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Abstract 

Background  As Generation Z two-spirit, lesbian, gay, bisexual, transgender/trans, queer, intersex, asexual and oth-
ers who identify as part of sexual and gender diverse communities (2SLGBTQIA +) enter adulthood, contempla-
tion of family creation may be challenged by biological and/or social infertility. Despite some advances in societal 
acceptance of gender and sexual minorities, family planning and reproductive healthcare remain heteronormative. 
To explore reproductive decision-making and how future families are conceptualized across genders, we evaluated 
perceptions of Ontario, Canada non-parenting, 2SLGBTQIA + emerging adults.

Methods  An online survey, designed as mixed-methods with sex-and-gender-based analysis (SGBA +), was used 
to recruit childless, post-secondary students, aged 18–30 years, in May–October 2022. Survey questions were ana-
lyzed by descriptive statistics across gender groups. Open-text responses were analyzed by thematic and content 
analysis.

Results  Parenthood intentions, conceptualizations of future family and perceptions of ART were described by 286 
2SLGBTQIA + individuals, who were primarily Caucasian, cis women (69.2%), identified as bisexual-pansexual (66.4%), 
and belonged to Generation Z (85%). Only 33.9% of the sample definitively wanted children, with 33.6% unsure, 
and 32.5% preferring to remain childless. Themes describing participants’ future family visions included: (i) commit-
ted partners are family, (ii) family includes children (subtheme: adoption/fostering as options for family creation), (iii) 
family values include love and acceptance, (iv) chosen families, and (v) families can be childfree. ART was accept-
able in the event of future infertility, with two major themes used to describe perceived barriers to ART: (i) treat-
ment is expensive; and (ii) I may face discrimination due to my gender identity/sexual orientation. Trans men were 
significantly more worried about healthcare access to have a biological child (86.7%; χ2(3):16.805 p < .001) than other 
genders.

Conclusions  2SLGBTQIA + respondents expanded the rigid, heteronormative nuclear family model to envision fami-
lies comprised of partners, biological and adoptive/foster children, friends and chosen family. Participants across gen-
ders recognized systemic 2SLGBTQIA + discrimination, with transgender/trans respondents particularly concerned 
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about barriers to reproductive healthcare. A better understanding of reproductive decision-making by 2SLGBT-
QIA + individuals can contribute to more equitable and inclusive ART healthcare.

Keyword  Young adult; Assisted reproductive techniques; Sexual and gender minorities; Infertility; Family 
characteristics; Health services

Background
Approximately one million Canadians, or 4% of the 
population, identify as members of sexual and gender 
diverse communities [1], known as two-spirit, lesbian, 
gay, bisexual, transgender/trans, queer, intersex, asexual 
and others (2SLGBTQIA +). In 2018, these communities 
were primarily comprised of bisexual women (32.5%), 
gay men (25%), bisexual men (15.8%), and lesbian women 
(14.8%), and included one-third of Canadians under age 
25  years [1]. In 2021, Canada became the first country 
to include gender identities in a national census, report-
ing that Canadians, aged 15 years or older, identified as 
cis women (50.8%), cis men (48.8%), or transgender or 
non-binary (0.33%) [2]. Among Generation Z Canadi-
ans, aged 20–24 years, 0.85% identified as transgender or 
non-binary, substantially higher than Millennials (0.51%) 
or Generation X (0.19%) [2], similar to the gender and 
sexual diversity reported by young Americans [3]. Evolv-
ing gender expressions already shape the composition of 
romantic partnerships, with 1.1% of Canadian couples 
comprised of same-gender individuals, and 0.4% includ-
ing at least one transgender/trans person or at least one 
non-binary person [4]. Consistent with these emerging 
expressions of sexual and gender diversity, the median 
age of partnered non-binary Canadians is 32  years, in 
contrast to same-gender couples (44  years), partnered 
transgender/trans Canadians (52.8  years) or different-
gender couples (52.4  years) [4]. As Generation Z con-
tinues to transition into adulthood, it is anticipated that 
Canada’s composition of life/romantic partnerships will 
reflect the sexual and gender diversity of this population 
cohort [2].

Demographic transitions to adulthood are typically 
characterized by attainment of stable residency, comple-
tion of education, career entry, formation of long-term 
relationships and parenthood [5]. In contrast, “emerg-
ing adulthood” is a demographic phase of the lifecourse 
reflecting the realities of individuals, often in their late 
teens to mid-to-late twenties, who are engaged in explor-
atory journeys towards adulthood [6]. Both Generation 
Z and the micro-generation of young millennials born 
between 1992 and 2002, termed ‘zillennials’[7], are cur-
rently in the period of emerging adulthood, particularly 
those individuals who may be pursuing post-secondary 
education, living at home or with roommates, and still 
seeking self-actualization as adults [5]. In Canada, this 

population is characterized by ethnocultural diversity, 
digital literacy [8], and high sexually transmitted and 
blood borne infection (STBBI) rates [9, 10]. STBBI, along 
with obesity, smoking and alcohol abuse are established 
risk factors for biological infertility [11]. The estimated 
Canadian prevalence of biological infertility is 11.5–
15.7%, driven primarily by advanced female age [12]. 
Biological or clinical infertility is defined by the World 
Health Organization as a disease of the reproductive 
tract, with regular, unprotected sexual intercourse insuf-
ficient to achieve pregnancy [13]. Social infertility reflects 
the realities of unpartnered and 2SLGBTQIA + individu-
als that fall outside of the cis-gender and heteronorma-
tive paradigms [14, 15]. Emerging adults, including 
Generation Z and young Millennials, will be challenged 
by both biological and social infertility, particularly for 
those who are unpartnered, in same-sex partnerships, or 
are users of gender affirming therapies.

Societal and demographic changes have shifted tradi-
tional constructs of the nuclear family, with increasingly 
single parent, blended, and multigenerational households 
common in Canada [4]. Parenthood intentions are typi-
cally more pronounced for heterosexual young adults, 
compared with their gay/lesbian/bisexual peers [16–18], 
influenced by multiple interacting factors such as reli-
gious affiliations, favorable parental relationships, strong 
social networks and partnered relationship experience 
[19]. Assisted reproductive technology  (ART), particu-
larly surrogacy, egg and sperm donation, are among the 
healthcare interventions to help members of the 2SLGBT-
QIA + community become parents; however, ART most 
commonly privileges access to cis-gender, heterosexual 
couples [20]. The framing of conception, pregnancy and 
birth using heteronormative language for patient interac-
tions and clinic promotional materials/websites, margin-
alizes prospective 2SLGBTQIA + patients and serves to 
deter uptake of ART services,[20, 21, 22, 2423 ]. Cis men 
who are single or in a same-sex relationship require third 
party provision of both donor eggs and gestational sur-
rogates, creating emotional and financial burdens related 
to both ART health and legal services [25, 25]. Lesbians 
report unnecessary and cost-prohibitive fertility testing, 
perceived as over-medicalization, to mitigate social infer-
tility [24, 24]. There is a paucity of research related to the 
fertility intentions of transgender/trans individuals [22], 
particularly among Generation Z who are now exploring 
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gendering affirming therapies in adolescence and young 
adulthood [26]. Experiences and perceptions of members 
of the 2SLGBTQIA + community related to parenthood 
intentions, reproductive decision-making and openness 
to ART are generally not well captured by the literature 
[20]. Perhaps unlike any generation before, Generation 
Z is interconnected by social media, value placed on 
personal expression, and acceptance of developmental, 
psychological and biological diversities. A better under-
standing of the perceptions of 2SLGBTQIA + young 
adults, as described here, will better prepare ART health 
services to address their needs. We designed a mixed-
methods study of 2SLGBTQIA + non-parenting young 
adults from Ontario, Canada which aimed to (1) docu-
ment their visions of their future family, (2) explore their 
reproductive decision-making, and (3) identify their ART 
perceptions and acceptability in the event of biological or 
social infertility.

Methods
Design
A mixed-methods, simultaneous quantitative–qualita-
tive design [27] was used to capture the family planning 
and infertility/ART perceptions of 2SLGBTQIA + young 
adults, as a subsection to our “Young Adults’ Strategies 
to Optimize Fertility: Awareness to Action” survey. We 
employed sex- and -gender-based analysis plus (SGBA +) 
[28] to recognize the interactions and intersections of sex, 
gender and sexual orientation as determinants of fam-
ily planning intentions and infertility perceptions, both 
inherently gendered [29–31]. We incorporated SGBA + , 
a research design/analytical approach grounded in inter-
sectionality [28], in our survey design through use of 
inclusive language, exploration of the realities of gender 
and sexual minorities, and opportunities to enable par-
ticipants to elaborate on their responses to closed-survey 
questions through open-text. Biological sex is highly 
relevant in studies related to family planning and infer-
tility. For example, cis women experiencing social infer-
tility without reproductive tract disease may only require 
intrauterine insemination (IUI) to conceive, which is less 
invasive and costly compared to egg donation, in  vitro 
fertilization, and surrogacy- all of which may be required 
for cis men or transgender/trans people to conceive [32].

We acknowledge our positionality and its potential 
influence on this research study. As researchers respon-
sible for the design, data collection and analysis of this 
study, we recognize that as cis women, and as health 
scientists, we may occupy positions of relative power 
and privilege, compared to some of our study partici-
pants. CITE and KNF are peer members of the larger 
study sample based on age, and post-secondary school 
enrollment. Throughout this research process, we have 

engaged in both collective and individual reflexive prac-
tices to consider our potential biases.

Participants
Participants aged 18 to 30 years old and registered as full-
time or part-time students at a college and/or university 
in Ontario, Canada, were recruited for the broader study. 
Survey recruitment emphasized non-parenting post-
secondary students, and targeted emerging adults, [6, 
6]- both Generation Z and young Millennials. To ensure 
appropriate comprehension of the study and to provide 
informed consent, participants with no English literacy 
were excluded from the study. Additionally, as we aimed 
to capture a non-parenting sample, and designed study 
questions to explore parenthood intentions and fertility 
knowledge and perceptions, we excluded participants 
with biological or stepchildren, and those with a his-
tory of attempted conception. The sample was further 
restricted for this analysis to participants who identi-
fied as members of the 2SLGBTQIA + community and 
responded to at least one of the four open-ended ques-
tions as described below.

Data collection
An online survey (SurveyMonkey™, San Mateo, USA) 
was designed to explore young adults’ knowledge, experi-
ences and perceptions about family planning and poten-
tial infertility. To solicit participants’ gender identity 
and sexual orientation, an inclusive approach used both 
closed and open-ended questions. Self-reported gender 
identity and sexual orientation were further grouped for 
the purposes of quantitative data analysis. Original sur-
vey gender group terminology (female, male, non-binary, 
transmale, transfemale) is presented here with updated, 
more inclusive terms (cis women, cis men, non-binary 
people, trans men), reflecting continuous evolution 
of language. The survey further explored participants’ 
demographic characteristics, parenthood intentions 
(desire for children, number of children, age at first/last 
child) and relationship discussions about future children 
and potential infertility. Respondents’ potential options 
in the event of infertility were explored by 3-point Likert 
scale (very likely, somewhat likely, not likely, not applica-
ble- for participants who did not wish to have children). 
2SLGBTQIA + -identified participants were invited to 
respond to closed and open-ended questions about their 
(1) hopes for a future family; (2) parental/familial sup-
port of their future family plans to have biological chil-
dren, and concerns about their ability (3) to have a family 
with biological children; and (4) to access health services 
to conceive a biological child. To recruit participants, 
the survey was promoted using social media, Facebook 
advertisements, and online student organization and 
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community groups. Data collection occurred from May 
19, 2022 to October 25, 2022.

Data analysis
A mixed methods approach was used to triangulate 
qualitative and quantitative data. Data were organized by 
gender, with four major groups (cis women, cis men, non-
binary people, trans men) compared by quantitative data 
analysis. Open-text responses collected from six partici-
pants (3 trans women, 1 agender person and 2 partici-
pants who did not specify gender) were included in the 
qualitative analysis. Survey data were imported to Excel® 
(Microsoft Office, Version 2304; Microsoft, Redmond, 
Washington, USA), cleaned to remove unconsented sur-
vey responses, and missing/incomplete responses to the 
demographic questions, and participants who failed to 
respond to at least one of the four open-ended questions, 
as described above. All eligible respondents, including 
both Generation Z and Millennials, were included in this 
analysis, with age as a continuous variable, rather than 
generational comparisons, used for statistical analysis.

Responses to open-ended questions were analyzed by 
thematic analysis [33, 34], borrowing elements of content 
analysis wherein coding prevalence did inform articula-
tion of major themes. Two health sciences researchers 
(CITE, KPP) independently coded participant responses, 
submitted as free-text and organized by original survey 
questions, meeting frequently to define a common code-
book and to ensure consistency of coding. NVIVO™ 
(Release 1.7.1 (1534), QSR International, Lumivero, 
Denver, Colorado, USA) was used to organize codes and 
map coding relationships. Codes emerged deductively, 
using the frame of the original survey questions, and 
inductively across the entirety of the text. Codes were 
organized into major, minor and subthemes by consen-
sus. As analysis was completed after the original survey 
had closed, themes were generated only for those topics 
which had achieved thematic saturation. Throughout, 
participant quotations appear without spelling, punctua-
tion, or syntax correction, with abbreviations elaborated 
in brackets to facilitate readability. Sample quotations 
include participant demographic characteristics (e.g. eth-
nic/ Indigenous/ gender identities, sexual orientation and 
age) when available.

Cleaned survey data was analyzed in SPSS (IBM Sta-
tistics 28.0.1.1(14)), with family planning and ART 
healthcare perceptions evaluated across gender groups 
by Chi-square for independence or Fisher Exact Test 
for nominal/dichotomous variables, and ANOVA or 
Kruskal–Wallis for evaluation of continuous variables. 
Acceptability of ART options in the event of future infer-
tility was evaluated across gender groups by the Kruskal–
Wallis test, followed by Dunn’s test (reported as Z 

statistic) with Bonferroni correction to examine pairwise 
differences between groups. Missing and not applicable 
responses were not included in data analysis, with some 
comparisons restricted to participants who expressed 
openness (yes/unsure) to having future children. For all 
analyses, p < 0.05 was considered statistically significant.

Ethics
Prior to survey completion, respondents provided 
informed consent after reviewing the study summary, 
including benefits and risks associated with participa-
tion. Participants could enter a draw for a $50 Amazon 
gift card as compensation for their time. The study was 
approved by the University of Ottawa’s Research Ethics 
Board (REB) (Ethics File #H04-22–7939).

Findings
Demographics
A total of 827 participants consented to participate and 
met the inclusion criteria for the broader study, with the 
sample for this mixed-methods analysis comprised of 
286 participants identifying as members of the 2SLG-
BTQIA + community. Respondents primarily identi-
fied as cis women (69.3%; Table  1). Responses from six 
additional participants who identified as trans women 
(n = 3; mean age 23  years), agender (n = 1, age 18  years) 
or provided no gender identity (‘prefer not to answer’, 
n = 2; both age 24  years) were retained for qualitative 
data analysis only. The sample was primarily comprised 
of Generation Z (243 (85%) born 1997–2004) individuals, 
with a mean age of 22.1 years, and included respondents 
who identified as immigrants to Canada (n = 21, 7.3%), 
Indigenous (n = 9, 3.1%), or racialized (n = 50, 17.5%). 
Most respondents reported sexual orientation as bisex-
ual-pansexual (grouped for analysis; n= 190, 66.4%), with 
highest educational attainment partial/secondary school 
completion (60.8%). At the time of the survey, almost half 
(47.9%) of the respondents were single, with a minority 
married/common-law (10.5%), and few indicating a reli-
gious affiliation (22.4%).

Family planning intentions
We asked respondents to describe their hopes for a future 
family as members of the 2SLGBTQIA + community with 
five major themes emerging inductively: (i) committed 
partners are family, (ii) family includes children (sub-
theme: adoption/fostering as options for family creation), 
(iii) family values include love and acceptance, (iv) cho-
sen families, and (v) families can be childfree (Table  2). 
Across gender groups, committed partners were signifi-
cant elements of future families:

“A spouse who I love and loves me, and who will 
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help me raise any children we may have to be the 
best possible person they can be. Ideally, we would 
be financially stable and able to afford anything our 
children wish to do or see, and enrichment activities 
(including travel to other countries).” ID# 961, cis 
man, bisexual, age 18y

Parenthood intentions, independent of gender, were 
reflected by participants’ diverse responses to closed 
survey questions in which only about a third of respond-
ents (33.9%) indicated they wish to have children in the 
future, with 33.6% unsure, and 32.5% not planning to 
have children (Table  3). These seemingly uncertain par-
enthood intentions are further elaborated by the second 
major theme, family includes children, which reflected 

participants’ visions of families with biological, but also 
adoptive/foster children, captured as a subtheme. Few 
participants were concerned about their ability to have 
biological children in the context of their 2SLGBT-
QIA + identities (n = 63, 26.4%), perhaps explained by 
acceptance of adoption/fostering as options for family 
creation (subtheme).

“Being able to form a family with a partner and chil-
dren is very important to me. Even though I have 
no idea how this family may take shape (whether 
through adoption, with the use of assistive technolo-
gies, etc), I know that I have a very strong desire to 
experience pregnancy at some point in my life. A 
large part of coming to terms with my sexuality as a 
lesbian was coming to terms with the fact that form-

Table 1  Demographics

1 Non-binary gender identity included respondents who identified as genderqueer, non-binary cis-female, intersex non-binary, and agender. 2Lesbian orientation 
included demiromantic, asexual lesbian. Bisexual/pansexual orientation included demisexual, heteroflexible/bisexual, heteroromantic bisexual, pan/demisexual. 
Asexual included homoromantic gray asexual. 3CEGEP- Collège d’enseignement général et professionnel- post-secondary academic, technical and vocational colleges 
attended before university in Quebec. STDEV: standard deviation.

cis men (n = 18)  cis women (n = 198) Non-binary people1 
(n = 49)

Trans men (n = 21) Total (n = 286)

Age (mean, stdev) 22.4 4.0 22.0 2.9 21.9 2.8 22.4 4.2 22.1 3.1

Count % Count % Count % Count % Count %

Generation Z (born 1997–2004) 13 72.2 168 84.9 45 91.8 17 81.0 243 85.0

Millennial (born 1992–1996) 5 27.8 30 15.1 4 8.2 4 19.0 43 15.0

Immigrant 3 16.7 14 7.1 2 4.1 2 9.5 21 7.3

Indigenous 0 0.0 5 2.5 3 6.1 1 4.8 9 3.1

Racialized 7 38.9 36 18.2 3 6.1 4 19.0 50 17.5

Religious 8 44.4 45 22.7 11 22.4 0 0.0 64 22.4

Sexual orientation2

Gay/Lesbian 6 33.3 27 13.6 5 10.2 3 14.3 41 14.3

Heterosexual 0 0.0 3 1.5 0 0.0 1 4.8 4 1.4

Bisexual-pansexual 12 66.7 139 70.2 27 55.1 12 57.1 190 66.4

Queer 0 0.0 7 3.5 8 16.3 4 19.0 19 6.6

Asexual 0 0.0 13 6.6 9 18.4 0 0.0 22 7.7

Income

 < $40,000 7 38.9 84 42.4 26 53.1 6 28.6 123 43.0

$40,000—$79,999 1 5.6 34 17.2 4 8.2 5 23.8 44 15.4

 > $80,000 4 22.2 42 21.2 12 24.5 4 19.0 62 21.7

Education

 Some/secondary school 10 55.6 121 61.1 29 59.2 14 66.7 174 60.8

College-CEGEP3 1 5.6 7 3.5 2 4.1 1 4.8 11 3.8

University 5 27.8 50 25.3 17 34.7 4 19.0 76 26.6

Masters-PhD 2 11.1 20 10.1 1 2.0 2 9.5 25 8.7

Current relationship status

 Single 14 77.8 95 48.0 22 44.9 6 28.6 137 47.9

 In a relationship 3 16.7 83 41.9 20 40.8 9 42.9 115 40.2

 Married/common-law 0 0.0 18 9.1 7 14.3 5 23.8 30 10.5
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ing the family I have always dreamed of will come 
with so many extra hurdles, as it is unlikely that I 
will be able to conceive naturally with a partner. 
This certainly has not changed my hopes for a future 
family, but has opened my mind to the different 
routes I may take to get there.” ID# 281, cis woman, 
lesbian, age 22y

For participants with a history of mature, substantive 
relationships, gender was significantly associated with 
the likelihood of relationship discussions of future chil-
dren (Fisher Exact Test, 8.403 p = 0.025) and potential 
future infertility (Fisher Exact Test 9.041, p = 0.013).

The third major theme, family values include love and 
acceptance, articulated participants’ wish to raise chil-
dren with unconditional acceptance, reflecting societal 

Table 2  Participants’ hopes for a future family

Major theme: committed partners are family
“No desire for children. Would be happy with a partner, I consider two partners to be a family.” ID# 516, cis woman, demisexual, age 29y

“I hope to have a long term partner whom I am married to, who has similar family planning goals. I hope to have a family that includes both biological 
and adopted children. I think that I have pretty conventional family ideals (nuclear, if you will), I just don’t require there to be two parents of the oppo-
site sex and/or gender.” ID# 524, cis woman, pansexual, age 24y

“i hope to have a partner or three and be happily committed together in a polyamorous relationship. hopefully then we can adopt a kid or two” ID# 575 
intersex/non-binary, queer, age 18y

Major theme: family includes children
“I want to have kids whatever the gender of my partner. I want them to be related to me.” ID# 5170, man, bisexual, age 18y

“Being able to form a family with a partner and children is very important to me. Even though I have no idea how this family may take shape (whether 
through adoption, with the use of assistive technologies, etc.), I know that I have a very strong desire to experience pregnancy at some point in my 
life. A large part of coming to terms with my sexuality as a lesbian was coming to terms with the fact that forming the family I have always dreamed 
of will come with so many extra hurdles, as it is unlikely that I will be able to conceive naturally with a partner. This certainly has not changed my hopes 
for a future family, but has opened my mind to the different routes I may take to get there.” ID#281, cis woman, lesbian, age 22y

Subtheme: adoption/fostering as options for family creation
“A partner that I foster-parent with.” ID# 006 Filipino, non-binary, pansexual, age 24 y

“I would like to adopt a child. I have multiple partners and would not expect them to help raise the child” ID# 093 trans woman, lesbian, age 27 y

“I don’t have any plans to have children, however if I find myself and my partner finically [sic] stable enough I would be open to fostering in order 
to give children a safe place.” ID# 079 cis woman, bisexual, age 21y

“Me, my partner, foster kids, friends” ID# 634 trans man, gay, age 23y

Major theme: family values include love and acceptance
“I’m not sure if I want kids but I would like to be surrounded with queer community to show my children the values of love and acceptance I have 
learned myself since coming out. I want chosen family included in my child’s life.” ID# 683, First Nations, trans man, bisexual, age 28y

“I want to raise a child that is loving and compassionate towards those who are different. It’s my hope that my partner and I will be able to afford 
to do so one day!” ID# 152 trans woman, lesbian, age 23y

“I hope for a future family that is safe and stable above all else. If my partner and I have stable enough finances and are mature enough, I would 
like to someday raise a kid with them and give them an upbringing where they’re safe to explore and express themselves fully and understand bounda-
ries from a young age.” ID# 432 trans woman, pansexual, age 19y

Major theme: chosen families
“I do somewhat [want to have children] but it’s less of a concern for me, being in the community has enabled me to be a lot of people’s "son" 
or "brother" without any sort of biological connection. I’m very open to the idea of chosen families or non-biologically related parents and children. 
These relationships are just as strong and valuable, I’ve seen it firsthand, so it’s not something that I absolutely require.” ID# 373 Black, trans man, 
bisexual, age 18y

“I would love to continue my poly[amorous] relationship and have children with a nesting partner whether they be AMAB or AFAB [assigned male/
female at birth]. It would be ideal if our other partners were like aunts and uncles to the kiddos (kitchen table poly[amory])” ID# 388 Turkish, cis woman, 
bisexual, age 23y

Major theme: families can be childfree
“Myself, my significant other, a dog son or daughter and a cat son or daughter.” ID# 935 Chinese, cis woman, pansexual, age 22y

“I’m a biromantic woman with a strong aesthetic attraction towards some men and some women. I either want to be married to a man or consider 
practicing ethical non-monogamy in a biromantic poly[amorous] relationship with multiple consensual partners. There are no biological children in this 
picture. I rather be in a DINK relationship (e.g.: DUAL INCOME, NO KIDS).” ID# 170 Black, cis woman, bisexual, age 27y

Minor theme: don’t want to be pregnant
“Would love to be a foster parent or adopt, will NEVER become pregnant and will terminate if i do. If a future partner wanted to carry a biological child 
that would be fine, but I absolutely will never willingly be pregnant” ID# 706, cis woman, lesbian, age 23y

“I don’t want to have children, having a uterus and going through period causes me to experience a lot of gender dysphoria. Carry a fetus, would 
not be conducive to decreasing that dysphoria.” ID# 334, non-binary, pansexual, age 20y



Page 7 of 15Ennis et al. Journal of Health, Population and Nutrition           (2025) 44:13 	

Ta
bl

e 
3 

Fa
m

ily
 p

la
nn

in
g 

in
te

nt
io

ns
1

1  R
es

po
ns

es
 fr

om
 3

 tr
an

s 
w

om
en

 n
ot

 in
cl

ud
ed

 in
 m

ai
n 

sa
m

pl
e:

 3
/3

 w
an

t c
hi

ld
re

n 
in

 fu
tu

re
, d

is
cu

ss
ed

 fu
tu

re
 c

hi
ld

re
n 

an
d 

po
te

nt
ia

l i
nf

er
til

ity
 w

ith
in

 re
la

tio
ns

hi
p(

s)
, 2

/3
 w

or
rie

d 
ab

ou
t a

bi
lit

y 
to

 h
av

e 
a 

fa
m

ily
 w

ith
 b

io
lo

gi
ca

l 
ch

ild
re

n.
 S

TD
EV

: s
ta

nd
ar

d 
de

vi
at

io
n,

 y
:y

ea
rs

, K
-W

: K
ru

sk
al

–W
al

lis
 te

st
.

ci
s 

m
en

 (n
 =

 1
8)

ci
s 

w
om

en
 (n

 =
 1

98
)

N
on

-b
in

ar
y 

pe
op

le
 

(n
 =

 4
9)

Tr
an

s 
m

en
 (n

 =
 2

1)
To

ta
l (
n 
=

 2
86

)
St

at
is

tic
al

 te
st

 (p
-v

al
ue

)

W
an

t c
hi

ld
re

n 
in

 fu
tu

re
?

Ye
s

5
27

.8
%

74
37

.4
%

14
28

.6
%

4.
0

19
.0

%
97

33
.9

%
χ2

 (6
): 

9.
69

1,
 p

 =
 0

.1
37

U
ns

ur
e

10
55

.6
%

64
32

.3
%

15
30

.6
%

7.
0

33
.3

%
96

33
.6

%

N
o

3
16

.7
%

60
30

.3
%

20
40

.8
%

10
.0

47
.6

%
93

32
.5

%

Fo
r r

es
po

nd
en

ts
 w

ho
 w

an
t/

un
su

re
 fu

tu
re

 c
hi

ld
re

n 
…

 

M
ea

n,
 s

td
ev

ci
s 

m
en

 (n
 =

 1
5)

ci
s 

w
om

en
 (n

 =
 1

38
)

N
on

-b
in

ar
y 

pe
op

le
 (n

 =
 2

9)
Tr

an
s 

m
en

 (n
 =

 1
1)

To
ta

l (
n 

=
 1

93
)

# 
C

hi
ld

re
n

2.
1

0.
7

2.
4

0.
9

2.
4

0.
7

1.
6

0.
5

2.
3

0.
9

 A
no

va
, ρ

=
 0

.0
61

A
ge

 1
st

 c
hi

ld
 (y

)
30

.5
3.

0
28

.8
3.

0
29

.3
3.

2
29

.0
3.

8
29

.0
3.

0
 A

no
va

, ρ
=

 0
.3

46

A
ge

 la
st

 c
hi

ld
 (y

)
33

.6
7.

0
33

.0
3.

2
34

.1
3.

1
32

.3
5.

0
33

.2
3.

7
 K

-W
, ρ

=
 0

.3
04

Fo
r r

es
po

nd
en

ts
 w

ho
 h

av
e 

a 
re

la
tio

ns
hi

p 
hi

st
or

y…

D
is

cu
ss

ed
 h

av
in

g 
ch

ild
re

n 
in

 fu
tu

re
?

Ye
s

5
62

.5
%

12
9

87
.8

%
31

88
.6

%
12

66
.7

%
17

7
85

.1
%

Fi
sh

er
’s 

Ex
ac

t t
es

t 8
.4

03
 ρ

 =
 0

.0
25

N
o/

un
su

re
3

37
.5

%
18

12
.2

%
4

11
.4

%
6

33
.3

%
31

14
.9

%

D
is

cu
ss

ed
 p

ot
en

tia
l i

nf
er

til
ity

?

Ye
s

0
0.

0
83

56
.5

%
16

44
.4

%
11

61
.1

%
11

0
52

.9
%

Fi
sh

er
’s 

Ex
ac

t t
es

t 1
0.

39
7 

p 
=

 0
.0

13

N
o/

un
su

re
7

10
0.

0%
64

43
.5

%
20

55
.6

%
7

38
.9

%
98

47
.1

%

A
s 

m
em

be
rs

 o
f t

he
 2

SL
G

BT
Q

IA
 +

 c
om

m
un

ity
…

W
or

rie
d 

ab
ou

t a
bi

lit
y 

to
 h

av
e 

a 
fa

m
ily

 w
ith

 b
io

lo
gi

ca
l c

hi
ld

re
n

Ye
s

5
31

.3
%

45
27

.3
%

7
17

.5
%

6
33

.3
%

63
26

.4
%

Fi
sh

er
’s 

Ex
ac

t t
es

t 2
.5

11
; p

 =
 0

.4
69

N
o

11
68

.8
%

12
0

72
.7

%
33

82
.5

%
12

66
.7

%
17

6
73

.6
%



Page 8 of 15Ennis et al. Journal of Health, Population and Nutrition           (2025) 44:13 

values to the queer community (Table  2). The fourth 
theme, chosen families, was drawn from participants’ 
concepts of chosen community with openness to serv-
ing as responsible adults to children within their social 
networks, and in rare cases, as foster parents to provide 
a safe space.

“A family outside of the nuclear family structure 
(married couple with kids) and that’s based around 
community and communally raising others kids.” 
ID# 310 non-binary, queer, age 19y

Not all participants were eager to be future parents, 
with some expressing ambivalence, acknowledged to be 
influenced by future partner’s family planning intentions. 
A fifth major theme, families can be childfree, described 
future families with partners, pets, but no children.

“I am child-free; I would want to have neither bio-
logical nor adopted children. I hope to find a part-
ner who shares this vision.” ID# 426 West Asian, cis 
woman, bisexual, age 24y

A small number of participants identifying as cis 
women, non-binary people or trans women definitively 
rejected pregnancy, a minor theme which emerged 
inductively (‘don’t want to be pregnant’).

Perceived parental/family support of future biological 
families
From participants’ open-text responses, parents are very 
supportive emerged as a major theme (Table  4), reflect-
ing perceptions that parents/family were generally sup-
portive of their family planning intentions, with many 
respondents reporting their parents’ desires for future 
biological grandchildren.

“I think my family expect me to have children and 
have not considered me not wanting to have chil-
dren. I think them (and my partners family) would 
be very supportive if we ever did have family.” ID# 
852 non-binary, bisexual, age 26y

Although perceived parental/family support of partici-
pants’ future biological families was very high (95.1% of 
sample), gender was significantly associated with partici-
pants’ perceptions of family support (Fisher Exact Test 
9.041, p = 0.013), with only 75% of trans men reporting 
positive parental/family support. This is consistent with 
the minor theme, parents are unsupportive, reflecting 
the lack of perceived family support for future biologi-
cal family planning, particularly by transgender/trans 
respondents.

Table 4  Perceived Parental/Family Support for Future Biological Children1

1 Response data for 3 trans women not included in main sample: 2/3 reported parents/family supportive of their having a future family with biological children.

cis men (n = 13) cis women (n = 161) Non-binary people 
(n = 37)

Trans men (n = 12) Total (n = 223) Statistical 
test 
(p-value)

Parents/family supportive of future family with biological children

yes 12 92.3% 154 95.7% 37 100% 9 75.0% 212 95.1% Fisher 
Exact test 
9.041, 
p = 0.013

No 1 7.7% 7 4.3% 0 0 3 25.0% 11 4.9%

Major theme: parents are very supportive
“My parents have admitted that they hope that at least one of my brother and I will have children so they can be grandparents, but they have been 
very clear that they will support our life choices regardless of what we choose as long as we think it through.” ID# 166 agender, asexual, age 18y
“My mom has talked about helping me pay to freeze my eggs in my 30s if I’m not in a relationship and see a good chance of a pregnancy 
in the immediate future. I know that my parents and brother don’t care about the genetics when it comes to their future grandkids/niblings [sic]. my 
dad has 8 siblings, 5 of which were adopted.” ID# 830 Korean, cis woman, queer/demisexual, lesbian, age 28y
“They just want me to be happy. if I end up as a parent, I’m sure they’ll take an active role in grandparenting regardless of whether I have biological 
children or not.” ID# 742 non-binary, pansexual, age 25y
“I guess? I feel like there’s been less of an expectation since I came out, but i know my mom would love that” ID# 982 trans man, queer, age 24y

Minor theme: parents are unsupportive
“My family isn’t supportive of me having having biological children in a queer relationship, but are supportive of me having a biological child 
in a straight passing relationship” ID# 180 cis woman, queer, age 21 y
“My parents wish me to have children in the future however I do not wish to have children, they have just as hard a time accepting this fact as my 
queer identity” ID# 856 non-binary, asexual, age 19 y
“They want me to have kids, but with my trans bf [boyfriend], they wouldn’t be as supportive. they are transphobic and don’t try to understand transi-
tioning. oh well” ID# 857, cis woman, bisexual, age 19 y
“My parents still want me to reproduce grandchildren for them. they also do not accept my erotic or sexual orientation because of their traditional 
beliefs. they are homophobic pronatalist parents.” ID# 170 Black, cis woman, bisexual, age 27 y
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“My family is incredibly transphobic and my mother 
literally told me that no one would ever love me or 
want to marry me, and that if I ever had biological 
children she’d consider me a pedophile. So she’s obvi-
ously not a very nice lady.” ID#447, trans man, gay, 
age 30y

Family creation in the event of future infertility
For respondents who indicated a desire for future chil-
dren, or who were unsure, most (78.7%) indicated they 
were somewhat or very likely to adopt in the event of 
future infertility, although only 45.5% of trans men were 
similarly open to adoption (Table 5). Gender was signifi-
cantly associated with openness to adoption (Kruskal–
Wallis χ [2](3) = 8.478, p = 0.037), however no statistically 
significant differences between groups were identified by 
post-hoc pairwise comparisons.

Gender was not significantly related to respondents’ 
ART general acceptability (Kruskal–Wallis χ2(3) = 4.732, 
p = 0.192) or use of donated eggs (χ2(3) = 6.094, p = 0.107), 
but was associated with perceptions of surrogacy 
(χ2(3) = 9.276, p = 0.026) and donor sperm (χ2(3) = 12.519, 
p = 0.006) in the event of future infertility. Post-hoc pair-
wise comparisons evaluating gender and acceptability of 
surrogacy were not significant, however, use of donated 
sperm was significantly more acceptable among trans 
men compared to cis men (Z = -65.196, p = 0.005).

Perceived barriers to ART access emerged inductively, 
captured as two major themes: (i) treatment is expensive, 
and (ii) I may face discrimination due to my gender iden-
tity/sexual orientation (Table 6). Respondents perceived 
ART to be expensive, but also recognized that medical 
interventions may be necessary to have biological chil-
dren, depending on their choice of partner and their bio-
logical sex.

Table 5  Openness to ART interventions in the event of future infertility1

1 Response data for 3 trans women not included in main sample: in the event of infertility would use ART (2/3 somewhat likely), surrogacy (3 not likely), egg donor (1 
somewhat likely, 2 not likely), sperm donor (2 somewhat likely, 1 not likely), adopt (1 somewhat likely, 2 very likely). 2 Dunn’s test with Bonferroni correction was not 
significant for any of the pairwise comparisons. 3Dunn’s test: cis men-trans men; Z = -65.196, p = 0.005.

cis men cis women Non-binary 
people

Trans men Total

Count % Count % Count % Count % Count %

ART​

not likely 6 40.0 44 31.9 11 37.9 2 18.2 63 32.6

Somewhat likely 5 33.3 43 31.2 12 41.4 4 36.4 64 33.2

Very likely 2 13.3 44 31.9 3 10.3 3 27.3 52 26.9

Kruskal–wallis mean rank score 75.12 93.65 75.33 100.72 χ2(3) = 4.732, p = 0.192

Surrogacy

Not likely 6 40.0 91 65.9 20 69.0 5 45.5 122 63.2

Somewhat likely 3 20.0 31 22.5 7 24.1 3 27.3 44 22.8

Very likely 4 26.7 7 5.1 0 0.0 3 27.3 14 7.3

Kruskal–wallis mean rank score 115.12 87.52 83.02 114.68 χ2(3) = 9.276, p = 0.0262

Egg donor

Not likely 7 46.7 99 71.7 21 72.4 5 45.5 132 68.4

Somewhat likely 4 26.7 27 19.6 4 13.8 2 18.2 37 19.2

Very likely 2 13.3 3 2.2 0 0.0 1 9.1 6 3.1

Kruskal–wallis mean rank score 108.81 86.65 80.02 100.88 χ2(3) = 6.094, p = 0.107

Sperm donor

Not likely 11 73.3 70 50.7 11 37.9 1 9.1 93 48.2

Somewhat likely 1 6.7 32 23.2 8 27.6 6 54.5 47 24.4

Very likely 1 6.7 27 19.6 7 24.1 4 36.4 39 20.2

Kruskal–wallis mean rank score 61.08 88.02 98.96 126.27 χ2(3) = 12.519, p = 0.0063

Adopt

Not likely 1 5.9 19 13.2 1 3.4 3 27.3 24 11.9

Somewhat likely 1 5.9 50 34.7 8 27.6 0 0.0 59 29.4

very likely 11 64.7 64 44.4 19 65.5 5 45.5 99 49.3

Kruskal–wallis mean rank score 117.65 86.09 106.13 87.81 χ2(3) = 8.478, p = 0.0372
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“While many services like surrogacy, IVF [in vitro 
fertilization], etc., can be a wealth game, adoption 
and fostering can be very difficult for LGBT peo-
ple/those in LGBT relationships because of stigma, 
biases, and outright discrimination against queer 
people and their families. This makes me worried 
because I would love the opportunity to foster a 
child. I am interested in freezing my eggs and pursu-
ing surrogacy with a sperm donor, but without OHIP 
[Ontario Health Insurance Plan] coverage it would 
be expensive and almost impossible to access this, 
hopefully my future financial situation would per-
mit that.” ID# 373, Black, trans  man, bisexual, age 
18

Apart from cis men, all other genders recognized 
societal stigma and discrimination for members of the 
2SLGBTQIA + community and anticipated potential 
challenges accessing reproductive health services.

“Queer people face a lot of systemic discrimination 
and, depending on how my partner identifies, we 
could face discrimination in the health care sys-
tem. This doesn’t factor into choosing a partner, just 

sadly a concern that exists. :( ” ID# 2880 cis woman, 
pansexual, age 23

This was further reflected by the significantly higher 
proportion of trans men who reported worry about 
being able to access health services to have a biologi-
cal child as a member of the 2SLGBTQIA + community 
(n = 13; 86.7%; χ2(3):16.805; p < 0.001), compared with cis 
men (35.7%), cis women (33.1%) and non-binary people 
(38.9%) respondents (Table 6).

The diversity of our sample prevented robust intersec-
tional analysis of the open text responses, which failed to 
achieve thematic saturation, however we acknowledge 
that several participants did anticipate healthcare dis-
crimination on basis of their intersecting identities.

“I wish to raise kids who share my ancestry so I can 
pass the languages and cultures on to them. But 
neither culture has ever been limited to blood until 
colonization told people it did….. There is still a con-
stant degree of discrimination that occurs [health-
care]. There are plenty of studies that already indi-
cate women don’t get listened to by many medical 
professionals, and 2SLGBTQI+ face that too. Being 
both a woman and gay it’s been constantly "interest-

Table 6  Perceived Barriers to Assisted Reproductive Technology Healthcare1

1 Response data for 3 trans women not included in main sample: 2/3 worried about being able to access health services to have a biological child.

cis men (n = 14) cis women (n = 163) Non-binary people 
(n = 36)

Trans men (n = 15) Total (n = 228) Statistical test (p-value)

Worried about healthcare access to have biological child

yes 5 35.7% 54 33.1% 14 38.9% 13 86.7% 86 37.7% χ2 (3):16.805 p < 0.001

No 9 64.3% 109 66.9% 22 61.1% 2 13.3% 142 62.3%

Perceived barriers to ART​

Major theme: treatment is expensive
“I worry about the price of IVF [in vitro fertilization] or other reproductive technologies in Ontario.” ID# 705, cis woman, lesbian, age 23 y
“The cost associated with IVF is a major barrier with little resources to help” ID# 895 non-binary, pansexual, age 20 y
“It seems to be difficult to find accurate and helpful information on available reproductive health services that are specific to the unique needs 
of queer families. many health services and assisted technologies are also cost inhibitive [sic].” ID# 281 cis woman, lesbian, age 22 y
“I really want to be pregnant many times, but as a stone top lesbian there’s no way that’s happening naturally. Mostly I worry about the costs associ-
ated with IUI [intrauterine insemination]. I plan on getting pregnant in Ontario where it’s covered almost completely (I’ll save about 6-7k assuming 4 
tries will work) and then moving back home to NS [Nova Scotia] to raise the baby (where my best friend still lives). Unfortunately it’s hardly covered 
in NS (40% return on your taxes) so I’ll need to save more like 30k (for 4 tries) there every time I want another child and that is scary. I try to not think 
about the possibility that i could be infertile too but i know the chance is there.” ID# 813 cis woman, lesbian, age 23 y
“Sometimes I am afraid that the costs of storing the frozen sample will become too much for us, and we will need to abandon our dreams of biologi-
cal children. i’m also worried about the costs of the procedure—if we are never able to afford it, then i’m not sure what we would do.” ID# 9093 cis 
woman, bisexual, age 24 y

Major theme: I may face discrimination due to my gender identity/sexual orientation
“There is still a lot of stigma and misinformation about fertility in transgender people within medicine, so bias and discrimination/misgendering 
is also a big concern.” ID# 447, trans man, gay, age 30 y
“After having my legal sex updated to female, I’m worried about being rejected by healthcare providers on the basis of being in a legally same-sex 
relationship or having poor treatment due to my gender and sexual identity.” ID# 443 trans woman, pansexual, age 19 y

“We have reached out to clinics for cryopreservation of sperm and faced what we perceive to be discrimination.” ID# 683 First Nations trans man, 
bisexual, age 28 y
“Services for pregnant people seem rather limited when you’re trans because they all seem to apply only to women. heck, even parking spots say 
"expecting mother". I think it will be hard not to have the same societal and medical supports as cis women who are pregnant.” ID# 742 non-binary, 
pansexual, age 25 y
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ing".” ID# 846 First Nations, cis woman, bisexual, age 
25y
“it is difficult to foster hope for a family under the 
context(s) offered to us by racial capitalism, neolib-
eralism, and the supremacy of whiteness. without all 
the faff: people are gluttonous dicks and the world is 
on fire. i am hard pressed to foist hope on my future 
family when i need to direct all that hope towards 
my present one….. you can’t separate being part of 
one community from another; folks can have wor-
ries about accessing healthcare based on multiple 
ontological identifiers at the same time.” ID #861, cis 
woman, racialized- mixed ancestry, age 26y

Discussion
As Generation Z transitions into adulthood, their sex-
ual and gender diversity will inform their committed 
life partnerships and reproductive options, with ART 
required for many to create biological families. Our sam-
ple of 2SLGBTQIA + young adults articulated adaptable 
parenthood intentions, with some interest in biological 
children but also acceptance of adoptive or foster chil-
dren. Potential barriers to ART included perceived high 
financial costs and anticipated healthcare discrimina-
tion. Heteronormative framing of infertility and ART 
often erase the realities of 2SLGBTQIA + individuals 
[22], despite calls for inclusive and equitable treatment 
independent of sexual orientation and partner status 
by American [35], Canadian [36, 37], British [38] and 
European [39] reproductive medicine associations. Age-
related fertility declines in most developed countries have 
translated into the increasing need for ART for biological 
infertility [40], with unpartnered and 2SLGBTQIA + indi-
viduals also relying on medical services for social infertil-
ity [20]. It is only by centering 2SLGBTQIA + individuals 
in fertility research that their future ART needs can be 
anticipated [22].

Future family
Our participants described future families comprised of 
partners, and for some, biological and/or adoptive/fos-
ter children. Strong parenthood intentions are reported 
by previous studies of Canadian (74.3% [41]), American 
(85.8% [42], 91.6% [43]) and Australian (74% [44]) univer-
sity students, in contrast to our 2SLGBTQIA + sample, 
where only one-third of our respondents unequivocally 
wanted children, with another third unsure. Uncertain 
parenthood intentions may be explained by less social 
pressure to have children, historical and ongoing barriers 
to 2SLGBTQIA + family creation, adversity in family of 
origin [45], and heteronormative models of nuclear fami-
lies [14, 14, 14],.

Few respondents worried about their ability to have 
biological children in the future, perhaps as biological 
children were not essential to most participants’ fam-
ily models. Gender identity or sexual orientation were 
not commonly related to participants’ concerns about 
their ability to have biological children, in contrast to 
perceptions of American queer young adults [46]. This 
may be due to the overrepresentation of cis women in 
our sample, who have historically considered marriage 
and parenthood of higher importance and greater like-
lihood compared to gender-minority individuals [47]. 
Cis women who identify as bisexual or pansexual may 
achieve pregnancy more commonly by sexual activity 
compared to lesbians, affording more opportunities for 
non-medicalized reproduction [48]. Over 70% of bisex-
ual-pansexual respondents in our study identified as 
cis women, with the qualitative analysis demonstrating 
that for these respondents, both the biological sex and 
the parenthood aspirations of their future co-parents 
informed family planning intentions, and the neces-
sity for ART. As the landscape of gender identities and 
sexual orientation expands, an intersectional approach 
is needed to understand determinants of reproductive 
decision-making [49, 49].

Although many respondents described variations 
of a nuclear family model, pets were also commonly 
included as family members, consistent with family 
plans of queer young British adults [50]. Participants 
exhibited strong acceptance of adopted and foster chil-
dren, with fostering framed here as providing a safe 
space within the respondents’ communities. Safety, 
acceptance, openness and mutual support were foun-
dational elements of participants’ visions of chosen 
family/community, aligning with established models 
of intentional or voluntary kinship relationships, com-
mon throughout the 2SLGBTQIA + community [51, 51, 
51]. This concept of chosen family confers many social 
and emotional benefits, providing 2SLGBTQIA + indi-
viduals with a sense of belonging, support, and soli-
darity [14, 45, 52]. Chosen family creation may be a 
response to familial rejection/estrangement or social 
disenfranchisement by individuals marginalized by citi-
zenship, racism, poverty and discrimination, but more 
commonly chosen family complement family of origin 
relationships [51, 52, 53]. Respondents envisioned serv-
ing as parental models and extended family members 
within their chosen family networks. Several respond-
ents who did not want children described future roles 
as ‘uncle’ or ‘aunt’ within both biological and chosen 
families, consistent with kinship models practiced by 
polygamous families and the queer community [52, 53]. 
Societal acceptance of these constructed lives of 2SLG-
BTQIA + families are necessary to affirm inclusion, 
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equity, dignity and wellbeing of the broader 2SLGBT-
QIA + community [49, 52].

Parental/family acceptance, particularly for 2SLG-
BTQIA + adolescents and young adults, contributes to 
development of self-esteem, psychological well-being, 
and is an important determinant of healthy-parent–child 
relationships [49, 52, 54]. Although most of our partici-
pants perceived their parents/families to be supportive 
in the event they chose to have biological children in the 
future, parental acceptance of parenting intentions is 
typically more influential for heterosexual than gay and 
lesbian individuals [19]. Parental support experiences of 
2SLGBTQIA + individuals range significantly depend-
ent on interpersonal factors, socioeconomic status and 
religious affiliations [46], [51, 54]. In contrast to reports 
that gender diverse and transgender/trans individuals 
face systemic discrimination, with their gender affirma-
tion often leading to fragmentation of their family rela-
tionships [52 perceived parental/family support of our 
sample of trans men’s future biological children was quite 
high (75%), perhaps reflecting the privileged status of our 
post-secondary school respondents. Parenting and/or 
ART-experienced 2SLGBTQIA + peers represent valu-
able sources of emotional support necessary to navigate 
decision-making around parenthood intentions and 
provide informational supports prior to initiating ART 
healthcare journeys [25].

Infertility, perceptions of ART accessibility
Despite substantial fertility knowledge gaps in the general 
public, many studies report greater understanding of fer-
tility and awareness of ART interventions by participants 
who identify as women compared to those that identify 
as men [29, 30, 55–57], with few studies examining gen-
der minorities. Most of our participants, particularly cis 
women and non-binary people with relationship experi-
ence, discussed the prospect of future children with their 
partner(s), with cis women and trans men most likely to 
have discussed potential future infertility in their rela-
tionships. Among respondents who were open to hav-
ing children, surrogacy was least accepted by cis women 
and non-binary people, whereas use of donor sperm least 
accepted by cis men in the event of future infertility, per-
haps in reaction to the notion of unnatural or substituted 
reproductive capacity. A previous study of Canadian 
university students emphasized ‘natural’ interventions 
when considering the acceptability of ART in the event 
of future infertility [41]. As described, adoption was 
included in participants’ vision of future family but was 
also perceived as a viable option for cis men, cis women, 
and non-binary people in the event of future infertility. 
Our small sample of trans men were somewhat polarized 
about adoption in the event of infertility, either not likely 

or very likely to choose adoption. Along with trans men, 
several participants across gender groups expressed con-
cerned that systemic discrimination would prevent their 
ability to adopt, consistent with perceptions and expe-
riences of trans men and non-binary Belgians [58] and 
New Zealanders [59], and American lesbians [18].

Across gender groups, participants perceived ART 
to be prohibitively expensive, consistent with fees from 
Ontario’s mostly privatized ART clinics, despite Canada’s 
universal healthcare system [20]. Although Ontario has 
provided residents of the province government-funded 
fertility treatments for both medical and non-medical 
infertility since 2014, fertility drugs, genetic testing and 
gamete/embryo storage costs are not covered [60], such 
that high financial costs associated with ART are signifi-
cant barriers, as anticipated by our participants. Ontario 
data gaps for ART patient demographics and treatment 
outcomes prevent characterization and mitigation of bar-
riers to ART access, given that reproductive healthcare 
data submissions to the Canadian Assisted Reproductive 
Technologies Register are voluntary and often incomplete 
[20]. Systemic discrimination of the 2SLGBTQIA + com-
munity was perceived by our respondents as the second 
major barrier to future ART access, reflecting the het-
eronormative culture of reproductive medicine [20, 22, 
23]. Although Ontario’s publicly funded ART coverage is 
available to all residents regardless of sex, gender, sexual 
orientation, and family status [60], waitlists for ART are 
significant, with non-standard mechanisms for patient 
prioritization across participating fertility clinics [61]. 
Gaps in healthcare provider cultural competency and 
knowledge of gender-affirming and sexual practices com-
mon in the 2SLGBTQIA + community further under-
mines the quality of healthcare and patient experience 
[21, 23, 32]. Health inequities experienced by gender and 
sexual minorities are further magnified by the intersec-
tions of race, socioeconomic status, age, and geographies 
[20, 22, 49].

Some ART barriers are specific to transgender/trans 
individuals. In our study, perceived concerns about 
healthcare access required to have a biological child were 
highest among trans men, with both trans men and trans 
women anticipating concerns about the stigmatizing use 
of heteronormative language, misgendering and out-
right refusal of healthcare services, similar to perceptions 
and experiences of childless New Zealand transgender/
trans and non-binary young adults [59]. Reproductive 
health challenges faced by transgender/trans and gender 
diverse individuals include gaps in transgender/trans-
specific fertility information, lack of culturally com-
petent ART providers, and prejudicial and inadequate 
healthcare [13, 32]. As described, all three trans women 
and about half of the trans men in our study were open 
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to future parenthood, consistent with previous studies 
[58, 59, 62] with most recognizing that medical interven-
tions would be required to conceive due to their gender-
affirming therapies. The process of fertility preservation 
may be deeply distressing for transgender/trans indi-
viduals as cessation of hormone therapies and possible 
suspension of gender-affirming behaviors such as ‘tuck-
ing’ may be required to optimize reproductive capacity, 
thereby inducing experiences of gender dysphoria [26, 
63, 64]. There are also significant knowledge gaps related 
to reversibility of hormone therapies and effects of their 
long-term use on gamete quality, fetal development and 
offspring health [32, 26, 63]. We did not explore par-
ticipant experiences with fertility preservation, but it is 
evident that this is an essential standard of reproductive 
care for transgender/trans and gender diverse individuals 
[63, 64].

Limitations
Despite the many strengths of our study, including use of 
a SGBA + -informed, mixed-methods study design and a 
sexual and gender diverse sample, we acknowledge sev-
eral limitations. The use of a cross-sectional, purposive 
survey of non-parenting Ontario post-secondary stu-
dents limited a fulsome examination of their perceptions 
and experiences. The sample was primarily comprised 
of white, cis women who identified as bisexual-pansex-
ual, and was therefore not reflective of Canada’s heter-
ogenous 2SLGBTQIA + community, given the sparse 
participation of gay and bisexual cis men who represent 
almost 41% of Canadian 2SLGBTQIA + communities [1]. 
The participation of transgender/trans respondents in 
our study was low, limiting quantitative analysis of data 
from trans women. Although our sample included Indig-
enous and racialized participants, the breadth of genders 
and sexualities precluded a robust consideration of these 
intersecting contributions to parenthood intentions and 
ART perceptions. Finally, restricting study participation 
to post-secondary students was necessary to capture 
non-parenting respondents in emerging adulthood, how-
ever non-college/university students closer to the demo-
graphic transition to adulthood may have yielded greater 
contemplation of parenthood, long-term relationship 
experience, and considerations of infertility and ART.

Conclusion
Conceptualization of family by 2SLGBTQIA + young 
adults expanded heteronormative nuclear models to 
include partners, possibly children, pets, and community, 
with a foundation of love, acceptance, and safety. Both 
biological and chosen family visions incorporated adop-
tive and foster children. ART was recognized as expensive 
but necessary for biological family building, dependent 

on gender identity, partner choice and sexual orientation. 
Systemic discrimination of the 2SLGBTQIA + commu-
nity was widely perceived as a barrier to ART and health 
services in general, particularly by transgender/trans 
respondents. Further studies are required to explore the 
intersections of gender, sexual orientation, and race/
ethnicity on young adults’ perceptions related to family, 
infertility, and ART.
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