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

resenting 1 million individuals.1,2 
Stigma toward transgender per-
sons is common, leading to prejudice 
and discrimination on structural, 
interpersonal, and individual lev-
els that contribute to avoidance of 

health care.3,4 Reported barriers to 
health care access include finding 
a knowledgeable clinician, reluc-
tance to disclose, structural barri-
ers, and financial barriers.1,3,9 Some 
transgender patients report being 
refused care or being harassed in 
a health care setting.8 The barriers 
and discrimination result in many 

transgender patients either not seek-
ing preventive care5,7,8,10 or postpon-
ing care.6 

One of the major barriers to 
health care access for transgender 
patients is the shortage of physicians 
able to provide culturally competent 
gender-affirming health care (GAH), 
defined as medical and other inter-
ventions that assist in aligning a 
person’s physical appearance and 
gender identity.18,9 Transgender pa-
tients have unique health care needs 
that require clinicians, medical sup-
port staff, and nonmedical support 
staff have gender-affirming training 
in order to deliver care appropriate-
ly. For example, care teams need 
to be educated in gender-affirming 
language, evidence-based imple-
mentation of cancer screenings, and 
implementation of hormone thera-
py consent, prescribing, and follow 
up.18-21   

Currently, many physicians re-
ceive no training on transgender 
health care in medical school or resi-
dency, and those who have, reported 
that it was not very or not at all use-
ful.11 While many medical training 
programs have attempted to address 
the lack of knowledge regarding care 

From Saint Louis University, St Louis, MO 
(Drs Donovan and Everard); Western Michigan 
University Homer Stryker M.D. School of 
Medicine, Kalamazoo, MI (Drs Vanderkolk 
and Graves); Medical College of Georgia at 
Augusta University, Augusta, GA (Dr Everard); 
and University of Texas Southwestern Medical 
Center, Dallas, TX (Dr Kamugisha).

Gender-Affirming Care 
Curriculum in Family Medicine 
Residencies: A CERA Study 
Michael Donovan, MD; Kristi VanDerKolk, MD; Lisa Graves, MD; Vicki R. McKinney, PhD;  
Kelly M. Everard, PhD; Emily Levy Kamugisha, MD, AAHIVS

BACKGROUND AND OBJECTIVES: Family physicians are positioned to provide 
care for transgender patients, but few are trained in this care during residen-
cy. This study examines associations between program directors’ (PDs) per-
ceptions/beliefs on transgender health care and inclusion of gender-affirming 
health care (GAH) in residency curriculum. 

METHODS: Questions regarding current training in GAH, provision of GAH, 
competency in GAH delivery, barriers to GAH training, resident desire for GAH 
training, access to GAH curriculum, and feelings/perceptions about GAH were 
included in the 2020 Council of Academic Family Medicine Educational Re-
search Alliance (CERA) Program Director Survey.  

RESULTS: Challenges to including GAH in residency curriculum were inade-
quate numbers of transgender patients for residents to provide care (35.4%) 
and lack of faculty expertise in GAH for transgender patients (24.6%). PDs 
were more likely to include GAH into curriculum when they provided care for 
transgender patients in their own practice, completed continuing medical ed-
ucation in GAH since completing residency, had confidence in teaching GAH 
to residents, had residents who requested training on GAH, or had access to 
a GAH curriculum. PDs who believed that GAH should be a core competency 
in residency curriculum were more likely to have residents who requested in-
creased education in GAH and wanted to provide GAH to transgender patients 
in their future practices.  

CONCLUSIONS: Barriers persist for training family medicine residents in GAH 
for transgender patients, but further training opportunities for faculty could 
help to decrease identified barriers. Further research should explore how best 
to increase family medicine faculty comfort/competence in educating resi-
dents in GAH.

(Fam Med. 2021;53(9):779-85.)
doi: 10.22454/FamMed.2021.764850



780 OCTOBER 2021 • VOL. 53, NO. 9 FAMILY MEDICINE

ORIGINAL ARTICLES

of transgender patients within the 
health care community through cur-
ricula in cultural competency, this 
training alone is inadequate to grad-
uate physicians knowledgeable in 
transgender health, including GAH.1 
Barriers to implementing GAH ed-
ucation into medical curriculum at 
both the undergraduate and grad-
uate level include a lack of trained 
faculty, faculty perception that trans-
gender health care is not relevant 
to their practice or clinical specialty, 
and a lack of faculty and attending 
physician role models with whom 
students can discuss clinical issues 
of sexual orientation, attraction, or 
gender identity.10 However, evidence 
suggests that even small increases in 
education about GAH increase medi-
cal trainees’ comfort and willingness 
to treat transgender patients in the 
future.12 In one study of second-year 
medical students who completed a 
class about gender identity, classic 
treatment regimens, and monitoring 
requirements, the researchers docu-
mented a 59% reduction in students’ 
anticipated discomfort caring for 
transgender patients.12 When con-
sidering graduate medical education-
specific evidence evaluating inclusion 
of GAH into residency education, a 
paucity of literature is available.15 

One Canadian study of pediat-
ric residency programs noted sig-
nificant variability in education on 
gender diversity amongst pediatric 
residency programs.7 Another study 
showed that 71% of family medicine 
residents felt that GAH was within 
their scope of practice, but only 10% 
felt competent in providing GAH by 
the completion of residency.15 Train-
ing in GAH has expanded in family 
medicine residencies but still faces 
barriers, such as lack of knowledge 
and experience among faculty, belief 
of some physicians that providing 
GAH is contrary to their religious 
or ethical code, or beliefs that GAH 
is within the purview of a different 
medical specialty.15

Family physicians are uniquely 
positioned to provide GAH for trans-
gender patients.16 Family medicine 
residencies, therefore, have begun 

and should continue, educating res-
idents on the provision of medically 
comprehensive care of transgender 
patients. Identifying departmental 
values toward, and access to, cur-
riculum on GAH in family medicine 
residencies can identify future di-
rections for improving resident ed-
ucation. This study examines the 
current status of GAH training and 
curriculum in family medicine res-
idency programs through the per-
spective of program directors. 

Methods
Survey question development and 
data collection followed the guide-
lines of the 2020 Council of Academic 
Family Medicine’s (CAFM) Educa-
tional Research Alliance (CERA) 
annual survey of family medicine 
program directors. A comprehen-
sive literature review and previous 
survey of clerkship directors guided 
survey question development. Each 
question underwent multiple iter-
ations of revision by the research 
team. Family physicians who were 
not in the survey target group (three 
members of the Steering Commit-
tee and three other residency facul-
ty) piloted the survey to evaluate its 
quality. We modified the questions 
according to feedback from the pi-
lot to improve readability, flow, and 
timing.

The methodology of the CERA 
Program Director Survey has been 
previously described.23 The CERA 
Steering Committee evaluated ques-
tions for consistency with the over-
all subproject aim, readability, and 
existing evidence of reliability and 
validity.  

We performed all statistical anal-
ysis using SAS 9.4 software (SAS 
Institute, Inc, Cary, NC) and we as-
sessed statistical significance using 
an a level of 0.05. We calculated de-
scriptive statistics on all variables 
and included frequencies and per-
centages for categorical variables, 
means and standard deviations for 
continuous variables, and medians 
and interquartile ranges for ordinal 
variables. To examine the associa-
tion between likelihood of including 

GAH into the curriculum or belief 
that GAH should be a core topic in 
the training program with various 
other variables, we used Spearman 
rank correlations. We assigned all 
Likert scale variables, with strong-
ly agree as a value of 5, and strong-
ly disagree as a value of 1, so that 
increasing values indicated more 
agreement.

The American Academy of Fam-
ily Physicians Institutional Review 
Board approved the project in April 
2020. Data were collected from May 
11, 2020 to June 2, 2020.

Results
The survey was emailed to 660 in-
dividuals with valid contact infor-
mation. The survey contained a 
qualifying question to remove pro-
grams without three resident class-
es. This filter reduced the sample 
size to 626 with responses from 249 
PDs (39.78%). Nine of these respon-
dents answered demographic ques-
tions, but did not answer the GAH 
survey questions and were excluded 
from this analysis, bringing the total 
sample size to 240.

Table 1 shows the demographics 
of the program directors and their 
residency programs. Table 2 presents 
PDs’ survey responses to questions 
related to GAH. 

Perceived Barriers
Table 3 presents challenges that PDs 
had to including GAH curriculum. 
The two perceived challenges that 
were noted by the largest number 
of respondents were lack of adequate 
number of transgender patients for 
residents to provide care (35.4%) and 
lack of faculty expertise in GAH for 
transgender patients (24.6%). Ad-
ditional perceived challenges were 
lack of resident interest in learning 
about GAH for transgender patients 
(7.9%), lack of available curriculum 
on GAH for transgender patients 
(4.2%), and lack of PD expertise in 
GAH for transgender patients (3.8%). 
Interestingly, 15.0% of respondents 
indicated having no challenges to 
including GAH for transgender pa-
tients in the curriculum.
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Table 1: Participant Demographics

Variable Level Statistic

Residency program description, n (%)

University based 38 (15.5)

Community based, university affiliated 143 (58.1)

Community based, nonaffiliated 54 (22.0)

Military 5 (2.0)

Other (please specify) 6 (2.4)

Location of residency program, n (%)

New England 10 (4.0)

Middle Atlantic 35 (14.1)

South Atlantic 37 (14.9)

East South Central 12 (4.8)

East North Central 42 (16.9)

West South Central 26 (10.4)

West North Central 30 (12.1)

Mountain 22 (8.8)

Pacific 35 (14.1)

Size of the community in which your program is 
located, n (%)

Less than 30,000 23 (9.3)

30,000 to 74,999 42 (17.0)

75,000 to 149,000 57 (23.1)

150,000 to 499,999 66 (26.7)

500,000 to 1 million 26 (10.5)

More than 1 million 33 (13.4)

Number of residents in your program as of July 2019, 
n (%)

<19 89 (36.2)

19-31 119 (47.9)

>31 39 (15.9)

Proportion of the current residents who are graduates 
of non-US medical schools, n (%)

0%-24% 160 (65.0)

25%-49% 28 (11.4)

50%-74% 33 (13.4)

75%-100% 25 (10.2)

Medical degree, n (%)
MD 196 (80.0)

DO 49 (20.0)

Time as current program director role, mean (SD) 6.2 (6.2)

Years served as a program director, mean (SD) 7.1 (6.6)

Gender, n (%)

Female 113 (46.3)

Male 128 (52.5)

Other 2 (0.8)

Choose not to disclose 1 (0.4)

Ethnicity, n (%)
Hispanic/Latino 13 (5.4)

Non-Hispanic/Latino 226 (94.6)

Race, n (%)

American Indian or Alaska Native 6 (2.4)

Asian 12 (4.9)

Black or African American 12 (4.9)

Native Hawaiian or Pacific Islander 1 (0.4)

White 207 (84.2)

Choose not to disclose 8 (3.3)
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Likelihood of Including Gender-
Affirming Care for Transgender 
Patients in the Curriculum
Table 4 presents correlations be-
tween the likelihood of including 
GAH in the curriculum with the PDs 
survey responses. Spearman rank 
correlations were mostly moderate in 
strength, with the exception of posi-
tive feedback from patients on the 
quality of care PD’s provide to their 
patients which was weak in strength 
(P<.0001). All correlations were posi-
tive, indicating increasing agreement 
with all other transgender health 
care variables was associated with 
increasing agreement with likelihood 

of including GAH into residency cur-
riculum. The two responses that 
were most strongly associated with 
inclusion of GAH in curriculum were 
confidence of PDs in teaching GAH 
to residents (P<.0001) and access 
to curriculum on GAH (P<.0001). 
The remaining four had moderate 
strength associations with inclusion 
of GAH in curriculum, in descend-
ing order: (1) residents communi-
cating their desire to provide GAH 
to transgender patients in their fu-
ture practice (P<.0001), (2) PDs pro-
viding GAH to transgender patients 
in their clinic practice (P<.0001), (3) 
residents requesting GAH training 

(P<.0001), and (4) PDs having ob-
tained continuing medical education 
in GAH since completing residency 
(P<.0001). 

Those who strongly agreed or 
agreed with being adept at and/or 
comfortable teaching about GAH 
for transgender patients had a sig-
nificantly (P<.0001) higher median 
likelihood of including GAH into res-
idency curriculum (median: 4.0, Q1-
Q3: 4.0-5.0) compared to those who 
disagreed or strongly disagreed with 
being adept and/or comfortable (me-
dian: 3.0, Q1-Q3: 2.0-4.0); 57.9% of 
PDs strongly agreed or agreed that 

Table 2: GAH Variables (% of Respondents)

Variable Strongly 
Agree Agree Neutral Disagree Strongly 

Disagree

I provide GAH to transgender patients as part of my clinical 
practice. 15.8 36.3 20.0 16.7 10.4

I have obtained CME on GAH for transgender patients since 
finishing residency. 15.0 38.8 11.3 22.9 11.7

I feel confident teaching family medicine residents about GAH for 
transgender patients. 5.8 19.6 38.8 26.3 8.8

The residents at my program have asked for increased education 
about GAH for transgender patients in the residency curriculum. 9.6 30.0 23.8 27.1 9.6

I have access to curriculum on GAH for transgender patients. 15.4 50.0 16.7 16.3 1.7

Education about GAH for transgender patients is included in the 
curriculum for the family medicine residency for which I am the 
program director.

17.5 40.4 20.8 16.3 4.6

GAH for transgender patients should be a core topic in family 
medicine residency training. 17.1 44.6 22.5 11.3 3.8

I have received positive feedback from patients on the quality of 
care I provide to transgender patients in my practice. 10.0 27.1 47.9 6.7 5.8

During the past year, family medicine residents in my program 
have communicated their desire to provide GAH to transgender 
patients in their future practice.

12.1 34.6 20.8 20.0 11.3

Abbreviations: GAH, gender-affirming health care; CME, continuing medical education.

Table 3: Challenges to Residency Programs Providing GAH Curriculum for Transgender Patients, n (%)

Challenge n (%)

Lack of adequate number of transgender patients for residents to care for 85 (35.4)

Lack of faculty expertise in GAH for transgender patients 59 (24.6)

There are no challenges 36 (15.0)

Other reason not listed 21 (8.8)

Lack of resident interest in learning about GAH for transgender patients 19 (7.9)

Lack of available curriculum on GAH for transgender patients 10 (4.2)

Lack of my own expertise in GAH for transgender patients 9 (3.8)

Abbreviation: GAH, gender-affirming health care.
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GAH-specific education was already 
included in their residency program.

Certain program characteristics 
were associated with an increased 
likelihood of GAH education being 
included in residency curriculum, 
with university-based programs 
having a significantly higher medi-
an likelihood than community-based 
programs (P=.0027). 

Belief That Gender-Affirming 
Care Should be a Core Topic in 
Family Medicine Training
Table 5 presents correlations be-
tween belief that GAH should be a 
core topic in family medicine train-
ing, with the PDs’ survey responses. 

We used Spearman rank correlation 
to analyze the association among 
various characteristics of the PDs 
and their programs with the likeli-
hood of PD’s belief that GAH should 
be a core competency in family medi-
cine residency. Spearman rank cor-
relations were weak to moderate in 
strength and all correlations were 
positive, indicating that increasing 
agreement with belief that GAH 
should be a core topic in the train-
ing program was associated with 
increasing agreement of all other 
transgender health care variables. 
The two responses that had the 
strongest associations with PDs be-
lieving that GAH should be a core 

competency in resident training were 
residents communicating their de-
sire to provide GAH to transgender 
patients in their future practices 
(P<.0001) and the residents ask-
ing for increased education in GAH 
(P<.0001). After these, the two oth-
er variables with moderate strength 
associations with PDs believing that 
GAH should be a core topic in train-
ing were (in descending order): (1) 
PDs providing GAH to transgen-
der patients as part of their clini-
cal practice (P<.0001), and (2) PDs 
feeling confident teaching residents 
about GAH for transgender patients 
(P<.0001). The weakest associations, 
in descending order, were with (1) 

Table 4: Associations With Likelihood of Including GAH Into the Curriculum 

Variable Spearman Rank 
Correlation 95% CI P Value

I feel confident teaching family medicine residents about GAH for transgender 
patients. 0.53 0.43-0.61 <.0001

I have access to curriculum on GAH for transgender patients. 0.53 0.43-0.62 <.0001

During the past year, family medicine residents in my program have 
communicated their desire to provide GAH to transgender patients in their 
future practice. 

0.50 0.39-0.59 <.0001

I provide GAH to transgender patients as part of my clinical practice. 0.46 0.35-0.55 <.0001

The residents at my program have asked for increased education about GAH for 
transgender patients in the residency curriculum. 0.42 0.30-0.51 <.0001

I have obtained CME on GAH for transgender patients since finishing residency. 0.41 0.30-0.51 <.0001

I have received positive feedback from patients on the quality of care I provide to 
transgender patients in my practice. 0.27 0.15-0.38 <.0001

Abbreviations: GAH, gender-affirming health care; CME, continuing medical education.

Table 5: Associations With Belief That GAH Should Be a Core Topic in the Training Program

Variable Spearman Rank 
Correlation 95% CI P Value

During the past year, family medicine residents in my program have 
communicated their desire to provide GAH to transgender patients in 
their future practice.

0.58 0.49-0.66 <.0001

The residents at my program have asked for increased education about 
GAH for transgender patients in the residency curriculum. 0.57 0.48-0.65 <.0001

I provide GAH to transgender patients as part of my clinical practice. 0.46 0.35-0.56 <.0001

I feel confident teaching family medicine residents about GAH for 
transgender patients. 0.40 0.29-0.51 <.0001

I have received positive feedback from patients on the quality of care I 
provide to transgender patients in my practice. 0.33 0.21-0.44 <.0001

I have obtained CME on GAH for transgender patients since finishing 
residency. 0.29 0.17-0.40 <.0001

I have access to curriculum on GAH for transgender patients. 0.28 0.16-0.40 <.0001

Abbreviations: GAH, gender-affirming health care; CME, continuing medical education.
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PDs receiving positive feedback on 
the quality of care they provide to 
transgender patients in their prac-
tice (P<.0001), (2) PDs obtaining 
CME in GAH for transgender pa-
tients since completing residency 
(P<.0001), and (3) PDs having access 
to curriculum on GAH for transgen-
der patients (P<.0001). 

PD belief that GAH should be a 
core competency in family medicine 
residency varied significantly by 
geographic location of the program; 
the Midwest (P=.0263) and South 
(P=.0035) had significantly lower 
medians than the West. Gender also 
showed a significant difference. Male 
PDs had significantly lower medians 
than female PDs (P=.0008).

Discussion
Training in GAH for transgender 
patients has recently expanded in 
family medicine residencies, but still 
faces barriers.15 While 57.9% of re-
spondents currently include GAH in 
their family medicine residency cur-
riculum, 39.6% answered that they 
agreed or strongly agreed that their 
residents had requested increased 
education in GAH, and 46.7% of re-
spondents agreed or strongly agreed 
that their residents had expressed a 
desire to provide GAH to transgen-
der patients in their future practice. 
This suggests that resident interest 
and intention are important drivers 
and there is demand for more edu-
cation. Based on this finding, it is 
important for continued work and 
scholarship around advocacy and 
education about GAH for transgen-
der patients at all levels of medical 
training, including continuing educa-
tion for practicing physicians. 

Including Gender-Affirming Care 
for Transgender Patients in the 
Curriculum
The two aspects of PD responses that 
were most associated with inclusion 
of curriculum on GAH for transgen-
der patients were confidence of PDs 
in teaching GAH to residents and 
access to curriculum on GAH. This 
indicates the importance of resourc-
es available for PDs to increase their 

own knowledge of GAH, including 
ready-made curriculum tools that 
PDs can access to easily teach their 
residents. However, while approxi-
mately half of PDs strongly agree or 
agree that they provide GAH to their 
own clinic patients (52.1%) and have 
obtained continuing medical educa-
tion in GAH since residency (53.8%), 
and almost two-thirds have access 
to a curriculum on GAH (65.4%), 
only 25.4% report comfort teaching 
residents about the topic. This sug-
gests that attending CME or having 
access to a preexisting curriculum 
alone is insufficient to improve PD 
confidence in educating others on the 
topic. Surprisingly, even physicians 
who are providing GAH in their 
practice reported lack of confidence 
in providing education to residents, 
with less than half (47.2%) feeling 
comfortable teaching GAH to resi-
dents and 15.2% feeling specifically 
uncomfortable teaching GAH to resi-
dents. Those PDs who reported be-
ing comfortable teaching GAH had 
a significantly higher likelihood of 
including GAH into their residency 
curriculum compared to those who 
felt uncomfortable teaching GAH. 
Further exploration of factors to im-
prove confidence in teaching is nec-
essary and models that address the 
gap between confidence and compe-
tence are required.26

Belief That Gender-Affirming 
Care Should be a Core Topic in 
Family Medicine Training
Two aspects associated with a PD’s 
belief that GAH for transgender 
patients should be a core topic in 
family medicine residency worth 
noting are (1) residents communi-
cating their desire to provide GAH 
to transgender patients in their fu-
ture practice, and (2) residents ask-
ing for increased education in GAH. 
These findings highlight the rela-
tionship between residents’ desires 
on PDs’ beliefs about family medi-
cine education and the future of the 
specialty. These findings also suggest 
PDs are responsive to the perceived 
GAH educational needs communicat-
ed by residents. Continued advocacy 

regarding the importance of having 
the ability to provide GAH to pa-
tients may enhance the number of 
residents asking for further educa-
tion in this area and help push cur-
ricular reform in future residencies. 

PD belief that GAH should be a 
core competency in family medicine 
residency varied significantly by geo-
graphic location of the program; the 
Midwest and South had significantly 
lower medians than the West. Gen-
der also showed a significant differ-
ence. Male PDs had significantly 
lower medians than female PDs. 
Further research should explore 
what contributes to the discrepan-
cy in the value placed on GAH de-
pending on geographic location and 
gender. 

Strengths
This survey targeted the study of 
GAH curriculum in family medicine 
residencies specifically, whereas pre-
vious research has grouped several 
specialties together,15 or did not tar-
get family medicine residencies (eg, 
pediatric studies). The survey was 
distributed to family medicine PDs 
across the United States and Cana-
da, from both rural and urban com-
munities. 

Limitations
As part of the survey, PDs were 
asked to respond to questions about 
their past experiences, which expos-
es this study to reporting and recall 
bias. However, it is anticipated that 
these biases are likely uniformly dis-
tributed across respondents. 

The survey was cross-sectional 
and thus limited to finding associa-
tions between variables, rather than 
causation. The information gathered 
reflects only a single point in time. 
Questions were limited by the na-
ture of the survey process itself. Data 
on those PDs choosing not to answer 
or selectively choosing to omit an-
swers to specific questions are also 
unavailable. 

The Likert-style responses of the 
survey are subjective in their gra-
dation. The option to answer “neu-
tral” is necessary, however, it reduces 
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the pool of answers from which data 
could be derived.  

There are limitations in general-
izability. The respondents were 84% 
White, 53% male, and 58% were 
from community-based, university-
affiliated programs. 

Implications for Future Practice
Despite increasing awareness of 
challenges that transgender patients 
face, barriers still exist to include 
training in GAH in family medicine 
residency. This study identified char-
acteristics of programs and PDs that 
have included curriculum on GAH. 
Some of the characteristics are not 
modifiable, but future research can 
address modifiable characteristics. 

It is evident that PDs will benefit 
from the availability of a curriculum 
on GAH and increased opportuni-
ties related to continuing medical 
education and faculty development 
with a GAH focus. PD and other fac-
ulty require access to faculty devel-
opment related to the teaching of 
GAH to capitalize on existing curri-
cula, improve confidence in teaching 
GAH, and support resident interest 
in this area. Strategies to increase 
the transgender patient census in 
resident clinic practices (inclusive 
intake forms and processes, advertis-
ing transgender-friendly status, com-
munity outreach, etc) are required to 
address patient need and to further 
build trusting and therapeutic rela-
tionships between physicians and 
transgender patients. 

All communities need family phy-
sicians who are competent provid-
ers of GAH to transgender patients.24 

Curriculum development is critical 
to support further educational ef-
forts, and future research should 
target specific interventions for im-
proving GAH education for family 
medicine residents regardless of the 
location of their residency. 
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