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Conservative estimates report 
0.3% of the total US popu-
lation is transgender, rep-

resenting 1 million individuals.1-3 
Transgender persons face many 
barriers to accessing care, but the 
most commonly cited is difficulty 
finding a knowledgeable health care 

provider.1,4,5 A 2010 study of physi-
cians found that 40% of respondents 
had no training on lesbian, gay, bi-
sexual, transgender, and queer (LG-
BTQ) care in medical school or 
residency. The majority of those with 
education in LGBTQ care reported it 
was “not very” or “not at all” useful. 

Most physicians agreed that further 
training and education in the area 
of comprehensive transgender and 
gender-affirming health care (GAH) 
is necessary.6 

While many medical schools have 
attempted to address the lack of LG-
BTQ knowledge prevalent in the 
health care community through in-
creasing teaching in tolerance and 
cultural competency, that training 
alone is inadequate to graduate phy-
sicians knowledgeable in the neces-
sary preventive and appropriate 
GAH (hormone therapy, surgical in-
terventions) of transgender and gen-
der-diverse persons.1 Schools with 
LGBTQ curricula reported a medi-
an of 5 hours of content within the 
4-year curriculum, compared to an 
average of 3 hours 26 minutes in a 
1992 study.4,7 A 2011 survey of US 
medical schools reported one-third 
of schools taught zero hours of LG-
BTQ-specific curriculum in the clin-
ical years. In a 2015 survey of all 
Liaison Committee on Medical Ed-
ucation (LCME)-accredited US fac-
ulty practices, with a 50% response 
rate, only 16% of institutions report-
ed having comprehensive LGBTQ 
training programs and 52% report-
ed having no LGBTQ curriculum. 
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BACKGROUND AND OBJECTIVES: Transgender persons face many barriers to 
accessing health care, including identifying a knowledgeable physician. Medi-
cal schools have made curricular changes addressing cultural competence in 
transgender medicine, but changes are inadequate to graduate physicians com-
petent in gender-affirming health care. The aim of this study was to assess 
the current state of education on the comprehensive health care of transgen-
der patients, including gender-affirming health care (GAH) strategies (hormone 
therapy, surgical interventions) in US and Canadian family medicine clerkships 
(FM clerkships) in addition to the beliefs and actions of the directors making 
those curricular decisions. 

METHODS: Questions regarding transgender education within FM clerkships 
were included in the 2018 Council of Academic Family Medicine’s Educational 
Research Alliance (CERA) survey of family medicine clerkship directors. The on-
line survey was distributed via email invitation to 128 US and 16 Canadian FM 
clerkship directors between June 21, 2018 and August 4, 2018.

RESULTS: Seventy-two percent (68/94) of FM clerkship directors agreed trans-
gender health care should be a required part of the medical school curriculum. 
Sixty-six percent report active advocacy within their institutions for increased 
curricular time devoted to transgender health care. Fifty-six percent (53/94) 
treat transgender patients in their own clinical practice, but just 26% agreed 
they were comfortable teaching transgender health care to medicals students. 
While the presence of transgender patients within the clinical practice did not 
have a significant impact on FM clerkship directors’ comfort teaching this sub-
ject, having transgender friends or acquaintances did.  

CONCLUSIONS: FM clerkships are primed for inclusion of comprehensive 
transgender and GAH education in their curriculum. Increasing comfort of FM 
clerkship directors in teaching this subject area by providing accessible curricu-
lum may encourage further uptake of this content into FM clerkships.
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Eighty percent of the respondents 
expressed interest in doing more to 
address these issues.4,7 A recent sur-
vey of Canadian pediatric residency 
programs confirms the need for fur-
ther comprehensive transgender and 
GAH education with less than 50% 
of residents citing comfort in specific 
areas of transgender care and 90% 
stating further education on gender 
diversity is required.8 

Many barriers to increased LG-
BTQ curricula have been cited. 
These barriers include an absence 
of trained faculty, faculty percep-
tion that LGBTQ health care is not 
relevant to their specific curricular 
content, and a lack of faculty and at-
tending physician role models with 
whom students can discuss issues 
of sexual orientation, attraction, or 
gender identity.7 In the Canadian 
survey of pediatric programs cited 
above, pediatric program directors 
most frequently cited finding time 
in an already busy curriculum as 
a barrier to inclusion of gender di-
versity training.8 However, evidence 
suggests that even small increases 
in transgender education increase 
medical students’ and other pro-
vider’s knowledge, attitudes, and 
comfort in treating future LGBTQ 
patients.9 In one study of second-
year medical students, a single di-
dactic session about gender identity, 
classic treatment regimens and mon-
itoring requirements with additional 
small group discussion and subse-
quent testing of the material, was 
added into the required second-year 
endocrinology course. Authors noted 
a 59% drop in students’ anticipated 
discomfort when caring for transgen-
der patients.10 A second study of a 
1-hour didactic session provided to 
faculty, medical students, and resi-
dents at a single institution showed 
improved attitudes, knowledge, and 
comfort in caring for transgender in-
dividuals.11 

While medical schools have begun 
educating medical students both in 
culturally competent and medically 
comprehensive GAH of transgender 
patients, barriers remain to univer-
sally adopting this curricular change. 

FM clerkship directors charged with 
implementing clinical curriculum 
play a key role in making future 
changes. The aim of this study was 
to assess the current state of edu-
cation on the comprehensive health 
care of transgender patients, includ-
ing GAH, in North American FM 
clerkships, in addition to the beliefs 
and actions of the directors making 
those curricular decisions.

Methods
Data were gathered and analyzed as 
part of the 2018 Council of Academ-
ic Family Medicine’s (CAFM) Edu-
cational Research Alliance (CERA) 
survey of family medicine clerkship 
directors. CAFM is a joint initiative 
of four major academic family medi-
cine organizations, including the So-
ciety of Teachers of Family Medicine, 
the North American Primary Care 
Research Group, the Association of 
Departments of Family Medicine and 
the Association of Family Medicine 
Residency Directors. The cross-sec-
tional survey of clerkship directors 
is distributed annually to the insti-
tutional representatives of qualify-
ing medical schools. The institutional 
representative is the clerkship direc-
tor at the main campus of the school 
or their designee. Qualifying medical 
schools are accredited by LCME or 
Committee on Accreditation of Ca-
nadian Medical Schools (CACMS) 
and are located within the United 
States and Canada. To qualify, the 
school must have students who com-
plete a family medicine clerkship or 
a primary care clerkship requiring 
a family medicine component with 
oversight by a family medicine edu-
cator. In 2018, 128 US and 16 Cana-
dian unique individuals identified as 
family medicine educators directing 
a family medicine or primary care 
clerkship. 

CAFM members were invited to 
propose survey questions for inclu-
sion in the CERA survey. A CERA 
research mentor was assigned to ap-
proved projects to help refine ques-
tions that were finalized following 
pilot testing. 

The survey, conducted through 
the online program SurveyMonkey, 
was distributed via email invitation 
to 128 US and 16 Canadian fami-
ly medicine clerkship directors be-
tween June 21, 2018 and August 4, 
2018. Invitations to participate in 
the study included a personalized 
greeting and letter containing a link 
to the survey signed by the presi-
dent of each of the four sponsoring 
organizations. During the course of 
the survey, the survey director iden-
tified 15 changes in clerkship direc-
tors, 13 via direct contact from the 
prior director, and 2 indicated in sur-
vey responses. All newly identified 
clerkship directors were invited to 
participate in the survey. Addition-
ally, clerkship directors were con-
tacted by personal email to verify 
their status as clerkship directors, 
to check accuracy of email address-
es, and to encourage participation. 
Nonrespondents received five week-
ly requests, plus one final request 2 
days before closing the survey. The 
American Academy of Family Phy-
sicians’ Institutional Review Board 
approved the study in June 2018. 
Development of transgender-specif-
ic survey questions was guided by 
extensive review of available liter-
ature regarding known barriers to 
transgender persons seeking health 
care, including physician bias toward 
and discomfort with this particular 
patient population.2-6,12-17 Addition-
al questions highlighted common 
medical education resources that 
could be useful for implementation 
of a new curriculum. The survey uti-
lized both dichotomous and interval 
questions. We used a Likert scale of 
1-5 to measure responses, with 1 be-
ing extremely likely and 5 being ex-
tremely unlikely. Lower responses 
indicated a higher value of transgen-
der information and education. The 
12-question survey was estimated to 
take less than 5 minutes to complete 
(Figure 1).

Statistical Analysis
We used nonparametric statistical 
measures to compare positive inter-
est in education and implementation 
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of transgender conditions and health 
care, respectively, compared to nega-
tive/no interest. We determined de-
scriptive statistics on all variables 
including frequencies and percent-
ages, means and standard devia-
tions, or medians and interquartile 
ranges, where appropriate. To ex-
amine the association of various 
clerkship director demographics or 
program characteristics with cur-
rent transgender curriculum in the 
family medicine clerkship, we used 

χ2 or two-sample t tests. To examine 
the association of various clerkship 
beliefs with likelihood of transgen-
der education implementation or 
agreement with teaching and ac-
cess to transgender education, we 
used Kruskal-Wallis nonparametric 
tests. For the Kruskal-Wallis tests, 
we used the Dwass-Steel-Critchlow-
Fligner multiple comparison test to 
adjust the overall α level for post hoc 
pair-wise differences. We assessed all 
P values using an a level of 0.05. We 

performed all analyses using SAS 
version 9.4 (SAS Institute, Inc, Cary, 
North Carolina).

Results
Of 144 FM clerkship directors, 99 
(69%) responded to the CERA survey. 
Ninety percent of respondents were 
from schools in the United States. 
Respondents—62 females and 32 
males—indicated serving as clerk-
ship directors for 0-20 years, with 
a mean of 5 years (Table 1). Ninety 

 

1 
 

Figure 1. CERA 2018 Transgender Education Survey Questions 

1. Which of the following (if any) apply to you? Select all that apply. 
a. I have friends and/or acquaintances who identify as transgender. 
b. I treat transgender patients as part of my clinical practice. 
c. I believe transgender health care education should be a required part of the medical school curriculum. 
d. I believe transgender health care is best taught and/or practiced in the context of family medicine. 
e. I believe my clinical staff and/or colleagues would prefer not to treat transgender patients in our office. 

2. To what extent is transgender health care education covered in your family medicine clerkship? Select all that apply. 
a. No transgender health care education is included in my family medicine clerkship. 
b. Education on communication with transgender patients is included in my family medicine clerkship (Proceed 

to question 6). 
c. Education on health maintenance and prevention strategies specific to the transgender population is included 

in my family medicine clerkship (Proceed to question 6). 
d. Education on gender reassignment therapies (eg, hormone therapy or sex reassignment surgery) is included in 

my family medicine clerkship (Proceed to question 6). 

Please indicate the likelihood of utilizing each of the following resources in your clerkship in the next 3 years. 

3. Implement an existing transgender curriculum into my clerkship 
a. Extremely likely 
b. Somewhat likely 
c. Neutral 
d. Somewhat unlikely 
e. Extremely unlikely 

4. Use my CME budget to personally obtain further training in transgender health care 
a. Extremely likely 
b. Somewhat likely 
c. Neutral 
d. Somewhat unlikely 
e. Extremely unlikely 

5. Invite a transgender person from the community to teach medical students in my clerkship 
a. Extremely likely 
b. Somewhat likely 
c. Neutral 
d. Somewhat unlikely 
e. Extremely unlikely 

Please indicate the extent to which you agree or disagree with the following statements. 

6. I am personally adept at and/or comfortable teaching transgender health care 
a. Strongly agree 
b. Agree 
c. Neutral 
d. Disagree 
e. Strongly disagree 

7. My medical school’s administration, faculty, and/or student body is actively advocating for and/or working to increase 
transgender health care education into the medical school curriculum 

a. Strongly agree 
b. Agree 
c. Neutral 
d. Disagree 
e. Strongly disagree 

8. I have access to a preexisting curriculum in transgender health care 
a. Strongly agree 
b. Agree 
c. Neutral 
d. Disagree 
e. Strongly disagree 

Figure 1: CERA 2018 Transgender Education Survey Questions
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Table 1: Characteristics of 99 Participating Clerkship 
Directors and Their Medical Schools, 2018

Characteristics na %b

Type of medical school
Public 70 73

Private 26 27

Location
Canada 10 11

United States 85 90

Gender
Female 62 66

Male 32 34

Ethnicity
Not Hispanic or Latino 91 97

Hispanic or Latino 3 3

Race

White 72 77

Black or African American 3 3

American Indian or Alaska Native 0 0

Asian 12 13

Multiracial 4 4

Other race 2 2

Design of clerkship

Block only 71 74

Longitudinal (LIC) only 6 6

Both block and LIC 19 20

Abbreviation: LIC, longitudinally integrated clerkship 

a Not all categories have complete data; hence total sum does not always equal 99.

b Percentages may exceed 100 due to rounding.

four of 144 directors (65%) respond-
ed to at least some of the transgen-
der survey questions. Of those who 
did not answer, all represent medi-
cal schools in the United States, four 
public and one private. Additional 
demographic data is available on 
three of the directors, all of whom 
were non-Hispanic White. Four in-
dicated the length of time they had 
served as clerkship directors, rang-
ing from 3-12 years. 

Seventy-seven percent of respon-
dents indicated that no transgender 
health care education was currently 
included in their clerkships (72/94). 
Twenty-percent indicated inclusion 
of transgender-specific communica-
tion (19/94), 12% health care main-
tenance and preventive care in the 
transgender population (13/94), and 
5% GAH (5/94; Table 2). 

Analysis of the demographic char-
acteristics of responding clerkship 
directors and their representative 
schools found no significant differ-
ences between programs having no 
transgender education and those 
programs with education on commu-
nication with or the health mainte-
nance and preventive care needs of 
transgender patients. Institutions 
that included education on GAH 
had FM clerkship directors with 
fewer years of experience (mean=2.0, 
SD=1.0) than institutions that did 
not (mean=6.3, SD=4.9, P<0.01; Ta-
ble 2). 

Seventy-two percent (68/94) of FM 
clerkship directors agreed that edu-
cation regarding transgender health-
care should be a required part of 
the medical school curriculum, with 

42% (39/94) agreeing this curriculum 
would be best taught in the context 
of family medicine. Fifty-six percent 
(53/94) of FM clerkship directors cur-
rently treat transgender patients in 
their own clinical practice, and just 
7% (7/94) believe their clinical col-
leagues would prefer not to treat 
transgender patients (Table 3). 

Twenty-six percent of FM clerk-
ship directors strongly agreed or 
agreed they were personally com-
fortable teaching transgender health 

care, while 43% disagreed or strongly 
disagreed. Sixty-six percent strongly 
agreed or agreed there was active 
advocacy within their institutions 
for an increase in transgender-spe-
cific health care within the curricu-
lum. Twenty-seven percent strongly 
agreed or agreed to having access to 
a preexisting curriculum in trans-
gender health care, while 42% dis-
agreed or strongly disagreed (Table 
4). 

Table 2: Gender-Affirming Health Care Education in Family Medicine Clerkship*

Survey Item n** %

No transgender education is included in my family medicine clerkship. 72 77

Education on communication with transgender patients is included in my family medicine clerkship. 19 20

Education on health maintenance and prevention strategies specific to the transgender population is 
included in my family medicine clerkship. 12 13

Education on gender reassignment therapies (eg, hormone therapy or sex reassignment surgery) is 
included in my family medicine clerkship. 5 5

* Ninety-four clerkship directors responded to the questions. 

**Respondents were asked to select all that apply so individuals may be represented more than once or not at all.
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Further analysis of FM clerkship 
directors and their representative 
schools found a significant differ-
ence by location influencing access 
to preexisting transgender educa-
tional materials. Clerkship direc-
tors located in Canada (median=4.0 
interquartile range [IQR]=3-4) in-
dicated significantly easier access 
to a preexisting transgender cur-
riculum than US directors (medi-
an=3.0, IQR=2-3.5, P<.05). The 72 
FM clerkship directors who indicated 
they did not currently include any 
transgender health care education 
in their clerkship (Table 2) were sub-
sequently directed to and answered 
questions regarding their likeli-
hood of use of available resources 
regarding transgender health care. 

Twenty-eight percent (20/71), 18% 
(13/71), and 24% (17/70) of FM clerk-
ship directors, respectively, stated 
they were likely or extremely likely 
to implement an existing transgen-
der curriculum, use their personal 
CME budget for transgender health 
care education, or invite a transgen-
der person from their own commu-
nity to teach medical students while 
31% (22/71), 54% (38/71), and 43% 
(30/70), respectively, reported being 
somewhat unlikely or unlikely to do 
so (Table 4).

In analyzing how FM clerkship di-
rectors’ personal beliefs and practic-
es may influence their professional 
beliefs and behaviors, several statis-
tically significant relationships were 
identified. FM clerkship directors 

with transgender friends or ac-
quaintances reported being more 
comfortable in teaching transgender 
education (P<.01) and more likely 
to have access to preexisting trans-
gender education (P<.05). FM clerk-
ship directors who currently believe 
transgender education should be a 
required part of medical school ed-
ucation had a higher likelihood of 
implementing an existing transgen-
der curriculum into their clerkship 
(P<.05) and were more likely to in-
dicate their medical school’s admin-
istration, faculty, and/or students 
were actively advocating for and/
or working to increase transgen-
der health care education into the 
medical school’s curriculum (P<.01). 
Those FM clerkship directors who 

Table 4: Clerkship Director’s Beliefs and Behaviors**

Belief/Behavior Statement n Extremely 
Likely n (%)

Likely 
n (%)

Neutral 
n (%)

Somewhat 
Unlikely 
n (%)

Unlikely 
n (%)

Implement an existing transgender curriculum into my 
clerkship 71 3 (4) 17 (24) 29 (41) 18 (25) 4 (6)

Use my CME budget to personally obtain further 
training in transgender health care 71 4 (6) 9 (13) 20 (28) 27 (38) 11 (16)

Invite a transgender person from the community to 
teach medical students in my clerkship 70 3 (4) 14 (20) 23 (33) 22 (31) 8 (11)

Strongly 
Agree 
n (%)

Agree 
n (%)

Neutral 
n (%)

Disagree 
n (%)

Strongly 
Disagree 

n (%)

I am personally adept at and/or comfortable teaching 
transgender health care 94 8 (9) 16 (17) 30 (32) 39 (42) 1 (1)

My medical school’s administration, faculty and/or 
student body is actively advocating for and/or working to 
increase transgender healthcare into the medical school 
curriculum 

94 15 (16) 47 (50) 24 (26) 7 (7) 1 (1)

I have access to a preexisting curriculum in transgender 
health care 94 6 (6) 20 (21) 29 (31) 31 (33) 8 (9)

** Percentages may exceed 100 due to rounding.

Table 3: Personal Practice and Beliefs of 94 Family Medicine Clerkship Directors*

Survey Item n %

Have friend and/or acquaintances who identify as transgender 38 40

Treat transgender patients as part of my clinical practice 53 56

Believe gender-affirming health care should be a required part of the medical school curriculum 68 72

Believe gender-affirming health care is best taught and/or practiced in the context of family medicine 39 42

Believe my clinical staff and/or colleagues would prefer not to treat transgender patients in our office 7 7

* Ninety-four clerkship directors responded to the questions.
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believed transgender education was 
best taught in the context of fam-
ily medicine indicated a significant-
ly higher likelihood of implementing 
an existing transgender curriculum 
(P<0.01) and inviting a transgender 
person from the community to teach 
medical students in their clerkship 

(P<.01). Finally, FM clerkship direc-
tors indicated a belief their clinical 
staff and/or colleagues would prefer 
not to treat transgender patients in 
their office had a significantly higher 
likelihood of using their CME bud-
get to obtain training in transgender 
education (P<.05; Table 5).

Discussion
It is evident transgender patients 
in our communities deserve bet-
ter access to, and experiences with, 
health care systems. Encouragingly, 
our data indicate very low levels of 
perceived transphobia and high lev-
els of care of transgender individuals 

Table 5: Wilcoxon Rank Sum Tests Between FM Clerkship Director Beliefs for Likelihood 
of Implementation of and Access to Gender-Affirming Health Care 

Variable Level

Likelihood of 
Implementation

Use CME 
Budget for 
Education

Utilize 
Community 
Transgender 
Individual

Comfortable 
Teaching 

Transgender 
Education

Administration, 
Faculty or 
Student 

Advocates

Access to 
Preexisting 
Educational 
Materials

Median 
(Q1-
Q3)

P 
Value

Median 
(Q1-
Q3)

P 
Value

Median 
(Q1-
Q3)

P 
Value

Median 
(Q1-
Q3)

P 
Value

Median 
(Q1-Q3)

P 
Value

Median 
(Q1-Q3)

P 
Value

Have friend 
and/or 
acquaintances 
who identify 
as transgender

Yes 3 (2-4)

.900

2 (2-3)

.926

3 (2-3)

.923

3 (2-4)

.009

4 (3-4)

.486

3 (2-4)

.048

No 3 (2-4) 2 (2-3) 3 (2-4) 2 (2-3) 4 (3-4) 2.5 (2-
3)

Treat 
transgender 
patients 
as part of 
my clinical 
practice

Yes 3 (2-4)
.952

2 (2-3)
.866

2 (2-3)
.158

3 (2-4)
.135

4 (4-4)
.088

3 (2-4)
.791

No 3 (2-4) 3 (2-3) 3 (2-4) 3 (2-3) 4 (3-4) 3 (2-4)

Believe 
gender-
affirming 
health care 
should be 
a required 
part of the 
medical school 
curriculum

Yes 3 (2-4)

.012

2 (2-3)

.725

3 (2-3)

.371

3 (2-4)

.068

4 (3-4)

.008

3 (2-4)

.983

No 3 (2-3) 2 (2-3) 3 (2-4) 2 (2-3) 3.5 (3-
4) 3 (2-4)

Believe 
gender-
affirming 
health care 
is best 
taught and/
or practiced 
in the context 
of family 
medicine

Yes 3 (3-4)

.005

3 (2-4)

.251

3 (2-4)

.004

3 (2-3)

.534

4 (3-4)

.937

3 (2-4)

.684

No 3 (2-3) 2 (2-3) 2 (2-3) 3 (2-4) 4 (3-4) 3 (2-4)

Believe 
my clinical 
staff and/
or colleagues 
would prefer 
not to treat 
transgender 
patients in our 
office

Yes 3.5 (2-
4)

.684

4 (3-
4.5)

.046

2.5 (2-
3)

.617

5 (2-5)

.158

4 (4-4)

.391

3 (2-4)

.281

No 3 (2-4) 2 (2-3) 3 (2-4) 3 (2-3) 4 (3-4) 3 (2-4)



682 SEPTEMBER 2021 • VOL. 53, NO. 8 FAMILY MEDICINE

ORIGINAL ARTICLES

within FM clerkship director prac-
tices. It is unknown whether clini-
cal exposure to transgender patients 
alone is sufficient to affect overall be-
lief systems and knowledge of com-
prehensive transgender and GAH in 
medical students. Our data indicate 
it does not substantially improve 
knowledge, with FM clerkship direc-
tors who treat transgender patients 
in their clinical practice not report-
ing any increased comfort in teach-
ing transgender materials or having 
improved access to existing educa-
tional materials. However, FM clerk-
ships should encourage students to 
gain a deeper understanding of pa-
tients, including their social contexts, 
in an effort to identify transgender 
individuals and form personal con-
nections with those same individu-
als. 

Interestingly, FM clerkship direc-
tors reporting these personal connec-
tions with transgender friends and/
or acquaintances not only report-
ed a greater level of comfort teach-
ing about transgender health care, 
but also easier access to existing 
transgender health curricula. These 
differences suggest personal con-
nections with transgender persons 
change belief systems or behavior, 
leading directors to seek out trans-
gender curricula for their FM clerk-
ships. This is in spite of the fact this 
group of FM clerkship directors did 
not have higher levels of adminis-
trative, faculty or student advocacy 
within their institutions for this cur-
ricular change. 

Advocacy does matter, however, 
with more FM clerkship directors 
reporting a belief transgender and 
GAH should be a required part of 
the medical school curriculum also 
reporting more advocacy for such a 
curricular change within the institu-
tion. It is not surprising those hold-
ing this belief also report a higher 
likelihood of implementing an ex-
isting transgender curriculum into 
their clerkship. Continued efforts at 
designing accessible curricular ma-
terials for clerkship directors may 
help further efforts toward improv-
ing education in this domain. 

One critical medical education 
issue to resolve is where the cur-
ricula for the clinical care of LG-
BTQ patients should be housed in 
order to ensure universal introduc-
tion on the care of this patient pop-
ulation to medical students. This d 
ilemma may account for the num-
ber of clerkship directors remain-
ing neutral (41%) on the question 
addressing implementing a trans-
gender curriculum. Knowledge that 
most FM clerkship directors active-
ly care for transgender patients in 
their own clinical practice suggests 
many medical students have oppor-
tunities to interact with transgender 
patients during the course of their 
FM clerkship. Yet, interaction with 
transgender patients alone is not ad-
equate for comprehensive GAH of 
this population. While it is important 
to be able to comfortably communi-
cate with diverse populations, includ-
ing transgender persons, their health 
care needs are sufficiently different 
from the general population as to re-
quire specific knowledge and skills. 
The knowledge and skills needed 
to provide basic GAH, such as hor-
mone prescribing and management, 
are missing from nearly all family 
medicine clerkships. 

Making curricula on GAH readily 
available to FM clerkship directors 
may improve the number of medi-
cal students graduating with a suf-
ficient foundation of the knowledge 
and skills needed to comfortably 
care for transgender and gender di-
verse patients in residency and be-
yond. However, our results indicate 
that less than 30% of clerkship di-
rectors would be likely to imple-
ment an available curriculum in 
their clerkship. Active advocacy for 
inclusion of comprehensive trans-
gender and GAH is necessary to 
encourage greater uptake of avail-
able curricula by FM clerkship direc-
tors given the number of competing 
educational topics vying for limited 
curricular time. Knowledge of the 
prevalence of practices caring for 
transgender patients may also con-
vince FM clerkship directors, most of 
whom already believe transgender 

education is an important piece of 
medical school curricula, to support 
FM clerkships as the location with-
in the undergraduate curriculum to 
house comprehensive transgender 
and GAH education. Current advo-
cacy for inclusion of comprehensive 
transgender and GAH in FM clerk-
ships not only continues to empha-
size the broad nature of the specialty, 
but also stresses family medicine’s 
inherent prioritization of preventive 
and patient-centered care.18 These 
emphases create a starting place for 
teaching about the needs of trans-
gender patients. 

As with all survey research, this 
study has limitations. The cross-
sectional nature of this survey lim-
its the results to the views of FM 
clerkship directors at a single point 
in time. A risk exists that FM clerk-
ship directors not responding to the 
survey have different beliefs than re-
spondents or that FM clerkship di-
rector turnover limits applicability 
to current FM clerkship directors. 
However, given the representation of 
AAMC schools in both Canada and 
the United States, and the high re-
sponse rate, it is likely this sample 
is representative. The possibility re-
sponses reflect perceived expected 
answers exists, but the anonymous 
construct of the CERA surveys and 
the regularity of use should mitigate 
this effect. An additional limitation is 
the academic affiliation of FM clerk-
ship directors completing this sur-
vey, which may alter the makeup of 
their clinical practice as well as the 
beliefs of the people with whom they 
work from that of family physician 
practices as a whole. This may limit 
applicability of these results to FM 
clerkships utilizing large numbers 
of community practices as training 
sites.

Arguably, FM clerkships are 
primed for inclusion of compre-
hensive transgender and GAH ed-
ucation. Continued institutional 
advocacy for inclusion of compre-
hensive transgender and GAH in the 
medical school curriculum as well as 
more specific advocacy for inclusion 
in the clinical years will accelerate 
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medical student exposure. The devel-
opment of curricular materials eas-
ily integrated into already busy FM 
Clerkships may expedite this transi-
tion. Further research into facilita-
tors and barriers of comprehensive 
transgender and GAH education in-
clusion in FM clerkships, especially 
mechanisms for improving comfort 
teaching this topic, is warranted.

PRESENTATIONS: This study was presented 
as a poster titled “Transgender education in 
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