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Author’s note

This zine is a public health art project designed to 
empower people transitioning on testosterone with 
knowledge, help us ask vital questions about our bod-
ies and needs, and hopefully, make us all feel a lit-
tle less alone. This zine was also designed for doc-
tors, educators, therapists, and all those who care 
for transgender people to learn more about our experi-
ences, struggles, and needs as they relate to medical 
transition using testosterone (sometimes referred to 
as “T” within this zine).

This survey was created as an art project - not as a 
scientific study. I have no formal background in sta-
tistics or medical science; I am a transgender comics 
artist and writer. I encourage readers to view this 
zine as a community health artwork. That means I hope 
it will do what all good art does: inspire new 
questions and catalyze change.

In the year 2022, nearly 80 years after the first doc-
umented prescriptions of HRT (Hormone Replacement 
Therapy, sometimes also called GAHT, or “Gender Af-
firming Hormone Therapy”), there is still an unaccept-
able dearth of information about transgender bodies 
and outcomes for those of us who choose to medically 
transition. This is medical neglect - and medical ne-
glect is a form of abuse. While we’re globally seeing 
a major increase in access to hormone therapies, this 
has not been followed by information and studies which 
allow us to make informed decisions for our health and 
safety. As private transitional healthcare providers 
crop up and make access easier, I worry for the ways 
that for-profit industry around transition (as with 
healthcare in general) may continue to neglect the 
needs of the trans people buying their services while 
profiting off of our vulnerability as a marginalized, 
under-researched group. While informed consent models 
of transition treatment grow more common than the of-
ten-abusive previous model of therapist letters deter-
mining if one is “trans enough”, I question how useful 
informed consent models are when there is hardly any 
information to consent to. 



We all have a right to accurate and current medical 
information about our decisions to start or contin-
ue HRT. As evidenced in this survey, many of us don’t 
even know what questions to ask. The trans community 
has often been hesitant to engage in critical discus-
sion about the dangers and risks of HRT for fear that 
the medical establishment may reduce the scarce, often 
life-saving care that trans activists have long fought 
to achieve. But as a growing number of people are 
choosing to medically transition, we can no longer ig-
nore the absence of information. This survey and zine 
was created to help raise questions about the gaps in 
research and generate more knowledge, with the hopes 
of educating both trans people about our own bodies 
and needs, as well as doctors and other professionals 
who are responsible for giving us the care we deserve.

I have not drawn many conclusions from this dataset, 
but rather present it here for readers to engage with 
through their own questions, hoping that through the 
continued unknowns, we will learn how to ask better 
questions about trans health. I’ve tried to present 
the information as accessibly as possible, hand-draw-
ing charts, graphics, and cartoons, wanting our data 
to be easy and enjoyable to read. 

I am forever grateful to all of the people who helped 
make this project a reality. Thank you to those who 
shared this survey with their communities, and espe-
cially to those friends who helped bring this zine to 
fruition through editing, answering my many questions 
about data and excel, and celebrating this work enough 
to give me the energy to bring this zine to comple-
tion. Most of all, thank you to the respondents who 
trusted me with their personal information and 
stories. I hope I’ve been a good steward of all the 
experiences and wisdom you’ve shared in this survey. 
May we continue to work towards more just, safe, and 
empowered healthcare outcomes for all trans people.

- Rena Yehuda Newman
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About the Data

This survey had 389 participants. The survey was 73 
questions long.

There will inevitably be information in this zine that 
either feels like it’s missing or will be outdated in a 
few years. Hopefully, that will be because more of the 
gaps in our collective knowledge about transition, hor-
monal care, and trans bodies will be filled in. In many 
ways, this survey is an historical snapshot of some 
transgender lives in 2022, and should maybe be regarded 
as an historical document describing a moment in time. 
Even one percentage point represents potentially thou-
sands of experiences beyond this survey.

In putting this zine together, I had to sort through an 
enormous amount of data and make difficult choices about 
how to group, sort, and organize it. Some of these de-
cisions will contain bias, including the dataset it-
self. This survey was released over social media to my 
general following and community, which leans Jewish, 
white, and United States-based, mirroring the iden-
tities I hold. Though it was widely shared, the sur-
vey was more of a spur-of-the-moment experiment that 
evolved into a serious project, rather than a profes-
sionally produced (and professionally resourced) sur-
vey. 

Unfortunately, this also meant I didn’t have the budget 
to pay participants, which may have been prohibitive 
for some potential respondents in taking a whopping 73 
question survey. I encourage all readers to reflect on 
who has the time and resources to fill out such a long 
survey for free, and be aware that this does influence 
the results and who is represented in them. Often, 
white wealthy trans people’s voices are heard the loud-
est; while a wide range of economic class backgrounds 
are represented here, the respondents of this survey 
were overwhelmingly white. 

Were I to do this project again, I would’ve created 
a budget to pay people for their labor and immensely 
valuable information. I would’ve done more diligence 
to seek out more Black and Brown respondents, rather 
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than leaving it to whoever organically found the sur-
vey online. I also would’ve included more questions 
about disability. Had I known there would’ve been such 
a large response, I may have crowdsourced questions be-
fore launching the survey (anyone interested in creat-
ing future surveys, take note). 

Additionally, it would be meaningful to have had more 
specific geographical data; state laws and rural versus 
urban divides may be predictors in the kinds of care 
that respondents did or did not recieve, and shouldn’t 
be ignored as a demographic factor for trans health. 

In spite of the lack of compensation, this survey gar-
nered 389 responses over three weeks, from December 
21st 2021 to January 10th, 2022 - significantly more 
than many of today’s official transgender medical stud-
ies. I attribute this both to the rise of the COVID-19 
Omicron wave, which meant a lot of people suddenly had 
a lot more time & interest in virtual activities, but 
most significantly to the truth that this survey is re-
sponding to a serious community need: We want and need 
more information about how HRT impacts our lives.

Readers of this zine should be aware that while the 
data may speak for certain percentages of transition 
outcomes, it can’t predict or determine what someone’s 
experience of testosterone will be; rather, this is a 
collection of anecdotal information about what others’ 
experiences have been. The young ages of most respon-
dents also means there’s less data about longterm ef-
fects of T, especially beyond ten years of dosage.

As a transmasculine, non-binary person who has been on 
HRT for three years at the time of publication, I de-
cided to limit this survey to experiences of testoster-
one, feeling that a focus related to my own experience 
would be the most effective project. Similar projects 
and professional research should and must exist for 
those who are transitioning using Estrogen and Proges-
terone. I also believe that someone with that experi-
ence is the best person to lead that project. I hope 
to support any future efforts in generating more infor-
mation for transfeminine people and all those who 
transition using hormones other than testosterone.
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The Survey & Its Respondents

389 respondents participated in this informal, 73 
question google survey over three weeks, from 
December 21st 2021 to January 10th, 2022. Responses 
came from participants worldwide, with the majority 
of respondents from the United States. The survey 
was disseminated through Instagram and Facebook, 
with respondents usually learning about it through 
their newsfeeds or from friends. The survey was 
open to all who at some point have taken testoster-
one and did not identify as cisgender men.

Here’s where respondents recieved their first 
prescriptions: 
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Though this survey was largely taken by transgender 
people, respondents identified themselves using a 
range of terminology. Many chose more than one la-
bel. The wide number of terms used to self-identify 
demonstrates the true diversity of people who and 
reasons why someone may choose to start testoster-
one, going beyond a single narrative of transition. 

In today’s world of gender and sexuality, where 
terminology has become so central, this survey does 
something different: it focuses on shared experience 
rather than shared language. Many people who took 
testosterone before even the 1990s largely used 
terms like “FTM” rather than “transgender”; yet, if 
we’re focusing on unity, it makes more sense for 
us to talk about what we do have in common (i.e., 
a bodily transitional experience) rather than lim-
iting ourselves to terms and definitions, which are 
subject to change - and may not actually describe 
our individual experiences without flattening them. 

Intersex identities and healthcare needs are an 
important part our collective of understanding of 
transgender health, as there are often overlapping 
health questions for intersex and transgender commu-
nities. 2.6% of respondents identified as intersex, 
and many of those who indicated that they were un-
sure noted that they had PCOS and wondered if this 
could be included under an intersex banner.
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At the end of the survey, respondents were asked to 
self-identify their race, and in a separate ques-
tion, their ethnicity. 

The majority of respondents to this survey iden-
tified as white. It’s important to note that the 
whiteness of this survey means that this data 
should be examined critically with this in mind: 
testosterone healthcare outcomes for people of col-
or are not properly represented, as is unfortunate-
ly true in many healthcare studies. This is one of 
the most significant shortcomings of the data gath-
ered in this survey; further surveys that specifi-
cally focus on healthcare outcomes and experiences 
of people of color on testosterone are absolutely 
necessary, especially in the United States.

It’s worth asking if the overwhelming whiteness of 
the survey indicates that white people are more 
likely to have access to transitional care than 
people of color.

White: 78.9%
Not specifed: 8.0%
Multiracial or other: 6.7%
Asian or Pacific Islander: 2.3%
Latinx: 1.8%
Black: 1.3%
Native American: 0.8%
Southwest Asian or North African: 0.3%
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Also at the end of the survey, respondents were 
asked to self-identify their economic class back-
ground. While these identifiers are subjective and 
may mean different things geographically and inter-
personally, it’s worth noting that nearly half of 
respondents identified as working class, low income, 
or lower middle class. 

According to a 2019 study by the Williams Institute 
at UCLA, 29.4% of transgender people live in pov-
erty, with significantly higher rates when specified 
for transgender people of color, transgender people 
living in rural areas, and transgender people with 
disabilities. This is due to the immense discrimi-
nation faced by transgender people particularly in 
employment, housing, and healthcare.
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For many, access to transitional care is contin-
gent on access to insurance. In the United States, 
without insurance, the out-of-pocket cost of HRT 
can be prohibitively expensive, especially for a 
population that is more likely to be low-income. 
Costs and healthcare coverage can also vary state 
by state, which can make maintaining a prescrip-
tion while moving locations into a nightmare. Ac-
cording to the Nat’l Health Law Program, “many peo-
ple in Medicaid and private coverage can only fill 
their prescription for 30 days at a time, requiring 
monthly pharmacy visits,” making access far more 
difficult.

A significant number of respondents were under the 
age of 18, meaning they are reliant on their par-
ents or other caregivers for healthcare, insurance, 
and access to medical care. Ensuring transgender 
youth are able to get the transitional care they 
need (including puberty blockers) must be part of 
our vision for accessible transgender healthcare.
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None/Not affiliated: 45.6%
Jewish: 17.6%
Not specified 11.6%
Christian (Protestant): 7%
Spiritual: 5.2%
Pagan: 4.9%
Catholic: 3.6%
Buddhist: 1.0%
Multireligious: 1.0%
Satanic: 0.8%
Hindu: 0.5%
Quaker: 0.5%
Muslim: 0.3%
Unitarian Universalist: 0.3%

self-identifed as 
“spiritual”.

The disproportion-
ately large number 
of Jewish respon-
dents is likely a 
reflection of my 
following and social 
media algorithms, as 
I am an Ashkenazi 
Jewish artist.

Though many queer people have difficult experienc-
es with institutional religion, it’s not unusual 
that respondents had strong religious or spiritu-
al identities! A majority of those marked “none/
non-affiliated” also indicated that they were raised 
Christian. A significant number of respondents also 
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The majority of respondents were born in the 1990s. 
It’s unclear if this age range is reflective of the 
broader population of people taking testosterone for 
transitional purposes, or if that’s simply a bias of 
the social media populations and algorithms used to 
spread the word for the survey. The average age of re-
spondents was 28. 

Still, it’s not an underestimation to say that queer 
elders who have taken testosterone are in scarce sup-
ply. Some of this may be because in the past decade, 
thanks to the activism of many, transitional care has 
become significantly more accessible, especially as 
“informed consent” models of access become more wide-
ly practiced, so most people taking testosterone are 
younger or began more recently. Unfortunately, the 
paucity of elders in our community may also be because 
fewer of them survived: trans men have a lower life 
expectancy than cisgender men or women.

Oldest Respondent: 
  Born in 1950
  Youngest Respondent: 

Born in 2004
Average Respondent:

Born in 1994
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Though age and likelihood of taking this survey 
(which most people found through social media) defi-
nitely influences the range of years represented 
in the chart above, it’s clear that the last de-
cade, especially the last five years, has seen major 
changes in the availability of transitional care, 
with many more people of a variety of gender 
identities and ages able to access HRT. There is 
little data on the longterm effects of testosterone, 
and this survey doesn’t adequately represent expe-
riences of those who have taken T for longer than 
10 years, or before the year 2000.
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How Respondents Take Their T

Here’s some information about respondents’ rela-
tionships to testosterone; how long they’ve been 
taking it, their dosages, and information about 
prescriptions.

17



Trans defined here as identifying with a gender other 
than gender assigned at birth, including genderqueer 
or nonbinary.

Not all respondents began testosterone immediately 
upon coming out. In fact, for a variety of reasons, 
most waited a year or longer to begin HRT.
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After respondents made the decision to take 
testosterone, most people experienced delays in 
acquiring prescription to actually start HRT. 
Testosterone is considered a controlled substance 
the United States, making it more difficult to ac-
quire than certain other synthetic hormones. This 
means that people who use testosterone need to have 
more frequent contact with their prescribing pro-
vider to ensure a consistent supply. While 
currently in the U.S., a prescription is good for 
six months, states and health plans may impose 
additional restrictions. 
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Main Reasons For Delays Between Respondents
Deciding To Take Testosterone and Actually 

Getting a Prescription

Many of reasons are overlapping and interrelated, with 
respondents citing more than one reason there was a delay 
in accessing testosterone. Reasons are listed in order of 

frequency, from most to least common.

 ___________

1. Difficulty or long wait times to see a trans-affirming 
doctor, endocrinologist, or other transitional health-
care professional

2. Being a minor or not having parental approval

3. Family or romantic partner pressures not to transi-
tion

4. Uncertainty, fear, or needing more time

5. Needing therapist letter of approval 

6. Lack of financial resources

7. Lack of information or knowledge

8. Health insurance issues or barriers

9. Wanting or needing to either come out or socially 
transition before beginning HRT

10. Reliant on others for housing or finances & transi-
tion would risk this

11. Discrimination, gatekeeping, prohibited by medical 
professionals, therapists, and/or pharmacies, or being 
deemed “not trans enough”

12. Legal/state restrictions on transitional access

13. Location difficulties accessing care
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14. Physical health concerns or waiting on physical 
tests (bloodwork, etc.)

15. Fear of certain effects of T

16. Unsafe location or situation to transition / con-
cerns for physical safety

17. Moving locations at time of decision

18. Fear of social or sexual rejection

19. Pandemic-related difficulties

20. Internalized transphobia

21. Friend, peer, or other person dissuading them from 
transition

22. Not a minor but otherwise reliant on parents or 
other caregivers to help access care who refuse to do 
so

23. Mental health or executive functioning-related 
difficulties getting in the way of respondent seeking 
care

24. Reproductive health or fertility concerns

25. Body image issues

26. Pharmacy issues

27. Lack of community

28. Fear of “not being trans enough”

29. Denial

30. Medical trauma

Others: Mental health concerns, detransition, pressure 
from employers not to transition or fear of 
unemployment
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Over the years, methods of testosterone administration 
have changed. There are a handful of options. Today,
injections and gels are currently considered the most 
safe, effective, and widely used.

Injected testosterone is the most wide-
ly used method, as it’s often cheapest 
and most effective. Common types include 
Testosterone Cypionate (Depo-Testoster-
one), Testosterone Enanthate (Xyost-
ed), Testosterone Undecanoate (Nebido/
Aveed). Recommended time between doses 
varied widely depending on the type.

Gels are the second most common method, usu-
ally available in a pump bottle or packets, 
applied daily or every other day, taking 
about 3-4 hours to dry. Common brands include 
AndroGel, Testogel, and Testim. 

Patches are applied directly to the 
skin, with the brand name AndroDerm. 
This method is less common, as doses 
are more difficult to adjust and physi-
cal changes occur more slowly.

While testosterone supplement pills are 
sometimes available, they are considered 
unsafe and not recommended for medical 
transition. Not available in the U.S.

Testosteone Pellets, known by 
the brand name Testopel, are 
small cylandrical pellets con-

taining crystalline testosterone implanted under the 
skin which release slowly over time.

Testosterone cream and gel are essential-
ly the same substance. They are both topical 
forms of testosterone, applied to the skin. 
There are currently no mass-manufactured T 
creams in the U.S. - only gel.
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Injection was by far the most common method of 
taking testosterone. It’s usually the cheapest, most 
widely available method, with some reporting desired 
changes happening most quickly. Injections can be 
intramuscular (thigh, arm) or subcutaneous (belly, 
butt). 

Gels were the second most commonly used method. There 
seemed to be some popularity of gel among non-bina-
ry respondents, who may prefer the day-to-day control 
over dosing and the potentially longer timeline for 
changes to occur. Plus, for some, fear of needles made 
gels/creams a much better option, even though they can 
take time to dry.

A significant number of respondents replied that they 
used both gel and injection, though it was unclear if 
(but unlikely that) they were using both at the same 
time. A notable number of respondents had tried more 
than one method, switching from gel to injection (or 
vice versa), or changing methods over time as more op-
tions became available.

Pellets and patches were far less common, but viable 
alternatives to injections and gel/cream. Pills, how-
ever, are considered unsafe to use for medical tran-
sition. To those who responded that they were using 
pills, I urge you to find another method!
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Frequency of dosage is directly related to the type 
of testosterone one is taking. People who inject 
testosterone cypionate or enanthate take 20-200mg 
doses every week or every other week. People who 
inject testosterone undecanoate (which is consid-
ered to be slow release) will take a 1000mg dose 
every 10-16 weeks. According to responses, cypio-
nate is most commonly used in the United States, 
while undecanoate is most commonly used in the U.K. 
and Europe. It’s unclear if there are benefits/down-
sides to one as opposed to the other beyond quanti-
ty and dose length. 

Those who use gel applied it daily, or sometimes 
every other day.
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Dosage Data Note & How to Measure Your 
Testosterone

The survey results revealed that the majority of 
participants didn’t properly know how to indicate 
their dosage, making much of the data unusable. 
This is partially my fault; by allowing respondents 
to write in their dosage without guidenace, much of 
the data was difficult to understand. All data that 
either ambiguously or didn’t properly indicate dos-
age had to be thrown out. 

Because so much of the survey data on dosage was 
unusable, it is clear that too many people on T 
were not educated by their doctors or prescribers 
about how to properly describe their doses. When 
describing your dosage, always describe the milli-
grams (mg) of testosterone you’re taking and the 
frequency with which you’re taking it.

 Sample Injection Dose:
 50mg Testosterone Cypionate, 200mg/mL 1mL bottle
 Using 1mL syringe, fill to 0.25mL line. 
 Intramuscular. Weekly. 

 Sample Gel Dose:
 40.5mg Testosterone, 2 pumps Androgel 1.67%. Daily.

Injectable testosterone comes in different concen-
trations & bottle sizes. Testosterone Cypionate is 
commonly found in concentrations of 100 mg/mL and 
200 mg/mL. Your dosage is the number of milligrams 
(mg) you take. For example, someone who takes 50mg 
would take 0.5mL of a 100mg/mL substance, or 0.25mL 
of a 200 mg/mL substance. Instead, on the survey, 
many respondents wrote the number of milliliters 
(mL), which is denoted by the line on the syringe 
but is not the actual quantity of T.

Gels also come in different concentrations, includ-
ing 1%, 1.67%, and 2%. Many people wrote the number 
of pumps or packets they took without specifying 
the concentration of T in the gel. 
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From the usable data, here were the results for 
those taking gel daily & injections weekly.

Gel doses tend to be, on average, lower than injec-
tion doses - however, they’re given more frequent-
ly. It would be useful to know what the average T 
blood levels are for these doses and comparing them 
to the dose levels of those who inject.
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The most common doses for those administering week-
ly were 50mg, 60mg, 80mg, and 100mg. Among those 
who administered every other week, respondents were 
more likely to have a dose of 80mg or higher, with 
the majority of biweekly doses being 80mg, 100mg, 
or 200mg. Injection responses were limited to U.S. 
participants (who largely take cypionate). Most 
non-U.S. respondents used Nebido (undecanoate) in 
~1000mg/every 10-16 weeks. 
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Not all people who took the survey were currently 
taking testosterone; some respondents had previous-
ly taken it, or were taking a break from dosage. 
Some people who decide to transition using testos-
terone only take it for a limited amount of time, 
rather than as a lifelong medication. A majority of 
people who chose to take testosterone for limit-
ed number of time identified as non-binary, gender-
queer, butch, or genderfluid - perhaps because their 
transitional goals didn’t require longterm dosage. 

29

of respondents who stopped 
taking T identified as butch

of respondents 
who stopped tak-
ing T identified 
as non-binary, 
genderqueer, 
and/or 
genderfluid



It’s not unusual for folks to begin using testoster-
one, stop using it, and then restart dosing later. 
Though this question didn’t ask respondents to spec-
ify how long their breaks were, nearly 30% said that 
they’d “gone off” of testosterone at least once, then 
began to use it again at a later time. For some, that 
may be because they needed to see how they felt with-
out it, or that at the time they’d stopped dosing, 
they had reached a point of comfort or a personal 
goal with their transition. For others, that might be 
because they were no longer able to access testoster-
one, and so were required to stop treatment because 
of circumstance. 

People also regularly change their dosage, sometimes 
with the help and guidance of doctors, sometimes in-
dependently, according to their felt need. In fact, 
the vast majority of respondents reported that they’d 
changed their dosages at least once since beginning 
testosterone, with nearly half indicating that they’d 
changed their dosage multiple times. 

There’s very little research to 
indicate best practices about 
changing dosages. It’s unclear 
what (if any) health outcomes may 
result from changing one’s dose 
frequently, by small or large 
quantities - or if particular 
methods of administration/types of 
testosterone have safer or more 
effective outcomes than others.
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Just like some folks start, stop, and resume taking 
testosterone, most people adjust their dosage at 
least once during the time they take it. Some peo-
ple even reported adjusting their dose bit by bit 
each time they administered. There isn’t a stan-
dard “starting dose,” especially when factoring in 
for non-binary transitions that may have different 
goals than those of some transgender men, so the 
process of figuring out what dose is right for each 
individual’s body and transitional needs often re-
quires some experimentation. Sometimes this happens 
without medical oversight. Whether you’re changing 
your dose with a doctor’s help or not, getting your 
bloodwork done (analyzing T levels, liver and kid-
ney function, etc.) is an extremely important rou-
tine health measure for anyone on HRT.

Some people not only change their dosage but also 
their method and/or frequency of administration, 
finding that different methods of testosterone (gel, 
injection, patch, etc.) work better for their life-
styles, or may be more readily available or afford-
able.
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These are the initial or “starting” doses of respon-
dents using gel or injections. The majority of U.S. 
respondents who injected were initially prescribed a 
50mg dose. Those who started with gel had more vari-
able starting doses. Though some doses are lower than 
others, there’s no official or uniform “low dose.”
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At least 14% of respondents reported that they take 
a different amount of testosterone than they’re 
technically prescribed. For many, this is because 
changing their dosage on paper would make them more 
likely to run out of supplies before they’re able 
to get a refill; usually, they’re taking less than 
what’s on paper. For others, it may be because 
they’ve changed their dose independently, and 
haven’t wanted or been able to see a healthcare 
professional in order to document this change.

A small handful of respondents answered that they 
did not have a formal prescription for testoster-
one. For people who cannot access HRT through in-
stitutional methods, especially people living in 
poverty or youth whose parents/guardians will not 
support their transitions, they may acquire medica-
tion through friends or other means.
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There isn’t a lot of discussion about what happens 
when one misses a dose or stops taking T. Like any 
hormone shift, a change in T levels can result in 
physical and emotional changes or disruptions. Over a 
third of respondents reported experiencing some kind 
of withdrawal symptoms after ever delaying or stopping 
dosage - and more than two thirds of respondents had 
once run out of supplies before they could get a re-
fill. Though testosterone isn’t considered to be an ad-
dictive substance, bodies seem to adjust to increased 
testosterone levels - and some experienced its absence 
in ways that were uncomfortable, confusing, or even 
destabilizing. For this reason, some people who inject 
testosterone may prefer to dose weekly rather than 
biweekly, since a more regular dose can prevent with-
drawal-related ups-and-downs. More research should be 
done about T withdrawal and if there are ways to mit-
igate these effects, especially for those who have had 
hysterectomies.
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Common Symptom Experiences of Withdrawal 
from Testosterone

Ranked in order of most to least common, these are the 
symptoms that respondents described experiencing when 
they had either delayed taking or went off of Testos-
terone. Some of these symptoms could be felt within a 
day or two of missing a dose.

1. Lethargy/fatigue
2. Mood swings/emotional instability
3. Depression/sadness
4. Anger/irritability
5. Cramping
6. Dysphoria
7. Lowered sex drive
8. Resumed periods, spotting or abnormal bleeding
9. Anxiety
10. Headaches
11. Crying/tearfulness
12. Physical aches 
13. Acne Breakouts
14. Suicidal thoughts
15. Hot flashes
16. Low-self esteem/sense of failure
17. Worsened other medical conditions (including 
PCOS, PoTS, IBS, PMDD, and ADHD)

Other symptoms listed (with fewer than five instanc-
es mentioned in responses): Insomnia, brain fog, skin 
changes, social isolation, dissociation, inability to 
focus, hair loss, appetite loss, bloating, vulnera-
bility, sweatiness, fat redistribution, sugar crav-
ings, stopped periods, joint instability, increased 
sex drive, generally feeling ill, urine smell change, 
panic attacks
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Doctors, Pharmacists, and 
The Medical Establishment 

For many people, one of the most difficult parts of 
transition is dealing with transphobia in the medi-
cal profession or navigating medical beauracracy.

In the survey, respondents were asked to rate their 
ease of access to getting prescriptions, getting 
those prescriptions filled at a pharmacy, and the 
overall care they’d recieved from doctors and endo-
crinologists. While the majority of respondents had 
neutral or positive experiences, quality of care 
declined directly along class lines. The vast ma-
jority of negative experiences were from low-income 
respondents who identified as lower-middle class, 
working class, or living in poverty. 

Respondents frequently reported misinformation, 
misgendering, lack of knowledge, intrusive ques-
tions, inappropriate comments, and discrimination 
from healthcare providers. As access to HRT becomes 
more widely available, more trans people are inter-
acting with doctors about transitional care - and 
more doctors, regardless of their area of practice, 
are likely to have trans patients. The stakes are 
high. These interactions must help heal us rather 
than cause more trauma and damage.

41



The lower the rated quality of experience, the more 
likely the respondent was to also identify as low 
income or living in poverty. Class inequalities 
persist in terms of trans healthcare quality.
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(Mis)information from Doctors

Many respondents noted that doctors either couldn’t ade-
quately answer their questions and even gave them incor-
rect or inaccurate information about health outcomes on 
testosterone.
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More Difficulties and Questions

“My psychiatrist LOVES to say that me transitioning 
is the reason I have an Anxiety Disorder, even though 
I’ve been seeing him about my anxiety long before 
even coming out as trans.”

“I just feel they didn’t really have an idea of gen-
der beyond the binary or supporting/understanding 
gender and the journey of it. I came in with most/all 
of the information and an idea of what they could do 
for me and it was just transactional.”

“My initial NHS doctor refused to answer any ques-
tions and asked me to transfer to a new surgery as 
she did not want to provide me with trans health-
care.”

“They didn’t take my blood before so I don’t have any 
initial levels.”

“They couldn’t answer lots of questions that trans 
people know about anecdotally, but doctors do not re-
search. Like change in sexuality, mood stabilizing 
effects.”

“Doctors answered all the questions I had. But even 
still, there have been effects (mostly minor ones) 
that nobody told me about - like hot flashes!”

“Can my insurance cover vocal coaching? Will a 
hysterectomy be necessary? What can I do about hair 
loss? (I started finasteride last year after doing my 
own research but wish I had known sooner).”

“Practically all of my questions were met with ‘we 
don’t have enough research to know for sure.’”

“My PCP could not tell me really definitively the risk 
of infertility on T.”

“No one understood how bad my junk was hurting until 
I got a trans man doctor. I also have PCOS and there 
wasn’t really much doctors could explain to me as to 
how that would play out long term.”

Respondents describe challenging experiences with 
doctors in their own words.
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Our Trans Bodies, Our Trans Selves

Medical transition on testosterone has impacts for 
many aspects of a person’s well-being: body, sex-
uality, emotions, spirituality, and social life. 
Repeatedly, respondents expressed a desire to know 
more about the bodily and emotional impacts of 
going on testosterone, particularly with regards to 
reproductive health and other conditions specific 
both to people assigned female at birth and 
intersex folks.

Most people who took the survey experienced an in-
crease in sex drive, describing it as easier to ex-
perience arousal, feeling attraction more physical-
ly and viscerally. “What feels good” also changed, 
with a handful of folks writing in that they had to 
relearn and explore new types of sexual experience, 
sometimes due to bottom growth (clitoral enlargement 
that often occurs from testosterone). Many reported 
feeling more comfortable to explore aspects of their 
sexuality that were either dormant or new, whether 
related to kink, body, or sexual orientation. 

Among respondents who identified as asexual pre-T 
(6.3%), the majority continued to identify as 
asexual or on the ace spectrum after taking T, 
though the majority of all ace respondents reported 
an increase in sex drive. 2.3% of respondents began 
identifying as asexual after T. A small but 
notable percentage experienced a significant decrease 
in their sex drive.
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Changes in sexual orientation were very normal. 
Respondents expressed a range of feelings about 
these changes; experiencing new attractions may 
have ramifications for personal identity, community, 
and even gender presentation. 

Combining and comparing all sexual orientation data 
before and after T, there was a 21.3% increase in 
respondents reporting attraction to men, a 5.9% de-
crease in reporting attraction to women, and a 32% 
increase in identifying as “T4T,” or attracted to 
other trans & non-binary people. There was also a 
6.9% increase in reporting as bisexual or pansexu-
al, and a 19% increase in reporting as queer. It’s 
worth noting that all combinations of changes (or 
lack of changes) were present in the dataset. These 
numbers can’t predict what someone’s experience of 
sexuality will be after T.
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On the survey, respondents were asked “After I 
started testosterone, emotionally I noticed...” and 
given the chance to write in their answers. These 
are some emotional changes that came up multiple 
times. 

19.8% mentioned difficulty crying or 
a significant change in their 
ability to cry.

10% mentioned experiencing more 
noticeable anger, frustration, or 
irritation.

9% mentioned increased confidence 
and self-comfort. 

13% mentioned increased stability, 
calm, and inner peace.

16.9% mentioned a significant 
feelings of joy, happiness, or 
euphoria.

1% mentioned they experienced no 
emotional changes.

Some respondents reported 
experiencing mood swings and 
increased emotional intensity 
after starting T, but found that 
over time, the extremes evened 
out. More research needs to be 
done on how T interacts with 
mood disorders.
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Emotions On T: Quotes from Respondents

There’s no singular emotional experience of people 
who begin taking testosterone. Here are some quotes 
from the survey, in respondents’ own words.

“I felt further from emotions - felt more 
fiery than watery.”

“I was more stable and happy, I cried less but 
could still cry if I needed to. I got more
angry for a short while, but that passed.”

“My emotions were closer to the surface and it 
was harder or impossible to hold them back.”

“I felt at peace with myself and no longer 
cared as much if people used the wrong pronouns 
for me; I felt more even-keeled and present.”

“A state of contentedness, whereas I could not 
clear my mind previously.”

“My emotions became much more physical, I was 
able to get angry.”

“I had a reason to live for the first time in my 
entire life.”

“I was more grounded.”
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Respondents were asked “After I started testoster-
one, spiritually I noticed...” and given the chance to 
write in their answers. Though many responded “none” 
or that they did not identify as having a spiritual 
identity, here are some of the responses of those who 
wrote in about spiritual changes in their own words.

___________

“A better access to my spiritual roots 
and the search for more.”

“A deeper connection to the trans community.”

“A solid throughline, an anchor almost, to my 
place in physical space and my body, that is 
rooted in my autonomy. Sensual joy in my body and 
honest engagement with my sexuality, not hiding 
in a dissociative state during sex. A sense of 
correctness and alignment with regard to others, 
and a corresponding sureness of how to act in ac-
cordance with it. This isn’t constant of course, 
but I feel more honest with myself and therefore 
more honest and open to others, less preoccupied 
with avoiding feeling wrong. This has produced in 
me greater harmony with everything around me.”

“Feeling a lot more connected to my body and 
grounded in myself. After years of being 
agnostic, started to believe in God and my own 
intentional creation again.”

“Greater peace, understanding of my gender as 
spirituality transcendent, great appreciation for 
my uniqueness.”

“More in touch with my ancestors.”

“So much connection to other people of all genders and 
way more aware of the distance I had. That I feel very 
“in my skin” in a way that helps me feel bad, neutral 
and good about different parts of myself while before 
I usually just didn’t notice my physical self. That I 
feel more divine.”
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Respondents were asked “After I started testoster-
one, physically I noticed...” and given the chance 
to write in their answers. While physical changes 
are better documented in trans medical literature, 
these are some physical changes that were high-
lighted multiple times. 

7.5% mentioned increased hunger or 
appetite.

51.4% mentioned body hair growth, 
or in some cases, hair loss on 
their heads.

23.9% mentioned experiencing 
significant bottom growth and 
other changes to genitalia.

28.8% mentioned increase in 
muscle mass and physical 
strength.

3.1% mentioned a change in their 
smell, whether their body odor, urine, 
genitals, or ejaculate and discharge.

9.3% mentioned increased energy

10% mentioned oilier, thicker, or 
rougher skin texture, and acne.

5.7% mentioned higher body tempera-
ture, feeling warmer or experiencing 
hot flashes.

8.7% mentioned facial changes; squared 
jawlines and changes in shape.

21.6% mentioned vocal changes and voice 
drops. 2.6% mentioning experiencing sore 
or scratchy throat during voice drops. 
(Some reported vocal coaching helped.)

50



The majority of people taking testosterone stop 
menstruating. However, many folks who take testos-
terone do continue to menstruate or experience a 
change in menstruation. The higher the dosage, the 
less likely one is to have a period. However, this 
varies depending on your body; some people on high 
doses of testosterone menstruate or occasionally 
menstruate. Unfortunately, there’s little informa-
tion on the variables that impact testosterone and 
menses.
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All trans people are different and want different 
things from their transitions - and not all people 
who take testosterone and took this survey identi-
fy as trans! There is no “right” way to transition. 
Though desiring to take testosterone may correlate 
with other aspects of medical transition, such as 
top and bottom surgery, many respondents were ei-
ther ambivalent about, not able, or did not want to 
get transitional surgeries. All medical transition 
decisions can be complicated (personally and finan-
cially), can take years to make, and may or may not 
always be directly related to gender dysphoria.
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Over one third of respondents expressed interest or 
potential interest in bearing children biological-
ly. While pregnancy is a complicated question for 
a lot of people taking testosterone, it’s far from 
out of the question. Some respondents reported that 
they’d been told by doctors that testosterone would 
definitely make them infertile, which is false med-
ical information. According to a 2019 study con-
ducted by Boston IVF, “based on 8 years of patient 
data, found that trans men who had begun the tran-
sition process via testosterone therapy had similar 
egg yields as those of cisgender female patients. 
More than one-half the transgender male patients 
had been on testosterone therapy before undergoing 
ovarian stimulation cycles, and all had discontin-
ued testosterone for an average of 4 months before 
starting their treatment cycle.”

People transitioning on testosterone can and do get 
pregnant. There are also options for egg freezing 
and other measures for folks with fertility con-
cerns. It’s also worth stating that even if you’re 
not getting your period, testosterone shouldn’t be 
used as birth control (and certainly doesn’t pro-
tect against STDs). Use protection!
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What Research Are We Missing?

So much research about the effects of Testosterone 
hasn’t been done. This is part of a trend of his-
torical neglect of transgender bodies. This is a 
list of research topics that respondents wished ex-
isted or that they had known, many of these inqui-
ries related to actual changes experienced by re-
spondents.

Top Twenty Topics for Further Research

1. Impacts on the reproductive system, uterus, fer-
tility, menses, and pregnancy

2. Long-term impacts on general health

3. Emotional, mood, and mental health outcomes

4. Difference between “low” and “high” doses, dose 
variation, and microdosing

5. Hair loss and gain (in-
cluding 5-Alpha inhibitors 
such as Finestide, Minoxidil, 
etc. to prevent hair loss)

6. Effects on sexual health 
and sexuality

7. Genital atrophy, changes 
to uterine/vaginal lining, 
PH, and endometriosis

8. Speed of transition and more detailed timelines, 
especially varied by dose and body composition

9. Relationship to AFAB-specific health conditions 
(including PCOS and PMDD)

10. Vocal changes & how to keep range for singers, 
including trans vocal training best-practices
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11.Cancer (specifically breast and cervical cancers)

12. Impacts on existing mental illness & mood dis-
orders

13. Bottom growth, changes to physical sensitivity, 
and sexual pleasure

14. Difference between methods of administration 
(shots versus gel, pellets, patch, Nebido v Cypio-
nate etc.)

15. Relationship to other medications

16. Hysterectomies and how effects & experience of 
Testosterone change after Hysterectomy

17. Starting T later in life/at older age

18. Cramping & uterine pain

19. Effects of taking a break/starting or stopping 
Testosterone more than once

20. Interaction with Menopause
______

What questions does this survey raise for you?
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Other concerns, in order of frequency

Cardiovascular health    Research specific to 
non-binary/gender conforming people   Liver and 
Organ Health   Skin changes & acne   Acid reflux 
and Gastrointestinal health   What’s the best 
way to assess the proper dose and method for 
one’s unique body?   Bone density and osteopo-
rosis   Impacts on Dysphoria   Premature meno-
pausal symptoms   Dose relative to body size   
Research specific to fat bodies   Interactional 
with Birth Control   Impact on joints and hy-
permobility   Cholesterol   Outcomes for people 
with autoimmune diseases   Information on DHT 
blocks and other modes of controlling certain 
effects of Testosterone   Musculature and chang-
es in muscles & body composition   Hydration & 
retaining water   Life expectancy   Headaches & 
hormonal migraines   Outcomes from people with 
chronic illness or disability   Predictions for 
health or transitional outcomes based on hered-
ity   Difference in transitional outcomes be-
tween intramuscular and subcutaneous injection 
methods   Thyroid health   Outcomes for Au-
tistic people   Changes in appetite   Risk of 
blood clots?   Pulmonary health   Vaginal dis-
charge   Weight gain   Change in Height/Hand/
Foot Size   Racial, ethnic, and sociological 
research   Vision and eyesight   Permanence of 
effects   Why do some changes stop and restart 
abruptly, sometimes years apart?   Blood sugar   
Risk of ovarian cysts   Lactation   Sleep ap-
nea and insomnia   Changes for tears and crying   
Research specific to Butch-identified people   
Pain tolerance   Pelvic floor   Impacts for eggs 
& IVF   Difference between injecting every 1 
versus 2 weeks   Sublingual testosterone   Scar 
tissue formation and prevention   Risk for AM-
AB-specific diseases   Blood pressure
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Here’s some wisdom that respondents learned from 
other trans folks & wanted to pass on to readers.
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