which should be considered the ideal form of choice in any scenario. For LGBTQIA+ 
parents, it is extremely important to understand their individual desires for their 
pregnancies and childbirth, as these will be unique to each person that is 
supported. It is paramount that previous caregiving experiences with other 
LGBTQIA+ families not inadvertently limit the choices and possibilities offered, or 
be used to pressure the pregnant person into certain “usual” options due to 
assumptions. Additionally, it is important to consider if professional and 
professional biases, in place of evidence-based approaches, are playing a role in 
the care provisions being offered to pregnant people.

RECOMMENDATIONS FOR IMPROVING CHOICE IN 
PERINATAL CARE PATHWAYS FOR LGBTQ+ PARENTS

Recent efforts in reproductive health care have shown progress towards making 
inclusive spaces for more diverse family and parenting constellations. In an effort to 
continue that momentum the following recommendations seek to improve how, who, 
and when choice is possible within the space of antenatal care, though these 
recommendations are also relevant to other facets of reproductive health care as well.

Professional and organisation guidelines

Present professional organisational guidance on shared decision making and 
informed consent focus on the general population,57, 58 without mention of the 
importance of nuance that may be present within marginalised groups. 
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An example would be to include guidance on how to build trust and communicate 
with various groups within the communities served, including recommendations 
around language use to improve policies and documentations locally. As well as 
momentum and awareness that can help to improve having supportive and 
community-centred policies. As discussed earlier within the chapter, the 
guidelines at Brighton and Sussex Hospital35 help to clarify and improve 
concurrent policies to make sure that there is a welcoming context for LGBTQIA+ 
parents, as well as more active implementation of professional guidance at an 
organisational level.

Legal and policy recommendations

As health care professionals, it is important to be aware of and advocate for the 
parents that are under your care. For LGBTQIA+ parents, this includes helping to 
expand governmental documentation that allows for the accurate recording of 
parent’s lived experiences and relationships with their child(ren). As government 
documentation is often a key means of determining what care pathways people 
are able to access, it is important to ensure that they are able to choose the proper 
pathway for their experiences within reproductive health care. For example, there 
needs to be a clear pathway that supports the option for trans women to store and 
retrieve their gametes, and for a father who has given birth to have the right to be 
listed as father on their child’s birth certificate. These legal decisions have direct 
implications to LGBTQIA+ health care choices, so should be improved and 
supported going forward.

Training which prepares

As exemplified within this text, training and health care professional curricula need 
to expand to include knowledge about LGBTQIA+ people. This can be done through 
the addition of diverse case studies, as well as in-depth discussions on the 
importance of cultural humility. The latter recommendation speaks to the 
importance of viewing knowledge about patient populations as being an on-going 
learning process. The more knowledgeable a provider is, the more prepared they 
can be to offer appropriate options, while understanding that service user’s needs 
are not homogenous, which helps to build trusting relationships and open 
communication. In addition to active engagement with the literature, it is also 
recommended that health care professionals and organisations connect with their 
local communities to ensure that their needs are being met and that all relevant 
options are made available for when it comes time for parents to choose the best 
pathways for their care.
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KEY LEARNING POINTS

Not all choices in reproductive care are equally available to everyone. Within the 
role of health care professional, it will be imperative that you translate information 
and ensure that it is inclusive and accessible to make sure that the people you are 
caring for are able to make the right decisions for themselves, as well as being able 
to provide informed consent in relation to those decisions.

	–	 Trust and communication are key facets of facilitating shared decision making.
	–	 LGBTQIA+ pregnant parents may have to make more decisions, while also 

facing lower levels of representation within the informational materials.
	–	 The health care professional is responsible for being aware of all possible 

options and to provide them with cultural humility.

NOTES

	 i	 The etymology of the words midwife and obstetrician can sometimes help to elucidate 

the expectations of the clinician roles historically, including acknowledging the profes-

sional tension between said roles.

	 ii	 “On the rails” is used to describe experiences that are fixed pathways with no room for 

change or personalisation.

	 iii	 This phenomenon of “doing the document” in place of facilitating equity can be further 

explored within Sarah Ahmed’s work to aid in understanding barriers and working to 

improve policy and implementation.28

	 iv	 This may be a person’s former and/or legal name in place of the name that they are 

known. Using a person’s deadname is disrespectful and may contribute to misgendering 

alongside misuse of pronouns based on the gendered expectations some names carry.

	 v	 This practice is becoming more common at Hospital Trusts due to local efforts. At the time 

of publication, the statement by Green and Riddington was the most public example 

within the UK as well as being a gold standard in guidance for Trusts.
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Birthing in the context of 
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childbirth, and birth trauma
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INTRODUCTION

There is comprehensive evidence that a positive birth experience can contribute to 
increased long-term health. In contrast, a negative experience increases the risk of 
mental illness in the postpartum period1–5 and in the long term. In addition, it can 
also negatively affect the child’s start in life.6 Care during birth and the relations to 
health care professionals (HCPs) are significant for both birth outcomes and birth 
experiences, and being able to have continuous support during birth reduces the 
risk of complications as well as negative birth experiences.7, 8

To some extent, LGBTQ+ families have the same needs as everyone else when 
becoming a parent, but they also have specific needs concerning pregnancy and 
birthing and may enter reproductive care carrying minority stress. Reproductive 
care, like society in general, is characterised by cisheteronormative structures and 
attitudes which may negatively affect the treatment of LGBTQ+ people within 
health care. Deficiencies in care and minority stress may also affect the ability to 
trust the caregiver.9

Fear of childbirth (FOC) and negative birth expectations also increase the risk of 
having a negative or traumatic childbirth experience.3 Fear of childbirth, both 
before and during pregnancy, as well as postpartum, is associated with anxiety and 
depression in general.1, 3, 4 As the prevalence of mental illness in general is 
increased among lesbian, gay, bisexual, transgender, and queer (LGBTQ+) people,9 
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the risk of FOC and birth trauma may also be increased.10 Therefore, awareness of 
FOC and birth trauma among LGBTQ+ people is important.

Increased knowledge of the impact of cisheteronormativity and minority stress 
experiences during pregnancy and childbirth is crucial for HCPs to develop 
adjusted interventions to meet the needs of gestational and non-gestational 
LGBTQ+ prospective parents. Adequate support before, during and after birth is a 
key factor for increasing the long-term reproductive health of LGBTQ+ people and 
may lower minority stress, FOC, negative birth experiences, birth trauma, 
postpartum depression, postpartum PTSD, and secondary fear of childbirth.

In this chapter, we discuss FOC and birth trauma in an LGBTQ+ context and share 
experiences from lesbian, bisexual, trans and queer gestational and non-gestational 
parents, taking part in our interview and survey studies, as well as clinical 
experiences from Sweden,10–12, 14–20 followed by key points for HCPs on how to 
provide competent and well-adjusted care for LGBTQ+ parents during birth.

FEAR OF CHILDBIRTH IN AN LGBTQ+ CONTEXT

FOC can vary from disturbing thoughts to paralysing fear.21 The fear is commonly 
focused around one or more specific aspects of giving birth, such as fear of pain, 
injury, loss of control, or death. FOC can be oriented towards one’s own potential 
or up-coming birth, as well as the partner’s birth.22 FOC have a negative impact on 
life during pregnancy for the one who is pregnant and also for non-pregnant 
partners with FOC, and can predispose both a pregnant and non-pregnant person 
to experience birth as a traumatic event.21 Severe FOC increases the risk of 
prolonged labour, instrumental and caesarean births.23

FOC is generally focused on specific aspects of childbirth, but it must be 
contextualised and understood in relation to broader experiences of social and/or 
psychological vulnerability, including a person’s identity and self-image. Mental 
illness, such as anxiety disorders and depression, are vulnerability factors 
predisposing individuals to severe FOC.1, 3, 4, 24 People with previous experiences of 
sexual or physical abuse are more prone to develop severe FOC, as well as those 
with previous experiences of other trauma.1, 20, 25 Furthermore, FOC has been 
shown to have increased prevalence in specific groups such as Black and minority 
ethnic women,26 women with socioeconomic vulnerability and those who lack 
social support in their personal network or from a partner.1
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Increased prevalence among pregnant LGBTQ+ people

FOC has mainly been studied in Western countries, among cisgender heterosexual 
women and – to some degree – their partners.21, 22 A meta-analysis of FOC in the 
general pregnant population worldwide showed a prevalence of 14%, including 
both nulliparous and multiparous pregnant people.27 In our survey study of 80 
pregnant LGBTQ+ individuals, the prevalence of severe FOC was 20%,10 which is 
considerably higher than previously measured worldwide prevalence. The 
prevalence of severe FOC among participants with clinical symptoms of general 
anxiety or depression in our study was high (46%). This indicates that LGBTQ+ 
people with these conditions are at higher risk of FOC, which can be addressed 
through adequate and competent professional support.

It is further worth noting that the prevalence of FOC among LGBTQ+ identified 
partners was low (9%) compared to the pregnant respondents. This is also slightly 
lower than the previously reported prevalence of FOC in cisgender male partners 
of pregnant heterosexual women in Sweden (11–14%).28, 29

Negotiating who gives birth and the influence of fear 
of childbirth

Deciding who will be the gestational parent, when more than one person in a 
family has the potential to carry a child, is an important decision that can affect 
parenting roles for many years ahead. FOC has been shown to contribute to the 
decision in couples where both partners have child-bearing capacities. In one of 
our studies with lesbian, bisexual and transgender individuals with a pronounced 
FOC, the fear was negotiated as one of many aspects that contributed to deciding 
who would be the one giving birth.16 Several participants chose to become 
pregnant despite their fears, due to a desire to be the genetic parent and/or have 
the social role as the biological mother in the family. Other participants decided to 
refrain from pregnancy due to FOC and were delighted that their partner would 
give birth. Jeanette had a FOC and her partner did not. Her partner was the one 
who gave birth and Jeanette explained her reasons like this:

“Well, the biggest reason [for me not to become pregnant] is that I’ve always 
had a phobic fear of childbirth and haven’t had the desire or any longing to 
get pregnant, so I was hugely relieved that she wanted to do it.”

(Jeanette, non-gestational parent)

In other couples, one partner feared childbirth, while the other partner had 
other medical, social, or personal reasons for not being willing to get pregnant. 
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The couples explained that they negotiated around who could be considered to be 
the least vulnerable person, which led some of them to become pregnant despite 
FOC, if their partner was considered more vulnerable for other reasons. Emelie, 
who was pregnant with her first child at the time of the interview, had decided with 
her partner, a transgender man, that she was least vulnerable in relation to 
childbearing. She described their considerations as:

“He is, you know, non-white, like, non-cis (laughs), and like, he has quite a 
few factors. […] Umm, he has previously come up against quite a lot of 
structural discrimination, umm, and maybe that was why we thought that it 
would be too much, like.”

(Emelie, pregnant)

Thus, it is important to acknowledge that either or both partners in an LGBTQ+ 
couple may suffer from severe FOC, which may affect family planning even before 
pregnancy. It is also important to view FOC from an intersectional perspective, as 
structural discrimination in many forms may impact on the choice to become 
pregnant or not, as well as on the fears during pregnancy.

How norms and ideals interact with fear of childbirth

Gender dysphoria among transgender and genderqueer people often increases 
during pregnancy30, 31 and may also increase FOC. Maternity, pregnancy, and 
childbirth are surrounded by strong cultural norms and expectations32, 33 and in 
addition to transgender and genderqueer people, also lesbian and bisexual women 
can be bothered by such norms. In our study, LGBTQ+ individuals described how 
these types of norms and ideals contributed to their FOC and added extra 
dimensions to their fears.15 Participants experienced stress related to an 
idealisation of “natural” births and a strong “primal woman” giving birth without 
much pain, or without complaints. Further, a cisnormative society will expect 
pregnant people to be women and feminine, and pregnant bodies are expected to 
fulfil female gender ideals. Emelie, a self-identified woman with an androgynous 
gender expression, feared that her pregnancy would be a dysphoric experience for 
her because of bodily changes which she expected would give her a more 
feminine body:

“Even if I’m, like, not trans or nonbinary, I can imagine that it will, definitely, 
be quite an, umm, physical and maybe dysphoric experience for me [being 
pregnant]. I’m like used to being a very androgynous body, um, and always 
have been.”

(Emelie, pregnant)



132  A Guide to Providing LGBTQ+ Inclusive Reproductive Health Care

Studies of transmasculine people’s experiences of pregnancy and childbirth report 
feelings of exclusion, isolation, and loneliness31, 34, 35 Our interviewees with an 
androgynous or masculine gender expression or gender identity described how the 
norms surrounding pregnancies made them uncomfortable, and that it contributed 
to their FOC. They feared that their pregnancies would increase body dysphoria and 
that they would feel uncomfortable being perceived as feminine and/or as women. 
Jonathan, a transgender man, shared in his interview a fear of becoming pregnant, 
because he feared being disrespectfully treated as a man giving birth.

”I want it [birth giving] to, like, be a nice memory even if it won’t, like, be 
fantastic all the way through probably, but. And it feels like it could 
potentially be a situation where you instead come up against ignorance or 
discrimination or incorrect care or yes, that sort of thing.”

(Jonathan, has no children)

Cisnormativity and femininity norms with its messages around who and how a 
person giving birth should be, identify as, behave, feel, or dress, could be identified 
as stressors for some participants.15 This can be understood as minority stress 
affecting those who break norms around feminine body ideals or feminine gender 
expressions during pregnancy and childbirth.

Minority stress adds an additional layer to fear 
of childbirth

Minority stress offers an explanation for the increased prevalence of FOC in LGBTQ+ 
people. In our study of LGBTQ+ people with a pronounced FOC,14 participants 
described fears similar to those previously described in the literature on FOC, eg, 
unbearable pain, being injured or losing control1, 21, 27 But in addition to those fears, our 
participants added that they feared being deficiently treated because of their sexual 
orientation and/or gender identities.14 In that way, fear of insufficient or prejudicial 
treatment in health care became part of the FOC. Experiences of cisheteronormativity 
together with fearing hatred of LGBTQ+ people added an additional layer to their fear 
of childbirth. Petra experienced her birth as traumatic, and explained how her level of 
stress increased as the midwife assumed her wife to be her sister:

“I feel, instead of assuming a relationship, she could have just asked, “What 
is your relationship?” it doesn’t take long. And that was really important 
because, amidst all the traumatic stuff, it was just another thing that was 
difficult too, “Don’t assume that we are sisters, you idiot” […] It’s more 
humiliating to say the wrong thing than to ask.”

(Petra, gestational parent)
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Other participants explained how erroneous or tactless assumptions and 
questions had made them feel offended, invisible, and stressed. Some of them 
pointed out that they often handle cisheteronormative assumptions in their 
everyday life, but during labour and birth, they were particularly vulnerable and 
already stressed due to FOC – therefore, dealing with cisheteronormativity became 
particularly stressful.

The exposure to minority stress led some LGBTQ+ people to develop 
hypervigilance. Previous experiences of diminished quality of health care led to 
expectations of homo-, bi-, or transphobia in future HCP interactions, causing 
lower trust in HCPs. This is important as hypervigilance and low trust will affect the 
possibility of reaching out to a person and successfully treating FOC. Furthermore, 
lack of a trusting relationship with HCPs is an additional risk factor for a traumatic 
birth.8, 36

Cisheteronormative ideas and negative attitudes about LGBTQ+ people can also be 
incorporated into one’s self-image, leading to internalised homo-, bi-, or 
transphobia. Stina, a lesbian participant, provided an example of how internalised 
homophobia affected her FOC. She suffered from severe FOC and described that 
good support from her partner during birth would be particularly important for her 
to feel safe. However, her partner was uncomfortable with disclosing their intimate 
relation to others, which made it difficult for her partner to provide the kind of 
support she wanted:

“The few times we’ve held each other’s hand or, like, shown in public that 
we’re a couple and if someone has said something, then it affects her 
experience massively, and she feels that she has done something wrong 
and, she doesn’t want to subject herself, or me, to get negative feelings 
linked to our relationship or to me, and to everything. So that’s why, so, 
it will be present ahead of delivery, because she, I think that she thinks that 
if she acts like she is my partner, holds my hand or kisses me or something, 
she risks being met by homophobia, which will cause her to get a huge 
amount of negative emotions and she doesn’t want that, at that time, 
so she doesn’t do it.”

(Stina, non-gestational parent planning to become pregnant)

Low or negative expectations of health care and HCPs were common among 
LGBTQ+ participants in our interview studies.11, 12, 14–19 Helen, who was the pregnant 
partner in a lesbian couple, described how the midwife’s heteronormative 
treatment during antenatal appointments affected her ability to talk about FOC and 
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ask for help.11 She avoided telling the midwife about her FOC, despite wanting and 
needing support:

“I felt very odd as a lesbian to go there (the prenatal clinic), and I think that 
was a reason, I felt like I turned things off and did not want to talk to her 
about other things that I find difficult and so on, because I felt that there is 
no point in bringing things up. So even fear of childbirth and like my 
thoughts about it, I felt like I could not bring up in that environment, or 
what to say. And it would certainly have been better to do it earlier, but well, 
I couldn’t do it.”

(Helen, gestational parent)

Several non-gestational parents also described a lack of attention from HCPs about 
their fear of childbirth, or mental wellbeing generally, during their partner’s 
pregnancy. Exploring and treating a non-gestational parent’s FOC gives better 
conditions for the gestational parent to be supported by their partner during birth, 
and reduces the risk of birth trauma.

The importance of building trust

Midwives supporting pregnant people with FOC need to be competent, sensitive, 
and professional when addressing the fears.37 Working to build trust is a 
prerequisite to being able to treat FOC. When a parent-to-be is not feeling safe in 
health care appointments, it becomes complicated to build a trusting relationship, 
which increases the risk that care needs are not noticed or met. LGBTQ+ people 
with severe FOC can be seen as a particularly vulnerable group of patients whose 
care needs sometimes are not addressed in health care. The cisheteronormative 
structures and attitudes existing in pregnancy care, together with the 
consequences of minority stress, might make LGBTQ+ people hesitant to even 
seek care or open up to HCPs. Therefore, HCPs need to learn how to build trust in 
relation to LGBTQ+ people, to be able to explore and reduce FOC.

Key points

FOC treatments and interventions for LGBTQ+ people must be designed to 
acknowledge the importance of:

	–	 Building trust in the caring relationship by being flexible and responsive to the 
wishes and needs of LGBTQ+ people.

	–	 Carefully exploring previous negative experiences of health care and 
experiences of homo, bi-, or transphobic hatred.
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	–	 Acknowledging and validating previous negative experiences in health care.
	–	 Not forgetting to investigate fears and expectations around giving birth related 

to a person’s gender identity, sexuality, and family constellation.
	–	 Addressing how norms concerning assumptions around gender and femininity 

affect the individual’s comfort with being pregnant and how that influences 
the FOC.

	–	 Investigating whether and how FOC influenced the decision of who is giving 
birth (in case there is more than one prospective parent who can become 
pregnant) to be able to provide adequate support to both gestational and 
non-gestational parents before, during and after birth.

	–	 Addressing both gestational and non-gestational prospective parents’ 
expectancies of childbirth and offering treatment when any partner fears 
childbirth.

	–	 Exploring earlier birthing experiences of any partner if they have given 
birth before.

BIRTH TRAUMA IN AN LGBTQ+ CONTEXT

Giving birth may be a traumatic event for the person giving birth, as well as for a 
partner/co-parent witnessing the birth.22, 28 Birth trauma is influenced by several 
factors, both predisposing factors before birth and by factors during birth.5, 38 
Two predisposing risk factors are FOC and/or previous mental illness, which 
puts LGBTQ+ people at elevated risk for both birth trauma and postpartum FOC, 
as traumatic birth experiences, in turn, increase FOC in subsequent 
pregnancies.39 In terms of factors during birth, subjective negative experiences 
of care are one of the most significant factors for birth trauma and the 
development of postpartum PTSD.40, 41 Lack of information and support during 
birth increases the risk of trauma in both gestational and non-gestational 
parents.42–44 Negative interactions with HCPs, such as disrespectful treatment, 
threats and violation of integrity, or HCPs failing to obtain informed consent to 
interventions increase the risk of a traumatic experience. Other risk factors are 
experiencing feelings of powerlessness, loss of control, lack of trust or 
experiencing stigma.7, 36, 45, 46

Mental illness before and/or during pregnancy increases the risk of obstetric 
complications, such as emergency caesarean, instrumental birth, major 
haemorrhage, and perineal lacerations.47 Births without complications requiring 
obstetric interventions may be experienced as traumatic,38 but experiencing 
complications increases the risk.48, 49 When unexpected obstetrical interventions 
arise, care experiences often deteriorate.36, 50 However, birthing people often do 
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not identify the intervention in itself as traumatic, but rather how the 
interventions were performed, making the interactions significant for the 
traumatic experience.45, 51

Adequate treatment for FOC and mental illness during pregnancy is one important 
factor for optimising the conditions for a positive birth experience and lowering the 
risk for birth trauma.52 Among LGBTQ+ people, the impact of minority stress 
creates other risk factors that elevate the risk of negative birth experiences. In one 
of our studies, LGBTQ+ gestational and non-gestational participants shared their 
experiences of birth trauma and experiencing complications at birth.11, 12, 18, 19 
Heteronormative structures within both pregnancy and birthing care and 
heteronormative treatment from HCPs during both pregnancy and birthing were 
central to their subjective trauma experiences. Even prior to attending antenatal 
care, the participants feared that they would be treated cisheteronormatively. 
Unfortunately, these fears were realised for many participants, which in turn added 
feelings of stress, frustration, and anxiety. Experiencing a lack of support during 
pregnancy meant that participants approached birth with high levels of minority 
stress, being hypervigilant and having low trust in HCPs, which in turn contributed 
to negative and traumatic birth experiences. Thus, interventions by HCPs to lower 
minority stress and build trustful caring relationships need to begin during 
pregnancy.

Addressing risk factors during pregnancy

Some of our participants described that information provided around birth and 
parenting during pregnancy was not adjusted to their family situation, which 
created knowledge gaps.11, 12 Information directed to non-gestational parents was 
missing, for example about the social role of becoming a non-gestational mother, 
or witnessing birth in the context of having planned to give birth in the future, or 
with previous own childbirth experience(s). This lack of thorough information 
contributed to stress and anxiety before and during childbirth and in the early 
stages of parenthood. Feelings of confusion around one’s parenting role may add 
stress before the upcoming birth and aggravate a traumatic experience. HCPs 
should enable preparation for childbirth by providing LGBTQ+ families with adapted 
information about the transition to parenthood and parental roles. Patient 
information needs to be inclusive of all parents, regardless of their gender, 
parenting roles, and biological connection(s).

LGBTQ+ families in our study described lack of inclusion of the non-gestational 
parent as a risk factor for a negative birth experience.11, 12 This also negatively 
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affected the pregnant participants, as they felt a responsibility for the inclusion of 
the partner, an effort taking focus from preparing for birthing. Lovisa, a gestational 
parent, described that the exclusion of her partner was stressful for her:

“They almost never included her, really. Which she also told me some time, 
that she thought it was very… it was sad, that they did not do that, like, 
ever. If she was in the room, of course, they said hello and so, but it was not 
the case that they were very inviting, so that she would be involved in 
any way.”

(Lovisa, gestational parent)

Non-gestational parents need to be supported in their own transition to 
parenthood. This support will also help them to be able to give optimal support to 
the gestational parent during birth. There is a risk that a non-gestational parent 
carries difficult experiences of a previous birth that can negatively affect the 
upcoming experience. It is essential that HCPs offer support to process previous 
negative birth experiences, regardless of whether a person was the gestational 
parent or not, and also help prepare for how a partner’s birth may affect a 
non-gestational person’s own future thoughts about pregnancy and childbirth.

Key points

It is important to address LGBTQ+ specific risk factors for birth trauma during 
pregnancy by:

	–	 Using inclusive language, correct pronouns, and adequate parental terms in 
relation to the parents-to-be.

	–	 Providing sufficient and adapted LGBTQ+ specific information about childbirth 
in combination with general information about births.

	–	 Offering information about the transition to parenthood and parental roles, 
especially for non-gestational mothers, non-genetic parents, and/or parents 
with trans identities.

	–	 Including non-gestational parents-to-be in care meetings.
	–	 Supporting non-gestational parents in their supportive role of the 

gestational parent.
	–	 Acknowledging non-genetic/non-gestational parents as equal parents.
	–	 Giving all prospective parents possibilities to process previous negative birth 

experiences (as a gestational or non-gestational parent).
	–	 Helping non-gestational parents prepare for how their partner’s birth may 

affect their own future thoughts and feelings about pregnancy and childbirth.



138  A Guide to Providing LGBTQ+ Inclusive Reproductive Health Care

EXPERIENCING BIRTH TRAUMA

Both gestational and non-gestational LGBTQ+ parents in our studies describe how 
HCPs’ treatment and actions had affected their subjective experience of the birth 
and contributed to the experience of trauma when obstetrical and/or neonatal 
complications occurred.11, 12, 19 An important part of their trauma experiences were 
that they had been separated from their child and/or partner during or 
immediately after birth, experiencing being left alone and/or experiencing a lack of 
inclusion. Support from family and loved ones is a strong protective factor against 
trauma and important when healing from trauma.53 Complications leading to 
separation of the family are particularly stressful for many LGBTQ+ families. The 
complications led to an increase in the number of HCPs and wards caring for our 
study participants, and these new meetings created additional situations with 
incorrect cisheteronormative assumptions and/or confusion around the family 
members. When the family members were separated, they were no longer visible 
as LGBTQ+ people, which in turn created the need to come out and inform HCPs 
about their LGBTQ+ identity, at the same time as the participants went through 
frightening emergency situations. In addition, as many non-gestational parents are 
not their children’s genetic and/or legal parents, they may carry minority stress 
around not being recognised as a parent or accepted as a family member by HCPs 
and the health care system. Therefore, inclusion and validation of the family as a 
family and of all parents as parents are of particular importance.

Gestational parents’ trauma experiences

Several gestational parents had experienced disrespectful treatment from HCPs 
that violated their bodily or personal integrity, which became part of the traumatic 
birth experience. These participants described negative, punitive, and threatening 
comments and/or actions directed towards them from HCPs and explained that 
such treatment made them feel bad at birthing, that they did the wrong thing, or 
were a disappointment to the HCPs.19 The parents expressed various types of 
strong stress reactions during birth, where intense fear and loss of control were 
central.12 They described feelings of not being the owner of their own body and of 
not being involved in decisions about their body, their birth, and their unborn baby. 
They also expressed a lack of communication and information both during the 
complicated birthing situations and afterwards – where HCPs could have provided 
the information that the person did not get in the emergency situation earlier.

In general, our participants described birthing care as burdened with stress and a 
lack of resources, explaining how these deficiencies had become part of the 
trauma. They emphasised that the stress they felt and saw amongst HCPs affected 
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them negatively. The gestational LGBTQ+ parents’ experiences of birth trauma are 
similar to those of heterosexual women as described in previous literature,38, 42, 43 
but the LGBTQ+ identity sometimes added an additional dimension to the trauma 
experience, as the HCPs they met at the birthing ward were burdened with stress 
and had not been able to provide care adapted to the specific needs of an 
LGBTQ+ person.

Some gestational parents talked about how the separation from their partner that 
happened due to the obstetrical complications became part of the trauma. 
Veronica, a gestational parent with FOC, explained that her imagined “worst 
nightmare” came true when she got a major tear that needed surgery. She 
explained how the separation affected her:

“I had to go away after that [the birth] and get stitches at surgery, so I was 
parted from both my wife and my child, barely afterwards, and it was also 
something that I thought was very traumatic as well, for me, because I was 
terrified of getting a tear, so well, that was it, I was not afraid of the birth 
itself, I was terrified of getting some kind of injury from the birth.”

(Veronica, gestational parent with birth trauma)

When separation from her partner was added to the situation, support from the 
partner was out of reach. In that way, being left alone augmented the risk 
of trauma.

Non-gestational parents’ trauma experiences

Non-gestational parents with a childbearing capacity enter birth with a unique 
perspective, which may influence their experience. They may have given birth 
before, and if so, those experiences may impact how they react to witnessing the 
partner giving birth. For non-gestational parents who have previously undergone a 
traumatic birth, FOC can be aroused during the partner’s pregnancy, and the 
person may re-experience painful memories during the partner’s birth, which may 
be re-traumatising. In addition, some non-gestational parents have plans or will 
make plans to give birth in the future. Such plans may also affect how the partner’s 
birth is experienced.14, 16 Stina, a non-gestational mother, explained how she had 
been shocked by witnessing her wife giving birth:

“It was absolutely shocking to understand how bad it hurt. I had never 
imagined that. It was really then [I became afraid to give birth], because 
already then we had plans to have siblings, and that I would carry that baby, 
and then I thought, “so I will never be able to do it”. […] Standing beside, 
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seeing everything, and then knowing that “I will do this too”, probably, and I, 
so “How will I make it?” Yes, I was not prepared that it would hit me so hard.”

(Stina, non-gestational mother)

This experience can serve as an example of how plans for future children and 
pregnancies may change due to birth trauma.

Non-gestational parents in our studies described deficiencies in care during birth 
regarding lack of information.12, 19 Furthermore, non-gestational parents who had 
given birth previously or planned to become pregnant in the future described lack 
of support for them in witnessing their partner giving birth. Non-gestational parents 
described how their feelings and reactions during birth were not considered 
important and were given little or no attention, which made it impossible for them 
to “take up any space” with their feelings, despite experiences of panic or breaking 
down. Frida, a non-gestational mother who had previous difficult birth experiences, 
shared how she panicked during her partner’s birth:

“It was when we came in that it became difficult, because then all my birth 
memories came back, and then it became, it became like, it surprised me in 
some way both in terms of scents, just the smell of the laughing gas, so 
everything became so incredibly noticeable somehow, and standing there in 
my own fear of childbirth and at the same time supporting my partner, it 
was awful indeed.”

(Frida, first gestational and now non-gestational parent)

At one point during the birth, she needed to leave the room and sat in the corridor 
and cried. No HCP stopped to ask how she was feeling, and no one had asked about 
her mood after returning home when she suffered from postpartum depression.

Another non-gestational parent, Cornelia, described how the separation from her 
partner during the birth affected her. She experienced the birth as traumatic and 
believed that this feeling was reinforced by being left alone twice, first when her 
partner underwent an emergency caesarean and then afterwards, when she sat 
with her new-born child in the ward and no one cared for her. She shared how no 
HCP took the time to talk to or support her in the extremely stressful situation 
where she thought she might lose her partner and child. Instead, she overheard 
the HCPs talking about her partner’s belly being a bit small:

“I heard them talking about her, and I felt like I was left there. […] Yes, it was 
very hard then, or, like, I thought I would lose, part of me thought I would 
lose my partner and child, like, it was very tough, and that it went so fast 
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like, also like this, also to see blood and that I just saw, because it’s quite 
special, so when they put someone to sleep, it looks a bit like someone 
disappears.”

(Cornelia, non-gestational mother)

Lack of support postpartum

Both gestational and non-gestational LGBTQ+ parents described a lack of support 
postpartum. They expressed a need for an LGBTQ+ safe place after their 
complicated births, where they would not need to handle cisheteronormativity, 
homo- bi- or transphobia, but instead could focus on healing after a difficult birth 
and on the transition to parenthood.12, 18, 19 In general, they wished that supportive 
conversations had been a more prominent and important part of the care during, 
as well as directly after their traumatic birth experiences. They believed this could 
have made the experience easier to handle. Most participants mentioned not 
receiving sufficient psychological support from HCPs after a difficult birth 
experience, and talked about a lack of systematic follow up on mental health prior 
to being discharged. Some were offered support that was not carried through, and 
the participants then felt uncertain of where to turn for help. Some had been 
struggling for months to get some kind of follow-up around their birth trauma. This 
made participants feel neglected by health care and it affected their overall 
postpartum experience negatively. Some perceived this neglect from health care 
as a prolonged birth trauma.18

Gestational parents’ postpartum experiences

Some gestational parents described how HCPs focused only on their physical 
health but did not ask questions about their mental health. Other gestational 
parents described a lack of information about their physical health as well. Alma 
asked for information about her birth injuries after being operated on:

“I had to ask what had happened, and she [the midwife] says to me, this is 
the same day as it happened, she says “You can read about it in your chart”, 
and I just say, “My chart?!” I didn’t say anything; I just started crying […] 
I didn’t know then that they had sutured me, I didn’t know they had put a 
tamponade in me, which is, well, meter after meter of fabric that you push 
in to stop the bleeding, I found out about that later, about one day later 
when they came to pull it out of me, which was an extremely unpleasant 
feeling, when someone just drags a lot of fabric out of you.”

(Alma, gestational mother)
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Asking for information is also asking for support and validation, something that 
cannot be found in one’s chart. In this situation, Alma was left without information 
about her health status, not knowing what interventions had been done to the most 
intimate parts of her body, and without support for the traumatic experience.19

Non-gestational parents’ postpartum experiences

It is common that the non-gestational parent’s birth experience is not explored 
by HCPs postpartum.54 In the case of complicated births, the gestational parent 
in our studies was often offered psychological support postpartum, while the 
non-gestational parent often was not. In general, non-gestational partners in our 
studies have not been given the chance to process the trauma in an adequate 
way. Many of them expressed feelings of not being important, and those feelings 
were reinforced when they were not given attention after the birth, in particular 
if they were left alone with the new-born child while the gestational parent 
required treatment in an operating theatre in a separate ward. They might have 
been promised a sandwich, someone to talk to, or instructions about caretaking 
of the baby, but in the end, no one attended to them. They described how they 
did not receive any attention or help from HCPs to handle their reactions, making 
the situation extra difficult. This can become a contributing factor to trauma as 
well as to the development of subsequent mental illness in non-gestational 
parents.12

Some non-gestational participants described how they were traumatised from a 
birth with no complications requiring obstetric interventions, while their partners 
who gave birth had gained a positive birth experience. In such cases, the 
non-gestational parents’ experiences were not addressed in the birthing ward, and 
they were not able to raise it themselves. One of these participants, Frida, described 
having experienced a lack of support around the role of the non-gestational 
mother already during pregnancy, for example information about co-nursing. She 
found it difficult to handle the situation during postpartum care when the 
gestational mother was starting to breastfeed their new-born child. She began 
questioning her parental role and wondered: “Is there room for two mothers?”

“I ended up like feeling left out again, somehow, all focus was only on 
[gestational parent] and the breastfeeding, […] and it was such incredible 
power in this, because then I lost like my partner at this point, like, what 
was ours, this focus that we had had somehow, for so many years, 
disappeared, and I remember at that night I stood there on my own and 
gazed out the hospital window and thought “I’m going to jump, I can’t stand 
it”, it was so enlarged.”

(Frida, first gestational and now non-gestational parent)
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Monica, another non-gestational mother, expressed that she would have liked 
more targeted support and questions about her birth experience because of her 
unique position as a potential gestational mother in the future. She wanted the 
opportunity to process the negative experience so that any future birth(s) could be 
as good as possible:

“It is special that I could potentially carry a child and give birth to a child, 
and I would like maybe that they were a little alert on those signals […] that 
they would ask a little more concrete questions about my birth experience.”

(Monica, non-gestational parent)

Key points

Essential interventions during birth for LGBTQ+ parents to lower the risk of 
experiencing birth trauma and/or to create optimal conditions for starting to 
process birth trauma postpartum:

	–	 Individualised, respectful birthing care. Optimal staff resources on each 
birthing ward.

	–	 Strive for zero separation. Keeping the family together during all stages of birth 
is a protective factor, especially in cases where either partner has severe FOC 
and/or complications have arisen.

	–	 Separating the family in the event of obstetrical and/or neonatal complications 
may reinforce trauma.

	–	 If separation is needed:
	 −	 validate the LGBTQ+ family by using inclusive and adequate language
	 −	 enable contact or mediate information continuously
	 −	 acknowledge to each parent that you see them as a parent and as part 

of the family
	 −	 reunite the family as soon as possible
	–	 Explore all parents’ birth experiences postpartum, especially when a partner 

has a childbearing capacity, as a non-gestational partner may have planned to 
give birth in the future

	–	 Non-gestational parents who have witnessed a partner giving birth may have 
experienced birth trauma and may be at risk of developing FOC postpartum, 
PPD and postpartum PTSD

	–	 Treatment should be offered to any parent with a traumatic experience

THE IMPORTANCE OF THE CARING RELATIONSHIP

A trusting caring relationship is central to reducing the risk of experiencing birth 
trauma. A caring relationship can be described as an empowering partnership or 
alliance where the patient can experience respect, safety, and trust.55 Experiencing 
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support from HCPs when giving birth is, in general, protective against negative 
experiences,2, 7, 56 also when obstetrical and/or neonatal complications arise. 
Cisheteronormativity can disrupt the trust in the caring relationship despite good 
intentions from HCPs, creating deteriorating conditions for HCPs to build safety in 
the birthing situation. Indelicate questions or cisheteronormative assumptions, as 
well as direct homo-, bi-, or transphobia, add considerable extra stress to 
vulnerable life situations. Therefore, it is essential that HCPs cultivate awareness of 
the consequences of their own attitudes and language.

Strive for continuity of carer

One way of working with the caring relationship is striving for continuity of carer. 
Lack of continuity among HCPs can be especially hard for LGBTQ+ families, and 
several of our participants expressed great satisfaction with care forms that give 
continuity of carer and minimise the number of different HCPs, ​​for example, 
midwifery-led case-loading models of care. Some of our interviewees said they did 
not tell new HCPs about their needs or feelings because they did not have the 
strength to establish a new relationship. This can be understood as a consequence 
of minority stress and/or earlier negative experiences. Continuity of care and carer 
create optimal conditions for good care by creating the possibility of feeling safe 
and being open with needs and wishes. Alma, a gestational mother with FOC, 
emphasised the importance of continuity of carer during pregnancy and at birth:

“We had a really great contact with our midwife and, so all like visits and 
meetings that were connected to the midwife […] was very very good, and 
to build a relationship and meet the same person was a huge relief.”

(Alma, gestational parent)

Building a respectful and trustful caring relationship does not always have to take a 
long time. Monica, a non-gestational parent, described a few seconds that became 
very important to her when her partner was taken away for emergency surgery:

“A very lovely and significant thing that happened was that he who was to 
operate on [gestational partner], that is, he who was the doctor in charge of 
the ward, looked at me and he saw that I became very sad, and kind of 
broke down there, when [gestational parent] was rolled out and then he 
took the seconds he could afford, to put a hand on my shoulder and say, 
“You know what, I know this looks scary, and we’ll do everything we can”, 
so there, and it was one thing that was very, I carried that with me then, 
so it felt very important.”

(Monica, non-gestational parent)
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In the traumatic event of seeing her partner being moved to the operating theatre 
in a separate ward, the physician’s quick and gentle acknowledgement of her 
feelings and of her as part of the family had been of importance for her.19

Key points

LGBTQ+ parents can benefit from changes in pregnancy and birthing care on 
structural levels, as well as individual HCPs working on relationship building and 
safety in care appointments:

	–	 Acknowledge the importance of the caring relationship.
	–	 Work on awareness of the consequences of one’s own attitudes and 

language.
	–	 Strive for continuity of carer.
	–	 Recommend care models like midwifery-led case-loading, or models where 

HCPs follow the family from pregnancy to birthing ward, and where the 
number of new HCPs is reduced to a minimum.

	–	 Facilitate unavoidable transitions between health care wards or changes in 
HCPs, especially if obstetrical and/or neonatal complications have arisen.

	–	 Document and/or transfer information verbally (always in agreement with 
the family) to reduce normative assumptions and the need for “coming 
out”. This may include explanations of the family constellation, gender 
identities, pronouns, preferred labels, or other specific needs the family 
has shared.
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Chapter 8
Birth partners’ experiences
Alex Howat

LGBTQ+ BIRTH PARTNERS

Whilst in heterosexual relationships the birth partner is typically male, the biological 
father of the baby and the romantic partner of the women who has given birth, this 
may not be true for non-gestational birth partners in LGBTQ+ couples. Lesbian/
bisexual women couples may conceive through donated sperm, either through a 
fertility clinic or known donor. Whilst non-gestational birth partners in these 
couples do not carry the child during pregnancy, they may be biologically related to 
the child depending on the method of assisted conception, ie, egg donation. 
Conversely, cisgender or transgender gay/bisexual men in relationships with 
cisgender gay/bisexual men may become parents through surrogacy or 
co-parenting with a single woman, or a cisgender lesbian/bisexual couple, with one 
of the men donating their sperm. Transgender men and women and non-binary 
individuals may become a parent as the birth partner of a genetic parent either in a 
same-gender or different gender relationship, or through being a genetic parent 
themselves ie, sperm/egg donation. Whilst these are several examples of 
non-gestational partners in LGBTQ relationships, this list is not exhaustive and may 
not represent all types of LGBTQ+ birth partners.

To date, most of the limited research on non-gestational LGBTQ+ birth partners 
has focused on cisgender women who are the non-carrying partner in lesbian or 
bisexual relationships. No research has explored the experiences of childbirth of 
non-gestational transgender men and women’s, non-binary individuals, or gay/
bisexual men. Consequently, this chapter uses findings and examples taken from 
research with western cisgender lesbian/bisexual parents. However, due to the 
uniqueness in LGBTQ+ relationships, these are not universal experiences and 
importantly more research is needed to explore the experiences of these 
parents.

http://dx.doi.org/10.4324/9781003305446-9
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STRUGGLES WITH PARENTAL IDENTITY AND ROLE 
DURING BIRTH

Parental identity refers to how someone defines themselves as parent (ie, who 
am I as a parent? What role do I play?, etc.) and the degree of identification with 
this role.1 Parental identity is typically constructed by societal narratives of 
parenthood. Having a clear parental identity which an individual identifies strongly 
with may help individuals understand and fulfil the role they are to play during 
childbirth. For example, although as fathers cisgender heterosexual men expect to 
be present during the birth and to support their partner,2 some may also struggle 
with their parental identity and feel underprepared for childbirth due to conflicting 
messages from society about what is expected of them as a father.3, 4 Similarly, 
some non-gestational LGBTQ+ parents may struggle with their parental identity 
and their role during childbirth, potentially resulting in a negative experience of 
childbirth. However, this confusion may be exacerbated for non-gestational 
LGBTQ+ parents in comparison to cisgender heterosexual fathers for several 
reasons. First, in contrast to fathers, non-gestational LGBTQ+ parents typically lack 
well-defined, socially agreed roles and flexible language that capture the 
complexity of their position when compared with expectations of a 
heteronormative society.5–7 In a recent study with non-birthing mothers, one 
participant reflected:

“I guess dads are dads, so dads have their own defined role… I’m her mum 
but I’m not her mum.”7

Furthermore, within UK common law as an example, the non-birthing partner in the 
same-sex couple is neither a mother nor a father but is categorised as a parent, 
adding to confusion around parental roles.8 Finally, there is lack of resources or 
education inclusive of LGBTQ+ parents providing examples of their possible roles 
and what to do during childbirth. Consequently, non-gestational parents may lack 
an identity template and expectations for how to behave during and after 
childbirth, and struggle with pressure to fit within the gendered and restrictive 
mother/father binary, contributing to role incongruence/confusion, difficulties in 
embracing their parental identity, feeling unprepared for childbirth, and a sense of 
isolation.5, 9–11 This may make the experience of witnessing childbirth additionally 
stressful by increasing feelings of confusion, helplessness, and panic and 
consequently decrease their ability to be supportive as a partner and positive birth 
outcomes. See Box 1 for case example.

Maternity professionals can support non-gestational LGBTQ+ parents who may be 
struggling with their parental identity and role during childbirth to improve their 



BOX 1—PARENTAL IDENTITY AND ROLE  
DURING BIRTH: SARAH

Sarah (she/her) is the non-gestational parent in a lesbian relationship. Sarah 
and her wife, Beth, have an 8-month-old daughter, Maeve, together. Sarah is 
not biologically related to Maeve. Sarah spoke extensively about her 
difficulties around her identity as the non-birth mother and how this fit into 
the binary of parental roles. This contributed to confusion of her role during 
the birth of her daughter and resulted in significant levels of distress for her:

“Father[s] are there just to run around after the woman and that’s kind 
of their job! And I didn’t know what my role was! And the whole like, 
the man’s supposed to run around after the woman! My wife does all 
the running around! I did, I was the one who packed the hospital bag. 
I do all of the, I was doing all the Mum’s stuff! So I didn’t know what 
I was supposed to do at the hospital and things.”7
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experiences of birth and help them support their partner by asking appropriate, 
relevant, and, most importantly, nonintrusive culturally curious questions which 
offer the opportunity to reflect on their parental identity. By doing this, health care 
professionals can ensure they are providing culturally sensitive and competent 
care which involves the careful consideration of the individual social, cultural, and 
psychological needs of patients and promotes effective cross-cultural 
communication between patients and health care providers. For example, health 
care professionals should clarify and use language regarding the role that the 
non-gestational parent feels most comfortable with. Through doing this, 
professionals can recognise and validate the non-gestational LGBTQ+ partner’s 
identity in a way that feels safe, which may subsequently have a positive impact on 
the development of their parental identity by lessening the confusion and anxiety 
around their role. Furthermore, professionals should also explore non-gestational 
partner’s expectations of their role as a birth partner prior to the birth. Research 
has demonstrated receiving concrete advice from midwives about how to act 
during birth felt is positive and is believed to help non-gestational partners support 
the birthing partner during birth.12 However, it is highly important that advice and 
information provided should avoid being gendered and should tailored to LGBTQ+ 
parents rather than being “catch-all advice,” reflecting the nuances of their roles 
and experiences. Once expectations of roles have been established, professionals 
should support non-gestational parents to fulfil this role.
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EXCLUSION AND LACK OF SUPPORT

During and after childbirth, the focus of health care professionals is typically on the 
gestational parent and child, ensuring that both receive appropriate care. Whilst 
this is understandable, this may mean that non-gestational LGBTQ+ birth partners 
are likely to experience, at minimum, similar experiences reported by cisgender 
heterosexual fathers in the paternal literature. For example, many fathers report 
being left out due to the actions of staff (eg, not receiving adequate information being 
included in decision making or being ignored) and a lack of support aimed directly 
at them.12–14 This contributes to feelings of unimportance and helplessness, which 
may reduce their supportiveness as a partner and trust in health care professionals, 
and can intensify distress and anxiety, particularly during traumatic births.15, 16 Men 
often qualify this exclusion and lack of support by emphasising that the focus 
“should” be on the mother and baby, a narrative typically mirrored by services.13

Findings within the paternal literature with cisgender heterosexual fathers indicate 
a significant link to role played in birth and subsequent inclusion/exclusion and 
lack of support during and after birth. Therefore, it is likely that non-gestational 
LGBTQ+ parents have similar experiences. Recent research by the author reported 
experiences of exclusion and feeling on the outside of parenting in contact with 
maternity services. Some linked this exclusion and lack of support to their role as a 
non-birthing parent. For example, one participant said:

“I think not being the birth parent, I think it gave other people what they felt 
was the right to exclude me from conversations.”7

At times, this exclusion resulted in a perceived lack of control and contributed to 
uncertainty in role, which negatively impacted on mental health. As with fathers, 
some non-gestational LGBTQ+ birth partners also justified the lack of inclusion and 
support being due to the need for gestational parent-centred care, but also spoke 
about the unsaid expectation within maternity services that non-birthing parent 
needs were less of a priority, for example, the lack of spaces for partners to sleep 
on maternity units.

Whilst exclusion during the birth may be a common experience as the non-birthing 
parent, non-gestational LGBTQ+ parents may be additionally excluded due to their 
sexual or gender identity. For example, there have been several reports within 
research and anecdotal evidence of health care professionals questioning or not 
recognising partner and/or parental status due to pervasive heteronormative 
assumptions. In Hayman, Wilkes, Halcomb, and Jackson’s17 qualitative study, 
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non-birth mothers reported feeling excluded by maternity services who often failed 
to recognise non-birth mothers as legitimate parents, preventing them from 
participating in health-related procedures. This exclusion often led to feelings of 
anger and sadness and the need to legitimise the non-birth mother’s role as a 
parent. Experiences of non-inclusion of non-gestational LGBTQ+ parents during and 
after childbirth have been linked to slightly elevated levels of postpartum mental 
health difficulties,18 which can have long-term implications on both parents and the 
baby. Furthermore, whilst exclusion during and after birth and the lack of support 
being offered for non-gestational birth partners is likely to have been exacerbated 
during the Covid-19 pandemic, LGBTQ+ birth partners may be more susceptible to 
being excluded due to stricter visiting protocols and heteronormative assumptions 
that they are not the partner due to their gender.19 It is important to recognise some 
non-gestational LGBTQ+ birth partners may experience high levels of minority 
stress (ie, experiencing stress based on their sexual orientation). Consequently, 
some may more hypervigilant (ie, expect and be more aware) to being excluded and 
discriminated against to protect themselves against these types of experience. 
However, whilst being hypervigilant serves an important survival function for these 
parents, there may be times where it results in inadvertently result in 
misinterpreting some interactions as exclusion and discrimination, increasing 
parents’ stress and anxiety further. See Box 2 for case example.

Services should increase their attempts to include the non-gestational parent 
during and after the birth regardless of sexuality or gender. However, it may be 
particularly important to do this for non-gestational LGBTQ+ parents who may be 
at greater risk of feeling excluded due to additional concerns about their parental 
role and potential inadvertent consequences of hypervigilance associated with 
high levels of minority stress. Furthermore, services consider how they can address 
the negative impact of restrictions relating to pandemics on the inclusion of 
partners. Health care professionals should be sensitive to the needs of 
non-gestational LGBTQ+ birth partners, supporting them as a parent-to-be by 
encouraging them to ask questions and offering guidance and reassurance during 
the birth. Furthermore, midwives should see them as a valued resource due to 
their exclusive knowledge of the birthing partner and provide them opportunities 
to interact with professionals and their partner, for example encouraging them to 
support with decisions, such as pain relief, and discussing with them about the 
birthing parent’s needs. By supporting non-gestational LGBTQ+ parents and 
including them in the care of their partner and child, professionals can ensure that 
childbirth is a mutually shared experience for the couple and that non-gestational 
birth partners feel recognised, involved, and needed, as well as increasing feelings 
of being in control while also reducing minority stress.



BOX 2—EXCLUSION DURING BIRTH: BETH

Beth (she/her), a non-gestational birth partner in a cisgender bisexual 
relationship, reported experiencing high levels of minority stress, including 
experiences of homophobia and internalised homophobia stemming from 
her religious background. Beth spoke about how these experiences had 
increased her sensitivity to perceived exclusion due to her sexuality and the 
distress she felt as a result. Beth also reflected on the importance of 
increasing culturally competent care and inclusive amongst maternity 
services:

“One of the problems I was having was separating out what was 
potentially because I was a same-sex partner and what every other 
parent would have? I think how I was treated was probably the same 
as all other partners. I think men in a maternity unit tend to be put to 
one side! Like they’re there just to run around after the woman and 
that’s kind of their job! But I think because I was so heightened, I went 
into that situation feeling like I wasn’t supposed to be there! The staff 
need an understanding that people in same-sex relationships are 
coming in with all these layers of homophobia and things they have to 
deal with. So you do have to go the extra mile to try and make them 
feel more included.”7
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BIRTH AND TRAUMA

Childbirth can be a significantly stressful event for many couples, even if the 
birth is considered routine, and can have a lasting emotional impact on the 
non-gestational birth partners. Heterosexual fathers describe childbirth as 
“a rollercoaster of emotion” due to the speed and unexpectedness of events, 
with around 8.5% feeling traumatised by experiencing their partners in labour.15, 
20 Non-LGBTQ+ fathers also report feeling worried, fear of the unknown, fear of 
death, guilt, powerless, overwhelmed helplessness at their inability to support 
their partner in pain but also a need to suppress their own feelings to focus on 
their partner.2, 20, 21 Similar findings are echoed in non-gestational LGBTQ+ 
parents. Non-birthing mothers in lesbian relationships report feeling powerless to 
protect or support their partner during birth which resulted in feelings of failure 
and inadequacy in their role as a supportive partner.7 For example, one 
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non-birthing mother spoke of her embarrassment and self-criticism when she 
experienced a panic attack when her partner was given an epidural:

”I felt really shit for that happening. I wasn’t able to be the supportive 
partner I wanted to be in that moment and it felt a bit pathetic.”7

Feelings of powerlessness and subsequent feelings of failure and guilt are 
increased if the birth has been traumatic and there is a disparity between 
expectations and the reality of childbirth. For all birth partners, experiencing 
childbirth as traumatic is influenced by a lack of, and/or anxiety-provoking, 
communication by health care professionals.7 Furthermore, non-gestational 
LGBTQ+ parents also report feeling that their own needs and feelings are 
unjustified and suppress them to focus support on the gestational parent. As one 
non-birthing mother said,

“it’s not my body that’s been ravaged.”7

However, there may be instances the trauma of birth may impact differently on the 
non-gestational partner in LGBTQ+ couples in comparison to heterosexual fathers. 
In cisgender lesbian, and bisexual relationships, actively deciding that the other 
partner would carry the pregnancy may exacerbate feelings of inadequacy as a 
partner and intensify feelings of guilt during childbirth. For example, one lesbian 
non-birthing mother commented:

”I helped as much as I could do, but I did feel a bit guilty that it had been her 
going through it and not me because it’s just being pregnant and giving birth 
is such a horrible experience.”7

Interestingly, same-sex non-gestational parents have reported additional guilt due 
to physical empathy:

“I guess being a woman I could empathise so much with what she’d gone 
through and how damaged she felt, maybe I found it worse than if I’d been 
a man.”7

During childbirth, non-gestational birth partners are becoming parents and are 
exposed to everything that occurs during the birth. Whilst good care of the birthing 
parents is likely to reduce partners’ distress, non-gestational partners have 
different experiences, perspectives, and needs and should receive their own care, 
especially in more complicated or traumatic births. Receiving clear communication 
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and information is important for non-gestational parents to contextualise 
experiences and understand what is happening, reducing feelings of 
powerlessness and helplessness.21 Non-gestational birth partners focusing on the 
birthing partners’ needs and suppressing their own will frequently mean that they 
are less likely to ask for support. Therefore, health care professionals need to 
normalise responses to different birth experiences and acknowledge 
non-gestational birth partners’ needs before the birth (i.e., during antenatal 
classes), as well as during and after. Within this, birth workers also need to 
acknowledge the potentially unique dynamics of LGBTQ+ relationships, including 
decisions about carrying.

BONDING AND BIOLOGICAL CONNECTEDNESS

Concerns about bonding with a new baby are common amongst all non-gestational 
parents. Whilst these concerns are typically resolved following the birth, for some 
these difficulties may remain postpartum. Furthermore, there may be additional 
anxieties about bonding and parental connection amongst non-gestational 
LGBTQ+ parents arising from concerns about biological connectedness. In 
McCandlish’s qualitative study,22 lesbian mothers expressed concerns about the 
closeness of the child’s bond with their non-birth mother in comparison to their 
birth mother.

Some non-gestational parents may struggle with feeling bonded due to not having 
carried the child, not experiencing the same hormonal processes as birthing 
parents, or not having a genetic link to their child (see Box 3).7 Additionally, 
difficulties with parental connectedness may also be linked to exclusion from the 
birthing parent-infant-dyad and perceiving preference for the birthing parent as 
rejection during the breastfeeding period. Whilst cisheterosexual fathers also do 
not carry the pregnancy, or experience the same hormonal processes, or 
breastfeed, they are more likely to have a genetic connection to the child than 
non-gestational LGBTQ+ birth partners. Therefore, anxiety and sensitivity relating to 
having experiences with and feelings of rejection and disconnection may be 
increased for non-gestational LGBTQ+ parents during the intrapartum period due 
to the potential lack of a biological connection and the privilege given to biology in 
parental roles and bonding, especially in western societies.18, 23 Interestingly, this 
lack of bonding may be more difficult to negotiate for non-gestational parents who 
also have the potential to become gestational parents themselves and made an 
active choice not to carry.7, 9



BOX 3—LINK BETWEEN BOND AND CARRYING: SAM

Sam (she/her), a non-gestational LGBTQ+ birth partner, spoke about the lack 
of connection they felt to their new-born baby, Thomas, in comparison to 
their birth partner, Jessica. Sam believes that the experience of carrying 
Thomas helped develop this bond between birthing parent and baby which 
Sam did not feel and felt on the outside of. This lack of connection caused 
additional confusion regarding their parental identity and contributed to the 
distress they felt after the birth:

“I didn’t give birth to him. So it’s not even necessarily about the 
biology, I think it’s about having that experience with him and like him 
being inside Jessica and stuff. It was almost like they already knew 
each other. Whereas I was just a bit like oh hello.”7
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Difficulties with bonding may add to confusion regarding parental identity and 
contribute to feelings of failure or guilt, which feed into their quality of perinatal 
mental health.7 Mental health difficulties may be exacerbated by a disparity 
between expectations and reality of bonding based on messages from society that 
parents should feel “amazing love” towards their child(ren). For example, one 
non-birthing mother said:

“Everyone was saying that you’re supposed to feel like this massive  
rush of love and want to jump in front of a train for your child. But I was 
there like, you need to stop crying, or I’m going to send you back to 
the shop.”7

Moreover, there may be additional stress regarding difficulties bonding due to 
stigma about being an LGBTQ+ parent and societal expectations of failure 
increasing the pressure on them to be seen as “successful” in parenthood.24

To support non-gestational LGBTQ+ birth partners with their concerns regarding 
bonding, birth workers should demonstrate an awareness of the anxieties that 
these parents may be managing internally and actively recognise the parental 
connection between non-gestational parent and baby during childbirth. 
Professionals may also help to do this by allowing time and privacy following the 
birth to be together as a family and engaging non-gestational LGBTQ+ parents in 
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activities to promote feelings of connectedness and bonding, including cutting the 
umbilical cord, skin-to-skin contact, revisiting activities that were done in utero 
(ie, singing), or facilitating feeding (ie, co-lactation, bottle-feeding, etc.) Some 
non-gestational LGBTQ+ parents may be able to and want to breast/chestfeed in 
addition to the gestational parent. However, there is a lack of guidelines or 
evidence to guide professionals in supporting non-gestational parents to be 
involved in feeding their children (ie, prescribing galactagogue, issues with safety 
profile of medication in relevant population, who prescribes, etc.) Additionally, 
these discussions frequently do not take priority or, at times, being discouraged by 
maternity services due to the focus being on supporting the birthing parent to feed 
and unsubstantiated concerns about supply issues in the gestational parent. For 
example, when speaking about their wish to be involved in breastfeeding their 
child, one non-birthing mother said:

“We didn’t find out that the other Mum could take medication breastfeeding 
until it was too late really! And the medication wouldn’t have kicked in 
in time.”7

It is important that professionals involved in intrapartum care include 
non-gestational LGBTQ+ parents in discussions about feeding, exploring their 
options, and supporting their decisions regarding this and that comprehensive 
guidelines and evidence base is developed to aid these conversations.

HETEROSEXIST CARE AND EXPERIENCES 
OF DISCRIMINATION

A distinct experience for non-gestational LGBTQ+ parents may be encountering 
heterosexist care and discrimination when interacting with maternity services 
during and after birth. The following two sections will explore these concerns and 
then recommendations will be provided for how birth workers may address these 
issues to improve the care they provide for these parents during this time.

Cisheteronormative systems and a lack of social  
recognition

Despite the increase in LGBTQ+ people creating families, the maternity system is 
still heterocentric, focusing primarily on heterosexual families.16, 25 Consequently, 
there are several cisheteronormative assumptions that plague maternity services, 
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including: that there will be one gestational parent who will be a cisgender woman 
(and the only person potentially breast/chestfeeding) and one non-gestational 
partner who will be a cisgender man; that these two are the only parents of the 
baby; that genetic parents, legal parents, and those raising the baby are the same, 
so the terms are interchangeable; and that the parents will identity with binary 
roles of mother/father. Whilst many people conceive within heterosexual 
relationships, assuming this is true for all people involved in maternity services can 
be detrimental for LGBTQ+ parents.

Cisheteronormative assumptions are apparent in the attitudes of health care 
professionals, the care available/provided by services (ie, funded fertility treatment, 
perinatal mental health support of non-gestational LGBQ+ parents, etc.) and the 
language used by health care systems in materials and in conversation. 
Non-gestational LGBTQ+ parents are sometimes met with doubt that they are the 
partner and/or assumptions that they are the birthing mother (if a woman), 
biological father or partner of the birth parent (if a man), friend or relative 
(ie, sibling). For example, Montbaston, a lesbian non-birthing mother, describes a 
member of hospital staff serving food assuming they had given birth and that their 
partner was a man meaning she was not able to get food from the trolley for their 
gestational partner, following introducing herself as a mother and talking about her 
partner.26 Furthermore, non-gestational LGBTQ+ parents may be discounted as the 
other parent due to their gender, with health care professionals speaking 
exclusively to the birthing parent, or assumptions are made about their 
involvement as parents, for example that gay/bisexual men will not be involved as 
a father or that only a genetic father will be involved.27 Professionals may also 
misgender non-gestational LBGTQ+ parents due to assumptions based on outward 
appearance. Conversely, due to differing from cisheteronormative assumptions, 
some LGBTQ+ couples may be treated as special or a novelty by maternity workers 
(see Box 4 for case example). Many of the forms, computer records, policies and 
procedures relating to pregnancy and birth are often stereotyped, only having 
spaces on forms labelled “mother” and “father.” Despite situations where the 
details of genetic parents are needed (eg, predicting allergies, medical concerns, 
etc.), using this language fails to recognise that not all parents present at the birth 
and/or involved with raising the child will identify with the mother/father binary. 
Finally, many LGBTQ+ parents also report a lack of representation in the available 
birth resources, with the language and images typically focusing on “second 
parent” alongside “father,” which may not adequately recognise or differentiate 
their role as a parent.



BOX 4—BEING TREATED AS SPECIAL: ANDREA

Andrea (she/her) is the non-gestational mother in a lesbian relationship. 
Andrea and her wife, Jennifer, have a two-and-a-half-year-old daughter, Ava, 
who was carried by Jennifer. Andrea spoke about being perceived as a 
“novelty” by the ward staff following the birth of their daughter due to being a 
same-sex couple and whilst she did not view this as a negative experience, 
she was surprised by how they were treated and the apparent lack of 
experience with LGBTQ+ families:

“We were referred to as a special couple. I think they meant that 
you’re a female couple. I was also amazed by how much of a novelty 
we were and how little some of the staff knew about how two women 
could have a baby and stuff, that really amazed me.”7
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For non-gestational LGBTQ+ parents, cisheteronormative assumptions in maternity 
care can result in a lack of social recognition of their role, both as partners and 
parents. Whilst fathers may also struggle with lack of recognition of their parental 
role, they are typically recognised as a partner whereas some non-gestational 
LGBTQ+ parents may face non-recognition in both roles.7 Experiencing this lack of 
social recognition in health care systems can contribute to feelings of invisibility, 
unimportance, invalidation of their sexual, gender, parental and family identity, role 
confusion, and feelings of discrimination.17, 28, 29 In turn, this may increase levels of 
minority stress and contributes to distress.28, 29 Therefore, social acceptance within 
societal systems plays a significant role in non-gestational LGBTQ partner’s 
experience. Not all non-gestational LGBTQ+ parents may feel able to challenge 
professionals about their assumptions due to fear of the reaction they may receive 
or embarrassment. Those that do may face additional stress due to the burden of 
(repeated) explanation and potential professional reactions, and increased visibility 
and potentially vulnerability as LGBTQ+ parents. For example, in a recent study,7 
one non-gestational parent spoke about having to repeatedly remind midwives 
that she was also a mother which contributed to her distress. In contrast, whilst 
being seen as special or a novelty isn’t necessarily negative and can help  
non-gestational LGBTQ+ parents feel recognised, for some it may draw attention to 
differences between themselves and heterosexual parents, increasing feelings of 
discomfort and vulnerability.
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Experiences of hetero-/cisnormative maternity systems during birth which contribute 
to a lack of recognition of non-gestational LGBTQ+ parents are likely a result of lack 
of knowledge and cultural competence around working with LGBTQ+ families within 
these systems. This may arise from the primacy given to biological parenthood in 
western society and the subsequent lack of a template and terminology for 
non-gestational LGBTQ+ parents’ role.9, 10, 18 Furthermore, there is a distinct lack of 
guidelines and policies reflecting the needs of the LGBTQ+ community in maternity 
services meaning LGBTQ+ parents are underrepresented, and midwives feel 
ill-equipped and lack confidence in providing care for these parents.30

Experiences of homophobic and transphobic 
discrimination and prejudice

Some non-gestational LGBTQ+ parents may anticipate or experience homophobic 
and transphobic discrimination and prejudice during or immediately after birth. 
LGBTQ+ parents experience discrimination through refusal to acknowledge the 
non-gestational parent entirely or their role as a parent, homophobic and 
disapproving attitudes by professionals working with these parents, and 
microaggression in the form of inappropriate and intrusive questions.7, 31–33 For 
example, lesbian non-birthing mothers report about being asked intrusive 
questions about donors, conception and role by professionals which invaded their 
privacy, invalidated their parental/family identity, and emphasised difference.7 
These discriminatory experiences can lead to nontherapeutic interactions which 
increase feelings of threat and feed into feelings of internalised homophobia/
transphobia, causing non-gestational LGBTQ+ parents to question their right to 
have children, feelings of inadequacy and contributing to perinatal mental health 
difficulties.7, 34 Furthermore, they may also create barriers to the provision of 
inclusive intrapartum care to LGBTQ+ parents.

Whilst incidents of discrimination should never be tolerated, many of them may 
result from a lack of sensitivity, knowledge, and training, in addition to clumsy 
attempts at addressing social difference, rather than being intentionally malicious. 
For example, one non-birthing mother spoke about their frustration with the lack of 
cultural competence amongst midwives and how this impacted on their care:

“The midwives make comments like oh we didn’t know if you were like a 
friend? Or if you were the other partner and no one wanted to come and 
ask you cos they thought that you might find it weird!”7

Additionally, some questions may be an attempt by professionals to connect with 
or learn more about LGBTQ+ parents and their journey. Whilst these questions 



BOX 5—EXPECTATIONS OF DISCRIMINATION: NATALIE

Natalie (she/her) is a bisexual non-gestational mother who recently had twin 
daughters, Layla and Ellie, with her wife, Charlotte. For practical reasons, 
it was decided that Charlotte would be the birth mother. Natalie reported 
having “awful” experiences with health care systems when pursuing assisted 
conception, during which health care professionals acted like their request to 
become parents was odd and the couple were put through tests that they 
did not feel were necessary. This impacted on her expectations for the birth 
with Natalie feeling highly anxious that these experiences would continue. 
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may be interpreted as curiosity and an opportunity to educate by some 
non-gestational parents, others may find these more intrusive and threatening as 
they invalidate their parental/family identity and emphasise difference. Therefore, 
to ensure that the focus of interactions with LGBTQ+ parents remain on them 
receiving support and not on parents having to educate their own health care 
provides, services and individual providers should seek out professional training, 
many of which is LGBTQ+-led, to increase their awareness and knowledge of 
relevant issues, and subsequently competence, when working with this 
community.

In addition to experiences of discrimination, non-gestational LGBTQ+ parents 
may also need to plan and navigate the possibility of discrimination around how 
they will be treated that may impact their birth experiences, contributing to 
distress felt during this time.29 Research has found that non-gestational LGBTQ+ 
parents have less positive expectations of birth because of internal fears about 
having to continually out themselves and being out of place or vulnerable to 
discrimination by health care systems due to their sexuality and/or family 
situation.31, 35, 36 These expectations are frequently dictated by previous 
discriminatory experiences which contributes to high levels of minority stress 
and hypervigilance to discrimination (see Box 5 for case example). Living 
alongside any anxiety about having their parenthood questioned creates doubt 
and insecurity and potentially negatively impacts parental identity development, 
suggesting that the anticipation of discrimination and prejudiced events may be 
just as stressful as the actual events themselves.10 Consequently, non-gestational 
LGBTQ+ may be more sensitive to actual or perceived discrimination in 
interactions with maternity staff, increasing negative experiences of stress and 
vulnerability.



Natalie highlighted the importance of training in helping to mitigate some of 
these experiences:

“I think we’d had those negative experiences with the hospital and GP in 
the run up to Charlotte getting pregnant, and I was worried those were 
going to continue with the NHS moving forwards. So that was just a kind 
of lingering stress that was going on…I think maybe our stress levels 
wouldn’t have been this high in the first place if there was more training 
for NHS staff about same-sex parents and we hadn’t experienced some 
of the negative experiences that we had experienced.”7
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Recommendations for Providers

The above two sub-sections demonstrate how cisheteronormative assumptions 
and experiences with and feelings of discrimination and prejudice are distinctive to 
non-gestational LGBTQ+ parents and can negatively impact their experiences of 
birth. Health care professionals can address these issues and subsequently improve 
non-gestational LGBTQ+ parents’ experiences in several ways. Most importantly, 
any discrimination by professionals or services should be acknowledged to be 
wrong and addressed accordingly. Following on from this, maternity professionals 
and services need to be mindful of the assumptions they make around conception, 
pregnancy, and birth, the potential for their actions to be discriminatory (even if this 
is unintentional), as well as issues relating to minority stress and expectations of 
discrimination, and how these may impact the experiences of LGBTQ+ birth 
partners. By developing an awareness of these issues, professionals can be open to 
alternatives and take action to change how they interact with these families.

Health care professionals should be curious, asking open, considerately worded 
questions about the families they are working with, such as ‘who are the baby’s 
parents?’ rather than ‘who is the real mother?’ However, when asking questions 
professionals should consider whether these are appropriate or necessary. For 
example, asking questions about genetic histories or preferences regarding 
pronouns may be important, whereas questions regarding conception, etc., may 
not be necessary and some may find these upsetting. Answers should be clearly 
recorded to avoid questions being repeatedly asked by multiple people and remove 
the burden of repeated explanation and perpetual outing.37 Professionals could 
use genograms, a pictorial display of a person’s family relationships, to recognise 
and document family dynamics and roles without being intrusive. Whilst asking 
appropriate questions are often received positively by LGBTQ+ families, professionals 
should not rely on LGBTQ+ parents to educate them on the issues that they face.
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Whilst some professionals may feel that it is inclusive and beneficial to treat 
cisheterosexual and LGTBQ+ non-gestational parents the same,31 this may be 
counterproductive as it does not recognise the nuances of non-gestational 
LGBTQ+ parents’ experiences. An individualised approach to care which reflects 
the unique needs of these parents is likely to be more helpful.38 Therefore, more 
training for maternity staff on LGBTQ+ families focusing which recognises diverse 
family forms and their experiences during and after birth is needed to increase 
awareness and culturally sensitive/competent care, whilst reducing the likelihood 
of discrimination and distress caused by the anticipation of these experiences.39 
However, professionals also need to go beyond cultural competence, which can 
be limited as it may lead to professionals relying on generalisations about specific 
communities rather than recognising the uniqueness of individuals, and commit 
to developing cultural humility.40 In contract to cultural competence, cultural 
humility is a mindset rather than a goal. It is a life-long process of being aware of 
social power imbalances, respecting other people’s values and continuously 
reflecting on our own biases (eg, by asking ourselves how these biases might 
impact on how we treat and understand others), and working to minimise this 
impact. To practice cultural humility, health care professionals should recognise 
no culture is superior to another, engage in self-reflection and acknowledge 
mistakes made, be honest when not sure about something, learn about other 
cultures with the awareness that they will never reach perfect understanding and 
be open to what they have not learnt yet, and support colleagues to have open 
discussions and hold each other accountable. By developing cultural humility, 
service providers can increase their cultural awareness, ensure that they do not 
apply a “one-size-fits-all” approach to the care of LGBTQ+ parent and promote 
equity and inclusion with these families. Importantly, service providers must be 
willing to discuss the issues faced by these parents and their families in ways that 
promote safety and understanding, in addition to willingness to get these 
discussions wrong and recognise when they do so. In doing this, services can 
reduce some of the stressors within the systems that contribute to negative 
birth experiences.

Language used by professionals, in addition to language on forms and in resources, 
needs to be inclusive of all sexual orientations and family structures to increase 
feelings of being recognised and accepted by health care systems. Improving 
language starts with recognising that there may be more than two parents, different 
parents may have different roles, and that role may not be denoted by the parent’s 
gender. Utilising gender-neutral terms (ie, partner or couple) which reflect 
non-gestational parental roles outside of the binary41 or avoiding gendered-terms 
and using names instead may be more inclusive. To acknowledge the agency of 
partners to identify themselves and demonstrate that birthing and parenting roles 
can be redefined and reidentified, professionals can ask about and use language 



BOX 6—LEARNING POINTS

Experiences of non-gestational LGBTQ+ birth partners are similar but 
qualitatively distinct to heterosexual fathers. Birth workers can tailor the care 
they provide to improve their birth experiences by:

	–	 Taking an active stance against discrimination.
	–	 Demonstrating appropriate and nonintrusive cultural curiosity about 

families by asking only necessary open questions and recording answers 
in easily accessible ways.

	–	 Engaging in additional training on working with LGBTQ+ families to 
develop awareness of hetero-/cisnormative assumptions, increase 
cultural competence and consider alternative ways of working.

	–	 Engaging in a continual process of cultural humility.
	–	 Be willing to have difficult discussions about social difference, get things 

wrong and acknowledge when this happens.
	–	 Engaging non-gestational LGBTQ+ parents in activities to promote 

feelings of connectedness and bonding, including involving them in 
conversations about breast/chestfeeding when appropriate.
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preferred by LGBTQ+ parents.31 Additionally, it may also be useful to create specific 
information leaflets or groups for LGBTQ+ parents to promote a sense of belonging.

SUMMARY

This chapter has explored birth experiences of non-gestational LGBTQ+ birth 
partners. Whilst there are some similarities to the experiences of heterosexual 
fathers, there are also important differences as well as distinctive experiences for 
non-gestational LGBTQ+ parents. Consequently, it is important that midwives, 
obstetricians, and other birth workers move away from cisheteronormative 
assumptions to acknowledge non-gestational LGBTQ+ unique roles and provide 
culturally competent, inclusive, individualised care that addresses their specific 
needs. This chapter has highlighted some of the ways in which birth workers may 
start to do this (see Box 6. Learning Points). By doing this, experiences of childbirth 
may be more positive for non-gestational parents, which will increase their capacity 
to support the birthing parent. Importantly, the issues discussed in this chapter may 
not be representative of the experiences of all non-gestational LGBTQ+ parents. 
Therefore, it is important for professionals to commit to a process of curiosity and 
cultural humility to provide meaningful care to these families they work with.



	–	 Normalising different birth experiences and acknowledging 
non-gestational birth partners’ needs whilst also acknowledging unique 
dynamics in LGBTQ+ relationships.

	–	 Providing clear communication and information during the birth.
	–	 Using inclusive language (ie, gender neutral or names) or using language 

preferred by families in both written and verbal communications which 
recognises diverse family forms and validates different parental roles.

	–	 Viewing non-gestational partners as a valuable resource and providing 
them opportunities to interact with professionals and their partner 
during childbirth.
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Chapter 9
Infant feeding
Nina A Juntereal and Diane L Spatz

INTRODUCTION

The United Nations Children’s Fund and World Health Organization describe 
feeding of human milk as one of the most effective interventions to promote child 
wellbeing and survival.1 Professional organizations across the globe continue to 
recommend that infants receive human milk only during the first six months of 
life.2–6 The Association of Women’s Health, Obstetric and Neonatal Nurses 
(AWHONN), Academy of Breastfeeding Medicine (ABM), American College of 
Obstetricians and Gynecologists (ACOG), American Academy of Family Physician 
(AAFP), International Lactation Consultant Association (ILCA), and La Leche League 
International (LLLI) have updated their position statements on infant feeding in 
recognition of LGBTQ+ families who breast/chestfeed or lactate.2, 7–11 All health care 
professionals providing lactation care to members of the LGBTQ+ community 
should align their clinical practice to these position statements and advocate for 
other professional organizations to develop their own statements to ensure that 
respect and care is given to all individuals building families.

LACTATION-RELATED LANGUAGE

Lactation-related language has historically been discussed from a gendered 
maternal domain.12 The evolutionary perspective has designated that humans who 
were assigned female at birth and identify their gender as woman have a 
physiological function for childbearing and that the hormones involved in 
pregnancy would promote human milk production.13 This evolutionary perspective 
assumes that humans assigned female at birth therefore identify their gender as 
women and has resulted in the frequent use of gendered lactation-related 
language in both clinical practice and published literature.12 To avoid assumptions 

http://dx.doi.org/10.4324/9781003305446-10


Infant feeding  171

and misrepresenting identities, health care professionals must ask patients their 
preferred bodily and lactation related terminology and then use this language 
when talking to that patient. Some examples of inclusive language include 
“mammary tissue” or “chest” as opposed to “breast,” “human milk” as opposed to 
“breast milk,” and “chestfeeding,” “lactating,” “human milk feeding,” or “infant 
feeding” as opposed to “breastfeeding.”8 For families with more than one person 
providing human milk to their infant, the term “co-lactation” or “milk sharing” may 
be preferred and used.14

INFANT FEEDING OPTIONS FOR LGBTQ+ FAMILIES

The evidence surrounding the value and benefits of human milk feeding to infants, 
parents, and society is well-documented.3, 15–17 Beyond physiologic and economic 
benefits, human milk feeding offers the opportunity to build additional emotional 
capacity and bonds between parents and infants.18 The science of human milk and 
anticipatory guidance on the options available related to lactation need to be 
communicated by health care professionals to LGBTQ+ individuals during antenatal 
clinical encounters such as antenatal check-ups or antenatal education programs. 
Health care professionals should communicate that LGBTQ+ individuals who are 
building families have options regarding infant feeding.

Health care professionals should also avoid assuming that all parents desire to 
breast/chestfeed or lactate.19 Like any other family, human milk as the primary 
source of nutrition may not be a desired goal for LGBTQ+ parents, when building 
their family. All parents should discuss their expectations and goals related to 
lactation to facilitate a positive relationship with infant feeding. The process of 
lactation occurs during pregnancy when hormonal levels change and the 
mammary tissue undergoes development. This lactation process may not happen 
as expected with parents undergoing gender-affirming treatments or practices.14 
The decision to choose gender-affirming treatments or practices such as 
hormones, chest binders, top surgery, or breast augmentation may affect the 
ability to lactate and make breast/chestfeeding challenging or uncomfortable.14, 20 
Parents who forego or pause gender-affirming treatments or practices in order to 
develop their milk supply may have feelings of gender dysphoria.14, 20 Parents who 
decide to carry and birth their infant but choose not to pursue lactation for any 
reason should seek clinical support to reduce their milk supply safely and swiftly as 
feasible. Health care professionals must balance between providing appropriate 
information and resources while avoiding assumptions or judgments on parents’ 
infant feeding decisions.19, 21



172  A Guide to Providing LGBTQ+ Inclusive Reproductive Health Care

All parents interested in human milk feeding are likely to need an in-depth 
consultation with a lactation consultant, and various other health care 
professionals who may provide health and medical advice to parents choosing to 
provide their own human milk to their babies to make an informed decision on 
their infant feeding plan.14 To support and develop a long-term milk supply for 
infant feeding requires early and proactive counseling during the antepartum 
period.22 Either partner who is able to undergo pregnancy and lactate may decide 
to conceive, give birth and feed their infant. Most commonly, the gestational parent 
will be the primary lactating parent. However, the non-gestational parent can also 
produce and/or provide human milk.23, 24 Case descriptions of infant feeding 
options for LGBTQ+ families including same-gender male parents, same-gender 
female parents, and trans parents involving trans men and/or trans women 
partners are described below.

SAME-GENDER MALE PARENTS

Infant feeding options for same-gender male parents (eg, gay, bisexual, and other 
queer identified cis men) may depend on the pathway they choose to build their 
family such as through surrogacy or adoption. Cisgender men who use hormonal 
therapy involving suppression of testosterone and promotion of prolactin may 
produce milk but the amount of milk produced will not lead to an adequate milk 
supply for infant feeding.7 Other methods for parents to gain access to human milk 
include contracting with their surrogate or through donor human milk.25 Parents 
may choose to bottle feed their newborn formula. An Australian cross-sectional 
survey conducted in 2012 found that 22% of children of same-gender male couples 
were fed human milk at some point under the age of five.26 Surrogates who express 
their milk may share this milk with same-gender male parents to bottle feed their 
infants.27 Same-gender male parents may also consider using a supplemental 
nursing system (SNS) to feed surrogate milk, donor milk, or formula to their infant.28

Same-gender male couples may choose to obtain donor human milk to feed their 
infant. Donor human milk is indicated as the first alternative nutrition source for 
any infant if the gestational parent’s own milk is unavailable.29 However, 
same-gender male couples may face challenges in accessing donor human milk 
from non-profit milk banks because non-profit milk banks prioritize donor human 
milk to families of infants in the neonatal intensive care unit.30 Donor human milk 
may be obtained from for profit milk banks in countries where legislation permits 
the sale of human milk but the associated price tag may be too expensive for 
couples.29, 31 Further information on the use of donor human milk for infant feeding 
is discussed in the Donor Human Milk and Informal Milk Sharing section.



Infant feeding  173

TRANS MEN

The infant feeding options for trans men include chestfeeding, donor human milk, 
or formula feeding. Health care professionals should recognize that not all trans 
men who give birth want to chestfeed their infant due to concerns around gender 
dysphoria or mental health amongst other reasons.20, 32 For trans men who have 
given birth, as for any other birthing person, the decision to provide human milk is 
personal. The ability of trans men to lactate depends on the presence of mammary 
tissue and use of any gender-affirming treatments.14, 33, 34 The type, strength, and 
timing of gender-affirming treatments such as chest binding, chest masculinization 
surgery, or testosterone therapy may affect the development of mammary tissue 
and the related hormones for lactation.14, 35 Trans men who plan to provide human 
milk may consider delaying gender-affirming treatments until after birth and 
postpartum to ensure they produce enough milk.20, 34, 35 Health care professionals 
should offer open discussions to trans men about their plans for infant feeding and 
whether they use (or have used) gender-affirming treatments.

Chest binding is a gender-affirming and non-invasive method that compresses 
mammary tissue using constrictive materials to create the physical appearance of 
a flat chest.20, 35 Hormonal levels are likely unaffected, but the use of chest binders 
may contribute to atrophy of mammary tissue and potential scarring over time.14 
Chest binding for short time intervals and/or with light pressure will minimize these 
risks.20 During early postpartum, the use of chest binders may elevate the risk of 
mastitis, an infection of mammary tissue, and blocked milk ducts.20, 28, 36 Trans men 
parents who wish to lactate but use chest binders may be less likely to develop 
their milk supply.14, 28, 36 Some parents may be able to safely practice chest binding 
after their milk supply is established during postpartum.20 Trans men who plan to 
bind their chests while lactating should connect with health care professionals to 
monitor their chest health.

Trans men may pursue chest masculinization surgery or top surgery to change the 
shape and appearance of the chest to address dysphoria and affirm one’s 
gender.20 A number of considerations must be taken into account for trans men 
who intend to become pregnant and/or lactate. The surgery may involve removal 
or repositioning of the nipple and areola which may damage or sever milk ducts, 
thus increasing the risk of engorgement, ie, excess milk in mammary tissue, during 
postpartum.20, 35 Preservation of the nipple and/or areola will result in less damage 
to milk ducts during the lactating period.20, 35 A review of breast reduction studies 
demonstrates a more positive correlation of human lactation if the subareolar 
parenchyma, the lactating tissue under the areola, remains intact.37 Those who 
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have already had top surgery should be aware that mammary tissue may or may 
not develop during pregnancy.20 Human milk production after top surgery is 
feasible but may require supplementation with donor human milk or formula.20, 34 
Of the chestfeeding positions, health care professionals recommend that parents 
who underwent top surgery choose the crossover hold and rugby hold.34, 35 The 
reclined position is not recommended because this position stretches the 
mammary tissue and may cause difficulties with infant latching.34, 35 Trans men 
with infant latching challenges due to a flatter chest may consider a nipple shield 
as an option.36 A supplemental nursing system (SNS) is another low-cost and 
accessible option for trans men who would like to provide supplemental milk 
(expressed milk, donor milk, or formula) simultaneously with their own milk while 
chestfeeding.28

The use of testosterone therapy as part of gender affirming care may interrupt 
lactation-related physiology including mammary tissue development and/or 
the hormonal profile for milk production such as prolactin, insulin, or 
hydrocortisone.33, 35 Some individuals naturally produce higher levels of 
testosterone than others including those diagnosed with polycystic ovarian 
syndrome, adrenal pathology, or pituitary pathology.38, 39 However, evidence on 
testosterone use and lactation among trans men is limited. A qualitative study on 
transmasculine experiences found that testosterone use was a positive decision 
for one participant while chestfeeding his child into toddlerhood.20 Only one case 
study exists that reported the safety of testosterone during lactation in which this 
hormone was secreted in insignificant amounts through human milk without any 
adverse effects on the infant.3 Due to the paucity of evidence, more research is 
needed to determine the safety and efficacy of testosterone use on trans men who 
choose to lactate.

INDUCED LACTATION

Currently, no standard clinical guidelines exist for induced lactation for any 
population of parents. The most relevant induced lactation protocols available 
include the Mount Sinai/Zil Goldstein case study and the Newman-Goldfarb 
protocol.40–42 Induced lactation requires the use of galactagogues which are 
pharmacological substances to increase prolactin levels for milk production.24 
Domperidone is an anti-emetic medication used off-label as a galactagogue and is 
available over the counter in many countries across Europe and in Canada.43 In the 
United States, domperidone is unavailable because the Food and Drug 
Administration is concerned about the association of high dosing of domperidone 
intravenously and cardiac arrhythmias and cardiac arrest.44 However, in other 
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contexts, it is important to note that this medication when used for lactation is only 
given orally at a maximum dosage of 20 mg three times per day (ie, 60 mg daily 
maximum dose) compared to a maximum of 120 mg/daily oral dose for adults 
requiring domperidone therapy for nausea or vomiting.45, 46 Individuals with 
pre-existing arrhythmias, history of cardiac disease, or those using medications 
that can prolong the QTc interval should not take domperidone in any 
instances.45, 47

Two reviews were published on the safety and efficacy of domperidone as a 
galactagogue.48, 49 Both studies noted the limitations in the sample sizes of the 
included studies and found domperidone to be effective in increasing milk 
production with no adverse effects observed among infants exposed to 
domperidone through transfer of milk during breastfeeding.48, 49 A randomized 
controlled trial was conducted on 46 mothers of preterm infants comparing 
domperidone to placebo treatment and found that domperidone did not modify 
human milk’s nutrient composition or risks to mothers or infants as no adverse 
events were observed.50 This trial showed that milk volume increased by 267% in 
the domperidone group compared to 18.5% in the placebo group by day 14 
postpartum (p = 0.005).50

Any parent planning to induce lactation should seek support from health care 
professionals, especially lactation consultants who can provide additional 
information and resources such as supplemental nursing systems, flanges, or 
nipple shields during the process.14, 24, 28 A cross-sectional study surveying health 
care professionals working in trans health found induced lactation services were 
primarily available in the United States or Canada.51 It is also worth noting that 
although, induced lactation allows a parent to produce mature milk.41, 52 Colostrum, 
the first form of milk rich in antibodies and immunoglobulins, has not yet been 
reported in previous cases of parents who have achieved milk production through 
lactation induction.14, 40, 53

SAME-GENDER FEMALE PARENTS

Partnered sexual minority women (eg, lesbian, bisexual, and other queer 
identified cis women) may choose the gestational parent to solely lactate, the 
non-gestational parent to solely lactate, or both parents to contribute human milk, 
sometimes termed co-lactation or to feed their baby infant formula.54 Any cis 
women who undergo breast augmentation or reduction can breastfeed their 
infants without complications.55 A study using data from the 2006 to 2017 National 
Survey of Family Growth female pregnancy questionnaire compared breastfeeding 
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outcomes between sexual minority women and heterosexual women.56 The results 
showed no difference in breastfeeding outcomes between bisexual women and 
their heterosexual counterparts.56 However, this study reported that infants born to 
women who identify as lesbians were less likely to receive human milk compared 
to infants born to women who identify as heterosexual, even after adjustment of 
several demographic and pregnancy-related factors.56 The researchers described 
demographics including racial and class inequities as contributing to lesbian 
parents’ breastfeeding experiences but are unable to completely explain the 
relationship and suggested the need for future research on the barriers that 
lesbian parents encounter while breastfeeding.56 It is important to note that this 
research used a dataset that spanned a time frame of 5 to 16 years ago and 
breastfeeding initiation rates have increased since this time period. A more recent 
mixed methods study on the breastfeeding experiences of same-gender mothers 
found that same-gender mothers are motivated and committed to breastfeeding, 
with many providing milk for a year or more.57

Non-gestational parents can contribute to feeding their infant through induced 
lactation.23, 24 This process is defined as stimulation of human milk outside of the 
physiology of pregnancy.24 The most widely used protocol, appears to be the 
Newman-Goldfarb protocol for induced lactation. This involves time and effort of 
the non-gestational partner during antepartum through a combination of 
galactagogues, non-pharmacological stimulation of the mammary tissue, and 
hormonal supplementation.24, 58 Juntereal and Spatz conducted a mixed-methods 
study on the breastfeeding experiences of same-gender mothers.57 Birth mothers 
were enrolled in the study because they identified as the primary lactating 
parent.57 Out of 68 survey respondents, the researchers found that only 21% (n=14) 
of participants received information on induced lactation from health care 
professionals and that only 13% (n=9) of participants reported that their partner, 
the non-gestational parent, practiced induced lactation with education and 
information on induced lactation obtained from non-clinical outside sources.57 
The Induced Lactation section provides further description on the process.

Both parents can contribute to their newborn’s feeding experience in other ways. 
Skin-to-skin contact following birth or during postpartum can be practiced by both 
parents and contributes to initiation of breastfeeding.28, 57 For gestational parents, 
skin-to-skin contact physiologically stimulates secretion of oxytocin, the hormone 
needed for milk ejection.59 Parents who are expressing after birth can share 
responsibilities in bottle feeding their infant. Both parents can contribute to 
cleaning and care of these feeding items.57 Infants of LGBTQ+ parents may find 
comfort in non-nutritive sucking from both parents as well.28, 58
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TRANS WOMEN

Development of breast tissue by gender-affirming breast augmentation is a 
common aspect of the transition of trans women which provides important 
implications for lactation.60, 61 However, research on gender-affirming breast 
augmentation and lactation is limited and trans women without this procedure are 
also able to lactate.60 A review conducted in 2018 found that approximately 60% of 
trans women augmented their breasts.61 Available data suggests that most trans 
women ages 18 and older are not likely to achieve full breast maturity and may 
have physically smaller breasts on average compared to cisgender women.60 
Breast implants are the most common method for breast augmentation.62 Health 
care professionals should acknowledge that breast augmentation may actually 
hide the true size and volume of mammary tissue available.14 Trans women who 
received breast augmentation may experience pressure atrophy of any remaining 
mammary tissue.14 Health care professionals should counsel all parents about 
feeding or expressing their milk appropriately during postpartum to avoid 
engorgement, mastitis, or low milk supply.28 Supplementation may be required, 
which can be fulfilled by gaining access to milk through human milk banks, 
informal milk sharing, formula feeding, or by co-lactation with the baby’s 
gestational parent.28, 60

Additional hormonal therapy involving estrogen and progesterone, as specified in 
induced lactation protocols, is needed for trans women to be able to secrete milk, 
however they may be unlikely to establish a full milk supply.40, 53 Reisman & 
Goldstein (2018) described a case report of a trans woman on a gender-affirming 
hormone regimen of estrogen, progesterone, spironolactone for 6 years without 
breast augmentation who experienced induced lactation.40 The patient was able to 
produce 8 ounces of milk per day 2 weeks before the infant’s due date and also 
serve as the sole source of nutrition for her infant for 6 weeks postpartum.40 The 
researchers did not report the specific total amount of milk the patient could 
produce postpartum.40 Wamboldt and colleagues (2021) reported another case of a 
trans woman who achieved milk production within 1 month of initiation of an 
induced lactation protocol.53 The woman was able to produce 3 to 5 ounces of milk 
per day via hand expression which supported the immunological health of her 
child, despite not meeting her goals for full nutrition and development.53 Induced 
lactation, the process of mimicking lactogenesis, for trans women is similar to 
those followed by non-gestational same-gender mothers. This regimen involves 
progressive dosing of the hormones estrogen and progesterone followed by a 
withdrawal period.60 The hormonal regimen is combined with a galactagogue, 
a medication that promotes secretion of prolactin for milk production, and 
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non-pharmacological stimulation of the mammary tissue using strategies such as a 
breast pump or hand expression.60

The primary difference for induced lactation between cisgender women and trans 
women is the use of androgen-blocking medication such as spirononlactone.60, 63 
This medication inhibits the effects of androgens including testosterone for trans 
women who have not received gender-affirming treatments such as an 
orchiectomy, the removal of one or both of the testicles, or have conditions that 
elevate testosterone such as polycystic ovary syndrome, adrenal pathology, or 
pituitary pathology.38, 39, 60, 63 The Drugs and Lactation Database (2022) specifies 
spironolactone use during lactation as acceptable.64 According to Hale’s 
Medications and Mothers’ Milk 2019, spironolactone is categorized as “probably 
compatible” with breastfeeding because the evidence of adverse effects following 
spironolactone use is remote.45 Hale’s manual also reported that spironolactone is 
metabolized into the metabolite canrenone which is known to be secreted in 
human milk and is likely too low and clinically insignificant.45

TWO OR MORE CO-LACTATING PARENTS

Health care professionals need to counsel families with two or more co-lactating 
parents that lactation physiology requires frequent maintenance involving breast/
chest emptying with minimal to no prolonged pauses to ensure an adequate 
long-term milk supply.14 Families may consider co-lactation if one or more parents 
decide to induce lactation or because one parent has experience feeding a 
previous child or may still be lactating at the time their partner gives birth. Families 
with more than two parents may refer to co-lactation as milk sharing. Families who 
share in the experience and bonding of co-lactation with their infant must take into 
consideration other parental duties and available resources and develop a 
co-lactation plan to minimize feeling fatigued or overwhelmed and optimize human 
milk feeding.

Parents should discuss expectations and goals related to milk feeding because 
co-lactation may not always reduce the gestational parent’s workload.14 Rotating 
responsibilities such as skin-to-skin contact, feeding schedules, and the 
maintenance of multiple milk supplies by expressing or feeding require thorough 
discussion and decision-making. Because colostrum production begins as early as 
the second trimester of pregnancy, families should consider expressing colostrum 
prior to the pregnancy ending and prioritizing colostrum feeding for the first few 
days after birth by the gestational parent when possible.14, 65 The Academy of 
Breastfeeding Medicine developed a sample co-lactation plan that families can 
tailor and share with their health care team prior to birth.14
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Families who begin planning during antepartum for the non-gestational parent to 
induce lactation and share in co-lactating should prepare to test the non-gestational 
parent’s milk for transmissible infections.14 Hospital laboratories recommend this 
practice during prenatal care to guide lactation management.41 Birth hospitals 
located in areas with populations at high risk for various transmissible diseases, 
may also require non-gestational parents who want to provide their milk to 
undergo laboratory tests for infections including HIV, syphilis, tuberculosis, and 
hepatitis B and C prior to offering their milk to their infants.66 Other tests that may 
be performed include cytomegalovirus or human T-lymphotropic virus types I and 
II.66 These services are available in some neonatal intensive care units in the United 
States and highly endemic regions such as southern Japan, west and central Africa, 
the Caribbean, and parts of South America.14, 66 Some parents may consider such 
tests discriminating or stigmatising.35, 63 Health care professionals should 
emphasize to parents who plan to lactate that these screening tests are routine for 
gestational parents.14 Gestational parents who give birth at home or outside of 
hospital settings and want the non-gestational parent to provide milk may consider 
these screening tests as potential safety measures.14

DONOR HUMAN MILK AND INFORMAL MILK  
SHARING

Pasteurised donor human milk is recognised as a safe and viable nutrition source 
for infants of mothers with insufficient milk supply.67, 68 The safety recognition of 
pasteurised donor human milk is based upon acceptable measures for 
screening, collecting, storing, and pasteurising human milk followed by 
distribution to accredited human milk banks.69 However, many countries limit the 
availability and affordability of pasteurised donor human milk at both non-profit 
and for-profit milk banks to preterm, low-birth weight, or critically-ill infants in the 
neonatal intensive care unit.30 Access to pasteurised donor human milk in 
countries which allow the sale of human milk can be too expensive for some 
families as price ranges from $3.50 to $6 per ounce.70 Health insurance may 
cover a portion of the expense as part of the inpatient hospital stay in the United 
States or Canada.31 Without health insurance coverage, the cost of pasteurised 
donor human milk may reach more than $1000 per week.31 Any LGBTQ+ family 
planning to only feed a human milk diet to their infant and who cannot or choose 
not to provide the full supply from a parent(s) may face challenges in sourcing 
pasteurised donor human milk.

Non-pasteurised donor human milk, also known as informal milk sharing or 
wet-nursing is a prevalent alternative for LGBTQ+ families seeking to gain access 
to human milk.71 Because of the inability to assess safety, the American Academy 
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of Pediatrics and Food and Drug Administration does not endorse the practice of 
informal milk sharing.67, 69 The Academy of Breastfeeding Medicine published a 
position statement acknowledging the risks and benefits of informal milk sharing 
and provides guidelines on screening of donor milk and home pasteurisation to 
minimise risk and maximise safety.72 Health care professionals should appropriately 
counsel families about the risk of viral or bacterial contaminants in 
non-pasteurized donor human milk and potential exposure of other contaminants 
including allergens, medications or drugs when practicing informal milk sharing.69

The largest networks for informal milk sharing include Human Milk 4 Human Babies 
(​https://​www.​hm4hb.​net/) and Eats on Feets (​http://​eatsonfeets.​org/) and have an 
estimated membership of more than 42,000 people across 52 countries.70 Both 
websites connect individuals interested in informal milk sharing on social media 
and provide guidance and resources on safety and expectations for informal milk 
sharing.31, 70 These networks do not interact with the physical exchange of milk and 
strictly promote commerce-free human milk sharing.31, 70 The American Academy 
of Pediatrics and Academy of Breastfeeding Medicine recommend against 
internet-based human milk sharing.14 The American Academy of Nursing and World 
Health Organization acknowledge informal milk sharing and wet nursing as an 
option for families wanting to reach their personal lactation goals.73, 74

CONCLUSION

All LGBTQ+ parents who want to breast/chestfeed or lactate deserve equitable 
evidence-based lactation care, interventions, and support. Health care 
professionals should ensure service users who are building families have access to 
appropriate resources to reach their feeding goals. Anticipatory guidance involving 
discussion of the risks and benefits of the various feeding options should be 
offered as early as antepartum so that families are able to make informed feeding 
decisions for their infant. Systemic investments must be made such as continued 
education for health care professionals, revised policies on donor milk and 
informal milk sharing, and further research on induced lactation and co-lactation to 
improve infant feeding for LGBTQ+ families.

MAIN LEARNING POINTS

	–	 All families should have the opportunity to make informed feeding choices 
and learn about the science of human milk and its benefits for a child.

	–	 Health care professionals should provide inclusive, evidence-based lactation 
support, care, and services.

https://www.hm4hb.net/
http://eatsonfeets.org/
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	–	 If mammary tissue is present, the person has the ability to lactate/produce 
milk without being pregnant.

	–	 Any parent or support person can be involved in the care of the child and the 
lactation journey based on the desires of each household.

	–	 The United States policies and recommendations surrounding the use of 
certain medications (Domperidone) and informal milk sharing differ from other 
countries and global recommendations.

KEY PRACTICE RECOMMENDATIONS

	–	 Health care professionals should be aware of the differing lactation needs of 
LGBTQ+ families.

	–	 Open, honest, inclusive, and evidence-based lactation conversations and care 
are important and valued by families.

	–	 Even if a parent can not provide milk to their child, there are many ways for 
the parent to be involved in care and infant feeding (eg, skin-to-skin contact).

	–	 Inducing lactation requires advanced planning and preparation, as well as 
dedication and commitment by the parent who is undergoing the process.

	–	 While the FDA warns against informal milk sharing, the WHO supports 
wet-nursing as an option, therefore parents should be offered evidence-based 
information about the risks and benefits of all infant feeding choices.

SUGGESTIONS FOR FURTHER READING

	–	 Academy of Breastfeeding Medicine Clinical Protocol #33: Lactation Care for 
Lesbian, Gay, Bisexual, Transgender, Queer, Questioning, Plus Patients (​https://​
www.​urmc.​rochester.​edu/​MediaLibraries/​URMCMedia/​breastfeeding/​
documents/​lactation-​​care-​​protocol.​pdf)

	–	 Where’s the Mother?: Stories from a Transgender Dad by Trevor MacDonald
	–	 Breastfeeding Without Birthing by Alyssa Schnell (​https://​www.​

alyssaschnellibclc.​com/​book)
	–	 University of Rochester: LGBTQI+, Lactating, Breastfeeding, and Chestfeeding  

(​https://​www.​urmc.​rochester.​edu/​breastfeeding/​services/​lgbtqi-​​and-​​
breastfeeding.​aspx)

	–	 Institute for the Advancement of Breastfeeding & Lactation Education (​https://​
lacted.​org/​shop/​crs-​​lgbtq-​​lactation/)

	–	 Breastfeeding and parenting from a transgender perspective (​http://​www.​
milkjunkies.​net/)

https://www.urmc.rochester.edu/MediaLibraries/URMCMedia/breastfeeding/documents/lactation-care-protocol.pdf
https://www.urmc.rochester.edu/MediaLibraries/URMCMedia/breastfeeding/documents/lactation-care-protocol.pdf
https://www.urmc.rochester.edu/MediaLibraries/URMCMedia/breastfeeding/documents/lactation-care-protocol.pdf
https://www.alyssaschnellibclc.com/book
https://www.alyssaschnellibclc.com/book
https://www.urmc.rochester.edu/breastfeeding/services/lgbtqi-and-breastfeeding.aspx
https://www.urmc.rochester.edu/breastfeeding/services/lgbtqi-and-breastfeeding.aspx
https://lacted.org/shop/crs-lgbtq-lactation/
https://lacted.org/shop/crs-lgbtq-lactation/
http://www.milkjunkies.net/
http://www.milkjunkies.net/
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Chapter 10
Processing birth experiences
Mari Greenfield, El Molloy, Sofia Klittmark,  
and  Anna Malmquist

INTRODUCTION

The birth of a child is assumed to be a happy event for the whole family in almost 
every culture. New baby cards congratulating the parents are ubiquitous. Research 
shows that for many cis women, childbirth is a positive event.1–4 Figures for 
experiencing giving birth as a negative or traumatic event vary by study and by 
country, but a systematic review found that globally between 6.8% and 44% of 
women had a negative experience of childbirth.2 For some, childbirth is not just a 
negative experience, it is experienced as a traumatic event. The consequences of 
experiencing birth as a traumatic event include difficulties in breastfeeding5, 6 and 
probably chestfeeding (although no research has investigated this), enduring 
mental health problems,7, 8 compromised maternal infant relationships,9 poorer 
quality intimate relationships10 and can mean people change their plans about 
having more children.11–13

The enduring mental health problems that can be linked to a traumatic birth include 
postnatal depression,14 post-traumatic stress disorder (PTSD),15 and psychotic-like 
experiences (PLEs).16 A meta-analysis found that 3.1% of women (non-binary people 
and trans men were not included in the research) develop PTSD following birth.17 
However, in groups who had more risk factors, this rose to 15.7%.17

Research shows that factors that make experiencing birth as a traumatic event 
more likely amongst cis women fall into two main categories—previous life 
experiences, and experiences that occur during birth (no comparable research has 
been carried out with non-binary people or trans men).18 Having experienced 
sexual abuse, physical abuse, domestic violence, or previous traumatic events 
make it more likely that birth will be a traumatic event.19 Having an existing mental 
health diagnosis, including fear of childbirth, also increases the risk of a traumatic 
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birth.20, 21 Factors related to the birth that increase this risk include threat of harm 
or actual harm to the mother or baby, unplanned medical interventions, and care 
which is perceived as uncaring, disrespectful, or unsupportive.21 LGBTQ+ people 
are more likely than cisheterosexual women to have these previous life 
experiences.22, 23 Studies have also found that many LGBTQ+ people experience 
poor intrapartum care.13, 24 In Chapter 7 we also examined potential risk factors 
that are not experienced by cisheterosexual women such as gender dysphoria and 
tokophobia in nulliparous people who have been present when their partner gave 
birth, which might place LGBTQ+ people at greater risk of a traumatic birth.

PROMOTING POSITIVE BIRTH EXPERIENCES

Good care has repeatedly been identified as the most protective factor in 
promoting positive births and preventing a traumatic birth. Even where an 
expectant parent is predisposed, in relation to their life history, to experience birth 
as a traumatic event, and then goes on to experience adverse events during labour 
and birth, good care can protect their emotional wellbeing, and ensure the birth is 
not experienced as traumatic.15, 25 Good care in this context is well-defined in the 
literature—it is care which is individualised, ensures the birthing person makes the 
decisions, and trauma-informed.26 Experiencing continuity of carer from the 
antenatal period through labour and/or birth and into the postnatal period is 
proven to have a significant effect on whether the care given is perceived as 
good.27 The continuity allows for a trusting relationship to be built and makes it 
more likely that the health care professional is aware of the parent’s birth choices.

Given that we have a significant body of evidence about the risk factors that make 
negative or traumatic birth experiences more likely, and the factors that make a 
positive birth experience more likely, these high rates of birth trauma are avoidable. 
Providing care that promotes a positive birth experience and reduces the likelihood 
of birth trauma should be a priority for all intrapartum services, and wherever 
possible, midwives, obstetricians, and other health care professionals caring for 
people giving birth should provide care that protects against birth trauma. 
Sometimes, the objective events of the birth make this a significant challenge. 
More often, the challenges to promoting positive birth experiences and preventing 
birth trauma come from constraints imposed by the health services themselves. 
These include:

	–	 Understaffing
–		 Staffing organised in ways that do not prioritise known protective factors, 

such as continuity of carer
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	–	 Guidelines for care which do not allow all birthing people access to all birth 
choices (such as age, BMI, or other restrictions on access to some birth 
services or birth choices)

	–	 Organisational cultures which coerce pregnant people into agreeing to give 
birth in the way that a health care professional thinks they ought to

	–	 Organisational cultures which do not value factors that promote positive birth 
experiences28

The current rates of birth trauma reflect the choices made by health services.

When faced with these challenges, it is unsurprising that so many people experience 
birth as a negative or traumatic event. If we have failed to prevent a traumatic birth, 
appropriately identifying and supporting those who are experiencing the negative 
sequalae should be our next priority. In the remainder of this chapter, we will explore 
what we know about the identification and treatment of birth trauma and secondary 
fear of childbirth, and why both might be different for LGBTQ+ parents.

IDENTIFYING BIRTH TRAUMA AND SECONDARY 
FEAR OF CHILDBIRTH IN LGBTQ+ PEOPLE

Cisheterosexist assumptions about family formation results in binary divisions in 
perinatal mental health provision, whereby services are largely aimed at cis 
women, who are assumed to be or have been pregnant. Services for processing 
fear of childbirth (FOC) during pregnancy will therefore require that the person who 
is treated is themselves pregnant, and postnatal maternal mental health services 
will usually only be available to someone who has given birth. Services for 
non-gestational parents are usually less well developed and resourced, but where 
they do exist are based on the assumption that the non-gestational parent is a cis 
man and the father of the baby, and who is assumed not to have given birth.

In LGBTQ+ families, divisions which equate gender and gestational/non-gestational 
status may not be so simple, and the cisheterosexist assumptions which underpin 
the services available may prevent the identification of LGBTQ+ people who need 
help to process a traumatic birth or secondary FOC.

Women, non-binary people, and trans men who have watched their partners 
experience a traumatic birth may themselves need support in dealing with the 
immediate psychological consequences to themselves, but if they have not given 
birth, they are unlikely to be considered a maternity services’ patient, and are 
then unlikely to be eligible to access services labelled “maternal mental health.” 
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They may be able to access services for partners, but as those services are 
primarily aimed at cis fathers, support which encompasses the challenges a 
partner might face about decisions around their own future conception choices or 
which reflect on their own previous experiences of having given birth are unlikely 
to be provided. Such services may also lack appropriate literature and women and 
non-binary people may not see themselves reflected in the images or terminology 
used within service information. This may potentially further invalidate their 
parental role at a time when they are already emotionally vulnerable.

If these people later become pregnant, the consequences of their partner’s 
traumatic birth, including a secondary fear of childbirth, may not be recognised by 
health care professionals. Reproductive histories are usually taken as part of an 
initial booking appointment in order to provide appropriate care, but these histories 
do not generally include the conception attempts or pregnancies of a partner. 
Medical terms such as “primiparous” may make LGBTQ+ people’s experiences of 
the birth of their non-gestational children invisible, and the lack of questions about 
the family’s reproductive history on forms routinely used by health care 
professionals may mean that no opportunity is created to discuss the potential 
impact of previous birth experiences.

For trans men and non-binary people, whether they are the gestational or 
non-gestational parent, the services provided may be inappropriate. If a trans man 
is a non-gestational parent, accessing support aimed at fathers may come with the 
same challenges as it does for women whose partners have had a traumatic birth. 
If they are the gestational parent, accessing services for women who have given 
birth may also feel invalidating of their gender, again at a time when they are 
already vulnerable. For non-binary people, accessing services which present gender 
both as binary and as linked to a binary model of reproduction has the potential to 
cause further harm, rather than support the processing of the birth experience.

CASE STUDY—LAILA AND AMARA

Laila and her wife Amara have a six-year-old, who Laila gave birth to. Laila 
was cared for poorly postnatally in hospital.

Amara is currently pregnant with their second child, and is fearful about 
giving birth. Laila is very worried about the care that Amara will receive. 
As the birth draws closer, Laila is experiencing flashbacks to the time she 
spent in hospital after giving birth.
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Key learning points

	–	 Terms such as “mother,” “maternal,” “father,” “paternal,” “nulliparous,” and 
“primiparous” may make parts of LGBTQ+ people’s reproductive experiences 
invisible

	–	 Identifying LGBTQ+ people who require help in processing birth experiences is 
hampered by binary care models which equate gender with gestational/
non-gestational parenthood

	–	 Making treatment accessible only through such binary care models risks 
causing harm to LGBTQ+ new and expectant parents

The couple have planned a homebirth, so that Laila can look after Amara 
postnatally. Laila has developed significant anxiety about the possibility that 
Amara might need to transfer into hospital after the birth. Laila wants to 
attend all Amara’s antenatal appointments and talk about reasons for 
postnatal transfer and how to reduce this possibility with the midwives. This 
is creating strain between the couple, as Amara doesn’t want to focus on 
the things that might go wrong. The appointments are short, and the 
midwives are finding it difficult to deliver the care they need to and have 
these conversations during the appointment. The midwives also cannot 
give Laila the reassurance that she needs. Whilst they recognise her anxiety, 
she is not their patient, and they are concerned about the impact her 
anxiety is having on Amara. One midwife suggests to Laila that she 
should stop attending the appointments, and trust the midwives to look 
after Amara.

The local hospital offers Birth Choices meetings, where women who have 
previously had a traumatic birth and are pregnant again can talk with a senior 
midwife about the choices available for this birth. As Laila is primiparous and 
Amara is not pregnant, they do not fit the criteria for Birth Choices, and so 
their midwife does not think to suggest this.

Amara continues to feel fearful about the birth, and watching the 
deteriorating relationship between her wife and the midwives makes it 
difficult for her to trust the midwives or to feel supported by her wife. Even 
though she wants a second child, and going through IVF represented a 
significant financial and emotional investment, she sometimes wishes she 
had never got pregnant.
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PROCESSING BIRTH TRAUMA

A body of evidence about the effectiveness of different interventions in treating 
birth trauma does exist. This evidence base has, however, been based on either 
cisheterosexual populations, or on populations where gender and sexual 
orientation were not known or were assumed. As no literature exists about the 
efficacy of interventions amongst an LGBTQ+ population exists, we will discuss the 
evidence from cisheterosexual populations and then consider why and how 
interventions might need to be different for LGBTQ+ people.

Immediate interventions

When a potentially traumatic birth has occurred, it may be possible with trauma 
sensitive early interventions to deliver immediate help after the birth that helps to 
alleviate or protect the parents from acute posttraumatic stress symptoms.29 The 
principles of psychological first aid (PFA) are widely used in general crisis support 
aiming at stabilizing after an overwhelming experience, and facilitate the natural 
recovery after a stressful experience.30 The PFA alone seem not to prevent from a 
development of PTSD, and should therefore be followed by an invitation to more 
traditional interventions for persons with abundant symptoms of acute stress.31 
Trauma sensitive care is based on awareness that both patients and HCP may have 
experienced previous trauma, and aims to prevent retraumatising as well as 
enhancing posttraumatic recovery.32

It is worth noting that none of the previous studies are conducted in an LBTQ context, 
which underlines the need for trauma sensitive LBTQ competence amongst HCPs.

If a parent wishes to chestfeed or breastfeed, ensuring they have qualified, 
consistent support to do so may help prevent further trauma. Some research has 
also found that a midwife-led counselling intervention delivered within the first 72 
hours can assist those whose births were potentially traumatic—however 
identifying who would benefit from this intervention is a challenge.

Longer-term interventions

A range of interventions and therapies exist that are used to help people process 
negative or traumatic birth experiences. We will look at the evidence base for four 
popular interventions:

	–	 Eye-Movement Desensitization and Reprocessing (EMDR)
	–	 Cognitive behavioural therapy (CBT) especially Prolonged Exposure and 

Therapeutic writing
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	–	 Rewind technique
	–	 Birth Reflections meetings

To be classed as successful, an intervention should help to reduce the severity of 
some of the distressing consequences of a traumatic birth, but it should be noted 
that these interventions will not remove all the consequences or resolve mental 
health problems. It is also important to note that some therapies, including those 
listed above, may cause further trauma if delivered at the wrong time or by a 
poorly trained practitioner.

There is not a significant evidence base for the use of these interventions following 
a birth, although there are many anecdotal reports that some treatments have 
helped some parents, and a few peer-reviewed research papers. The lack of a 
larger evidence base stems from two facts. First, most studies which evaluate the 
interventions above are carried out with people who have PTSD. Not everyone who 
experiences a negative or traumatic birth will go on to develop PTSD, and those 
who do not are missed out of the evaluations. Second, in general studies analysing 
the effectiveness of interventions for PTSD, postpartum parents are rarely included, 
meaning that even for those parents who do develop PTSD, the evidence base is 
smaller.

Eye-Movement Desensitization and 
Reprocessing (EMDR)

EMDR is a structured therapy that integrates techniques from cognitive 
behavioural, psychodynamic, and body-oriented therapy. It takes place over a 
limited number of sessions, typically 6–12, although some people require as few as 
3 sessions. Unlike most trauma-focused treatments, EMDR does not seek to 
decrease fear, change how people think, or reduce avoidant behaviours. Instead, 
EMDR therapy works on changing how traumatic memories have been stored. 
EMDR therapy is based on the Adaptive Information Processing (AIP) model, which 
hypothesises that memories of traumatic events are not processed in the same 
way as other memories.33 Memories are normally processed in a way that allows 
the person to learn useful lessons from the event and are then filed away. This 
might include thinking, talking, or dreaming about the event for a short while, but 
then no longer doing so. When a traumatic event happens, the mind is not able to 
process the memory in this way. Instead,

“the information acquired at the time of the event, including images, sound, 
affect and physical sensations, is retained neurologically in its disturbing 
state.”33
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External events and internal thoughts can trigger these original memories, causing 
the person to instantly re-experience the original memory in as vivid a way as they 
did at the time. This might be experienced as flashbacks, intrusive thoughts, or 
nightmares.

To help re-process traumatic memories, patients are encouraged to focus briefly 
on the traumatic memory while simultaneously experiencing bilateral stimulation 
(typically eye movements, but can involve hearing, touch, or other bilateral 
stimulation). Bilateral stimulation has been shown to have an effect on memory 
retrieval and storage, although the mechanism by which this works is not fully 
understood.33 Perhaps the most persuasive hypothesis is that bilateral stimulation 
approximates the movements of the eyes—or of the attention when auditory or 
touch stimulants are used—during the rapid eye movement stage of sleep. 
REM sleep is crucial for the consolidation and movement of recent memories 
into long-term storage.34 It is thought that replicating these movements whilst 
briefly recalling the traumatic event may therefore support the patient’s 
neuropsychological systems to re-process the traumatic memory appropriately as 
something which happened in the past, rather than continuing to re-experience it 
as a current event.33

Research shows that EMDR can help reduce PTSD symptoms in those with a 
diagnosis. For those who have experienced a traumatic event but who do not have 
PTSD it can result in a reduction in the vividness and overwhelming emotions 
associated with memories of traumatic events. Research shows positive clinical 
outcomes for EMDR use in people with a variety of diagnoses including anxiety, 
depression, obsessive compulsive disorder, and other distressing life experiences.33, 35 
EMDR is recommended in a number of international guidelines as one of the very 
few treatments of choice for people who have experienced a traumatic event.36–38 
Perhaps most importantly in this context, research has proven EMDR to be 
effective in treating cis women who have post-traumatic stress after childbirth.39, 40

Trauma-focused cognitive behavioural therapy

Trauma-focused cognitive behavioural therapy (TF-CBT) is a form of structured 
therapy which takes place across a pre-set number of sessions (typically 8–25). The 
programme may be dictated by patient need or organisational restrictions, but will 
include several key components, typically: psychoeducation, relaxation training, 
imaginal or real-life exposure to the trauma, cognitive restructuring, homework 
exercises, and discussions around social support.41 Unlike EMDR, TF-CBT aims to 
help patients change their thoughts, beliefs, and behaviours.
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In common with EMDR, key features of the therapy include exposure to the 
traumatic memory—for those who have experienced a traumatic birth this would 
usually be through recalling the birth—and simultaneous cognitive processing of 
the meaning or interpretations of the trauma.42 Similarly to EMDR, it is thought that 
TF-CBT effects changes in the symptoms experienced by patients through the 
re-processing of the traumatic memories.

Meta-analyses of interventions for a general population of people with PTSD have 
shown that TF-CBT is highly effective at reducing symptoms, with a similar impact 
to EMDR.43 It is also effective in reducing the symptoms of anxiety and depression. 
Alongside EMDR, TF-CBT is advised as a first-choice intervention for people with 
diagnoses of PTSD.36–38 It has also been proven to be effective in reducing PTSD 
symptoms in cis women who have experienced a traumatic birth.44 Based on this, 
UK guidance recommends that EMDR and TF-CBT are the only suitable treatments 
for those who experience PTSD after a traumatic birth.45

A word of caution is needed here, as the distinction between TF-CBT and general 
cognitive behavioural therapy (CBT) is both essential and not always well 
understood. Using general psychological therapies rather than trauma-informed 
versions is inappropriate. Several meta-analyses have demonstrated that using 
CBT as an intervention for PTSD is, at best, significantly less effective than using 
TF-CBT.43, 46 Even when a specialist trauma-focused therapy such as TF-CBT is 
used, if it is not adapted for use with parents after a traumatic birth, it can be 
ineffective, or cause harm.

Rewind technique

Therapies based on the Rewind technique have become popular recently for 
treating those who have experienced a traumatic birth.47 Several companies are 
training a variety of birth workers in the technique. There is a limited evidence base 
of peer-reviewed articles proving any success, with most of the evidence based on 
case studies of one or two patients. In some countries the use of the Rewind 
techniques has been promoted by health services—for example, in the UK, the 
Royal College of Midwives have accredited the technique despite the lack of 
evidence of its effectiveness.48

The general availability of Rewind technique training in many countries to those 
without knowledge of or training in psychological support has been flagged as a 
concern,47 as this lack of appropriate education and understanding of the 
practitioner may cause further psychological harm. A further concern is the lack 
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of a standardised curriculum or substantive quality control amongst the various 
companies offering training.

Specialist listening and psychological debriefing

Psychological debriefing is contraindicated for people with PTSD, as it has 
consistently been shown to increase symptoms rather than reduce them. In 
national health care guidance, some forms of psychological debriefing are advised 
against not just for those people who meet the criteria for PTSD, but also for those 
who have had a traumatic birth:

”Do not offer single-session high-intensity psychological interventions with 
an explicit focus on ‘re-living’ the trauma to women who have a traumatic 
birth.”45

In many countries, a specialist form of listening and psychological debriefing after 
a negative or traumatic birth is offered. It is referred to by different names in 
different countries, but common terms include Birth Reflections meetings, Birth 
Afterthoughts, and midwife-led debriefing. These sessions usually consist of a 
single postnatal meeting between the parent(s) and a medical person who was not 
involved directly in the perinatal care, frequently a senior midwife. In the session 
the labour, birth, and antenatal or postnatal care if relevant will be discussed, using 
the antenatal and intrapartum health care notes and the parents’ recollections as 
a basis.

Unlike EMDR or TF-CBT, Birth Reflections–style sessions have no agreed content or 
structure, and are driven by the patient and the HCP. A review of the research 
about these sessions unsurprisingly found a large amount of variance in which 
parents were offered a meeting, who carried out the meetings, how they were 
structured, what the goal of the meeting was for the professional(s) involved, and 
what was discussed.49 They concluded that debriefings of this type were 
sometimes useful, when targeted at cis women who both described their birth as 
traumatic, and met some of the criteria for PTSD. However, the effectiveness of the 
intervention was dependent on the purpose ascribed to the meeting by the HCP 
involved, and their skillset. If the meeting was intended to prevent a complaint or 
litigation, for example, it was unlikely to help resolve trauma, and may cause 
further harm. Primary research which has found that specialist midwife-led 
debriefing has a positive effect on PTSD symptoms report that it has no effect on 
depressive symptoms.50 Taking this together with the challenges posed by 
variability, these sessions should not be used as an alternative to EMDR or TF-CBT, 
but may be a helpful addition if such therapies cannot be provided imminently.
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Availability of, and access to, interventions

In order to treat an illness, it must first be diagnosed and assessed. For this to 
happen the person in need of support, and/or their family members first need to 
recognise their illness and seek support. Research around perinatal mental health 
for cisgender parents suggests that approximately half of all parents struggling 
with mental health issues in the perinatal period do not seek support for this.51 
Other research has indicated that despite an increase in awareness of PNMH 
illness some parents find it hard to access services and seek support. This may be 
because of a fear of judgement around their parenting and the safety of their 
infant, or because they assume, or are told when seeking support, that all new 
parents find the postnatal period challenging, and therefore assume their 
emotional struggles are down to inherent weaknesses.52

Parents today are often more likely, in the Global North and other Westernised 
societies, to seek support and information through online means. UK focused 
parent facing information53 discusses EMDR and CBT trauma focused therapy with 
references to NICE guidelines for care for PTSD.54 But even this can only be offered 
as a limited resource in those areas which have capacity and capability to offer it.55 
In Australia, although birth trauma is mentioned on some parent facing sites, the 
focus of much the information is still around PND, and PTSD is a “see your GP” 
signpost.56 Information available through the Australian Birth Trauma Association 
signposts again to GP and talks about an “array of psychological therapies and/or 
medication.”57 The current version of the City Birth Trauma Scale is in use in 
research in the UK, and has been validated in various languages for use in diverse 
populations including Hebrew, Croatian, French, Chinese, Turkish, Slovenian, 
Spanish, and Swedish58–60 as well as being assessed for construct validity in 
Australasian populations,61 but is not routinely used in postnatal checks. The 
Centre for Perinatal Excellence (COPE) provides resources for health care 
professionals including a variety of downloadable information sheets (COPE, 2022) 
which are derived from the National Perinatal Mental Health Guidelines. Again, 
these sheets specifically relate to anxiety, depression, schizophrenia, postpartum 
psychosis, borderline personality disorders, bipolar disorder, and assessing woman 
and infant interactions and safety in the perinatal period but no mention is made of 
PTSD. Within the Australian National Clinical Guidelines62 the consensus guidelines 
are to suggest counselling for women with PTSD (highlighted as low-quality 
evidence from National Institute for Health and Care Excellence) in order to reduce 
symptoms of depression, and no other information about treatment for CB-PTSD.

All of these sources use predominantly gendered terminology and may further 
disenfranchise and invalidate LGBTQ+ parents. As highlighted previously, access to 
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services is dependent on fulfilling threshold referral criteria, and where services 
are badged as “maternal” they assume this means cis hetero birthing woman. 
Furthermore, there is still a huge amount of trans- and homophobia which is made 
explicit both across social media and in media in general which incorrectly 
conflates LGBTQ+ with sexual predation, and therefore may also act as a barrier to 
support seeking for PMNH.

SECONDARY FEAR OF CHILDBIRTH TREATMENT

Secondary FOC is defined as a FOC that has its origin in a previous traumatic birth 
experience. This often has components of posttraumatic stress (sometimes even 
fulfilling the criteria of PTSD), generally influencing the individual’s expectation of 
the forthcoming birth. It is common that the person only becomes aware of the 
fear during a prospective pregnancy, resulting in the need for treatment often 
arising when planning the forthcoming birth. The point of departure of the 
treatment is to creating understanding of the traumatic experience. Sometimes a 
review of the medical record together with an obstetrician or senior midwife can 
bring an understanding which supports the birthing person, couple, or family. 
A treatment plan would then need to be formulated, which highlights the need for 
LBTQ competence in antenatal care. In couples where both people have a 
childbearing capacity, it is important to remember that the non-gestational partner 
may also be a prospective gestational parent, meaning that both partners should 
be recognised and included in the treatment.

The standard differentiation between primary and secondary FOC is that primary 
FOC is experienced before the first childbirth, while secondary FOC is caused by 
birth trauma. This may not however always be applicable for LGBTQ+ people. 
A person may be pregnant for the first time, but carry FOC that began, or was 
intensified when witnessing their partner giving birth previously. This specific 
experience constitutes a FOC that has similarities with both primary and 
secondary FOC.

Secondary FOC may influence decisions about whether to become pregnant again. 
In couples with two potential gestational parents, secondary FOC may influence 
the choice about who conceives in the future. It is important to stress that these 
decisions can take many directions. Either partner may or may not be afraid to give 
birth (again) themselves. In addition, either partner may or may not be afraid for 
their partner if they want to be pregnant and give birth. In any scenario, support 
can be needed before both feel safe and comfortable in approaching a new 
pregnancy.
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DO LGBTQ+ PARENTS HAVE DIFFERENT NEEDS 
WHEN PROCESSING BIRTH EXPERIENCES?

Research suggests that experiencing homophobia or transphobia during birth can 
contribute to a negative or traumatic birth experience.13 No research has, as of yet, 
established whether experiencing homophobia or transphobia during birth can 
cause birth trauma when no other factors are present. Given the centrality of 
respectful, individualised care to the perception of the birth experience however, it 
seems likely that these experiences would affect whether giving birth was a 
positive, negative, or traumatic experience. If a parent required help in processing a 
birth experience in which transphobia, homophobia, or misgendering formed a 
part of the traumatic experience, it is unlikely that practitioners would be 
sufficiently trained in LGBTQ+ issues to provide appropriate support. This might 
particularly be the case in therapies such as TF-CBT where the practitioner takes 
an active role in helping the patient to change their thoughts and beliefs.

Misgendering may not only affect the birth experience, but may impact the 
provision of interventions to support people in processing those experiences. It is an 
issue which may affect trans and non-binary people directly either if they have not 
chosen to disclose their gender to an HCP, or if after disclosure the HCP continues 
to use incorrect pronouns or gendered terms without apology. Misgendering also 
affects same-gender couples when HCPs make heterosexist assumptions, such as 
using “he” to refer to a pregnant woman’s partner when they have no met the 
partner or been informed of their gender. Another commonly experienced form of 
misgendering occurs when a HCP assumes that a same-gender partner is a friend 
or relative, because they have made the heterosexist assumption that the person’s 
partner will be different-gender. Again, this can happen when the person has not 
disclosed their sexual orientation to the HCP, or following disclosure if the HCP uses 
incorrect pronouns or gendered terms when referring to the person’s partner. 
Misgendering can therefore happen for three reasons; because the HCP does not 
have the correct information, by mistake, or deliberately to indicate disapproval of 
gender and sexual minority people. Where services to help parents process birth 
experiences are provided on a gendered basis, or with gendered names (such as 
paternal mental health services), or with underlying heterosexist assumptions, 
further misgendering may be experienced by parents every time they access the 
service. This can turn an intervention in birth trauma processing into a further 
trauma, potentially without the HCP being aware of this.

LGBTQ+ parents may be affected by birth experiences in ways which cisheterosexual 
parents are not. Non-gestational parents who have the ability to be gestational 
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parents may experience secondary tokophobia even if they are nulliparous. There 
is currently a very small evidence base about interventions for those in this 
situation, and it does not form a core part of the birth trauma training for therapists 
that we have examined. Similarly, if a trans man or non-binary person also 
experiences gender dysphoria, this may be exacerbated by pregnancy and birth.63 
Gender dysphoria is not currently recognised as a perinatal mental health concern, 
and again does not form a core part of the birth trauma training for therapists that 
we have examined.

HOW COULD WE DESIGN SERVICES FOR TREATING 
LGBTQ+ FEAR OF CHILDBIRTH AND BIRTH TRAUMA?

Services to help LGBTQ+ people process birth experiences therefore need to be 
organised in a way which does not assume heterosexuality or equate gender with 
parental role. They need to ask for information about gender, pronouns, sexual 
orientation, and partners, suggestions for which are made in the good practice box 
below. Introducing data collection cannot be the first step though—services must 
first create an environment in which it is safe for LGBTQ+ people to provide that 
information. Once information is collected, it must be used. Most importantly, HCPs 
and therapists must also be equipped to support LGBTQ+ people’s birth 
experiences.

BOX 2—GOOD PRACTICE SUGGESTIONS

	1.	 Ask about gender, sexual orientation, and family make-up
	2.	 Ensure all forms throughout all services can contain accurate information
	3.	 Use inclusive terminology in all policies and service information
	4.	 Use diverse imagery in service information
	5.	 Ensure diverse examples are used in any training
	6.	 Ensure training includes non-clinical staff, for example reception staff
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	59.	 Bayrı Bingöl F, Bal MD, Dişsiz M, Sormageç MT, Yildiz PD. Validity and Reliability of the 

Turkish Version of the City Birth Trauma Scale (CityBiTS). J Obstet Gynaecol. 2021;41(7):1023–

1031. doi:10.1080/01443615.2020.1821354

	60.	 Handelzalts JE, Hairston IS, Matatyahu A. Construct Validity and Psychometric Properties 

of the Hebrew Version of the City Birth Trauma Scale. Front Psychol. 2018;9:1726. doi:10. 

3389/fpsyg.2018.01726

	61.	 Dobson H, Malpas C, Kulkarni J. Measuring Posttraumatic Stress Disorder Following 

Childbirth. Australas Psychiatry. 2022;30(4):476–480. doi:10.1177/10398562221077900

	62.	 Austin MP, Highet N, Expert Working Group. Mental Health Care in the Perinatal Period: 

Australian Clinical Practice Guideline; 2017.

	63.	 Greenfield M, Darwin Z. Trans and Non-Binary Pregnancy, Traumatic Birth, and Perinatal 

Mental Health: A Scoping Review. Int J Transgender Health. 2021;22(1–2):203–216. doi:10.

1080/26895269.2020.1841057

http://dx.doi.org/10.1016/j.brat.2011.03.002
https://www.nct.org.uk/sites/default/files/2019-04/NCT%20The%20Hidden%20Half_0.pdf
https://www.nct.org.uk/sites/default/files/2019-04/NCT%20The%20Hidden%20Half_0.pdf
http://dx.doi.org/10.1016/j.wombi.2020.03.004
https://www.nct.org.uk/labour-birth/you-after-birth/traumatic-birth-and-post-traumatic-stress-disorder#:~:text=Psychological%20therapies
https://www.nct.org.uk/labour-birth/you-after-birth/traumatic-birth-and-post-traumatic-stress-disorder#:~:text=Psychological%20therapies
https://www.nice.org.uk/guidance/ng116
http://dx.doi.org/10.1016/j.midw.2021.103099
http://dx.doi.org/10.1016/j.midw.2021.103099
https://www.pregnancybirthbaby.org.au/birth-trauma-emotional#treated
https://www.birthtrauma.org.au/postpartum-trauma-disorders-e-g-ptsd/
https://www.birthtrauma.org.au/postpartum-trauma-disorders-e-g-ptsd/
http://dx.doi.org/10.1037/tra0001007
http://dx.doi.org/10.1080/01443615.2020.1821354
http://dx.doi.org/10.3389/fpsyg.2018.01726
http://dx.doi.org/10.3389/fpsyg.2018.01726
http://dx.doi.org/10.1177/10398562221077900
http://dx.doi.org/10.1080/26895269.2020.1841057
http://dx.doi.org/10.1080/26895269.2020.1841057


DOI: 10.4324/9781003305446-12
This chapter has been made available under a CC-BY-NC-ND 4.0 license.

Chapter 11
Postnatal mental health
Zoe Darwin and Lucy Warwick-Guasp

INTRODUCTION

Mental health in the perinatal period includes mental health difficulties, 
psychological distress and psychological wellbeing in the time spanning 
conception, birth, and the first postnatal year.1 Research with cisheterosexual 
mothers and fathers show that perinatal mental health difficulties are common.2, 3 
Any parent or person pursuing parenthood can themselves be affected, regardless 
of gender and whether the person is themselves pregnant. This reflects that, whilst 
some mental health conditions (eg, postpartum psychosis) have strong biological 
components, we must not underestimate the critical role of psychosocial factors. 
The perinatal period is a time of transition, accompanied by not only biological 
changes, but also psychological and social changes. For example, changes in roles, 
identity, and relationships, often accompanied by changes to material 
circumstances such as finances, employment, and housing.

The consequences of perinatal mental health difficulties can be long-lasting, for 
parents, for their babies and other children in the family. These impacts can endure 
across generations. For example, children of parents who experience perinatal 
mental health difficulties face increased chance of adverse socioemotional 
outcomes and their own perinatal mental health difficulties. However, these 
impacts are not inevitable. Early identification of need and prompt treatment is 
vital.2 Children’s relationships with other caregivers can also be protective (ie, they 
can buffer the possible effects), indicating the value of supporting any parents and 
the family as a whole.4

In this chapter, we begin by summarising perinatal mental health conditions, what 
is known about their prevalence in LGBTQ+ populations and the case for 
monitoring gender and sexuality in perinatal services. Consistent with the shift in 
research, policy and practice away from an emphasis on postnatal depression, we 
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REFLECTIVE BOX 1—MATERNAL MENTAL HEALTH AND 
PATERNAL MENTAL HEALTH?

Work in academic, clinical, and policy spaces continue to focus on maternal 
mental health, while using cisheteronormative language and an emphasis on 
women and mothers as gestational parents and commonly the focus of 
services. Whilst there is growing awareness of paternal mental health, this is 
used to refer to fathers and men, consistently positioned as non-gestational 
parents. We argue the need to challenge these false dichotomies and 
conflation of gender and role (ie, mother = female, father = male), which limit 
our learning, understanding and provision of care.6 For example, in examining 
the experiences of a non-gestational mother’s experiences, is it appropriate 
to compare with the existing cisheterosexual maternal literature, 
cisheterosexual paternal health literature, or both? In considering a birthing 
trans man’s experiences, what (if anything) does the broader paternal health 
literature offer about feeling excluded or invisible as fathers?
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summarise the wide range of conditions that can impact during pregnancy, birth 
and postpartum, including new onset conditions (eg, postpartum psychosis, 
childbirth-related post-traumatic stress disorder) and pre-existing conditions that 
may continue, recur or worsen.5 This shift carries implications for services, both in 
terms of identifying need, for example the key role played by midwifery/maternity 
services, as well as prevention, through understanding and tackling the ways that 
services and practitioners may directly and indirectly contribute to traumatic 
experiences.

We next consider the evidence concerning vulnerability and protective factors in 
LGBTQ+ populations, ie, those factors that may affect the likelihood of someone 
being affected by perinatal mental health difficulties. We encourage reflection on 
the comparisons being made and challenge perspectives on maternal and paternal 
mental health [see Reflective Box 1]. We then outline barriers to seeking and 
accepting help, both through informal support mechanisms and through statutory 
services, followed by considerations for in-patient mental health services and 
services that assess and support parent-infant relationships. After summarising 
knowledge gaps in LGBTQ+ perinatal mental health, we present the chapter’s key 
learning points. Boxes are used to present reflective questions to help readers in 
developing their own awareness in this field and consider what they may be able to 
do differently in their own practice. As authors, we note that the content is informed 
by our own experiences with perinatal services as LGBTQ+ parents, including direct 
personal experience of being cared for by perinatal mental health services.
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PERINATAL MENTAL HEALTH DIFFICULTIES AND 
THEIR PREVALENCE

There is now established evidence on rates of perinatal mental health conditions in 
cisheterosexual mothers and, to a lesser extent (limited to a subset of conditions), 
cisheterosexual fathers. Whilst it is reasonable to assume that LGBTQ+ people may 
experience any of these conditions, rates are unknown in sexual and gender 
minority groups and could indeed be higher. Where evidence is available, this 
remains confined to individual studies with LGBTQ+ people and we currently lack 
estimates that are generated by statistically combining results from multiple studies 
(referred to as meta-analysis). We therefore first summarise here what is known from 
evidence with cisgender people in heterosexual relationships, recognising that some 
of these people may not identify as heterosexual and that identity may be fluid.

Overall, around one in five birthing women experience mental health difficulties in 
the perinatal period.7 The focus of research and practice has been on perinatal 
depression and perinatal anxiety. These are the most common difficulties, both for 
birthing mothers and for cisgender fathers. Statistical evidence that has been 
combined across studies finds approximately 5–10% of fathers experience 
depression and 5–15% experience anxiety.3, 8 Most research has focused on 
fathers who are resident and currently in a relationship with their baby’s mother, 
whereas rates are likely higher in other fathers. Although evidence is limited, it 
suggests that rates increase dramatically for fathers whose partners are 

Figure 11.1 � Quotes from gestational parents on visibility during perinatal care.
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themselves experiencing mental health difficulties, with estimates of affecting 
around half of those fathers.9

Research with cisgender parents in heterosexual relationships has also identified that 
any parents may experience childbirth-related post-traumatic stress; for example, 
around 3% of birthing women experience post-traumatic stress disorder (PTSD) 
following childbirth and there is evidence of non-birthing fathers also developing PTSD 
through observing traumatic birth.10, 11 Post-traumatic stress can follow any birth, 
regardless of the level or type of interventions involved or the outcomes; ultimately, 
trauma is “in the eye of the beholder.”12 Closely related to traumatic birth is severe 
fear of childbirth, also known as tokophobia. This can affect people who have never 
birthed (known as primary tokophobia) or can follow a previous traumatic birth 
(known as secondary tokophobia); worldwide prevalence of tokophobia in pregnant 
women has been estimated at 14% however this reduced to less than 1% when 
focusing on those where it is accompanied by avoidance behaviours.13

Another condition that has received growing attention, both concerning cisgender 
mothers and fathers is parental obsessive compulsive disorder (OCD). In birthing 
women, prevalence is identified as greater in the perinatal period (recently 
estimated at around 8% in pregnancy and 17% postpartum) and more likely to 
concern intrusive thoughts concerning harm to the child.14 Prevalence is not 
established in non-birthing fathers but has been estimated at approximately 2–4%.3

Whilst there is evidence of cisgender fathers experiencing psychosis in the 
perinatal period, this is focused on fathers with existing histories of severe mental 
illness. Although any parent may experience a psychotic episode in this period, 
current thinking about postpartum psychosis—a psychiatric emergency that is 
linked to the rapid hormonal changes accompanying birth—is that this condition is 
unique to birthing parents.

Within LGBTQ+ research relating to the perinatal period, most researched has been 
the experiences of lesbian and bisexual cisgender women who are gestational 
parents, followed by lesbian cisgender women as non-gestational parents, and then 
research with trans and non-binary gestational parents. Little exists concerning 
trans and non-binary non-gestational parents, although a recent exception is 
notable.15 This body of evidence varies in the extent to which perinatal mental 
health is a focus however research on wider perinatal experiences, including 
relating to experiences of services and transition to parenthood, nonetheless offers 
insight into potential vulnerability and protective factors. Where specific conditions 
have been examined, a great deal of research has focused on depression, anxiety, 
traumatic birth, and fear of birth. Most research with trans and non-binary birthing 
people relating to psychological health has focused on gender dysphoria.
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In the minimal literature that has attempted to make quantitative comparisons, 
findings have thus far been inconsistent. For example, a Canadian study16 where 
women accessing maternity services (as gestational parents) were asked to 
complete a measure of depression symptoms (the Edinburgh Postnatal Depression 
Scale, EPDS) found that amongst women whose sexual histories included partners 
of more than one gender, scores were higher for those who were currently 
partnered with men than those currently partnered with women or not partnered. 
The authors suggested that this observed difference may be linked to invisibility in 
maternity services in sexual minority women who are currently partnered by men; 
however, study design precluded exploration of other possible reasons (eg, other 
factors associated with perinatal distress including partner support, intendedness of 
pregnancy). In apparent contrast, another study reported higher depression scores 
(using the EPDS) in sexual minority birthing and non-birthing mothers than expected 
based on population scores17 and a recent survey study conducted in the UK 
during the early period of the COVID-19 pandemic18 found higher rates of postnatal 
anxiety (measured using a postpartum-specific anxiety tool) in LGBQ+ gestational 
mothers, compared with cisheterosexual gestational mothers in the same sample.

Together, these studies highlight that learning is limited by treating LGBTQ+ people 
as a homogenous group and point to the need for further visibility in research, 
policy, and practice.6 This includes determining the involvement of LGBTQ+ parents 
within research that involves wider samples of (predominantly cisheterosexual) 
parents and understanding who is accessing services in the perinatal period.19

CASE STUDY—AUTHOR’S OWN EXPERIENCES AS A 
GESTATIONAL MOTHER IN A SAME-SEX RELATIONSHIP

“When my wife and I decided we’d like to start a family we went to our GP to 
discuss our options. Our GP was unaware of anything and said perhaps 
‘somewhere like Canada’ would offer such services. We left feeling even less 
informed than when we went in! We scoured policy documents and liaised 
with our Trust to eventually figure out that we would have to pay for 6 rounds 
of IUI (intrauterine insemination) before being referred for fertility treatment. 
We knew at this point we would have to save and fund all treatment ourselves 
and used a highly-recommended LGBTQ+ inclusive clinic in Denmark. After 
two rounds of IUI we were very excited to announce that we were pregnant.

From then on, every antenatal appointment was with a different midwife 
requiring us to ‘come out’ every time, tell our story and put ourselves in a 
position of potential acceptance or discrimination. Disconcertingly, we were 
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Inequalities and the need for monitoring

Increasingly, countries in the Global North have routine mental health assessment 
within universal services (ie, primary care, maternity, child health) as part of their 
national clinical guidance and local guidelines. However, this alone does not ensure 
that needs will be identified or met. Even with awareness of perinatal mental 
health, both in the general population and within perinatal services, inequalities 
continue around access. This is relevant across the full pathway of accessing care, 
including disclosure, identification, and management, including referral, uptake, 
and ongoing access (sometimes referred to as engagement). Our ability to 
determine levels of inequalities depends on the available data. For example, 
despite being no less likely to experience perinatal mental health difficulties, it has 
been found that women from minoritised ethnic backgrounds are less likely to be 
asked about their mental health in maternity services.20 Relevant here is that we 
lack gender and sexuality monitoring in perinatal services and this limits our ability 
to understand inequalities in prevalence and access to services. Considerations are 
presented in Reflective Box 2.

once asked if our pregnancy was planned. We went on a tour of the local 
hospital’s Birth Centre where all imagery and references were of ‘mums 
and dads’.

I experienced, and my wife was witness to, a long and traumatic birth. After 
36 hours of labour, where we had been moved from the Birth Centre to the 
maternity ward, we were prepared for surgery and our daughter was 
eventually delivered via forceps.

After this experience I went on to develop postnatal depression and anxiety. 
We struggled for a long time trying to find and access various forms of formal 
and informal support. And any information there was, was targeted at ‘mums 
and dads’. There was no mention of LGBTQ+ parent families anywhere to at 
least signal that we would be welcomed and included. Any advice or support 
for my wife who was trying to navigate all of this was targeted at ‘dads’. It 
was very isolating. After 7 months of asking for help from many GPs I was 
admitted to our local Mother and Baby Unit. Mixed in with the relief of finally 
getting help, there was fear in once again not knowing what to expect, but 
the care here was excellent and we both felt very supported.”

(Lucy Warwick-Guasp)



REFLECTIVE BOX 2—INTRODUCING ROUTINE  
MONITORING: QUESTIONS FOR DEVELOPING 

YOUR SERVICE

What could be monitored? You may consider monitoring gender and 
sexuality of the “index patient” (eg, birthing person). Would it also be relevant 
to monitor gender of any co-parents or partners?

What would be your concerns about introducing monitoring? Are these 
concerns for the service, for parents, for you as a practitioner? Do your 
concerns differ depending on what you are monitoring? Why may this be?

Even if your local sociolegal context means that disclosing gender and/or 
sexuality feel safe, may this vary within the communities that are cared for by 
your service?

How could you explore these concerns within your service? How could you 
involve users in these conversations?

Whilst acknowledging that considerations will necessarily vary within 
different sociocultural and legal context in different settings, may monitoring 
be a possibility within your workplace? If not, what would need to change in 
order for this to be possible? How could you include monitoring within your 
existing systems and forms?

What training would be needed for staff?

How could you capture any impact that may follow from introducing 
monitoring?

Remember: anyone who is subject to monitoring needs to feel safe to share 
this information and be made aware of where the information is going and 
the purpose of monitoring.
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VULNERABILITY FACTORS

Anyone can experience mental health difficulties in the perinatal period however 
certain factors can increase vulnerability, ie, increase the chances. For example, 
perinatal depression and anxiety are more likely for people with histories of 
previous mental health difficulties, with limited or no partner support, or 
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experiencing conflict in their relationship with an intimate partner.3, 21 Additional 
vulnerability factors both for childbirth-related post-traumatic stress and for 
tokophobia (severe fear of childbirth) include history of trauma, including childhood 
sexual violence/abuse, obstetric complications, and poor care.22 Whilst these are 
taken from research with wider populations (predominantly assumed to be 
cisheterosexual), it seems likely that these vulnerability factors are relevant 
regardless of gender or sexuality, ie, factors may be common across parents. 
Moreover, some of these vulnerability factors may be disproportionately higher in 
LGBTQ+ people who are pregnant or pursuing parenthood given what is known 
about LGBTQ+ people in the general population. For example, rates of mental 
health conditions are disproportionately higher in LGBTQ+ people and there is 
evidence suggesting these disparities extend to suicidality and to severe mental 
illness,23, 24 and can be understood in a minority stress framework, ie, with 
recognition of stressors connected to intersecting minoritised identities.25 Rates of 
trauma in childhood, including sexual abuse are higher26 and research also finds 
increased rates of family estrangement or breakdown in relationships, sometimes 
linked to experiencing discrimination where gender and sexual diversity is 
considered unacceptable within people’s own birth families.27

Turning to those aspects that may be amplified or distinct, research on traumatic 
birth and on tokophobia offer sites for learning (for further information about 
traumatic birth and tokophobia see Chapter 7). For example, research by 
Malmquist and colleagues with lesbians, trans men and non-binary people who 
had the ability to become pregnant cited presence at their partner’s traumatic birth 
as contributing to their own tokophobia, thus experiencing birth as traumatic may 
create additional challenges for non-gestational parents who themselves have 
“childbearing capacity.”28

Other vulnerability factors that may be amplified for LGBTQ+ parents, particularly 
those in non-gestational roles, concern role insecurity and feelings of invalidation 
as a parent and as a partner (eg,29, 30), which for some individuals connects with a 
felt lack of role models.31 Whilst these aspects echoes findings in cisgender 
paternal mental health research concerning feelings of exclusion, there may be 
further complexity for several reasons. As discussed in Chapter 6 of this book, 
these may include an absence of biological connectedness and social recognition 
of their role as a part,29 including a potential absence of legal recognition as 
parent32 and also relate to conscious decision-making about who will carry a 
pregnancy. For example, a UK study31 exploring lived experiences of perinatal 
anxiety and depression in co-mothers identified role resentment, both for 
gestational and non-gestational parents. Howat31 proposed that whilst 
non-gestational mothers’ feelings of exclusion, rejection and jealousy were similar 
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to those of cisheterosexual fathers’ (eg, reported in33), they may be heightened, 
potentially linked to a desire and potential to have themselves carried.31 Similarly, 
as a partner of someone who has experienced a traumatic birth, there may be 
further complexity through not only feeling powerless to protect during the event, 
but also feeling implicated in the partner going through this, which may be 
heightened in families where there has been a conscious decision about who will 
be the gestational parent.31

Interactions with services in the perinatal period and 
pre-conception

Key to any exploration of vulnerability factors in LGBTQ+ people is the role played 
by services. Research with LGBTQ+ people repeatedly demonstrates the negative 
impact caused by perinatal services being inherently cisheteronormative,34 for 
example language used in administrative processes (eg, health records) and 
interactions with staff, which may not correctly recognise peoples’ genders or 
relationships, either with their partner or their baby. There are instances where 
assumptions or failures to take appropriate action have been dangerous, for 
example resulting in delayed access to care.35 There is evidence of 
microaggressions and structural discrimination36, 37 across assisted conception 
services, maternity services (antenatal care, intrapartum, and postpartum) and 
child health services. For example, despite anti-discriminatory policies being in 
place, access to assisted conception remains unfair,38–40 and carries psychosocial 
stress including the impact of financial burden and unnecessary medicalisation. 
There are also multiple documented examples of LGBTQ+ people experiencing 
discriminatory attitudes in interactions with practitioners in perinatal services.37, 41

These aspects relating to stigma and discrimination act as stressors, whereby 
LGBTQ+ people pursuing parenthood are subjected to minority stress—discussed 
further in Chapter 13—with increased vulnerability for mental health difficulties. 
Critically, this relates not only to experienced difficult experiences with services but 
anticipated poor care from midwives and other practitioners due to homophobia 
or transphobia. This has been found in relation to tokophobia in lesbian women, 
trans men, and non-binary people.28 Similarly, the salience of both experienced and 
anticipated poor care was evident in reviewing literature on traumatic birth in trans 
and non-binary people.35 This links with findings in the wider perinatal mental 
health literature citing the ways in which anticipated poor care can be felt in 
marginalised communities, for example those from minoritised ethnic 
backgrounds,42 and highlights the need to be aware of potential fears that parents 
may be affected by, with implications for their relationships with services and 
practitioners.
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REFLECTIVE BOX 3—INTERACTIONS WITH 
SERVICES MATTER

In this chapter, we have highlighted the potential impact of poor experiences 
of care and also anticipated poor experiences. Conversely, experiencing 
good care can be protective; for example, even in the event of physical 
complications during birth, good care may prevent birth from being 
experienced as psychologically traumatic. Applying learning about anticipated 
experiences, providing inclusive care may offer benefits that extend beyond 
the individual family, building trust in services throughout the wider 
LGBTQ+ community.

Consider how learning presented in the NHS good practice guide on 
trauma-informed care in maternity services and mental health services in the 
perinatal period43 may apply here, regardless of whether someone has a 
history of traumatic experiences. For example, can you consider prioritising 
continuity of carer when working with LGBTQ+ people? How can you reduce 
the need for people to repeatedly share their information?

PROTECTIVE FACTORS

It is common in mental health research to focus on vulnerability factors (often 
described as risk factors) but protective factors equally warrant consideration. 
There is some emerging evidence from qualitative research with cisgender sexual 
minority birthing and non-birthing parents in the context of perinatal depression. 
One suggested protective factor is relationship satisfaction related to increased 
likelihood of a more equitable division of roles in the transition to parenthood in 
co-mother families32, 41 and increased likelihood of feeling more in agreement with 
each other concerning parenting compared with cisheterosexual parents.44 
Preparation for parenthood may be another protective factor given that unplanned 
pregnancy is an established vulnerability factor for perinatal depression and many 
LGBTQ+ people have used assisted conception, requiring in-depth planning.45 
However, this may be highly variable within LGBTQ+ populations, varying with 
identity and with age; for example, transmasculine people are more likely than their 
cisgender peers to have an adolescent or unplanned pregnancy.46 More recently, 
a study with non-gestational co-mothers identified examples where previous 
experiences of mental health difficulties were identified as protective, through 
applying established coping strategies, and examples of drawing on social 
networks that had a shared social identity concerning sexuality.31 Although 
research on protective factors is limited, including concerning populations and 
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types of mental health difficulty, it remains important to consider these possibilities 
when caring for people in the perinatal period. This is consistent with a wider call 
for strengths-based approaches to promoting health with LGBTQ+ people,47 noting 
the need to consider resilience and social support and that, within the LGBTQ+ 
population, different groups may be more marginalised than others.

REFLECTIVE BOX 4—NURTURING POSSIBLE 
PROTECTIVE FACTORS

Consider what could be done to help parents become aware of possible 
protective factors they may have. For example, could this include facilitating 
reflection on social support that is available within their family or friends, or 
wider social networks where there is a shared social identity (for example, 
LGBTQ+ groups)? How may previous experiences with mental health have 
equipped parents with coping strategies in navigating the transition to 
parenthood? May the lack of expectations around what LGBTQ+ parental 
roles “look like” offer opportunities (or “freedom”) to think about their own 
preferences without feeling limited by others’ expectations? Discuss with 
families how their relationship could enable them to share parenting roles.

GENDER DYSPHORIA

LGBTQ+ people are often treated as a homogenous (ie, single) group in research 
and in clinical practice recommendations despite comprising multiple groups.48 
Gender dysphoria warrants specific consideration in addressing the needs of 
non-binary people and trans men and is one area that illustrates the ways in 
which experiences and needs may vary considerably within LGBTQ+ individuals. 

Figure 11.2 � Quote about intra-community support as a protective factor.
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It is important to be aware that not all trans people in the general population 
experience gender dysphoria; similarly, in the context of the perinatal period, 
experiences can be diverse. Gender dysphoria has largely not been framed 
through a perinatal mental health lens however we argue its relevance here. First, 
it has relevance within a broad approach to mental health and wellbeing, and 
second, omitting gender dysphoria from discussion of perinatal mental health may 
risk that parents’ needs are missed or dismissed. For example, it has been argued 
that tools routinely used to assess perinatal depression do not assess gender 
dysphoria, and that both gender dysphoria and suicidal ideation should be 
monitored in trans men in perinatal services.49

Without neglecting individualised experiences and the need for care to be 
personalised, it is helpful to be aware of certain areas that have been found to 
present challenges relating to hormonal changes (including discontinuation of 
testosterone therapy and hormonal changes directly arising through being 
pregnant), changes to the chest, visibility and recognition as a pregnant person, 
birthing, and lactation. In our scoping review,35 we framed dysphoria broadly to 
encompass both “intrinsic physical dysphoria” (ie, embodied physical experiences) 
and “extrinsic social dysphoria” (ie, relating to anticipated or experienced reactions 
or treatment by others).

Faced with bodily changes, some people experienced disconnection from their 
body50, 51 however others described improvements in gender dysphoria52 or a new 
relationship with their body.53 Similarly, whereas some found the possibility of 
vaginal birth traumatic, including relating to distress at the prospect of having their 
genitals exposed,49, 50 some who experienced a vaginal birth found it to be 
personally meaningful and experienced a lack of inhibition during labour and birth 
that differed to their usual concerns.50 This illustrates that assumptions should not 
be made about preferred birth choices and, as Chapter 6 discusses, practitioners 
should make people aware of different birthing options. People may negotiate their 
visibility37 which carries implications for monitoring (see Reflective Box 2) and for 
seeking and accepting help relating to mental health and wellbeing during the 
perinatal period. There may also be lack of availability of suitable mental health 
assessment tools.

BARRIERS TO SEEKING AND ACCEPTING HELP

Any parent may face barriers to seeking and accepting help concerning their 
perinatal mental health. These barriers relate to the influence of their own beliefs 
and perceptions, the influence of health care services (including administrative 
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systems and practitioners) and the influence of others (eg, those relating to 
partners, other family members or community, etc.).54 Examples within these 
include own or professionals’ limited knowledge and awareness of perinatal 
mental health, limited ability to recognise symptoms, stigma and shame relating to 
mental health, fear of consequences (eg, social care involvement, particular types 
of mental health treatment) anticipated or experienced reactions of others, and 
aspects relating to the organisation of services (eg, limited time within 
appointments, extent to which mental health appears to be the focus, lack of 
continuity with practitioners, disconnected care pathways or unclear policies, 
limited access due to transport costs or lack of childcare provision, provision of 
language support).54, 55 Research with cisgender fathers also indicates stigma 
relating to men’s mental health, questioning the legitimacy of own mental health 
needs and entitlement to health professionals’ support (as a non-gestational 
parent) and concerns of compromising the support offered to their partner.1

Whilst any of these may be relevant for LGBTQ+ parents, there may also exist 
additional specific barriers. Within health services, this may include reduced 
visibility for LGBTQ+ parents, including non-gestational parents who may not be 
recognised by practitioners or services as co-parents. Anticipated or experienced 
discrimination relating to sexuality or gender is likely to create additional barriers. 
For example, people may hold concerns that they face additional scrutiny as 
parents and that their parenting may be judged more harshly.56 These aspects may 
potentially combine with internalised homophobia or transphobia, for example 
questioning own right to have children and feelings of inadequacy.57 People may 
fear that they are hypervisible as an LGBTQ+ parents and that disclosing their 
mental health difficulties may wrongly confirm other people’s negative judgments 
about LGBTQ+ parents more broadly.31 In parallel, they may view their LGBTQ+ 
community as less accessible as parents and this may vary with different family 
formations.58

Barriers to disclosure also exist where there may be limited support available. For 
example, female and non-binary non-gestational parents may feel excluded by 
support that is targeted at fathers.31 It similarly seems questionable that birthing 
fathers would feel validation or belonging in such provision. Whilst there are moves 
towards introducing mental health assessment of non-gestational parents in 
settings that routinely assess gestational parents,59 these have often been framed 
as the need for gendered approaches, again conflating gender and role and risking 
further marginalisation of LGBTQ+ parents. In light of these barriers, it is important 
that practitioners and systems normalise perinatal mental health difficulties for all 
parents and consider non-judgemental assessment for any parents.
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LIMITATIONS OF EXISTING LITERATURE AND AREAS 
FOR FUTURE LEARNING

We recognise that research with seldom-heard and seldom-asked communities 
can have inherent challenges. For example, large sample sizes can be difficult to 
achieve and this can preclude statistical testing. There can also exist challenges 
about recruitment methods and sampling bias; for example, it can be more feasible 

REFLECTIVE BOX 5—IN-PATIENT STAYS

Possible barriers concerning seeking or accepting help may have further 
considerations when making decisions about accessing in-patient mental 
health services or residential services. These may differ for general adult 
mental health settings and settings that are specialised to the perinatal 
period or early parenting.

People may have concerns about possible discrimination—from practitioners 
but also from other families. They may hold concerns about needing to 
explain their family make-up. For trans and non-binary birthing parents, there 
may be concerns for physical and emotional safety about staying in a 
gendered environment or even on wards. Others may be concerned that 
non-male non-gestational parents will not be welcomed at groups for 
“fathers” or “partners.”

Ensure that any materials for in-patient stays are inclusive of LGBTQ+ parents.

Figure 11.3 � Quote from author about experience as an LGBTQ+ parent.
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to recruit through LGBTQ+ focused organisations and/or social media because 
relatively smaller numbers can mean that recruiting through mainstream health 
services would require numerous study sites or recruitment for a long time period. 
However, the rates of mental health difficulties and the nature of experiences 
amongst those accessing LGBTQ+ focused organisations may be different to those 
who do not access such organisations, including those for whom having a public 
LGBTQ+ identity would present considerable negative repercussions, potentially 
including discrimination in their community, place of work, or compromising their 
physical safety or freedom. This has implications not only for estimates of 
prevalence but also for aspects explored elsewhere in this chapter. For example, 
support needs and barriers to accessing services may be qualitatively different in 
people who are active users of social media compared with those who are not. 
Further challenges can exist about ethical aspects such as potentially 
over-burdening people with research, for example in inviting birthing fathers to 
take part in multiple research projects.

A further limitation in this research is the lack of intersectionality, eg, participants 
predominantly being from white backgrounds with high levels of formal education, 
and from the Global North. This is relevant in light of findings such as the recent 
research in England on Improving Trans and Non-binary People’s Experiences of 
Maternity Services,37 which found that experiences of racism and transphobia 
interact. In addition, literature often treats individuals with diverse sexual identities 
and genders as one group, rather than individual communities.51 This, combined 
with the use of varied terminologies, has implications for what is known about 
pregnancy outcomes more widely48 and the same can be argued for perinatal 
mental health outcomes, as well as experiences and needs. For example, reviewing 
literature on trans men and non-binary parents’ experiences identified that 
pregnant non-binary people were frequently excluded by eligibility criteria used in 
research, or assumed to have the same needs and experiences as trans men.35 
There is an urgent need for consultation and research with trans and non-binary 
communities. This includes with non-gestational parents who are themselves trans 
or non-binary, or whose partners are.

A further limitation reflects trends in the development of the wider 
(cisheterosexual) perinatal mental health literature whereby we have seen an 
initial exploration on postnatal depression, followed by perinatal depression and 
anxiety, then traumatic birth and fear of birth, with other conditions not yet 
explored (eg, parental obsessive compulsive disorder and eating disorders). In 
addition, the existing focus has concerned self-report measures of symptoms of 
distress in community samples. Research, audit, and service evaluation is needed 
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with parents who have been referred to or accessed formal support for their 
mental health needs, including support relating to parent-infant relationships. 
Routine monitoring is a key part of this, to explore inequalities and consider how 
to make access to services fair for anyone who may want to or need to 
use them.

In addressing these areas of future learning, we urge that practitioners and 
researchers hold in mind that people may hold different roles in different 
pregnancies or conception attempts, that language concerning parity may be 
physically but not psychologically appropriate, and that the perinatal period may be 
experienced as beginning earlier, including in planning conception.19

SUMMARY LEARNING POINTS

	–	 Anyone can experience mental health difficulties during the perinatal period, 
spanning conception and the first year following birth; difficulties may also 
arise pre-conception. Research with presumed cisheterosexual participants 
consistently shows that these difficulties are common, meaning it is likely 
relevant to LGBTQ+ people as well.

	–	 Be aware that non-gestational parents and co-parents can also experience 
perinatal mental health concerns independently of the gestational parent.

	–	 In the absence of established rates in LGBTQ+ people, it is reasonable to 
assume that rates may be comparable with cisheterosexual parents, or indeed 
higher given the vulnerability factors that may be amplified or distinct for 
LGBTQ+ people, including those relating to interactions with services and to 
social and legal recognition as parents. This is a sizeable group warranting 
support and existing approaches within services may not be suitably tailored 
to meet these needs.

	–	 LGBTQ+ parents may be affected both by anticipated and experienced poor 
experiences with services. Through services being anti-discriminatory and 
inclusive, there are opportunities to reduce vulnerability, identify needs and 
respond appropriately.

	–	 Services and practitioners need to become aware of their own assumptions 
and stay curious to what a family may look like. Language matters, including in 
spoken and written communication with individuals, families, and more widely 
in the service as a whole; for example, attending to inclusivity and diversity 
within paperwork and imagery used.

	–	 Ensure that inpatient facilities are inclusive of all families in order to limit 
anticipated discrimination from staff, other service users and visitors by 
LGBTQ+ parents.
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	–	 Remain open to the possibility of psychological distress and mental health 
difficulties manifesting in different ways. This may include behavioural signs as 
well as visible emotions. Give consideration to all caregivers.

	–	 LGBTQ+ parents are not a homogenous group. There may be diverse 
experiences and needs within the LGBTQ+ community. In addition, identity 
may be fluid and people may hold different roles in different pregnancies. 
Research findings are taken mostly from the Global North and in settings 
where LGBTQ+ people have greater rights; these may not necessarily be 
transferable elsewhere.

	–	 Monitoring sexual identity and gender within services facilitates understanding 
of need, including inequalities in prevalence, access to services, and 
outcomes.

	–	 Consultation with parents is important, including attention to intersectionality, 
in designing, implementing, and evaluating services.
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Chapter 12
Infant health surveillance  
services
Sarah Arnold

WHAT IS HEALTH VISITING FOR?

Most countries in the Global North have an infant or child health surveillance 
service available to families from the birth of their baby for the first few years of 
their life. The role of these services is to act as a triage system for other health or 
social care services, offering universal support for all families, and referral into 
specialist services. Child health surveillance services are usually staffed by 
qualified nurses or midwives who have additional training in child development, 
and whose remit for universal family support includes issues around infant weight 
gain and growth, feeding, sleep, development, vaccinations, and parental mental 
health. Referral to specialist services might occur in cases where a potential 
health or developmental need in the infant is identified, or where there is a 
potential safeguarding issue. In addition, referrals for parents and carers to 
specialist services might occur where a postnatal mental or physical health need 
is identified.

Within the UK, this service is referred to as Health Visiting. Specialist Community 
Public Health Nurses, commonly referred to as Health Visitors, are qualified 
professionals who are already registered with the Nursing and Midwifery Council, 
who undertake a further year of specialist training. The UK Institute of Health 
Visiting identifies four overlapping roles for Health Visitors:

	1.	 Physical health—Health Visitors can monitor and promote the physical health, 
primarily of the infant(s), but also of their carers. Health promotion work can 
include providing supporting breastfeeding, providing sexual health 
information, and information about healthy lifestyles. In some locations Health 
Visitors can make referrals to Food Banks for families who are facing poverty 
and hunger.

http://dx.doi.org/10.4324/9781003305446-13
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	2.	 Mental health—Health Visitors have specialist knowledge about postnatal 
mental health and bonding. They will have knowledge about local postnatal 
mental health services and can make referrals to these where a referral 
is required.

	3.	 Child development—Health Visitors have specialist knowledge about child 
development and offer support with common developmental issues such as 
sleep, weaning, speech and behaviours. Support includes offering parents 
information about these issues, reassurance, support with low level 
difficulties, or referrals to specialist services as appropriate.

	4.	 Social needs and safeguarding—Health Visitors build relationships with 
families and local community groups and support services. Health Visitors 
frequently also provide groups for new parents. They can use the knowledge 
they have about local provision to assist families in creating a social support 
network of other new parents and accessing appropriate services, including 
parent and infant groups, playgroups, chest/breastfeeding support, disability 
support groups, mental health services, and domestic violence and substance 
misuse services. Their connection to the family means they may be aware of 
infants who are at risk of neglect or abuse, and can make the appropriate 
referrals for further investigation in these cases.

WHAT ARE THE ISSUES FOR LGBTQ+ PARENTS?

Cisheterosexism and mono-normativity are built into the structure of perinatal 
services, including Health Visiting. As we have seen in Chapters 2 and 6, these 
assumptions begin at the first encounter with perinatal services, either in 
preconception care, or with midwifery “booking in forms” for those who have 
conceived without medical involvement. Perinatal services assumptions that a 
family means two people in a monogamous sexual relationship affect the 
recording of medical and social information (see Chapter 6), medical terminology 
(eg, primiparous), informal language used (mum and baby groups), the rights of 
expectant parents (visiting hours for fathers, see Chapter 8), and the design of 
services (maternal and paternal mental health services, see Chapter 11). As Health 
Visiting services are available towards the end of the perinatal journey, both the 
experiences of parents and the information available to Health Visitors in their first 
encounters with parents are shaped by the previous cisheterosexist 
mono-normative services.

Whilst many LGBTQ+ parents will have positive encounters with Health Visiting 
services, these factors can affect whether some LGBTQ+ parents are able to 
access the services that Health Visitors provide, and how useful those services are, 
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including: information provision, universal wellbeing services, specialist services, 
and ultimately the relationship between the parent(s) and the Health Visitor.

Information

Whilst great effort has been put into creating some general resources that apply to 
parents in a couple relationship, regardless of gender or sexual orientation,1 
images of LGBTQ+ families rarely appear on leaflets unless they are specific to 
LGBTQ+ families, and families that include more than two partners are not ever 
mentioned. If specialist, rather than universal information is required, it is rarely 
suitable for LGBTQ+ families. For example, most sexual health information provided 
by Health Visiting services and by the NHS assumes that contraception will be 
necessary “You can get pregnant as little as 3 weeks after the birth of a baby, even 
if you’re breastfeeding and your periods haven’t started again.”2, 3 NHS information 
about resuming sex after birth includes statements such as “Men may worry about 
hurting their partner,”2 which of course they may, but so may women and 
non-binary non-gestational new parents. There are no resources available which 
refer to lesbian sexual health and practices (for example, the use of hands, fingers, 
or sex toys, as opposed to assuming sex is always about a penis in a vagina, or 
how suitable the use of harnesses or straps may be following caesarean birth).

Looking at the information about lactation, we can see that there is an assumption 
that the person who gives birth will be a woman, and that if breastfeeding 
happens, she will be the only person to breastfeed the baby. Currently, there is one 
page within the NHS website that offers advice about chestfeeding for trans men 
and non-binary people,4 and a further paragraph on a separate page about 
testosterone and chestfeeding.5 There is however no information about 
co-breastfeeding, or induced lactation. In fact, most leaflets about breastfeeding 
specifically exclude the possibility that a non-gestational parent might be 
breastfeeding, suggesting (ironically in a leaflet entitled “Breastfeeding for 
everyone”) that

“Fathers/partners can do skin-to-skin, cuddle, carry and bath their baby.”6

So far, there is no research investigating Health Visitors’ knowledge about issues 
such as lesbian sexual health, breastfeeding by non-gestational mothers and 
chestfeeding. Given the dearth of information available for parents, it is likely that 
Health Visitors also face a dearth of information about LGBTQ+ families. This 
prevents them from being able to offer appropriate universal services to all 
LGBTQ+ families.
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Universal services—check-ups and group settings

Alongside information, Health Visitors offer universal wellbeing check-ups for 
well infants. This includes weighing babies when they are young, visual and 
physical checks of their body, and developmental checks as they get a little 
older. Such check-ups are often delivered in a less proscriptive and private 
setting than doctor’s appointments might be, and may be provided in health 
centres, community centres, or children’s centres.7 A common model in the UK 
involves several Health Visitors working in a large room, each with one family, 
with an attached waiting room, and access to private rooms for discussion 
between the parent(s) and Health Visitor if needed. These services may be run 
on a booked appointment, or a drop-in basis. This way of organising wellbeing 
checks for well infants has several benefits. First, as many of these check-ups 
are only a few minutes long, it is a more efficient use of time than the Health 
Visitors making visits to families’ homes. It also means Health Visitors can 
quickly access a second opinion from colleagues who might have specialist 
knowledge if a potential issue is noticed. As babies can be unpredictable in 
terms of feeding and sleeping needs, the drop-in clinic can reduce the pressure 
on parents that a set appointment might cause. Finally, social connections and 
friendships between new parents who live in the area are likely to arise 
spontaneously in these settings.

For LGBTQ+ parents, well infant check-ups delivered in these settings may have 
fewer advantages, and more disadvantages. Whilst any parent can usually bring 
their baby to these clinics, most will be brought by their mother, and 99% of 
Health Visitors themselves are female.8 Some GBTQ+ trans men will be 
comfortable in this space, but others may not, and even those who are 
comfortable in the space may find their presence questioned if they are not 
accompanied by a partner who is perceived as a woman, forcing them to rapidly 
assess whether the other parents present are likely to be homophobic or 
transphobic, and therefore whether to reveal their sexual orientation and/or trans 
status. Similarly, lesbian, and bisexual women with a same-gender partner may 
have to decide whether to reveal or conceal the gender of their partner and 
therefore their sexual orientation, due to the conversation-encouraging set up of 
the clinic. Non-binary parents are quite likely to be subject to misgendering by 
other parents, even if the Health Visitors use the correct language, and will have 
to make similar choices about concealing or revealing their gender to other 
parents. Health Visitors may not know whether the parent has chosen to conceal 
or reveal their gender, and so may inadvertently do the opposite within the 
hearing of other parents during the baby check. The drop-in nature of sessions 
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may also mean that LGBTQ+ parents have less choice in which Health Visitors 
they interact with, preventing pre-emptive conversations about preferences in 
terms of language or privacy.

To further promote social connections, Health Visitors may provide postnatal 
group services for new parents. These might include Breastfeeding Cafes, a 
series of group sessions for a set number of weeks covering common new 
parent and infant topics, or one-off weaning or sleep workshops. New LGBTQ+ 
parents may benefit from both the information delivered in such groups and the 
social connections, but attending such groups comes with uncertainty about 
their reception by other parents. Health Visitors cannot make these spaces safe 
for LGBTQ+ parents, as they cannot prevent homophobic or transphobic 
comments from other parents from happening, and it is rare that such groups 
have existing processes for how parents who make and are subject to such 
comments will be supported after they have occurred. If parents either directly 
experience a lack of safety in accessing universal services provided by Health 
Visitors, or if they are concerned about a potential lack of safety based on their 
own or other LGBTQ+ people’s previous experiences, then these universal 
services are not truly universal.

Specialist services

The Health Visitor’s role includes triaging new parents based on their perinatal 
health needs, and facilitating access to specialist services when necessary. This 
can include making referrals to lactation support, gynaecological services, and to 
perinatal mental health services. LGBTQ+ parents may find that their Health 
Visitor is not able to make appropriate referrals to specialist services for where 
there is a lack of appropriate provision locally. For example, a Health Visitor may 
not be able to refer a non-gestational mother for lactation support, a trans 
gestational father to gynaecological services where a female sex marker is a 
requirement of referral, or a gay father to a mother and baby specialist perinatal 
mental health unit.

Where a referral to a specialist service is needed for either the infant or a parent, 
the Health Visitor cannot guarantee the reception that LGBTQ+ parents will face. 
Parents may be referred to the appropriately labelled services by the Health 
Visitor—for example a non-gestational mother to Maternal mental health provision, 
and a trans gestational father to Paternal mental health services—but may then 
face cisheterosexist attitudes within those services, which could include rejecting 
the referral or insisting that the parent accesses inappropriately labelled services, 
both of which may cause harm to the parent.
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Relationships

Building relationships with families with a new baby is the key to a successful 
Health Visitor relationship. Indeed, WAVE Trust, an international organisation 
dedicated to reducing child abuse, neglect, and domestic violence, identify

“establishing and maintaining a trustworthy relationship”

between parents and those in a Health Visitor type role as

“absolutely central to effective assessment as well as intervention”9(pp.37)

Through the development of a good relationship, the Health Visitor is able to offer a 
universal service, both advising on normal infant development, and connecting 
new parents to each other through infant and carer groups. This relationship is also 
central to the provision of specialist services. Trust that has been developed with 
the Health Visitor can in part be transferred to other health professionals that the 
Health Visitor might refer the infant or parents to, such as paediatricians, 
psychologists, or lactation services, making the transition to these services easier 
for the parent(s). This relationship is also important in helping the Health Visitor 
carry out their safeguarding role—if the Health Visitor knows the family well, they 
are both more likely to confide when there are difficulties, and the Health Visitor is 
more likely to notice when something is unusual within the family.

Families do not begin their relationship with the Health Visitor with a blank slate. 
For all families, their experiences of antenatal and intrapartum care will influence 
their expectations about relationships with the Health Visiting service. Research 
shows that homophobia, transphobia, and cisheterosexism are quite common 
experiences for LGBTQ+ people in assisted conception, antenatal, and intrapartum 
care. The actions of other health care professionals may therefore have 
predisposed an LGBTQ+ family to be wary of Health Visitors who are trying to build 
a relationship, and make them wish to maintain some distance. I noticed that 
during the pandemic, LGBTQ+ families sometimes appeared happier that all 
contact was online, where a distance was automatically created.

If the Health Visitor is then not able to provide the family with appropriate 
information and safe access to universal or specialist services, this poses a further 
challenge to the building of this relationship. Whether information is incorrect 
(misgendering in information leaflets), not applicable (contraceptive advice for 
lesbians), or not available (chestfeeding and co-breastfeeding advice, psychological 
support for non-gestational mothers), the result will be the same. Parents will see 
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the Health Visitor service as not for families like theirs, and—at best—will have less 
investment in building a relationship. At worst, they may experience psychological 
harm: through cisheterosexism from the Health Visitor or a specialist service, or 
homophobic and transphobic encounters when accessing group settings. In such 
cases LGBTQ+ parents may need to disengage from the Health Visitor service to 
protect themselves.

WHAT ARE THE ISSUES FOR HEALTH VISITORS?

Many Health Visitors will work with LGBTQ+ parents and be able to provide them 
with a good service. However, the issues discussed above and in the rest of this 
book present Health Visitors in some areas with challenges in providing services to 
some LGBTQ+ parents. These challenges may arise in the context of organisational 
or professional services, when providing a universal service, or the challenges may 
relate to the availability of appropriate specialist services to refer parents to. 
Specific challenges arise from the lack of research into LGBTQ+ parents and Health 
Visiting, and from the conflation of parental disengagement with Health Visiting as 
a cause for concern.

Organisational and professional limitations

Health Visitors work within a heavily regulated profession and organisational 
structure. Different models for the delivery of services exist, which offer some 
variations in degrees of autonomy, but the safeguarding element of the role means 
that adherence to policies and procedures about when to make a referral is 
mandatory. The Health Visitor’s remit in supporting parents in a variety of situations 
with a wide range of issues is broad, and the proscribed training is intensive, and 
does include consideration of equality and diversity issues. Such training does not 
however routinely cover any of the structural issues that face LGBTQ+ parents, 
which are caused by the design of perinatal services, described in this chapter or 
indeed in this book. This lack of available training is compounded by the dearth of 
LGBTQ+ specific policies found across perinatal services. Many services will have a 
policy setting out a general commitment to treat all patients and service users 
equally. What is required however, are perinatal policies which set out not only a 
commitment to LGBTQ+ inclusion, but provide an honest appraisal of where 
exclusion currently exists, specific information about how inclusion will be achieved, 
and pathways or procedures for professionals to follow on occasions when an issue 
is recognised. Without these comprehensive policies, Health Visitors and other 
professionals who raise concerns may find they are unsupported by their line 
managers, or by senior management. Uncertainty about organisational support may 
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lead Health Visitors to choose not to raise issues in order to protect themselves 
from being viewed as disruptive or unprofessional. For LGBTQ+ Health Visitors, such 
choices may involve potential harm both in being complicit in cisheterosexist 
structures through silence, and through being seen as pushing a personal agenda.

CASE STUDY 1— SURIYA

Suriya regularly brings her baby to the “mum and baby” group run by her 
Health Visitor, Jan. In the third session, Suriya mentions her wife in a group 
discussion. Another woman in the group, Helen, is upset that she had 
breastfed her baby in the group in front of Suriya, not realising that Suriya was 
a lesbian. She angrily tells Suriya that she should have disclosed her sexual 
orientation to the group, and a heated argument ensues. Jan ends the session 
early, and arranges to meet with Helen and Suriya individually later that day.

When Jan meets Helen, Helen is very distressed and also angry. She insists 
she will not return the group unless either Suriya is banned, or there is a 
separate place for heterosexual women to breastfeed, without any lesbian 
parents. Helen wants to make a complaint to Jan’s manager because Jan did 
not tell her that there were lesbian parents in the group.

When Jan meets Suriya, Suriya is very distressed and also angry. She insists 
she will not return to the group unless Helen is banned and Jan can 
guarantee that there will not be other homophobic comments made. Suriya 
wants to make a complaint to Jan’s manager because she thinks Jan should 
have asked Helen to leave as soon as she made the first comment about 
being uncomfortable breastfeeding in front of a lesbian.

There are no policies about how this situation should be handled.

In deciding what to do, Jan also has to take account of further information 
that she has:

	–	 Helen is very socially isolated, and Jan has some concerns about her 
mental health

	–	 There is another lesbian parent in the group
	–	 The existence of the postnatal group is under threat for financial reasons

What should Jan do?
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Research

Of all the chapters in this book, this chapter was the most difficult to identify 
relevant research to draw on. The current literature regarding LGBTQ+ people and 
Health Visiting is scant, and rarely disaggregated from research into LGBTQ+ 
people’s overall perinatal experiences. This poses a difficulty for making significant 
improvements, as Health Visiting is theoretically constructed as a research-led, 
evidence-based practice.7 Good quality research would be one way for Health 
Visitors to overcome professional and organisational barriers. In the absence of 
either a strong evidence base or strong organisational leadership on LGBTQ+ 
issues, it is difficult for Health Visitors to provide appropriate universal services to 
LGBTQ+ parents.

Lack of appropriate specialist services to refer to

Earlier in the chapter, the damage to parents of referrals into either inappropriate 
services, or appropriate services which are governed by cisheterosexist 
assumptions in referral criteria were discussed. For Health Visitors this poses an 
ethical conundrum to which there is no easy solution. If an appropriate service 
does not exist, a referral cannot be made, and the family may suffer harm. If a 
potentially appropriate service does exist, but the Health Visitor does not know if a 
referral will be accepted, or whether the service or individual practitioner will be 
homophobic or transphobic, then either making or not making a referral may result 
in the family suffering harm. Identifying whether a potentially appropriate service 
exists, and then establishing whether the service will accept a referral, and 
whether a parent is likely to experience homophobia or transphobia is likely to take 
a considerable amount of time. It also has the potential to cause the Health Visitor 
professional discomfort as this may be seen as acting outside their role, failing to 
follow standard (cisheterosexist) procedures, or perceptions of accusing fellow 
professionals of homophobia and/or transphobia. Even a Health Visitor who is 
well-informed and culturally competent in providing care to LGBTQ+ parents may 
find that when they need to make a referral to a specialist service, they have no 
available options that will not cause harm, only a choice of which kind of harm to 
risk for both parents and themselves.

“Disengagement” as a criterion for concern

Health Visitors’ front-line role, involving universal access to young children and 
families, places them in a key position for the prevention, detection, and monitoring 
of child maltreatment.7 This role requires Health Visitors to be skilled in interacting 
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with multiple agencies across the health and social care boundaries. Identifying and 
reporting appropriate causes for concern, as viewed by a range of different 
organisations, is challenging. The potential consequences of not reporting a cause 
for concern are serious—figures from the NSPCC show that over the last 5 years, an 
average of one child a week was killed by assault, neglect, or undetermined intent 
in the UK, with children under the age of one being the most likely age group to be 
killed by another person, most commonly a parent or step-parent.10

At the same time, Health Visiting is an optional service, and parents may 
legitimately choose not to use it. Local policies often set out specific pathways for 
Health Visitors to follow when parents choose not to engage with the Health 
Visiting service, or not to attend wellbeing clinics or groups, without formally opting 
out of the service.11, 12 Such pathways often include exchanging information with 
other services, including Children’s Services, Housing, and any Early Years’ settings, 
even if there are “no known child/family vulnerabilities.”11

Parents may not be aware that if they do not want their information shared and 
discussed in this way, they are required to formally inform the Health Visiting 
service that they wish to disengage from an optional service. Furthermore, whilst 
all policies recognise that parents have a right to decline the offered Health Visiting 
services, the language used, and protocols set out for Health Visitors to follow may 
make it difficult for parents to formally decline these services. Declining services is 
variously described in policies aimed at Health Visitors as:

“Refusal of Universal Public Health Services”13(pp.12)  
“a failure to consent”13(pp.3)

Health Visitors are informed that if parents do decline atheir services:

“Total refusal of engagement with universal public health services is rare 
and usually a compromise can be made… Discussion with the parent/carer 
is required either by telephone or face to face contact.”13(pp.12)

The language of “refusal” and “failure” along with the implication that parents are 
required to engage in discussion about their reasons for declining an optional 
service are problematic in their own right. For an LGBTQ+ parent, who may choose 
to disengage with a service for the reasons set out in this chapter, these policies 
may cause significant harm. Whilst many policies set out various good and bad 
reasons that parents may disengage from services,11–14 the authors have been 
unable to find a single policy that lists lack of appropriate support services due to 
structural cisheterosexism, homophobia, and/or transphobia as a potential reason 
for disengagement.
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CONSEQUENCES

Taken together, the issues that LGBTQ+ parents face in accessing Health Visiting 
services, and the issues that Health Visitors face in providing appropriate services 
to LGBTQ+ parents, have three potential broad categories of negative 
consequences.

Inappropriate Children’s Services referrals

The first potential negative consequence is that if parents choose to disengage 
with the service, without formally informing the service that they are disengaging, 
perhaps through lack of awareness that they need to do so, or perhaps through a 
wish to be polite and avoid confrontation, the Health Visitor may share information 
with or make a referral to Children’s Services in the absence of any concerns about 
the family outside of withdrawal from services. Inappropriate referrals have 
negative consequences for all involved—parents are likely to experience anxiety, 
and to be less receptive to engaging with professionals in future, which may in turn 
cause the Health Visitor greater problems in building a relationship. Making and 
receiving an inappropriate referral also takes time for Health Visitors and social 
workers, both professions where overwork and a lack of sufficient time are 
pressing concerns.

Unrecognised child developmental problems

If the parent(s) do either successfully disengage from Health Visiting services, or 
if the Health Visitor is aware of the reasons for disengagement and exercises 
discretion in not viewing this as a cause for concern then there is the potential 
for a developmental issue to go unnoticed. Health Visitors have extensive 
knowledge about child development, and might notice an issue with the child 
that the parents do not notice. An established relationship with a Health 
Visitor might also lead parents to have discussions about potential child 
development concerns at an earlier point than they would seek advice from an 
unknown professional.

Unsupported parental mental health

Without a good working relationship with their local Health Visitor, some parents’ 
perinatal mental health issues may remain unrecognised, and therefore untreated, 
for a longer period. Equally, parents might opt into the Health Visiting service, but 
still be unable to access appropriate support or treatment if the Health Visitor is 
unable to refer them to an appropriate service.



Infant health surveillance services  237

POTENTIAL IMPROVEMENTS

Most of this chapter has described the challenges facing LGBTQ+ parents and their 
Health Visitors. Fully overcoming these challenges requires three actions:

	1.	 Further research into the accessibility of Health Visiting Services for LGBTQ+ 
parents, to establish both quantitatively measurable outcomes for LGBTQ+ 
parents and their infants, and qualitatively explore experiences for LGBTQ+ 
parents and their Health Visitors.

	2.	 Introduction of organisational policies and procedures, which acknowledge 
areas of exclusion, and set out pathways towards inclusion, led by national 
and international organisations and senior management within services.

	3.	 The redesign of perinatal services, away from a cisheterosexist 
mono-normative system, so that LGBTQ+ families can be fully included.

These actions are each time and resource intensive, but without them, Health 
Visitors will continue to face challenges in providing truly universal services to all 
LGBTQ+ parents.

There are also many actions that can be taken by individual services and practitioners 
to move towards providing services which exclude fewer LGBTQ+ families, but 
knowing where to begin can be overwhelming. Over the next three pages, we have 
created a series of seven mini-workplans, which can each be used alone, or can 
be used together as a larger workplan. Seven different areas have been identified, 
and practical actions have been listed within in each area which would improve 
inclusivity for LGBTQ+ families. The areas do not need to be completed in order—if 
the actions in one area are not practicable to work on locally, you can pick another 
area, or even create your own. Working on one area will benefit LGBTQ+ parents, 
whilst working through all the areas will create more comprehensive change.

GATHER QUANTITATIVE DATA

	–	 Be aware that you do not know how many LGBTQ+ parents you are 
working with. The apparent gender of someone’s current partner is not 
an indication of their sexual orientation, in most cases you do not know 
whether the partner is cis or trans, and they may have more than one 
partner. Single parents are also not necessarily heterosexual.

	–	 Find out how many LGBTQ+ parents use your services. Include questions 
about gender, sexual orientation and partners on your intake forms, 
alongside other equality data. Use this information locally to monitor 
outcomes and engagement, as you already use ethnicity or age data.
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LGBTQ+ PARENT GROUPS

	–	 Gather information about LGBTQ+ voluntary parents’ groups at a local or 
regional level. Ensure this is kept current by annual reviews, and have a 
timetable for the named person who will do this, how and when they will 
update all Health Visitors with this information, and who will take over 
this role if the person is no longer in role.

	–	 If your service provides new parents’ groups, consider also providing an 
LGBTQ+ new parents’ group, especially if no voluntary group exists 
locally. This could be provided on a regional level, across NHS Trusts.

LGBTQ+ ACCREDITED CONTINUOUS PROFESSIONAL 
DEVELOPMENT (CPD) FOR HEALTH VISITORS

	–	 Identify any existing training in LGBTQ+ issues for Health Visitors, assess 
the suitability of the learning outcomes, whether it is accredited, and the 
cost. If appropriate training is available, consider attending it, or 
recommending it within the team.

	–	 If no appropriate training is available, consider working with an in-house 
or external training provider to develop a CPD module.

FORMS AND PARENT-FACING INFORMATION

	–	 Review the forms used locally, ensuring that they differentiate between 
the information about genetic parents and social parents, and that they 
have space to collect information about diverse families.

	–	 Collect all the information usually given to new parents. Does it include 
information suitable for LGBTQ+ parents, such as inclusive sexual 
health advice and lactation advice for non-gestational parents and 
chestfeeding parents? If not, identify suitable materials that can be 
included.
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LOCAL POLICY

	–	 For settings and groups which are under the control of a group of Health 
Visitors, create policies about how issues such as homophobia, 
transphobia and pronoun/language checking will be carried out. For 
example, what happens if there is homophobia from a parent within a 
group? How will Health Visitors ask parents which pronouns they would 
like to be used for themselves and their partners in group settings, and 
how will this be communicated to other Health Visitors to avoid 
misgendering or accidental revealing of someone’s gender or sexual 
orientation against their wishes? These policies need to be agreed by 
the entire team, and ratified at a senior management level, so that 
individual Health Visitors are confident that their actions based on these 
policies will be supported.

Understand that disengagement might be due to fear of or experiences 
of homophobia and/or transphobia, or to a lack of appropriate services. 
Include this information in any local procedures for Health Visitors in 
reporting disengagement. Request clarification from an appropriate 
Safeguarding Lead about whether disengagement on these grounds, with 
no additional concerns about vulnerability, merits data-sharing or referral.

	–	 Consider offering an alternative service configuration to parents who 
may disengaged from services for these reasons, to promote child 
development and parental mental health

ANY OTHER AREA YOU IDENTIFY

	–	 How are LGBTQ+ parents currently included or excluded?
	–	 How could inclusion be improved?
	–	 Who could do this work?
	–	 When should it be reviewed, and who by?
	–	 How can you include the views of LGBTQ+ parents in this work?
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POSTERS WITHIN HEALTH VISITOR SETTINGS

	–	 Are the posters on display exclusive? For example, do they refer to 
“mums and dads”? If so, change the wording or remove the poster. If the 
poster is from another organisation, ask them to provide an updated 
version which is not cisheterosexist.

	–	 Are the posters on display inclusive? Do the photographs used represent 
a range of families? It is important to consider intersectionality here too, 
ensuring for example that Black and Asian LGBTQ+ people are 
represented. If the posters do not represent a range of families, create 
new ones, or identify another source for such materials.

	–	 Create a new standard for posters on display in each setting, specifying 
inclusivity criteria. The standard should include a timetable for auditing 
each location, the names of those who will be responsible for the audit, 
and a date to review the standard and the audits.

PRE-EMPTIVE CONTACT WITH SPECIALIST SERVICES

	–	 The point at which a non-gestational mother needs access to lactation 
support, or a trans man needs a referral to a perinatal mental health 
team is not the correct point to find out whether those services exist 
locally and whether they are supportive of LGBTQ+ parents. Obtaining 
the information at that point will create delays for parents who may 
need immediate support. If you do not already collect gender and sexual 
orientation data from parents, it will also mean that you have probably 
referred LGBTQ+ people who you assumed were cisheterosexuals to 
services that you do not have inclusivity information about. Within the 
team, develop a checklist, which can either be physically given to 
specialist health or voluntary sector services, or discussed over the 
phone. Contact services and find out who they provide services to, and 
whether they have expertise in issues affecting LGBTQ+ parents.

	–	 Ensure the information obtained is recorded and shared with all Health 
Visitors, and that structures are in place to update it.

	–	 If LGBTQ+ parents provide positive or negative feedback about a 
specialist service, record this information.

	–	 Create a map of the gaps in service provision for LGBTQ+ parents, and 
consider how these gaps could be filled.
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SUMMARY

Health Visitors aim to provide a universal service for families of children aged from 
0–5 years old, promoting infant and child wellbeing through familial physical and mental 
health, creating and strengthening social networks, and offering access to specialist 
child development, mental health, and safeguarding services when appropriate.

Cisheterosexism and mono-normativity underlie the structure of perinatal services, 
including Health Visiting. This means that currently the system of Health Visiting is 
not set up to guarantee either appropriate universal support for LGBTQ+ new 
parents, or appropriate access to specialist services. Rather, Health Visitors may be 
faced with choosing which type of harm to risk for parents, and for themselves. 
Given the evidence-led nature of Health Visiting services, further research should 
be a priority, however until that evidence base is strengthened, there are 
improvements that can be made at both an individual practitioner and 
organisational level.
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Chapter 13
The mind-body connection 
or why an interdisciplinary 
approach matters
Kate Luxion

INTRODUCTION

As we have seen within the previous chapters, minority stress is prevalent at 
various stages of reproductive health care, with stressors coming from a variety of 
sources throughout the process. We have read through example that include a lack 
of inclusive in-take forms and language options during care to the various forms of 
stigma and discrimination that take place during reproductive and perinatal care. In 
LGBTQ+ perinatal research, there is a growing body of qualitative literature that is 
slowly being supported by inclusive quantitative methods—such as including 
measures on gender and sexual orientation—while working in tandem to test and 
refine an understanding of how stigma and discrimination (ie, minority stress) 
influences reproductive health. These minority stressors, and their negative 
impacts, can be reduced through the use of more inclusive language and care 
practices, as have already been evidenced by the other chapters. To better 
understand why a reduction in minority stressors can improve inclusion and health 
and well-being outcomes, this chapter explores how the way people are treated 
cascades through the body; what results is poorer quality of life due to preventable 
detrimental experiences. The discussions within this chapter will help to highlight 
both the importance of an intersectional, interdisciplinary approach to reproductive 
health and why mental and physical health are intrinsically linked. In turn, there will 
be discussion of the gaps within the literature and recommendations for moving 
towards reproductive justice for LGBTQ+ parents and their families.

STIGMA, DISCRIMINATION, AND PHYSIOLOGICAL STRESS

When individuals seek health care, they are already under stress from daily life, 
such as managing a household and/or career and tending to the care and 
wellbeing of members of their family as well as themselves. For minoritised 
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individuals, such as LGBTQ+ parents, they must face those daily stresses along 
with facing an additional layer of stress, because of having to navigate health 
systems and services that do not always recognise their existence or their 
relationships. This compounds everyday stressors, alerting the 
hypothalamic-pituitary-adrenal (HPA) axis to trigger the fight or flight response, also 
known as our acute stress response. The body is meant to use this response for 
acute instances of danger (ie, sympathetic nervous system) before returning 
relatively quickly to baseline once safety is reached (ie, parasympathetic nervous 
system). However, as gender and sexual minorities, LGBTQ+ people encounter, and 
have to plan for, the possibility of repeated experiences of stigma and 
discrimination that make it hard for the body to return to the baseline levels of 
cortisol production, because of being in a perpetual stressed state. Living in this 
prolonged state of fight or flight is not ideal and can lead to dysregulation which 
undermines our health and well-being. If unable to address stress, through 
reduction or prevention, the body is stuck in a cycle of formerly protective 
functions that are instead imbalancing the way in which the body’s biological 
systems (ie, biosystems) are functioning. For example, these new “scripts” within 
each biosystem might result in the production of hormones at non-optimal rates 
(ie, too high or too low) which the body may not be able to process properly 
(ie, metabolise and/or produce a feedback response).

The original development of the minority stress theory1, 2 connected stigma and 
discrimination as sources of stress, alongside resilience measures (ie, protective 
factors), to the mental health disparities faced by lesbian, gay, and bisexual (LGB) 
people when compared to their cisgender heterosexual peers.1 Connections 
between mental and physical health have played a role is extending the model,3, 4 
which has since expanded to acknowledge gender minorities along with sexual 
minorities.5, 6 These updates aid in understanding the differences and similarities of 
stigma and discrimination faced when navigating cisheteronormative systems 
(eg, laws and policies, health systems, educational system, etc.) and societal 
expectations (eg, levels of acceptance, gender norms, etc.). Additionally, it is 
important to acknowledge the differences and similarities in life experiences 
and the fact that individuals can be both gender and sexual minorities 
simultaneously—experiencing minority stress in multiple, intersecting ways. As laid 
out in Figure 13.1 below, these sources of stigma and discrimination take place on 
multiple levels of interaction: intrapersonal, interpersonal, and structural.

Despite removal of homosexuality from the DSM,7 the assumption has remained 
that health disparities between LGB people and cisheterosexual people stemmed 
from strictly individual behaviours (ie, gay sex versus heterosexual sex). As part 
of this logic, if LGB people had worse health outcomes than cisheterosexual 
people, it was viewed as their fault in place of recognising that social exclusion 
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Figure 13.1 � Integrated model of minority stress, intersectionality, and allostatic load. Graphic by the author. Adapted from Crenshaw, 1989 and 1991; 

Meyer 2003; and Sterling et al., 1988.
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(ie, the criminalisation and stigmatisation of one’s identity) can impact a person’s 
health and well-being. Through the minority stress model as a theoretical 
framework, research has been able to connect the dots between poorer outcomes 
and a person’s minority status,1, 8 differentiating between a person’s identity and 
the status held within societal contexts. This key point highlights the sociopolitical 
responsibility for the poorer health outcomes of LGB people, because of stigma 
and discrimination; in turn showing that the stressors of stigma and discrimination 
were built on harmful stereotypes and misinformation. Across all levels of 
interaction, such as antenatal care designed for heterosexual married individuals 
(ie, environmental context), social expectations and prejudices result in preventable 
stressors experienced by marginalised people. However, there is also room within 
the framework to consider what factors might potentially positively buffer stressors 
(ie, resilience resources), both in terms of linking individual experiences with health 
outcomes as well as evaluating health system inclusion and influences. In doing so, 
it is important to remember that the LGBTQ+ community is itself diverse and any 
care and research efforts should recognise the impacts of overlapping minority 
identities. Work by Lisa Bowleg has aptly analogised the importance an 
intersectional approach as being unable to “unblend” the cake batter; this quote 
from a Black gay research participant helps to describe how people’s own 
unique, intersecting positions in society cannot be accurately and thoroughly 
explored if broken down into isolated categories.9 A selection of these multiple 
minority identities are seen within Figure 13.1 as overlapping circles, the centre 
(ie, intersection) of which being where each service user should be seen, meaning 
that individuals have a mix of identity and lived experiences requiring a unique 
patient-centred approach. Support and interventions should thus be aimed at the 
whole of the individual and not operate under the assumption that these 
characteristics exist solely independent of one another.

An intersectional minority stress model also shows us how the status held in 
societal contexts can enable and/or amplify stressors while inhibiting resilience 
resources. At the time of publication, there has been a recent regression of policies 
and efforts to scale-back LGBTQ+ inclusion in general, though much of it is 
specifically in relation to reproductive and parenting rights. The latter is indicative of 
most reproductive health systems experienced still, particularly with recent 
regression of policies and efforts to scale-back LGBTQ+ inclusion. Within the UK 
there have been legal limits placed on access to certain roles on birth certificates, 
as well as changes in access to gender-affirming care for transgender 
youth—despite retaining access to the same treatments for cisgender youths. This 
trend can also be observed in Italy with the removal of previous granted rights for 
non-gestational mothers and within the recent increases in attempts to limit access 
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to gender-affirming care in the United States. These are all examples of how a 
change to the status held in, socio-legal contexts—as an example of environmental 
influences—are interacting with and causing individual level stress and diminished 
autonomy which adds to the minority stress already experienced by LGBTQ+ 
people. These limitations to rights and access to health care contribute to 
preventable negative outcomes through discrimination and the stigmatisation of 
labelling LGBTQ+ reproductive health as non-normative, despite the only niche 
component being awareness of how, when, and why people are needing certain 
health services. Environmental factors are part of a cycle in which people might 
internalise experiences of stigma and discrimination, taking responsibility for 
external forces outsides of their control—a compounding of minority stressors 
across multiple unpredictable sources. As such, there is also a complex interplay 
between intrapersonal (proximal), interpersonal (distal), and structural stressors that 
are constantly shifting and changing, contributing to the uncertainty of experience.

Social and medical stigma which can be part of LGBTQ+ people’s experiences of 
discrimination can lead to the internalisation of these preventable events. This 
movement of prejudice and stigma “under the skin” means LGBTQ+ people are 
processing higher rates of stress, which can dysregulate the body over time, 
contributing to poorer outcomes.3 This can be further complicated and 
compounded through the complex intersections of identity, contributing to the 
layers of social10 and/or medical expectations of service users. Measuring these 
impacts of stressors, both acutely and chronically, helps to operationalise this 
framework, which in turn can help us to better grasp the importance of LGBTQ+ 
inclusive reproductive health care.

Allostatic load

Making the connection between mental and physical health outcomes and 
experiences requires an approach to health and wellbeing that takes into account 
the role that the social world plays on the body. Homeostasis is used as a measure 
of understanding balance within the body, assessing for proper regulation of the 
body’s biosystems. For example, this would view the body as waiting for an issue 
(eg, increase in blood sugar) before providing a solution (eg, the pancreas 
creates insulin). Allostasis instead considers both where the body is situated 
(ie, environmental context and historical experiences)11, 12 and what it might need 
to be prepared for based on what it has already gone through (ie, the ability to 
adapt to changes). Thus, Allostasis is the approach of looking at the body as a 
series of dynamic systems that exists within and reacts to the world around it, 
both environmentally and socially. Allostasis was first mentioned by Sterling and 
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Eyer in 1988,13 who recommended biomedical research look beyond isolated 
organs and instead assess the arousal of biosystems allowing for complexities 
in the feedback process that acknowledged negative health outcomes 
when overloaded (ie, allostatic overload) by chronic stress or strains. Sterling 
clarifies it is the reliance on the body’s maintenance of uncorrupted information to 
continue processing without being over taxed which can require adaptation over 
time.14 Allostasis also helps to address biological processes as part of the open 
system of the social world.15, 16 Serving as a biopsychosocial model of ageing, 
morbidity, and mortality, allostatic load helps to assess for strain in biosystems 
(ie, cardiovascular, neuroendocrine, metabolic, and inflammatory) to adjust in 
accordance with events to avoid dysregulation and overloaded biosystems, the 
presence of which would increase risk of illness and disease. Research on allostatic 
load has also helped to highlight the importance of moving beyond “sex-based 
differences,” supporting the importance of non-binary methodologies as they 
strengthen results. For example, evidence has shown associations of higher levels 
of allostatic load based on gender roles and presentation that depart from 
cisheterosexual expectations which expands what is possible to understand 
through a sex-specific analysis alone, particularly within the space of health 
research and practice.10 To give an instance, facing additional stressors for being a 
man who is considered more feminine or navigating health spaces that are 
gendered while being non-binary and/or androgynous. There are also findings for 
LGB adults that counter the expected higher levels when compared with their 
heterosexual peers, despite individual biomarkers falling in-line with higher 
prevalence of health inequalities for LGB adults.17 Results highlight that there can 
be unique health disparities for lesbian women when compared to bisexual women 
with varying associations to allostatic load and/or its components, which points to 
the need of unique solutions to rectify those disparities. These findings are part of a 
larger body of research that signal for more inclusive and comprehensive research 
methods in order to better understand the roles of stressors and protective factors.

Impacts of biosystem dysregulation within the stages 
of reproduction

As clarified within the previous chapters, we know that the impacts of pregnancy 
and birth experiences go beyond one individual in influencing the health and 
wellbeing of the entire family for both LGBTQ+ families and cisheteronormative 
families. While sexual health and conception should be the choice of the individual, 
there are still interpersonal and societal dynamics that need to be navigated and 
thus every facet of reproductive health can be a source of internal and external 
stress. Because of limitations in past research, primarily what is known presently 
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about the impacts of stigma and discrimination during pregnancy is based upon 
experiences with racial discrimination. For example, Black women who experience 
higher rates of discrimination and prejudice have a higher rate of preterm births, 
which in turn also influences the preterm birth rates of the next generation while 
highlighting a preventable cause (ie, prejudice and discrimination).18 In hopes of 
addressing the health disparities highlighted above, inclusive of gender and sexual 
minorities at the intersection of multiple minoritised groups, current research 
practices must go beyond cisheterosexual-centred approaches taking into 
consideration a person’s reproductive life course throughout all stages of 
reproductive health care services. For health systems, this means ensuring that 
LGBTQ+ families are visible within data monitoring and administrative practices.

Throughout the course of a person’s reproductive health journey, there are 
instances in which we are aware of how stressors impact outcomes, such as the 
links between prejudice and discrimination and poorer pregnancy outcomes.18 
Thus, there is much that needs to be considered within research and clinical care 
spaces when taking preventative measures to improve the health and wellbeing of 
LGBTQ+ parents and their families. The academic literature helps to present what is 
known about complications, caused by biosystem dysregulation (eg, augmented 
stress response), for marginalised groups within reproductive health care 
throughout the life course in an effort to improve the overall quality of care 
received. In instances where there are gaps in the literature for LGBTQ+ individuals, 
research centred on other minoritised groups is discussed because of similarities 
in sources of stress and the biological pathways that can be affected. Additionally, 
knowledge at the intersection of minoritised groups must remain a key 
consideration in the improvement of inclusion in reproductive health care.

For LGBTQ+ people who want to avoid pregnancy, or need to access 
contraceptives for medical purposes, it is important to consider how increased 
levels of stress impact overall health, in part due to said stress leading to a strained 
baseline that can impact health and healing. The use of contraceptives can be 
life-changing and lifesaving, which can account for their widespread use. This value 
is balanced with recent studies that highlight the increased oxidative stress 
levels19, 20 and how they can change how the body processes stress.21 The ability to 
reduce external sources of stress could help to ameliorate some of these elevated 
stress levels by reducing minority stressors, which would have both short- and 
long-term health benefits. The role of this higher stress can cascade in other 
aspects of life through the dysregulation of various biosystems within the body. For 
example, in part due to changes within the inflammatory biosystem as well as the 
neuroendocrine system, higher levels of stress are shown to slow the process of 
healing and recovery post-wound and/or surgery.22 So for patients who need to 
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access surgical care, the higher levels of preventable stress can impede their 
recovery and extend the time necessary to heal. While more research is necessary, 
it is important to then consider what this might mean for the higher levels of stress 
faced by gender and sexual minorities and their recovery from health interventions 
such as abortion care.

Similar considerations continue for LGBTQ+ individuals waiting until later in life to 
become pregnant. While there is a complex understanding of the role that 
preconception allostatic load plays on fertility and pregnancy outcomes,23–25 evidence 
suggests that stress plays a role in reducing the probability of becoming pregnant.26 
In the instance of biosystems during pregnancy, there are heightened processes (eg, 
elevated cortisol) that are necessary for foetal development.27 What the literature 
suggests is that the levels of stress experienced while pregnant, including stigma and 
discrimination, can have a tangible impact on infants being born pre-term and/or 
with non-ideal birth weights. These are examples of how disruption or dysregulation 
would result in negative pregnancy and birth outcomes,27–29 which Sterling clarifies is 
counter to the biosystems evolving for reproductive success.14 Research has shown 
an association between higher allostatic load and adverse pregnancy outcomes.30–33 
This can manifest as shortened gestational length.23, 24, 34, 35 Gestational parents with 
racial/ethnic minority status show higher levels of allostatic load,23, 25, 27 with higher 
levels linked to gestational parents’ likelihood in experiencing cardiovascular disease 
later in life due to adverse pregnancy outcomes (ie, preeclampsia).32, 33 For 
differences based on social characteristics, two studies show unanticipated allostatic 
load scores, where Black women had similar or lower allostatic load than their white 
peers.24, 34 The complex interplay between minoritised status and allostatic load 
provides an understanding of how stress impacts outcomes while also bringing 
forward the importance of taking a longitudinal approach to enable translational 
research and improved clinical outcomes.

Even more evidence is available when looking at the various biosystems 
considered beyond the concept of allostatic load within the literature (ie, looking at 
only cardiovascular health or the role of inflammation, etc.). For example, negative 
outcomes are prevalent for both the gestational parent’s health, as Black mothers 
have higher rates of maternal mortality than white mothers, and for the outcome 
of the pregnancy as well. Black mothers have higher rates of low weight and 
preterm births being linked with higher rates of discrimination.18, 36, 37 Part of these 
disparities can be accounted for the role that dysregulation can play in key 
hormonal processes related to stress (ie, stigma, prejudice, and discrimination), 
such as the role of cortisol discussed above. For women of colour in Ireland and 
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the UK, having a minoritised status based on ethnicity translates to a 3.7 times 
increase in maternal death for Black women and 1.8 times for Asian mothers when 
compared to their white peers.37 In the United States, there are similar patterns of 
outcomes, with a 2.6 times increase in maternal mortality for Black mothers when 
compared to their White peers.38 Additionally, for pregnancies later in life, there is a 
higher level of poorer outcomes when comparing the outcomes for Black and 
white women, associating longer lived experiences facing discrimination with the 
higher risk as an ever-widening health disparity.i While there is currently no 
published research on pregnancy outcomes and allostatic load using LGBTQ+ 
inclusive samples, available literature does show similar disparities in outcomes for 
gender and sexual minorities,39–42 with considerations for multiple minority statuses 
(eg, racial and sexual minorities) highlighting poorer outcomes when belonging to 
more than one minoritised group.39 As part of making improvements to care for 
marginalised groups, it is key that inclusive data monitoring be put in place to 
help understand as/when there are preventative losses at the local level, both 
within the clinical provision of care and within ensuring that gender and sexual 
orientation are considered alongside race/ethnicity, among other factors 
(ie, an inclusive intersectional approach), during the perinatal period.

During the postpartum period, there are various facets of parenthood that are 
negatively influenced by higher levels of allostatic load as well. While there are 
higher levels of allostatic load for people with higher postpartum poor health 
symptoms, this higher level of allostatic load can show a trend of decreasing with 
time through the monitoring and mitigation of symptoms.43 Scroggins et al.43 
highlight the importance of the reduction of allostatic load both for long-term 
health, but also because the average time between each pregnancy can place the 
subsequent pregnancy during the recovery period, resulting in an additional layer 
of risk. In other words, another pregnancy at 18-months postpartum can mean the 
subsequent pregnancy comes with antenatal health beginning with a higher 
baseline of allostatic load resulting in a higher likelihood of more interpregnancy 
risks43 and higher health risks later in life.eg, 44 These higher levels of stress can also 
compound when there are physiological barriers to lactation45, 46 and healing22 
which can in turn become a source of stress in and of itself. However, it is possible 
to mitigate this additional risk through making sure that the proper support is in 
place (eg, doula support to help with sleep duration, therapeutic support for 
psychological symptoms, contraception for autonomy in spacing pregnancies, etc.). 
It is key then to be aware of when and where stressors can be prevented or 
avoided during the postpartum period to improve health and well-being outcomes, 
both at the time and as a means of reducing longer term risks through 
evidence-based, trauma informed postnatal care.
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PROTECTIVE POSSIBILITIES

An awareness of the negative impacts, as well as the better understanding of 
allostatic load, enables an understanding of the ways in which LGBTQ+ people are 
able to adapt (ie, be resilient) to help diminish negative outcomes. As emphasised 
within the other chapters, it is the preventative and inclusive measures that can be 
taken at the institutional level that enables the most protective factors known: 
counting LGBTQ+ parents as a regular part of the diversity present within 
reproductive health care. While more often than not the negation of minority 
stressors is not due to the actions of the individual, there are protective ways in 
which LGBTQ+ families are less likely to replicate harmful cisheterosexist norms.

There are ways in which gender and sexual minorities navigate reproductive health 
spaces with the hopes that the outcome will mean lower levels of stress and less 
uncertainty overall because of their approach. This might include preplanning for 
appointments and/or seeking out health care providers who are known to have the 
knowledge necessary to support them. Additionally, certain minority identity 
characteristics can lead to in the moment “protective behaviours” to diminish the 
stress faced while accessing reproductive health care. Like hypervigilance and 
experiences with stigma and discrimination resulting in being more discerning 
about health care options, in some cases changing where antenatal care is being 
accessed mid-pregnancy to ensure they feel safe during childbirth.47 For some 
individuals, this can also translate into self-advocacy through researching and 
preparing for appointments to ensure clinical discussions remain on topic and are 
not dismissed due to presumptions that the issue is relevant only to heterosexual 
individuals. Lactation is one such space that is complex in how it is viewed socially, 
having both short- and long-term protective factors (eg, reduction in allostatic load) 
for parents who chose to breast/chestfeed.48 So in some instances it is the use of 
resilience resources with the aim of accessing desired experiences (ie, breast/
chestfeeding) in order to access spaces of care and support that cisheterosexual 
people are ushered into because of the overwhelming importance for the 
parent-infant dyad. Facilitating these relationships can be supported through 
stress-reduction and reduction in allostatic load for marginalised parents,45, 49 
which can at least in part be achieved through creating more inclusive 
reproductive health spaces.

Another example is the distribution of parenting responsibilities and parental stress 
levels. Within lesbian couples, this is seen to be protective against some of the 
stress that is faced postpartum due to the balance of shared responsibilities in 
place of gender norms in parenting and household maintenance.50 A similar 
pattern of equitable sharing of responsibilities is also noted for gender minorities,51 
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with additional research suggesting that there are overall protective elements for 
LGBTQ+ parents when compared to cisheterosexual parents and LGBTQ+ people 
without children.52

While these and other means of adapting to less than ideal circumstances are 
protective, they are not completely preventative of the negative influences of 
minority stress. The ideal solution would be to identify and remove the sources of 
stigma and discrimination present, such as expanding options on intake forms and 
ensuring that there are resources available for all different parents and families. 
When it is not possible to come to a universal solution, there should then be 
programs and resources in place that provide access to protective factors (eg, 
LGBTQ+ inclusive antenatal education) to help reduce the impacts of the stressors 
that are more difficult to adjust or remove. Taking an intersectional lens meaning 
that these benefits are also acknowledging that other marginalised groups would 
benefit, with some overlapping resources and a wider, deeper pool of options to 
support all of the service user groups present (eg, support for LGBTQ+ people of 
colour, educational resources based on various religious and cultural background, 
etc.). Without these changes, and without monitoring and evaluation, what can 
result is the on-going presence of preventable stressors that diminish the quality of 
care being accessed. Additionally, more needs to be done in research to champion 
ways in which LGBTQ+ people are resilient and able to adapt, so that more 
immediate policies can support those means for the health and wellbeing of 
LGBTQ+ people. As such, these examples should serve to highlight that there are 
beneficial elements that come along with parenthood despite the additional stigma 
faced as LGBTQ+ people, meaning that those who envision a future as a parent 
should be supported in enabling these outcomes and in better understanding 
additional protective and preventative factors.

IMPLICATIONS FOR HEALTH POLICY AND PRACTICE

Awareness of the impacts of clinical policies and procedures, specifically those 
catering to a cisheteronormative health care system, should hopefully result in an 
improvement for LGBTQ+ individuals. The chapters within this book provide a 
starting point for considerations throughout potential reproductive health journeys. 
Within sexual and reproductive health care, it is key that policies and medical 
education curricula acknowledge that LGBTQ+ individuals need access to 
contraception and screenings that are offered and provided with a minimising of 
gendered interactions (see Chapter 1). For example, being able to provision 
cervical screenings for patients with M/male as their gender marker whenever 
relevant and without the burden on the patient to have to correct the system 
regularly because they would otherwise be denied necessary screenings. As a 
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starting point, an audit of these processes—inclusive of participatory and 
community-based methods—can also assist in reviewing if additional barriers are 
in place for people accessing assisted reproductive care, including differences 
within and between groups (ie, LGBTQ+ versus cisheterosexual, married/partnered 
versus unpartnered). Possible solutions can include both provisions of care as well 
as understanding when and where care might not necessitate additional barriers 
(ie, irrelevant counselling requirements applied only to LGBTQ+ individuals) which 
ultimately limit or slow access, among others (see Chapter 2). These are examples 
of direct interactions of policies at the individual level which increases minority 
stressors while not always being medically or administratively necessary.

For individuals needing access to abortion care (see Chapter 4), it is essential that 
health services are aware of the complexities between access, rights, and identity. 
Similarly, it is key to acknowledge and provide culturally-humble and -competent 
bereavement care in the case of pregnancy losses for all parents (see Chapter 3). 
Along with access to care, it is paramount that there be equal access to supportive 
and knowledgeable antenatal education (see Chapter 5), particularly as this plays 
an integral role in decision-making and preparedness during pregnancy and 
childbirth. For the process of making choices during the ante- and perinatal periods, 
it should be ensured that the process of discussing risk and informed consent 
recognises how/if risk and side effects differ for LGBTQ+ individuals (see Chapter 6). 
Without these elements of care available, it is possible to compound increased 
levels of fear of childbirth for gender and sexual minorities (see Chapter 7), 
additional stressors that the literature suggests will impact overall outcomes as 
well. For partners’ and non-gestational parents, these parents must be counted 
within the health systems and services for the roles that they play in reproductive 
health care as well as in understanding the intricacies of LGBTQ+ relationships that 
are often flattened within through limited literature (see Chapter 8).

Within the postpartum period, the need for nuanced support and health care 
continues, requiring perspectives and knowledge on how best to provide those 
services for LGBTQ+ families. The variety of parents that may seek to breast/
chestfeed their children (see Chapter 9) are at times being socially and medically 
excluded due to a lack of knowledge and awareness alone. While families will ideally 
have positive experiences, the complexities of childbirth and becoming a parent 
need to be treated as ongoing, liminal spaces where recovering and processing (see 
Chapter 10) and postnatal mental health support (see Chapter 11) may be required. 
Last, but certainly not least, it must be ensured that the idealised home life is not 
reinforcing heterosexual, monogamous norms (see Chapter 12)—meaning that 
community midwives, general practitioners, and health visitors must be critical of 
social expectations which may be outdated and/or irrelevant for LGBTQ+ families.
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It is our hope that this text will raise awareness of known exclusionary practices and 
gaps in knowledge to provide points at which reproductive health care services and 
research can be improved (ie, result in fewer minority stressors). As clinicians and 
members of health systems administration, it is possible to inadvertently perpetuate 
some of the key sources of stress, stigma, and discrimination that are inherent in 
cisheteronormative policy structures (eg, assumptions about who needs what 
health care and why). These preventable stressors, as discussed throughout this 
chapter and the others, might be done by enacting policies and practice driven 
assumptions that are yet to reflect the diversity of families accessing reproductive 
health services across the life course. Just as patient centred care needs to be 
tailored to the wants and needs of the individual, from a policy perspective, local 
health systems need to conduct needs assessments to ensure that there is a 
recognition of both the diverse populations accessing health services. In turn, a 
supportive and inclusive health system is more likely to encourage a culture of 
patient-centred care. Thus, one potential starting point for those seeking to improve 
their quality of care is an audit of the current administrative and clinical pathways. 
Through this process of evaluation, it will enable awareness and ensure measurable 
efforts towards the reduction of stressors for minoritised groups either through 
removal and/or alternate pathways among other forms of improve support and 
accessibility during reproductive health care.

Key Points

	–	 The experiences of LGBTQ+ people can be directly linked to their health and 
wellbeing, including mental and physical health as intrinsically linked 
components of those outcomes.

	–	 The minority stress model, bolstered by intersectionality, can be used with 
allostatic load to measure health outcomes, as well as evaluate the provision 
of interventions. This can be both for helping with translational research and 
also for implementing and measuring changes within various health systems.

	–	 Local health services audits should be conducted regularly using participatory 
methods alongside sexual orientation and gender inclusive data monitoring to 
help to understand where improvements can be made and to ensure that the 
right programs are available to local service users.

	–	 Preventative approaches include inclusive language and clinical practice as a 
means of lowering the presence of general and minority stressors, with 
patient-led care helping to support and guide these efforts.

	–	 Provider awareness and training, using an intersectional approach, can help to 
facilitate improvements in care for marginalised services users by 
understanding how current practices are moving or keeping certain groups at 
the margins.
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	–	 Protective factors are present within LGBTQ+ families and should be 
supported through clinical practice and policies.

	–	 Existing health system policies should be audited and needs assessments 
should be conducted to enable local health services that support the diverse 
populations accessing reproductive health services.

NOTE

	 i	 This is known as the Weathering hypothesis. In some instances, this is reserved for the 

discussion of allostatic load later in the life course, but the initial research is focused on 

maternal health differences and should be recognised as a consideration for taking inter-

sectional approaches to research if lasting change is to be achieved.
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