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Introduction: Evidence suggests a new demand for vasectomies following the Supreme Court's Dobbs v. Jackson Women's Health Organization [597 U.S. 215 (2022), (Dobbs)]. Vasectomies are safer and more cost-effective than tubal sterilization. Understanding how to support men's use of this procedure is important to improving sexual and reproductive health and wellbeing (SRHW). This study is an exploration of health care providers' perspectives on the gender, cultural and political influences on vasectomies at Title X-funded clinics across all regions of the US.



Methods: Providers or health services staff (N = 21) at Title X-funded settings currently offering vasectomy services in their own clinics or via referral were recruited using list serve and email outreach. Participants took part in one-on-one or small group interviews about vasectomy procedures, patient experiences, and trends. A thematic analysis of interview transcripts through an iterative process of reviewing, note-taking, and discussing data assessed provider views on patient cultural, gender, and political vasectomy influences.



Results: Qualitative interviews yielded four themes related to participant access to services, including income challenges, language barriers, medical distrust, and societal gender roles that stressed women's responsibility for contraception. Two additional themes focused on men's fear of losing reproductive health options and desire to “step up” to do their part to prevent unplanned pregnancies.



Discussion: Interviewees stressed that vasectomy was for everyone but identified sub-groups of men who still faced logistical and social access challenges to the procedure. Providers also believed that men were concerned over reproductive justice in the US and wanted to do their part to help prevent unplanned pregnancies. They thought that the Dobbs decision may mark a turning point in reproductive care that could ultimately better public health initiatives and overall SRHW by including men in the conversation. Vasectomy education, marketing—along with policy changes that ease access, can support this goal.
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Introduction

Sexual and reproductive health and wellbeing (SRHW) is an important component of men and women's overall health. SRHW means fewer sexually transmitted infections, less unintended pregnancies, and decreased subsequent poor family health outcomes like mental distress and violence (1). Having the freedom to make sexual and reproductive health decisions and seek preferred methods of contraception also comprise SRHW (2). This includes access to a full range of SRH care for all, across age, gender, sexuality, race/ethnicity, and income levels (2). These reproductive justice benchmarks will lead to better overall health outcomes for families and communities. To that end, recent studies suggest that expanding contraceptive access to better include frequently desired but lesser used methods like vasectomy (3), and specifically focusing more on developing men's reproductive agency and shared responsibility (4), will improve SRHW.

Most of the research and medical options for contraception focus on the female reproductive system (1). Contraception options for men1 remain limited, although women want holistic SRH options and most men do believe men and women should share in contraception responsibility and want to have input on fertility and reproductive outcomes (5, 6). Vasectomy is one of the few contraceptive methods available for men (7). It is safer and more cost-effective than tubal ligation. Yet, rates of tubal sterilization are consistently higher. For instance, less than 6% of current contraceptive users in the United States rely on vasectomy, compared with 18% opting for tubal sterilization (8). Vasectomy rates are even lower among racial/ethnic minority men (9).

Recent evidence suggests a renewed interest in and demand for vasectomies following the Supreme Court's Dobbs v. Jackson Women's Health Organization [597 U.S. 215 (2022)], overturning Roe v Wade [Roe v. Wade, 410 U.S. 113 (1973)]. There was a peak in information searching for vasectomy on google two weeks following the Dobbs decision when compared to previous trends (10). When the Supreme Court decision was leaked similar increases were noted (10). In addition, female medical students indicate more interest in learning about vasectomies than they did a year prior to the decision (11). Raevti et al., 2023 compared the number of men presenting for vasectomies pre- and post-Dobbs decision in a high-volume medical institution. Their findings show increased vasectomy procedural volumes (12). Likewise, in the seven months after the overturning of Roe, 0.233% of U.S. vasectomy-naive men receiving any outpatient clinical evaluation underwent vasectomy, representing a 20% increase in vasectomy incidence from the 7 months prior (13). Likewise, Bole found that vasectomy consultations increased post-Dobbs among younger men, especially those under 30, as well as child-free men, suggesting that men are invested in maintaining reproductive autonomy for themselves and their partners (12).

The Dobbs decision may mark a turning point in reproductive health history (13). Men may be more inclined and motivated to learn about male options for preventing pregnancy, which can ultimately greatly improve SRHW overall (13, 14). In the long run the decision may trigger increased interest in contraceptive practices that in turn will influence better public health initiatives (15).

Publicly funded sexual reproductive health care providers such as health departments, federally qualified health centers, Planned Parenthood clinics, and community health centers provide safety net services for low-income clients. Many of these organizations receive funding from the federal Title X Family Planning program, which means they are required to offer a broad range of contraceptive methods on-site or by referral. The Affordable Care Act (ACA) requires coverage for tubal sterilization under the ACA Medicaid expansion but does not require coverage for vasectomy. However, in most states vasectomy services are covered through Medicaid and/or Medicaid Family Planning Expansion funds (extension of Medicaid eligibility for family planning services) (16). There is limited published information on vasectomies provided by publicly funded agencies, which can improve SRHW outcomes for marginalized communities (16).

There are many barriers for men accessing vasectomy services, especially men from historically vulnerable groups like low-income men and racial/ethnic minority men. In a study by White et al., only half of the racially and ethnically diverse survey respondents demonstrated accurate knowledge of vasectomy, particularly as it pertains to the perceived impact on sexual functioning (17). Similarly, White et al. also found that men of color and low-income respondents demonstrated less knowledge than white men and those with higher incomes. This suggests that low-income men and men of color lack access to information about the procedure, possibly via less contact or access to health care overall. The cost of vasectomy is seldom transparent, which may further deter men with less resources (18).

Federal regulations regarding vasectomy procedures require a client seeking a federally funded vasectomy to complete a standardized consent form at least 30 days prior to the procedure. While the original intention of this regulation was protective against coercion or other abuses, this restriction has become a barrier to access for clients seeking effective, permanent contraception—which may be worse for men with low incomes or less secure employment, who cannot easily manage multiple steps and appointments (19–21).

Given increased interest and discussion in men's role in contraception, however, particularly post the Dobb's decision, more information is needed about the factors that influence vasectomy, to better design and let all families know about and access the procedure. In this study, we explored Title X provider perspectives on gender, cultural and political influences in vasectomy services to understand how to improve vasectomy services post-Dobbs.



Methods


Participants

The research team recruited participants for this study using list serves and emails sent to different Title X grantees identified through the HHS Office of Population Affairs and the Clinical Training Center for Sexual and Reproductive Health. These list serves reached around 10,000 different providers. Providers or health services staff from all U.S. states were eligible to take part in the study if they worked in Title X-funded settings and offered vasectomy services either in their own clinics or via referral. The sample was not intended to be representative but to include providers willing to discuss vasectomy perspectives and trends. Some of the participants were reluctant to talk about reproductive health services, given the politicized nature of the topic, especially in states with abortion bans. Thus, we do not provide information about our sample in congregate and do not offer details about provider specifics. The final project sample included 23 different organizations. Interviewees included physicians, nurse practitioners, nurses, mid-wives, and administrators. Interviewees represented state and local health departments, Planned Parenthood affiliates, non-profits, and federally qualified health centers. All organizations represented served low-income or under/uninsured individuals. Participants came from Title X entities in both rural and urban service areas and from all 10 HHS regions in all areas of the U.S. (e.g., Northeast, South, Midsouth, etc.). Participants also represented both abortion-restricted (e.g., abortion bans or gestational limits for abortion) and abortion non-restricted states.



Procedures

Project staff interviewed participants one-on-one or in small groups of one to three interviewees depending on participant availability and preference. This study was approved by the second author's University IRB and all participants signed consents before being interviewed. The research team drafted an interview guide to meet project goals (e.g., gain understanding of existing vasectomy services and perspectives on those services) using existing concepts in the research and practice literature. A small group of collaborating researchers and reproductive health professionals reviewed and helped to revise the interview guide to create the final instrument. Questions centered on experiences offering vasectomy services. Example questions include: Describe the vasectomy services provided by your clinic; Explain how providers are trained to conduct vasectomies; Who seeks vasectomy services at your clinic? What barriers to clients face to accessing vasectomy services at your clinic? What changes or trends have you noticed in vasectomy over the last few years? What do you believe accounts for those changes? 23 different providers were interviewed in 21 interviews. Interviews took place on Zoom and lasted up to 1 h. Each interview was transcribed for analysis. Participants gave informed consent and received a $150 incentive for taking part in the interviews.



Analysis

The team conducted a thematic analysis through an iterative process (22) with the aim of assessing the cultural, gender, and political perspectives on vasectomy services in Title X clinics. First, the analysis team read the transcripts and independently generated a list of key initial general themes describing vasectomy services. Next, the team met to compare and discuss their lists. In this process we expanded, consolidated, and redefined our initial ideas, and then created a more targeted master list of themes that we defined in a codebook for further exploration in the data. Then, the first three authors analyzed the same three transcripts independently using the codebook and met to discuss coding confusion or discrepancies. As a result, the team refined several code definitions and then proceeded to attach text to codes via the revised codebook to the remainder of the data. To ensure trustworthiness of coding between authors, in addition to engaging in test coding sessions to resolve discrepancies, the team also met regularly throughout the coding process to debrief and share coding questions and assure consistent application of the codebook. Throughout the analysis process the coders also wrote and discussed memos to note similarities across codes and interviews. Finally, we created a coding report which summarized themes, codes, and text and used this report to write the results section.




Results

In this study, we sought perspectives from Title X providers who provide vasectomy services to help understand the cultural, gender, and political factors that may serve as barriers to access vasectomy services. Our qualitative interviews yielded key themes related to access, client culture, gender roles and expectations, language, and concern associated with growing concerns on reproductive health access. It is important to note that these findings are based on the perspective of providers, not individual clients. However, as they are working on the frontlines of publicly funded contraception services, their understanding of client experiences are based on their real-life experiences with their clients. And, their assumptions and perspectives are relevant, in a similar way that patients' are, to understanding what myths and challenges need to be addressed to better support vasectomy services.


Culture: provider perspectives on sociocultural influences on vasectomy

Interviewees generally dismissed the idea that vasectomy was only of interest to specific groups of people. They talked mostly from a space of, “if you build it, they will come.” They noted that if you make vasectomies available, “people do it” and described their clinic's vasectomy clients as “a big mix,” noting that “we see [people] from ‘a wide range of different cultures.’ All interviewees seemed to believe knowing about vasectomies was important, however, and called for better systems to collect and manage data about their clients. In addition to conveying the opinion that vasectomies are for everyone and that assumptions otherwise could be unhelpful; interviewees did identify several sociocultural trends.”


Low-income communities face myriad social challenges

Respondents noted that in their experience, vasectomies were less accessible for low-income clients. Sometimes, this was a matter of being un and underinsured. In those cases, clinics with sliding scales discussed the benefits of financial assistance to help clients afford the procedure and noted the barriers that come with living in poverty. For instance, one respondent said that they saw that low paying (and often less flexible) jobs were problematic among their clinic population, especially if the procedure required a long wait or more than one appointment. Providers said this was similarly true of jobs in which clients also worried about the procedure's impact on them and their health beyond one day.


“[Clients say] that a big barrier is taking off work, especially if you're in a physical job where you have to take off … more [time] because you're doing construction.”



Several interviewees labeled transportation as a barrier for low-income clients at their clinics. A southern state Title X sub-recipient gave an example of a client who was going to have to drive four hours to get the vasectomy, which was a significant burden on time and funds. She also noted that clients often say they must weigh the cost of travel with the cost of the procedure:


“We try to work with other places in [the area] to … have other options for our patients … that don't want to travel as far, but the cost is usually the barrier there because [other providers] cost may not be as cheap as ours.”



Sometimes limited income forces people into difficult decisions. Interviewees noted that clients say that they do not always have enough discretionary funds to meet all their needs and give example like being forced to “decide if you're going to pay two months, rent or get a vasectomy.” One southern state grantee elaborated on another aspect of living on a limited income—what she perceived as emotional and public financial support gains that come with having children for vulnerable families. She said that what she experienced and heard from working with clients was that “Lower income persons may feel that's the one thing [a child] that [a man] can give a woman.” Such gains are only short-term, however, and do not reflect that families have informed and free choices. Instead, the provider was trying to indicate the many challenges of a low economic status. It is important nonetheless, that providers have these conversations, and in our interviews, they identified that low income and poor health environments can really shape how families think about having children and using contraception.



Providers note that language barriers hinder services

Another theme across the interviews was the barrier of language. Respondents noted the demographics of many of their clinics seemed to be changing and they served increasingly diverse populations who spoke languages other than English. This required clinics to rethink staffing and translation services. If clients could not fully understand the procedure and the coordination of scheduling the procedure, they were less likely to undergo a vasectomy. A West Coast community health center provider summarized this situation:


“We struggle with language barriers. For example, we have an increasing Hispanic community. We noticed this increase during COVID, and it keeps increasing. So sometimes the staff is not prepared for the changes, and [we hear from patients that] it’s hard for these patients to access those services if they don't have the interpretation services available. I know we have a lot of different translation phone systems, but sometimes, the translation is not accurate enough, and information gets lost in translation. [Then] patients have a second thought. They hear first this information, and now they go to the urologist, with another translation system, and [tell us] the translation is totally different.”



A mountain state FQHC reported that they did focus groups specifically to understand the needs of immigrants and others for whom English was not their first language. In doing so they produced information to appropriately reach and support these populations.



Providers worry that communities of color hold distrust

Interviewees noted several challenges that people of color express regarding vasectomies. These fears, of course, exist in the context of truly harmful and unfair treatment of communities of color by people in medicine and medical research (23). For one, they said that based on their experiences, they hear people of color express a lot of fear and uncertainty towards vasectomies. A provider from an FQHC in the northeast noted that she had conversations that revealed that the finality of vasectomies and the negative connotations of the finality of the procedure can be difficult for both staff and clients of color, particularly, to process. She said patients said they worried about making decisions that they could not change, especially if doctors were not giving them all of the information or enough of the correct information that they needed to make the decision. She said this led to misinformation and based on her patient experiences, that “there is some unlearning to be done in communities of color” and “[clinics] still have work yet to do” to address this, particularly regarding education, marketing, and communication. Another provider from a Midwest FQHC described a different aspect of this challenge. They said that in their experience, men of color do report not having as many community resources or support regarding vasectomy and lack places to go with their questions.


“If you are a man of color, you're not going to turn to your peers and hear that two of them have had vasectomies, and that it was no big deal the way white men do. It takes a lot of talking for some of them even when their wives are dragging them to their appointment.”



A west-coast Planned Parenthood affiliate noted, similarly, that the problem was somewhat cyclical. For instance, she said she believed that “unfortunately for brown and Black men, everyone's been told [they do not want vasectomies] for so long, that they [start to believe that they] don't want it. This was her impression only but speaks to her perspective based on treating men of color—which is important when considering the roles that patients and providers play in spreading correct medical information about vasectomies.”




Gender: norms around women's roles in contraception

Interviewees noted that, socially, based on conversations they hear among patients, that contraception is assumed to be a woman's (and by default not a man's) responsibility. A provider from an Appalachian state said that although the health department had an area labeled family planning, that their perspective from their patient visits was that the general “understanding [among my clients is] that family planning is a female issue and not a male issue. You just don't have a lot of men who really think about it.” In talking about services in their region, A West Coast Planned Parenthood affiliate provider indicated that she frequently heard her patients refer to their service as “planned motherhood” and not “planned parenthood.” Another west coast Planned Parenthood provider summarized the issue well when she said –


“I think everybody, and I mean the society in general, sees reproductive health, parenting, pregnancies, as a woman’s thing. Men’s services get lost in the big picture. Even when you talk to men they will say, ‘birth control is a woman’s thing,’ it’s a woman’s responsibility.”



She also noted the irony of this in the current reproductive health environment, “That although we label reproductive health as a woman's thing, we are also currently taking away a woman's right to choose whether to continue a pregnancy.”

Interviewees described, from their clinic experiences, men's fear that vasectomies strip them of their masculinity. One respondent from a Mountain State community health center identified her service area as rural and conservative. She said that in her clinic she has heard men discuss that “men don't want to get a vasectomy because they feel like other men would make fun of them or they're getting neutered, that it makes you less of a man.” Another from a southern state grantee agreed with this and added that from what they experienced in conversations with their patients, men believed that their sexual abilities could decrease from a vasectomy.

A few participants also noted that from what they observe, some men use their ability to provide children as a control tactic and some said that some low-income men believe that they have “sperm in lieu of money.” One group participant said that she also experienced, via patient visits, that some men try to use children as a tactic in abusive relationships—and threaten that they won't “father any more of children, if [a partner] won't do this or that” Similarly, another participant elaborated that women told her stories about men holding children—or the possibility of having children “over their head” to exert power and control in the relationship. For example, one woman told her that her partner said that he would not support her financially if she did not have unprotected sex with him.


Partner assumptions

On the other hand, some interviewees said that they heard men say that did want to “do their part” but were inhibited by the perceptions of their female partners. A west coast health department employee said that often they have more contact with the women in the clinic, but they hear women making comments that assume their partners would “never” be willing to get a vasectomy. She did not believe that assumption was necessarily true; however, another said this was important, because based on their experience, they believed that men often “have to be convinced to get a vasectomy from their partner.” They cautioned, though, that since many people lack information about vasectomies, it is hard for women to be held responsible for educating men about the procedure and that they may not have adequate information to discuss vasectomies accurately. In this way they believed, based on what they witnessed among patients, that myths about vasectomies were perpetuated, such as it that the procedure could be “painful” or “could make someone less of a man” or could alter ejaculation.



Missed opportunities to reach men

Interviewees also discussed other provider's assumptions or lack of information about how to reach and treat men. One Planned Parenthood provider noted that many laboratory nurses at her facility had very few experiences treating men. She explained an experience when they did not know what to do with post vasectomy semen analyses. Another said that men often come in for other varied reasons than reproductive health, such as an STI concern, but that she sees too few providers using these opportunities to offer or ask about other services, because this is how she has found out that men may be interested in vasectomies. She said that they started a patient navigation program where the patient navigators ask patients post appointment follow-up questions. So even if they only see the female partner, they ask—“Do you think that your partner would like to set up an appointment for a consult and see if we can refer him to get the services?” One representative from a rural health department noted that they were in the habit of asking every woman if she was planning to get pregnant but said that she and her colleagues did not also ask this of men.


“What I wanted to do was pilot asking every man at their wellness visits, ‘Are you intending to get someone pregnant within the next year?’ And then the follow-up question is, well, if not, what are you doing to prevent that?” That's the standard of practice for seeing women in reproductive health, but not necessarily men. I think that could be a path forward because it opens the door to education and allows providers to have this conversation with their patients who can impregnate someone else, and it also gives those patients the message that ‘Oh, contraception is for me, too. This isn't just something for my female partner. This is something I can also think about.’ The medical world doesn't always convey that.”



Another interviewee added that care providers “could do better,” especially with the political, cultural climate, normalizing vasectomy and talking about vasectomy as a great option.




Political: men step up

Despite many of the barriers noted, interviewees also discussed that they noticed slight differences and trends around some men “stepping up” given the current reproductive health climate. One interviewee said that she experienced, through conversations with patients, men's increased interest in vasectomies—“as soon as Roe was overturned, everyone got real worried, what are we going to do? And men … stepped up to the plate.” Another noted that clients are “not as shy” to ask about vasectomies, and this has prompted them to present more men's health information at their health education events. A West Coast Planned Parenthood affiliate respondent said she noticed “political factors” coming into play with “young men” specifically after the Dobbs decision—that some men said that they “pursued the procedure after [Dobbs] specifically.” Another Midwest Planned Parenthood respondent agreed that “I've gotten more calls and more people stating that they were worried about their [female] partners [given the overturn of Roe v. Wade].”


Panic and increased demand

Interviewees also commented on the lack of longer-term reproductive methods in general given the current political climate, noting that people called in a panic and said that they “never wanted to worry about access again.”


“Anytime that there is a political threat to access to family planning services that we see an uptick in both women using long-acting reversible methods and also men requesting vasectomy services.”



Another said that clients raised “the post Dobbs” climate multiple times with her, and she noticed the increased volume of vasectomy services. She said they used to do about one vasectomy a month, but now they were doing “two or three a week with 20 [more] booked on the schedule.” An urban FQHC in the Northeastern US said that their clinic's vasectomies have tripled, and some clients were concerned about access and waiting times. Most others agreed that demand needed to be met with increased support and ability.





Discussion

This study revealed a host of sociocultural, gender, and politically based factors influencing the provision of and access to vasectomy services in Title X funded health centers in the U.S. The analysis reveals four broad categories of strategies that Title X grantees and health centers can consider when addressing these challenges.


Messaging and education

Our analysis identified several challenges associated with client awareness, understanding, and misconceptions about vasectomy. Creating messages, materials, and communication tools to educate both those receiving the vasectomy and their partners can go a long way in dispelling myths and increasing interest in vasectomies. It may also be necessary to develop targeted messaging for vulnerable sub-groups to address specific cultural or gendered concerns. When possible, offering materials and counseling/education in a variety of languages will also support messaging for a diverse audience of clients. Evaluated public health campaigns focused on vasectomy are lacking and present a future needed focus area of practice and research. One study found that men talk to each other about the procedure and that these interpersonal conversations could be harnessed for health education campaigns (23).



Addressing mistrust

Many in the BIPOC community have a deep-rooted mistrust of permanent contraception based on very real historical and present injustices like discrimination (24). Less research focuses on men's experiences, but our findings indicate that the provider views in our study match those expressed by men in the research that does exist. Ngyuen et al. (25) found, for example, that Black men's use of male focused contraception was limited by medical mistrust (of doctors, pharmaceutical companies, medicines). Participants referenced specific concerns. As one man put it, “Are you really trying to help us with birth control? Are you trying to kill my people off […] Are you trying to deform my people? Are you trying to stop us from reproduction?”

Health care providers exhibit the same amounts of implicit bias as the general population—which can affect their medical evaluations and judgements (26). It is crucial that all health center staff are trained in understanding those historical roots of mistrust and in how to minimize implicit bias. Many training programs exist and some states even mandate these learning opportunities as a solution (27). Successful trainings include opportunities for learners to use modules and take advantage of opportunities to interact with diverse groups of patients (28).

Individual-level provider biases are only one level of the problem. Structural level challenges need to be addressed to help eliminate health disparities (29). These include broad challenges like poverty, lack of access to education and care, as well as structural challenges in medicine itself. Providers may not sufficiently learn about mistrust and discrimination in their curricula, and they may lack educators and role models who demonstrate patient-centered care (30), suggesting that more attention be paid to who teaches and mentors medical students. Similarly, overall inequities in access to higher education contribute to lower numbers of diverse medical providers (28). Once practicing, providers may lack support to adequately consider how to support patient decisions. For example, a study of emergency room doctors indicated that stress driven by high patient load was associated with higher levels of racial bias, suggesting that decreasing the burden of care in these settings could limit bias and improve patient-centered care and attention (31).



Clinical practices to address socio-cultural barriers to accessing vasectomy services

Our study identified a host of challenges associated with employment, geographic distance, and transportation. For many lower income clients, the ability to take time off from their jobs poses a significant challenge. In some states, clients must travel great distances for the appointments and procedure, adding additional time off and cost implications. The traditional three-visit model [Consultation, Procedure, Post Vasectomy Semen Analysis (PVSA)] further compounds these barriers. Title X health centers can adopt practices that simplify these three steps to accommodate for issues like jobs, cost, transportation, and distance. Some providers said that they found success in conducting the initial consultation via telehealth. Others used their network of providers to offer the initial consultation at multiple locations, minimizing the need to travel long distances for that visit. There are others who have taken advantage of options for mailing in a sample for the PVSA. All of these strategies are recommended to make vasectomy more accessible for people with low incomes and multiple life demands.



Sexual and reproductive health services for all

Finally, as many of the interviewees noted, the Dobbs decision had a significant impact on reproductive autonomy for women, a trend found in other emerging research (32). Title X grantees and service sites must ensure that they are offering comprehensive contraceptive services for women, men, transgender, and non-binary individuals to maintain and improve SRHW (6). Creating and training staff to use protocols and screening that also address the reproductive intentions of men and sperm-producing clients is a first step toward opening the dialogue and normalizing the conversation around vasectomy (6, 23, 25).




Limitations

This study faces a few limitations. First, the findings are not based on a representative sample of Title X organizations and there is limited representation from a range of states in the southern United States. The southern states consistently have some of the poorest reproductive health outcomes and includes multiple states with abortion bans and/or restrictions. Additionally, these findings are based on the perspectives, assumptions, and opinions of providers, not clients themselves. We are working on the assumption that as frontlines workers in publicly funded SRH organizations, they bring powerful perspectives based on their daily interactions. Nonetheless, it is possible that their personal perspectives reflect their own assumptions and biases. Additional research on patient perspectives is important.
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1A Note on Gender: It is important to note that not all clients seeking vasectomy services will identify as male and not all will have partners that identify as female. However, since this manuscript focuses on both cultural and gender influences, we have used the use the terms “man” or “male” for sperm-producing clients and “woman” or “female” for people with uteruses.
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