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Abstract

Introduction: The availability and accessibility of sexual and reproductive health services for trans-
gender women are very crucial. This population is deprived of healthcare and social services due to 
rejection, stigma, gender-based discrimination, confidentiality, and violence motivated by sexual 
orien tation. This study attempted to provide information of  the  fundamental problems that female 
transgender individuals face regarding the access to sexual and reproductive health. 
Material and methods: A total of 22 transgender women and four healthcare providers were selected 
using snowball sampling method. Through in-depth interviews, participants were asked about their 
personal experiences of  accessing sexual and reproductive healthcare. The  study explored barriers 
encountered by transgender women to accessing sexual and reproductive health services with social- 
ecological model. Data were analyzed using framework analysis method. 
Results: The study findings identified barriers across four levels of the social-ecological model, indicat-
ing that the use of sexual and reproductive health services is influenced by diverse factors. The social- 
ecological model application illustrated the impact of personal, community, and social and regulatory 
factors on the condition of sexual and reproductive health among female transgender individuals. 
Conclusions: The findings revealed that there are multiple levels of factors that influence sexual and re-
productive health of female transgender individuals. There is an urgent need for interventions addressing 
modifiable barriers to sexual and reproductive health education, and services to improve knowledge, 
informed choices, facilitate access to services, and provide better sexual and reproductive well-being for 
female transgender individuals. 
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The current study was based on social-ecological model 
(SEM), which recognizes the  intertwined relationship be-
tween individuals and their environments. Using the social- 
ecological model as an analytical lens, this study explored the 
barriers to accessing sexual and reproductive health services 
at individual, inter-personal, institutional, and social levels. 
A major strength of the social-ecological approach to health 
in this study was that it was possible to offer strategies for be-
havioral change and environmental enhancement. 

Material and methods 
A qualitative approach was deemed most appropriate 

since there is very little existing research on that topic. In 
addition, exploring the barriers to accessing sexual and re-
productive health services involved sensitive, emotive, and 
personal topics that could be best obtained through careful 
probing using the in-depth qualitative interview. 

Study setting and participants 

This study’s research population included 22 female 
transgender persons and four healthcare providers of Teh-
ran, the capital city of Iran. It was conducted between No-
vember, 2021 and March, 2022, and the  participants were 
chosen based on inclusion criteria, i.e., to have a  sex re- 
assignment surgery experience, willingness to participate, 
and ability to respond. Exclusion criteria were unwillingness 
to participate and leaving the  interview. Snowball strategy 
was applied as a  sampling method, and in order to obtain 
maximum information, a wide variety of samples (i.e., age, 
marriage status, education, etc.) were considered, after inter-
viewing the first sample with a snowball pattern. Participants 
were invited to read and sign an  informed consent. Inter-
views were conducted in a consultant room for participants’ 
convenience. Consultation with the respondent was done to 
select appropriate environment, and if she was not satisfied, 
another place was selected for the  interview based on her 
opinion. Samples were selected from around Tehran using 
snowball method, but most of them were from Tehran’s cen-
tral, southern, and suburbs. Every transgender women, who 
completed the interview (regardless of eligibility status) re-
ceived a monetary gift card. 

Data collection 

Data collection lasted for nearly five months, from No-
vember, 2021 to March, 2022, using guide questions and 
in-depth interviews, with individual interviewing technique 
applied. Two authors conducted the interviews. Author one 
is a  PhD student with experience conducting qualitative 
research and interviews. Author two is also a PhD, compe-
tent in women’s studies, and a  researcher in gynecological 
injuries in several qualitative studies among Iranian wom-
en. For ethical considerations and in the snowball sampling 
method employed in the  research, to protect participants’ 

Introduction 
Sexual and reproductive health (SRH) is essential in 

gene ral health and well-being. Each person has the  right 
to have satisfying reproductive and sexual activities free 
of violence or intimidation [1, 2]. One of the most vulner-
able populations is transgender people. Transgender indi-
viduals experience their gender identity as different from 
the  sex assigned at birth  [3]. According to the  American 
Psychiatric Association, the term “transgender individuals” 
refers to “the broad spectrum of individuals who transiently 
or persistently identify with a gender different” from their 
sex assigned at birth  [2]. In Iran, the  total prevalence of 
transgender people is estimated to be 1 per 141,000 popu-
lation [4]. Access to SRH services is challenging for trans-
gender people. This process may be even more challenging, 
particularly if transfeminine individuals are experiencing 
dysphoria about their reproductive anatomy, are concerned 
about receiving confidential and affirming care, or have 
a  history of  trauma  [5]. In this transition, issues, such as 
hormone therapy, psychological well-being, and fertility, 
must be addressed [6]. On the other hand, primary health-
care providers may be reluctant to ask questions about the  
sexual health or fertility issues of  transgender persons or 
avoid discussing sexual orientation topics  [7]. Likewise, 
transgender individuals may not explain their sexual or re-
productive health problems to healthcare providers, because 
they are worried about negative judgments. This population 
is deprived of healthcare and social services due to rejection, 
stigma, gender-based discrimination, confidentiality, and  
violence motivated by sexual orientation  [6-8]. Among  
transgender individuals, 22% have no health insurance 
compared with other individuals. Even for those with insur-
ance, 70% of transgender persons have faced discrimination 
in medical care, and 27% have refused the care they need. 
Approximately one-fourth of  them have avoided doctors 
due to fear of mistreatment and denial of care routine [9]. 
These issues are exacerbated by the  unwillingness of  indi-
viduals to visit health services. Therefore, the  prevalence 
of  sexually transmitted diseases in these communities has 
increased [10]. All of the above-mentioned factors prevent 
transgender people from having access to sexual and repro-
ductive services. Substance use rates in transgender individ-
uals are higher than in cisgender persons. Moreover, high-
risk sexual behaviors, rates of physical violence experiences 
(24%), and sexual violence (24%) are higher in comparison 
with the general population [9]. According to United States 
Centers for Disease Control and Prevention, transgender 
people experience HIV infection four times the  nation-
al population level  [11]. Transgender women are around  
49 times more likely to be living with HIV than other adults 
of reproductive age, with an estimated worldwide HIV pre-
valence of 19%. In some countries, HIV prevalence rates in 
transgender women are 80 times that of the general adult 
population  [12]. Multiple sexual partners with unknown 
HIV status, vast diverse sexual relations, and condomless re-
ceptive anal sex, increase the risk of HIV/AIDS [13]. 
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privacy during the interview, the first participant was asked 
to introduce a female transgender person, make the neces-
sary arrangements, and ask her permission. After this coor-
dination, the research team contacted her and coordinated 
the appropriate time based on her opinion. At the visit, all 
issues related to the research ethics were explained, and she 
was informed of  the  full participation authority. The  re-
searchers explained that no names or addresses of partici-
pants would be mentioned in the publication of the findings, 
and all their personal information would be protected. In-
terviews were conducted in a quiet place without any other 
person, except for the researcher and the participant. Each 
interview took 45-60 minutes, and was conducted face-to-
face or over the phone. Participants were given an option to 
provide an  additional information via e-mail they wanted 
to add to the  interview. Of the  26 participants, 3 sent fol-
low-up e-mails. Participants signed the  consent form, and 
with a permission obtained to record all the conversations 
on tape, the  interviews were carried out. Participants were 
given a monetary gift card for their involvement. The discus-
sions would be started with a  few demographic questions, 
followed by questions, including “What were the problems 
to accessing sexual and reproductive health?”, “What were 
the challenges of  sexual and reproductive health?”, “How 
have you been treated by your intimate partners and so-
ciety?”, “Have you ever been a  subject of  violence? Please 
explain.”, “What were the  health risks after re-assignment 
surgery?”, “What were your feelings about yourself and 
your sex partners?”, and “What were the  supports you re-
ceived from civil rights and state bodies”. During the inter-
view, field notes were used, and participants’ postures, such 
as body language, pauses, and silence as well as the effects 
of fury on their faces were recorded. Theoretical saturation 
criterion determined the number of sample; data collection 
was stopped when the answers were repetitive and new data 
were not obtained from the interviews. Author one was re-
sponsible for conducting the interviews. All interviews were 
audio-recorded; on average, each interview lasted for 45-60 

minutes. Additionally, the  minimum interview lasted for  
35 minutes, and the maximum for 70 minutes. 

Data analysis 

Since multiple coders were involved, before data analysis 
was commenced, three research experts (including the prin-
cipal investigator) in qualitative research underwent two 
days of data analysis training to ensure coding consistency. 
Among other issues, manual coding consisted of  codes, 
category names, and rules for assigning codes. The general 
principles and procedures for qualitative data framework 
analysis by Pope et al. [14] were followed. These were: 1. Fa-
miliarization: identifying a thematic framework drawing on 
a priori issues; 2. Indexing: applying the thematic framework 
to all the data in textual form supported by short text de-
scriptors to elaborate the  index heading; 3. Charting: re- 
arranging the data according to the appropriate part of the-
matic framework, mapping, and interpretation of re-reading 
transcripts, assigning categories, coding, and summarizing 
codes by themes. The  analysis allowed the  coding process 
to remain iterative, while drawing on the general structure 
provided by SEM. In this study, the  interviews were read 
through several times to obtain a  context of  whole. Then, 
texts concerning the utilization of sexual and reproductive 
health services were extracted. The  texts were first coded 
according to SEM levels: individual, inter-personal, insti-
tutional, and social used in this study. The text was further 
coded into sub-categories using pre-defined codes accord-
ing to SEM factors: skills, attitudes, beliefs, and knowledge; 
friends, family, and social networks; rules, policies, and in-
formal structures; established norms and values, social net-
works; economic level of the people and cultural context, na-
tional and public policies on health and economy. In order 
to ensure inter-rater consistency, the  codes and categories 
were discussed among the  three researchers, who initially 
did the coding independently. Once the codes and categories 
were agreed upon, the underlying meaning of different cate-

Table 1. Coding process from text to a theme 

Text Sub-category Category Code Theme 

“I haven’t ever wanted kids; I’d like to have the surgery soon 
to get rid of this penis.” 

Distress Attitude Individual 

“But they just want to be curious to see what you are, what 
your vagina looks like. The doctor just sleeps me to see what 
my new vagina looks like.” 

Curiosity Healthcare 
provider 

Inter-personal 

“Race, ethnicities, socio-economic status, and being a female 
trans by itself are the factors why doctors ignore us, and they 
say that we are sexually perverted.” 

Ignorance Discrimination Institutional Access to 
sexual and 

reproductive 
health 

services 

“According to the law, trans people do not have the right to 
maintain their fertility if they want to change their gender; 
this is a law and we must obey the rules.” 

Roles National 
policies 

Social 
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gories of the codes was formulated into a theme. An example 
of the coding process is provided in Table 1. All data from 
digitally-recorded in-depth interviews that were transcribed 
verbatim were typed. 

Results 
The present study was conducted among 22 transgender 

females and four healthcare providers in Tehran, Iran. The in-
terview revealed several barriers, which were organized into 
four levels of socio-ecological model, as indicated in Table 2.  
It has to be noted that some of the barriers were highly inter- 
related, and thus could naturally be located under any of the 
four levels. The presentation below was chosen as the best way 
to guide the reader through the information eli citation. 

Individual level 

Numerous factors form an  individual’s life. However, 
based on the  present study, certain factors were identified 
as significantly influencing sexual and reproductive health. 
Examples included lack of knowledge about SRH, low per-
ceived susceptibility, attitude towards fertility perseveration, 
and economic situation. 

Lack of knowledge about SRH 

Cultural taboos preventing sex and reproduction also 
contributed to female transgender individuals’ reluctance to 
discuss SRH with healthcare providers, anxiety about being 
asked sensitive questions, and fear of  physical examination. 
Providers also described religion and social context as factors 
that prevented them from providing SRH advice or services 
to transgender people or made them uncomfortable discuss-
ing sex. “Parents do not like their children having information 
about sex issues, or the less information they have, the better, 
but I think they should train them, so that if someone wanted 
to hurt them, they can manage that trouble, and not follow 
the  wrong things” (P17). The  participants described a  lack 
of ‘awareness’ about SRH as a reason why they did not access 
services. There was a perception that services were only for 
cisgender people and not available to transgender individuals, 
particularly for female transgender people. Inadequate knowl-
edge about condoms and HIV testing was the major reason 
for not using sexual and reproductive health services. Lack 
of  knowledge on what they would be asked or what would 
happen at the clinic, and not knowing how to talk with health-
care providers, were also reasons for not accessing services. 

Low perceived susceptibility 

Misconceptions about sexually transmitted diseases, 
HIV, and previous negative experiences with participants’ 
use of  sexual and reproductive health services, prevented 
them from accessing SRH centers. “I had sex with someone 
that week; there was something on his penis, a bump under 
his penis. I asked him what this is. Then, the man said noth-
ing, just said this is a gland or something. Now I am very 
upset that I did not get HIV or HPV? Do you think I should 
go for a test? Where should I go? Is it more dangerous than 
HIV?” (P13). 

Attitude towards fertility perseveration 

Youth transgender women in this study were not con-
cerned about the  effects of  gender-affirming hormones or 
surgery on their fertility and biological children’s ability due 
to gender dysphoria and the distress of dissimilarity. “I hav-
en’t ever wanted kids; I’d like to have the surgery soon to get 
rid of this penis” (P1). 

Economic situation 

Financial difficulties were one of the most significant ob-
stacles to visiting health centers. Some female transgender 
individuals turn to sex work to fulfill their daily needs. On 
some occasions, female transgender individuals lose their 
jobs after revealing their transgender identity and are forced 
into sex work; therefore, they are exposed to sexual assault 
and violence due to financial needs. One participant said: 
“When my employer identified me as trans, they fired me. 
When I begged him for my job, he proposed having sex with 
each other, so I lost the job.” (P11). 

Inter-personal level 

The quality of inter-personal relationships has significant 
and long-term effects on individual well-being. The  SEM’s 
inter-personal interaction included the following variables: 
parents, intimate partners, relatives, and health providers’ 
communication. 

Family and friends 

Informed parents have a significant role in a child’s de-
cision about its’ sexual and reproductive health seeking be-
havior, and can help in the transition period [15-18]. Gen-
der minorities without supportive parents have difficulties 
communicating properly about sexual and reproductive 

Table 2. Barriers to accessing sexual and reproductive health services 

Individual level Inter-personal level Institutional level Social level 

Lack of knowledge about SRH 
Low perceived susceptibility 

Attitude towards fertility perseveration 
Economic situation 

Family and friends 
Provider’s and client’s interactions 

Intimate partner violence 

Providers’ knowledge 
Discrimination and stigma 

Confidentiality concern 
Social support 

Accessibility 
Insurance 

Norms and culture 
Protocols 

Right and legislation 
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health [19-21]. Furthermore, the fear of rejection from fam-
ily prevents intimate communication with parents. In con-
trast, peers’ fear of rejection results in hiding positive effects 
of having tests, such as HIV/ AIDS and other STDs [18-24]. 

Provider and client interactions 

Lack of proper communication between the healthcare 
provider and the female transgender person was one of the 
reasons female trans individuals avoid going to medical 
staff  [25-27]. Female transgender individuals are not ful-
ly understood by the  providers, and find the  environment 
judgmental and unpleasant. Also, the doctor interaction is 
not based on honesty and transparency [16]. Furthermore, 
they examine out of curiosity to explore the  trans person’s 
body [28]. One participant said: “But they just want to be 
curious to see what you are, what your vagina looks like. 
The  doctor just examined me to see what my new vagina 
looks like.” This unfriendly behavior is exacerbated, especial-
ly when the female trans person wants to receive treatment 
for sexually transmitted diseases [27, 29]. 

Intimate partner’s violence 

Violence has many causes; it is partly due to low social 
status and how the  community views female transgender. 
Also, because female transgender people’s partners know that 
they have no backing and support, so they commit physical 
and sexual violence against them. Some of  the  responses: 
“They beat me repeatedly, treat me as a  sexual object/toy, 
and act like I am not a human, especially when they find out 
that I am trans. They believe they have the right to humiliate 
and devalue me.” (P2); “(…) before intercourse, he forced 
my head under water for such a  long time that I was not 
able to breath, and my face was covered by bruises.” (P22); 
“When they realize that we are trans, they treat us rudely, 
and sometimes give us beatings. They know that I’m a trans 
and live alone, and my family has rejected me, and I have no 
one to support me, and no one will hear from me or ask how 
I am. That is why they allow themselves to do anything they 
please. I remember that one of my boyfriend’s bit my back 
so hard that I could not sit in a chair for a long time.” (P5). 

Institutional level 

In the  SEM, the  providers’ knowledge, discrimination, 
stigmatized setting, confidentiality concerns, social support, 
and challenge with name and gender-affirming services con-
stitute the structural level. 

Providers’ knowledge 

Providers’ knowledge is one of  the  most important fac-
tors to accessing the  health system. Lack of  knowledgeable 
and supportive staff with sufficient experience is a  signifi-
cant hurdle in getting health services. One participant said:  
“The doctor who did my surgeries did not like to visit me after 
the surgery, and I have had trouble with my urinary tract, but 

he wasn’t willing to see me again and treat my problem. So I 
went to another specialist, but he said he couldn’t do anything 
for me and I should go to my own doctor.” (P5). Another add-
ed: “I haven’t ever met competent physicians; most of  them 
just think of money and don’t bother to care for us.” (P13). 

Discrimination and stigma 

Studies have confirmed the  direct association between 
discrimination and stigmatization and poor access to 
SRH [28]. One participant stated: “Race, ethnicities, socio- 
economic status, and being a  female trans by itself are the 
very reasons why our doctors ignore us, and they say that 
we are sexually perverted.” (P16). High levels of stigma and 
discrimination, lack of or poor quality of services and care in 
the public sector as well as fear of discrimination prevent trans-
gender people from going to health service centers [23, 25]. 
Some healthcare providers consider transgender clients’ ho-
mosexual or sexually perverted, and label a trans person as 
someone who suffers from mental health issues and high-
risk behaviors  [18, 30]. Culturally, LGBTs are rejected due 
to religious reasons in Iran, and that is why doctors behave 
this way because they are afraid of being framed for being 
associated with this population [4]. 

Confidentiality concern 

Lack of confidentiality from healthcare providers emerg-
es as an essential barrier to accessing sexual and reproductive 
health services  [23]. One participant stated: “In the  clinic, 
I did some tests, and from that, one of the staff opened their 
mouth and told everyone that some of  my friends were 
living with HIV and had sexually transmitted infections;  
because of this, many of my friends don’t get tested or go for 
a check-up.” (P18). 

Social support 

Studies have shown that transgender people express 
their unique needs in supportive environments. A  lack 
of social support, specifically from the family, is associated 
with discomfort and a lack of security and safety in public 
settings [31]. Study participants reported receiving little sup-
port from their biological family, friends, and transgender 
peers. One participant remarked: “I am thrilled when I see 
my doctor who understands me and guides me in the right 
direction.” (P5). Another added: “After my family knew that 
I decided to have a  surgery, they never wanted to see me;  
I also lost all my old friends. I’m very lonely.” (P16). 

Social level 

In the SEM, accessibility, insurance, norms, culture, pro-
tocols, and regulatory factors constituted the social level. 

Accessibility 

Inaccessibility is referred to as a barrier to reaching SRH 
facilities. One participant explained: “In the  small town 
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away from the Capital where I live, we do not have any ac-
cess to healthcare services suitable for us, so I have to travel 
a long distance to Tehran (the capital city of Iran) that might 
have reproductive healthcare, which is convenient for trans  
people.” (P20). Additionally, these conditions are exacerbat-
ed in rural areas [32, 33]. The lack of trans-oriented clinics 
with competent staff as well as lack of budget and facilities 
are other barriers to accessing SRH services [13]. 

Insurance 

Absence of  insurance coverage or insurance exclusions is 
another barrier to accessing healthcare. Moreover, financial 
difficulties are among the most significant obstacles to utilize 
health centers. Access to gynecological care, ongoing need for 
most female transgender people was particularly challenging 
for female trans participants. “The costs of treatment and oper-
ations, and the supply of medicine are so staggering that some-
times I have to sell sex in order to pay for it; we don’t have a spe-
cific trans-oriented center or even any kind of insurance.” (P5). 

Norms and culture 

Cultural attitudes and beliefs about transgender peo-
ple have been mixed with misconceptions and transphobic 
ideas  [18, 25]. The  consequences of  transphobic behaviors 
were the most significant reasons why transgender individ-
uals found it difficult to access SRH services. This contrib-
uted to a perception among female transgender individuals 
that they are incompetent to seek SRH services  [34]. Lack 
of awareness and limited reliable information are the essen-
tial factors affecting gender minorities’ acculturation  [19]. 
The  enrichment a  society’s cultural beliefs, norms, and 
values may impact the social and psychological well-being 
of transgender individuals [20]. 

Protocols 

Lack of consistently applied protocols was cited as a barrier 
to accessing sexual and reproductive health care, especially for 
young individuals at puberty [15]. The development of proto-
cols for maintaining of female transgender indivi duals should be 
transgender-inclusive and holistic [26, 32].One of the special-
ists said that “Our surgeons in this era aren’t qualified enough, 
and they need to pass comprehensive courses to become more 
professional in re-assignment surgery. They just operate on 
trans people without follow-up treatment of the urinary tract 
function and without paying attention to their sexual needs.” 

Right and legislation 

Reducing health inequalities is a  fundamental goal for 
the  general population and essential for gender minori-
ty groups  [35]. In general, the  prevailing political climate 
prevents effective communication in the sexual and repro-
ductive health axis, and transgender individuals continue to 
experience inequalities in accessing health and social care 
services. One participant noted: “According to the law, trans 
people do not have the right to maintain their fertility if they 

want to change their gender, this is a law, and we must obey 
the rules.” (P20). Politicians and other stakeholders should 
have robust strategies to support transgender individuals’ 
sexual and reproductive health services [36]. 

Discussion 
Female transgender individuals, similar to other people 

in the society, should have equal rights to access sexual and 
reproductive health services. Poor SRH knowledge and prac-
tices among female transgender individuals are a  complex 
matter that is affected by the personal, community, cultural, 
and regulatory factors. All these factors overlap and are affect-
ed by each other. Therefore, it seems that transwomen should 
be studied, and their issues related to access to reproductive 
health care should be thoroughly analyzed given their living 
environment as well as cultural, social, and economic con-
ditions. The SEM model can guide politicians, medical staff, 
families, and society to identify and solve problems, because it 
can identify weaknesses and complexities in sexual and repro-
ductive health. According to the culture and context of trans 
community, influential people can identify problems at each 
level and take action to resolve them. By incorporating these 
levels of influence in qualitative studies, barriers to accessing 
SRH services are more readily understood. Furthermore, rec-
ommendations are generated that consider the  inter-depen-
dence of these levels and inform the choice of intervention to 
improve access to SRH services for female transgender indi-
viduals. The results of our qualitative study indicate that fe-
male transgender individuals are mostly a hidden population, 
and we have little information about their stress level and cop-
ing mechanisms. For that reason, further research is needed to 
overcome these barriers regarding the emotional well-being 
of female transgender individuals and their families. 

Information empowerment 

Limited information and lack of awareness seem to be 
the  essential hustles for accessing sexual and reproductive 
health services  [18, 27]. Existing literature confirms our 
finding that the lack of knowledge about SRH engage trans-
gender women in high-risk sexual behavior  [13]. Conse-
quently, since female trans individuals do not have enough 
information about SRH issues, it is essential to empower 
their awareness and knowledge by disseminating accurate 
information, and support this population against irrevers-
ible decisions and vulnerability to risky conditions, such as 
HIV/ AIDS and other STDs [19]. It is worth mentioning that 
raising community’s awareness and knowledge, especially 
of parents, peers, and medical staff, is also crucial in increas-
ing the use of SRH services by transgender people. 

Relationship empowerment 

Female transgender individuals may face lifelong diffi-
culties from social marginalization, rejection from family, 
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depression, substance abuse, bullying and intimate partners’ 
violence, leading to weaker sexual and reproductive health 
conditions. Furthermore, there is a need for increased social 
support for SRH  [18]. Attitudes about risky and safe rela-
tionships also need to be addressed, especially within sexual 
relationships. Previous studies showed that compulsive sex-
ual behavior [27], multiple sex partners [18], and intercourse 
under the  influence of  drugs or alcohol  [22] are prevalent 
among the transgender women community. Prevention pro-
gramming could reframe perspectives around intimacy and 
promote the use of condoms. These targeted programs for 
female transgender individuals decrease the  risk of  HIV/
AIDS and other sexually transmitted diseases. Moreover, 
the  relationships between family, peers, healthcare provid-
ers, and trans individuals should be based on knowledge, re-
spect, understanding, and non-judgment. In this case, neg-
ative consequences, such as rejection from family, dismissal 
from work, and reluctance to seek healthcare can be avoided 
to a  large extent  [33, 37]. The results of  this study showed 
that female trans individuals desire to access information re-
lated to their health and well-being from knowledgeable and 
well-respected health professionals. The results suggest that 
we can hope to manage relationships by enhancing families’ 
knowledge and affected individuals. 

Community empowerment 

Stigma and discrimination are the most prominent bar-
riers deterring female trans individuals from seeking health 
services. This study’s findings demonstrated that strong social 
stigma and discrimination of  female trans individuals con-
tributed to transgender people’s reluctance to seek appropriate 
treatment. In general, we recommend that healthcare provid-
ers communicate with female trans individuals non-judg-
mentally, avoid any assumptions about sex and gender iden-
tity, and focus more on patients’ health. With their negative 
and stigmatized attitudes and denial of  treatment to female 
trans individuals, healthcare providers neglect their duty to 
safeguard all patients and violate the female trans individuals’ 
equal rights to health. Meanwhile, the fear of disclosing their 
sexual identity to health professionals has limited access to 
healthcare, which could undermine the accuracy of diagno-
ses and treatments’ effectiveness. Negative experiences with 
healthcare providers further affect their future use of SRH ser-
vices. WHO guidelines on HIV/STDs prevention and treat-
ment for transgender people (2011) state that “Legislators and 
other government authorities should establish anti-discrimi-
nation and protective laws, derived from international human 
rights standards, to eliminate discrimination and violence 
faced by transgender people, and reduce their vulnerability to 
infection with HIV, and the impacts of HIV and AIDS” [38]. 
This study highlighted the importance of removing obstacles 
faced by female transgender individuals in accessing health 
services and combating stigma in healthcare settings. Also, 
there is evidence that requiring healthcare providers to un-
dergo a sensitivity training program can improve their knowl-
edge and attitudes towards a stigmatized community. 

Social empowerment 

Social deprivation is the greatest challenge to health and 
well-being of  female transgender population. The underly-
ing social exclusion mechanisms that undermine the  right 
to health in health settings and broader society must be ad-
dressed. This study’s results demonstrate a  lack of  decent, 
available, accessible, and affordable SRH services for female 
transgender individuals. Many health services are unsuc-
cessful in meeting the multiple health needs and priorities 
of the gender minority identities. These vulnerable persons 
would like to access acceptable, affordable, and accessible 
sexual and reproductive health services that treat HIV/AIDS 
and STDs, and cover other conditions, such as treatment and 
transition surgeries care, reproductive health, and mental 
health with full insurance coverage. 

Study limitations 
Although the SEM addresses the complexities of health- 

seeking behaviors of female transgender people and offers strat-
egies to improve their access to healthcare, this model also has 
limitations. It fails to show how factors at each level influence 
SRH behaviors. The model’s complexity also reflects the reali-
ties and difficulties of developing appropriate interventions [7]. 
The study sample was relatively small and selected using conve-
nience sampling. Although the number of participants was not 
large, the degree of consensus on the issues discussed provides 
support to shared issues in the SRH of transgender women in 
Iran. The other limitation of the study is that most data were 
mainly from Tehran, and there are limited data from other cit-
ies. This study reveals different layers of barriers that prevent 
female transgender individuals from seeking SRH services. 

Conclusions 
The results of  the present study demonstrate that the  fe-

male transgender population faces barriers to accessing SRH 
services across four levels mentioned in the social-ecological 
model: intra-personal, inter-personal, institutional, and social. 
Each level manifested the barriers to accessing SRH services 
among this population. Furthermore, based on ethical princi-
ples, these individuals have the same rights as cisgender per-
sons to benefit from sexual and reproductive healthcare. The 
findings of  this study also provide some potentially valuable 
insights for politicians and other stakeholders to support fe-
male transgender individuals’ sexual and reproductive health. 
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