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Abstract
Despite the increased visibility and knowledge in the area of transgender health, the sexual health and experiences of transgender women undergoing Gender-Affirming Hormone Therapy (GAHT) are still under- researched; often, the effects of GAHT on trans women’s sexuality are broadly miscategorised as ‘erectile dysfunction’.This study aimed to provide an exploration of trans women’s negotiation of the psycho- and physiosexual shifts which result from GAHT. Twelve participants (including one pilot) took part in hour-long semi-structured interviews, with two providing a secondary interview for further data triangulation. These interviews were manually transcribed, coded, and final themes were identified and titled from participants’ own words. The interviewer also maintained a journal which they used to provide further depth, reflection, and insight to the emerging themes.The final analysis identified four themes: overall experiences, physiological changes, psychological changes, and shifts in experiences of orgasm. Most participants had positive and/or affirming experiences of sexuality while medically transitioning. One important, and significantly under- researched, experience described by participants was the development of new erogenous zones; for many, their source of sexual pleasure and climax had shifted partially if not entirely away from their genitals and towards nipples, legs, backs, or other body parts. These findings highlight the dearth of medical knowledge in the area of sexual function and pleasure for trans women undergoing GAHT, and provide an impetus for a systematic reimagining of how clinical practitioners might negotiate their treatment of a transgender client.
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Introduction
Gender-Affirming Hormone Therapy (GAHT) is a medical treatment used by transgender women as a medical means of improving their wellbeing, primarily by alleviating gender dysphoria, the distress caused by a misalignment between a person’s gender and the sex they were assigned at birth (Knudson et al. 2010; Hwahng & Nuttbrock 2014; White Hughto & Reisner 2016; Coleman, 2017). It typically includes hormonal medication which increases oestrogens and suppresses androgens (Tangpricha et al. 2003; Radix 2016; Coleman 2017), and documented physiological outcomes include breast tissue development, body fat redistribution (i.e. wider hips, more facial fatty tissue), the slowing of testosterone-induced hair loss, muscle mass reduction, and softening of skin (Cohen-Kettenis & Gooren 1999; Weyers et al. 2009; Knezevich et al. 2012; Radix 2016). Current research on GAHT focuses on physiological effects and potential health risks, as well as the psychological benefits of treatment (Wierckx et al. 2012; Fabris et al. 2014; Heylens et al. 2014; Van Caenegem et al. 2014; Dhejne et al. 2016). However, there is little research on GAHT’s interaction with trans women’s sexuality (Nieder et al. 2016). The few studies which do address this area focus on sexual physiology and not sexual experiences themselves (Manieri et al. 2008; Knezevich et al. 2012; Wibowo & Wassersug 2013). Although some peer-based accounts of trans women’s sexuality do exist (Altadonna 2011; Bellwether 2013; Serano 2016; Lester 2017; Roche 2018), trans women’s experiences of GAHT and its impact on intimacy and sexual pleasure remain significantly under-researched in the academic realm (Mendelson 2015). This article will provide a discussion of a qualitative study into transgender women’s experiences with sexuality, and the impact of GAHT on those experiences. 
Background
Medical Effects of GAHT
GAHT is a low-cost medical intervention for trans women, especially when compared with others (i.e. genital surgery, estimated at around $20,000USD) (Leinung et al. 2013). Therefore, GAHT is a common medical intervention for trans women who experience gender dysphoria (Coleman 2017). GAHT consists of either oestrogen, androgen blockers, or a combination of the two, and produces ‘feminising’ effects (Fisher & Maggi 2015; Radix 2016; Coleman 2017). These include breast tissue development, body fat redistribution (i.e. wider hips, more facial fatty tissue), the slowing of testosterone-induced hair loss, muscle mass reduction, and softening of skin (Cohen-Kettenis & Gooren  1999; Weyers et al. 2009; Knezevich et al. 2012; Radix 2016). 
GAHT also positively impacts trans women’s psychological wellbeing. Australian trans women experience significant mental health issues, often due to systematic discrimination and violence (Pitts et al. 2009; Hyde et al. 2013; Riggs et al. 2015; De Cuypere & Winter 2016; Winter et al. 2016; McCann & Brown 2017). Although these can be managed by competent, well-trained staff (Riggs & Bartholomaeus 2016), several studies indicate that GAHT plays a crucial role in reducing trans women’s psychological distress and improving their quality of life (Murad et al. 2010).
Despite these benefits, and GAHT’s relative safety, some health risks remain (Meriggiola & Berra 2012; Feldman et al. 2016). These risks include cardiovascular disease and mortality (CVDM), venous thromboembolisms (VT) and bone density loss-induced osteoporosis (Toorians et al. 2003; T'Sjoen et al. 2009; Asscheman et al. 2011; Wierckx et al. 2012; Fabris et al. 2014; Van Caenegem et al. 2014). However, research outcomes remain contradictory; CVDM is often impacted by factors such as immunosuppressive conditions and substance use (Asscheman et al. 2011; Wierckx et al. 2012); both CVDM and VT are mitigated by supervision and appropriate treatment (Manieri et al. 2008; Weinand & Safer 2015), and bone density loss has either been prevented or delinked from osteoporosis by more recent studies and interventions (Miyajima et al. 2012; Fabris et al. 2014). Furthermore, multiple studies suggest that access to knowledge, informed clinical support and provision of timely prescribed treatment are the most substantial determinants in the success of a person’s GAHT process (Rotondi et al. 2013; de Haan et al. 2015; Bourgeois et al. 2016; Jaffee et al. 2016). One final health consequence of GAHT is its impact on sexuality.
GAHT and Sexuality
Knezevich, Viereck, and Drincic (2012) highlighted the onset of ‘sexual dysfunction’ around 6 months into GAHT, which is defined as testicular atrophy and a decrease in, or complete loss of, erections (Manieri et al. 2008; Wylie et al. 2009; Radix 2016). Despite some trans women reporting spontaneous arousal and erections past that point (Fabris et al. 2014), most medical literature indicates this ‘dysfunction’ is commonplace. However, positing the impact of GAHT on sexuality as purely suppressive is oversimplifying its effects; in fact, two of the largest studied cohorts of trans women showed significant variation in sexual satisfaction based on factors such as sexuality and relationship status (Weyers et al. 2009; Wierckx et al. 2014). Current medical knowledge of trans women’s sexuality is filled with contradictions, confounding variables, over-pathologisation and inconclusive results, which leaves room for alternative, non-pathologising perspectives on GAHT and trans women’s sexuality (Atienza-macías 2015; Klein & Gorzalka 2009; Winter et al. 2009; Riggs & Bartholomaeus 2017).
Several studies suggest that rather than eliminating arousal, GAHT can instead significantly shift a person’s sexual desires and orientation (Daskalos 1998; Auer et al. 2014; Katz-Wise et al. 2015). Additionally, Serano (2016) described a number of positive sexual experiences as a result of GAHT, including an increase in pleasure; new and more rewarding sexual practices; and a change in orgasms, from simple and short “boygasms” to complex and extended “girlgasms”. Serano (2009) therefore effectively moves the focus away from erectile function as the sole measurement of sexual function and pleasure, to a more holistic view of trans women’s sexuality and experiences. Finally, Bellwether’s (2013) manuscript provides a comprehensive guide to trans women’s sexuality, including alternative anatomical pleasure points for when an erection is not present or desired (i.e. inguinal canals, anus etc.), and the usage of toys and harnessed dildos. Bellwether (2013) highlighted connections between dysfunction and pleasure, posing alternative sexual narratives which see trans women undergoing GAHT navigating and thriving in their modified sexuality. Ultimately, current research on trans women’s experiences with GAHT rarely addresses sexuality (Nieder et al. 2016), leaving a significant knowledge gap which the current study sought to address.
Methods
Participants
The participants were 12 trans women, aged 23-54, who had been undergoing GAHT for longer than 12 months and had not undergone genital surgery[footnoteRef:2] at the time of the interview. Two participants identified as heterosexual, while the rest used (often multiple) terms such as lesbian, gay, queer, pansexual, bisexual, demisexual, polysexual, or sapiosexual. Four of the participants were single, two were in a monogamous relationship, and the rest were in non-monogamous/multiple relationships. Length of GAHT varied from 16 months to 15 years, and types of GAHT included anti-androgen/oestrogen combination, oestrogen-only, or unspecified.   [2:  Despite genital surgery having significant impact on trans women’s life quality, and sexual satisfaction particularly, as well as being a marker of a person having access to resources many trans women do not have this surgery (Lawrence 2003; De Cuypere et al. 2005; Lawrence 2005; Gijs & Brewaeys 2007; Ainsworth & Spiegel 2010; Papadopulos et al. 2017), few studies distinguish between those who have undergone, require/desire, or outright reject genital surgery (“pre, post and non-op[erative]” respectively (Wilson 2002; Denny 2004)). In order to rectify this confoundment, “post-op” trans women were defined as a separate population, and excluded from the study.] 

Data Collection
All interviews were conducted by the first author. Participants were recruited through advertising at several LGBT+ health services and sex work services, as well as snowball sampling. Once a participant contacted the first author, they were provided with a participant information letter and consent form, and offered the opportunity to discuss the study prior to the interview. All but one of the interviews were conducted via phone or Skype; the single face-to-face interview took place in a private counselling room provided by a sexual health service. On the day, participants were offered the chance to discuss the study further, and informed that they could stop the interview at any time. Once the participant agreed that they were happy to proceed, the interviewer started the recording and followed the approximately 45-minute interview schedule, along with additional prompting when needed. Immediately following the interview, participants were offered a debrief and given the option to avoid having the debrief recorded. All participants agreed to the recording, and the data was included in the final analysis. 
In order to gain further data triangulation and quality assurance, the interviewer also conducted a pilot interview which included questions about the quality of the interview schedule; additionally, all participants were sent copies of their transcripts, which they approved, and offered a follow up interview (Morse 2000; Walker 2012). However, only 2 participants accepted this offer. This assisted in the data triangulation and quality assurance . Following each initial interview, participants were provided with a $20 food voucher and a resource list containing numbers for relevant sexual health services. Interviews were manually transcribed and each transcript was approved via email by the participant prior to undergoing a full analysis. Finally, each participant was provided with a pseudonym which they given the option to change if desired. 
Data Analysis
The analysis process focused on achieving greater insight into the life-worlds of the participants, and using their words to guide the language used to document their experiences (Liamputtong 2009; Bourgeault et al. 2010). This was achieved by following Braun and Clarke’s (2006; 2013) guidelines, utilising participants’ own terms to code and define the thematic clusters, thereby ensuring the richness of their data is maintained and not reduced or altered. Full quotes were also retained where possible, to provide ample data within its original context; any notes the researcher made during or after the interviews were used as guiding points for interpreting and ultimately documenting the final themes. A hermeneutic approach to analysis was used, which involves actively engaging in a cycle of reading and interpretation (Gadamer 1975). As Hall (2009) suggested, the interpretation of text is always affected by the researcher, thereby fragmenting the way a narrative is ultimately described. This perspective positions the researcher as an inseparable part of any analysed phenomenon (Eilifsen 2011), therefore requiring the researcher to be reflexive in the process of knowledge production in order to represent it respectfully and authentically (Puurunen 2013). This reflexivity was achieved by the researcher regularly checking in with the second author, about the identified themes and their accuracy/significance; as well as utilising a journal in order to both process and refine the data and its analysis (Clarke,1999).  
Ethical Considerations
Trans women are a vulnerable population, significantly susceptible to a wide array of abuse and discrimination (Liamputtong 2007; Espinoza-Madrigal 2012; Nuttbrock et al. 2014; Jaffee et al. 2016). The researcher utilised the Australian National Health and Medical Research Council (NHMRC)’s (2007) ethical protocols, Liamputtong’s (2009) interview recommendations, Ansara and Hegarty’s (2014) inclusive language approach, and Owen-Smith et al.’s (2016) guidelines to transgender research to ensure this vulnerability was acknowledged and safely navigated. This meant ensuring participants were well-informed, comfortable, aware of their right to withdraw, and anonymised in the analysis and documentation process. 
Additionally, as a trans woman, the researcher is positioned as an insider-outsider, being privy to some similar experiences as the participants but ultimately not having a full knowledge of their lives (Hayfield & Huxley 2015). The researcher disclosed their status in the study’s recruitment advertisement. Insider-outsider researchers can be at risk of bias, role confusion, and data miscomprehension (Birch & Miller 2000; Kanuha 2000; Asselin 2003). However, this position can also yield significant rapport-building, bring deeper insight, increase analysis accuracy, and provide impetus for more reflexive and connected research practices (Unluer 2012). The research team overall is also insider-outsider, with the second author being cisgender. This dynamic requires negotiating these differences directly, and addressing the ways in which each researcher’s understanding of their gender might affect data analysis and documentation (Court & Abbas 2013). This included negotiating a balance between the researcher as a ‘relative insider’ on the topic with the perspective of the ‘relative outsider’ second author, and by extension the academic institution as a whole (Pollack & Eldridge 2016). 
Results
“I’ve come to be more natural within myself” - Experiences of GAHT
Participants expressed a range of both positive and challenging experiences with GAHT. For several participants, undergoing GAHT was an overall positive experience; Lilly who said she is “pretty fucking jazzed about it”; and Ella who stated, “I’ve come to be more natural within myself”, provide voice to this. Others had more mixed opinions; Janey stated that “80% [of being on hormones] is great coz I’m on them but another 20% it would be great if it was natural”, referring to being able to naturally produce a female hormone balance. Zoe also expressed a concern regarding “consistently taking medication every day”; but said that other methods of delivery, in particular Implanon, were an even bigger concern for her, stating “you’re not guaranteed a strict daily dose it’s just […] flooding your system”. 
Eight participants also discussed having experienced some fluctuation or inconsistency in their treatment. For several, this was due to changes made by their clinician. Zoe, however, experienced treatment fluctuation due to not seeing an endocrinologist for a significant period of time. She said, “I didn’t realise if you take too much hormone therapy, Progynova oestrogen in particular, it can actually have a reverse effect”, which was not mitigated by the appropriate clinical care. Other participants experienced regime inconsistency due to personal factors. Eva stated: 

The last 12 months I’ve been all over the show with money and all over the show with mental health and how I can work and make money, so I’ve been off my meds properly for like 6 weeks to 2 months.

Claire also had to make a choice regarding her treatment, due to sex work. She said “most clients like a bit of rogering these days, they want the real thing, so sometimes I’ll stop the hormones so I can get an erection”. She stated that she is aware of the repercussions, saying “I know its self-medication and it’s dangerous, but its a choice that I make as a sex worker”. For some participants inconsistency was less systematic and more accidental. Abbey stated “I’ve skipped a day or two but I find that the best thing to do is not to be hard on yourself about it. […] My boobs look great so they’re not gonna disappear overnight”. This breast development is one of many physiological changes participants described.
“So much more sensitive” - Physiological and Appearance Changes
All participants except Holly discussed the effects of GAHT on their bodies. Seven described their breasts becoming larger and “so much more sensitive” (Eva). Abbey said she experienced such an increase in sensitivity that “on a number of occasions I’ve almost came from touching my nipples, which was unheard of before”. Katrina described experiencing substantial breast growth but little increase in sensation, saying “I did well for size not for sensitivity”. For Vivian, this increase in sensitivity was not a positive shift. She said that when she is on her full dose of hormones her breasts were “painful to touch”, and that she did not enjoy them being touched erotically by a partner. 
Six participants (Vivian, Katrina, Eva, Ella, Claire, and Abbey) also expressed experiencing an increase in skin softness and sensitivity. Vivian said that her “skin’s softer and clearer”, to the extent that others regularly comment on it. Abbey stated that for her, this increase in sensitivity was highly affirming, saying “my skin is a lot more sensitive, and that’s amazing, it’s like this is how I imagined it always should be”. Eva described this sensitivity as something that’s increased substantially, from nearly nothing before GAHT to now, saying that “my neck’s really sensitive, all my skin’s really sensitive”. Several participants described this sensitivity as them developing new erogenous zones. Ella described the shift as being a nearly all-body experience, saying:

Much more of my body were erogenous zones than there were before. I actually had sexual sensation in my nipples, which was really nice, which I really liked, and my inner thighs started to become […] much more sensitive to sexual touch. […] The hormone treatment made […] it spread out, where I feel sexual when I’m touched.

Lilly expressed feeling confounded but overall positive about these developments, stating that having “weird locations of erogenous zones has been bizarre but also really fucking hot. Beforehand […] my only erogenous zone was my genitals, and now it’s […] my legs, especially inner thighs, my arms, my face, my ears”. 
Another major physiological shift which all participants, except Holly, discussed was a shift in their capacity to gain an erection. Lilly stated that she “absolutely got oestrogen dick like a motherfucker”, having very soft erections at best. Despite these erectile issues, she did go on to say “back in the day I would [have felt] very self-conscious about it but I’ve kind of thrown that aside”. Other participants also expressed navigating their shift in erectile capacity positively; Louise stated “I could be enjoying sex but not have an erection, […] which is obviously very radically different to what most cis men experience and what I would’ve felt before [transitioning]”. Similarly, Abbey stated “I don’t see [an erection] as a necessary focal point anymore”.
Katrina experienced a significant shift in erectile capacity which oscillated substantially throughout her treatment. She described going from having ‘normal’ erectile function, down to absolutely no function at all, and now to a comfortable level. She said that as far as erections go, “hormones have not been the problem, more so […] the anti-androgen”. While Katrina changed her GAHT regimen in order to counteract this problem, some participants used other substances to compensate; Claire disclosed that she has used Viagra in the past, and Zoe discussed using a herbal supplement. Along with these physiological shifts, participants discussed experiencing some substantial psychological shifts.
“I’m not repressing shit anymore” - Psychological Shifts
All participants except Vivian and Claire discussed experiencing significant shifts in their psychology and emotionality due to GAHT. Ella described a sense of liberation, saying “the changes in how I relate and how I understand my own feelings […] have all been positive, completely. I’m not repressing shit anymore”. Eva expressed a similar sentiment, stating “I’m much less afraid to try new things and […] not having that sense of self-monitoring makes me feel more creative and […] like a more critical thinker in some ways”. Holly expressed feeling like her emotions have become the focal point of her reasoning, saying “I’ve become more emotional in my way of thinking”. However, for Lilly, the psychological shift was also a clinically beneficial one; she said “it’s really contributed to my emotional development and […] mitigating problems with depression and anxiety”. 
Alongside these broader psychological shifts, several participants expressed experiencing a significant decline in sexual desire and drive. Margaret stated, “my libido’s been pretty low [since transitioning]”. Referring back to her experiences with a shifting GAHT regimen, Katrina stated “when I was on a lower dose of E and T blockers I basically had very little sexual interest and basically no sexual pleasure”. Furthermore, she stated during her secondary interview that this issue had been resolved with her coming off anti-androgens. Claire described feeling a sense of resolve about this reduction in libido, stating “when you’re on the hormones you feel like sex less, I think that’s a female thing”. Lilly, Zoe, Ella, and Abbey also discussed GAHT and transitioning more broadly and significantly shifting their experience of dysphoria. Zoe stated that at a basic level, GAHT means that “[my] gender dysphoria is lessening because [my] body is becoming more what [I] perceive it should be”. Ella’s experience was less of a reduction and more of a refocusing; she said “as I started to transition, and my body started to change, the dysphoria became much more about my genitals and how much they were not changing”. One final experiential shift due to GAHT falls somewhere between psychological, emotional and physiological, and has therefore received its own subtheme. 
“Waves washing over your body” - Psychophysical Shifts in Orgasmic Experiences
All participants, except Ella, described experiencing a significant shift in orgasms and pleasure overall. Claire described experiencing no interest in orgasms or pleasure when she is “really dosed up” on hormones. She said “It’s a hell of a lot more work, and by the end [I just think] ‘pfft I’d rather be eating pudding!” Vivian discussed the more physiological aspects of this shift, saying “the sensation is all there but that’s the end of it, […] you don’t ejaculate, or very very little, and it’s not tadpoles anyway”. Margaret echoed this experience; she said “climax involves no ejaculation. […] That’s odd. That’s changed”. Although for some participants GAHT did result in some type of pleasure reduction, this was not the case across the board.
Lilly provided a more emotional standpoint on the orgasmic shifts associated with GAHT, saying: “I used to described [orgasms] as being hit by a freight train while on testosterone, whereas now it’s [more] of a prolonged feeling of waves washing over your body”. Meanwhile, Holly stated that “looking at how anal sex and penetration felt before transition, it’s completely different now for me, it’s way more intense, way more full-on and a lot more enjoyable”. Abbey simply described it as an “all-body experience”. 
Additional Minor Findings
Half of the participants pinpointed the physiological effects of hormones as being essential to their self-acceptance. This finding echoes Schrock, Reid and Boyd’s (2005) conclusions regarding the significant role of embodied, physiological transformation  in trans women’s progression towards authenticity. This process of physicality leading to emotional and self-conceptual completeness is a major aspect of what Lev (2013) conceptualised as “transgender emergence”, an amalgamation of several transgender identity development models. It is also a critical part of Riggle and Mohr’s (2015) multi-factor assessment of positive transgender identity development, which posits an increased sense of identity authenticity and reflective insight as a major part of trans people’s self-congruence. Self-acceptance also forms a significant factor in navigating sexuality and reaching identity formation for queer/gay/bisexual people, labels which most participants used in some capacity (Rosenberg 2017).
Discussion
Most participants expressed feeling satisfied overall with receiving hormonal treatment. Some expressed issues with their administration method, and discussed the fact that receiving hormones synthetically will never compare to producing them naturally. However, all expressed that it was a crucial aspect of their life, which lines up with previous research in the area (Murad et al. 2010; Hyde et al. 2013; Strauss et al. 2017). An important thing to note is that several participants described experiencing inconsistencies with adherence to their regime; currently there appears to be no data on the impact that this may have on people undergoing GAHT. 
Participants provided details regarding the physiological changes they had undergone due to GAHT. These included breast development, skin softening, increased overall sensitivity, and a reduction in capacity to develop and maintain an erection. These findings all line up with previous research on the physical effects of GAHT (Dahl et al. 2006; Idrus & Hymans 2014; Aguayo-Romero et al. 2015; Radix 2016). However, as Serano (2016) noted, these physiological effects are often coupled with emotional responses, and these affect sexuality significantly. Several participants described a significant increase in what they defined as new erogenous zones, places which produced sexual arousal where none had been before. These include, but are not limited to, thighs, backs, necks and breasts; some participants reported that these new erogenous zones overtook their genitals as the focus of their sexual play and pleasure, particularly for participants who were mostly incapable of sustaining an erection, or felt dysphoric about using it sexually. 
There were also several psychological effects as a result of GAHT, namely an increased emotionality and a reduction in both sex drive and dysphoria. Coleman et al. (2017) confirmed GAHT’s role in significantly reducing gender dysphoria, and thereby increasing emotional wellbeing, for most transgender people. However, the matter of emotionality seemed more complex than simply a reduction in mental health risk; several participants discussed feeling more connected to their emotions, and utilising emotions as a means of decision-making more frequently. Rather than a simple positive upturn, participants’ emotional landscapes were often radically transformed, sometimes in ways they could have never envisioned. 
Similarly, several studies have confirmed trans women’s experiences of a significant reduction in sex drive (Knezevich et al. 2012; Fisher & Maggi 2015; Radix 2016). This reduction was not only in frequency, but a shift in participants’ approach to sexuality, moving from higher quantity to higher quality and satisfaction. One participant noted that their sex drive had paradoxically risen significantly since undergoing GAHT; they attributed this to their increased comfort and confidence in their own body.
Finally, participants discussed their experiences of pleasure and orgasm while undergoing GAHT. Some participants reported a reduction in capacity to achieve climax, which has been noted by previous studies (Radix 2016). However, many described a shift in pleasure, and an increasing complexity in how they experienced and achieved orgasms. These experiences fit well within Serano’s (2016) concept of “girlgasms”, wherein orgasms, and the means of achieving them, become more intense, less immediate, more all-encompassing, and ultimately more enjoyable. 
Limitations
Although the advertising for the study directly stated that the research was open to people who identified as transfeminine in any capacity, including non-binary, genderqueer, sistergirls, male-to-female (MtF) persons, trans women, or people assigned male at birth who identity as gender diverse/non-conforming, all viable respondents identified solely as trans women. Therefore, the narratives of transfeminine people undergoing GAHT who do not identify as trans women were unexplored by the current study, which remains a problem with the majority of contemporary transgender research (Richards et al. 2016). Although some research indicates that online strategies are a valuable tool for recruiting trans women, there is little information on what distinctions there may be between that population and other gender diverse groups, and as a result the effectiveness of this recruitment strategy could be reduced when considering non-trans-women gender-diverse people (Arayasirikul et al. 2015). Additionally, demographic data such as ethnicity and income was not recorded, partly in order to avoid making the study appear pathologising or clinical; further research may benefit from embedding these demographic enquiries into the interview, as they would no doubt yield intricate and important aspects of a person’s narrative. 
Recommendations
Future research would benefit from partnering with communities and individuals who identify as non-binary or otherwise gender diverse, as a means of increasing access through community members and leaders and engaging in this immersion ethically and reflexively (Campbell et al. 2010; Cunliffe & Alcadipani 2016). Additionally, a more intimate and relational approach to recruiting may be appropriate in these contexts. People familiar to the researcher may be useful participants, and future research could benefit from recruiting within the researcher’s social circles despite some of the possible ethical issues (Taylor 2011). Ultimately, as dickey, Hendricks, and Bockting (2016) stated, “it is important for researchers to go to trans people, rather than waiting for trans people to come to them”. 
Conclusion
This paper provides further evidence on the complex interaction between gender transition, sexuality and GAHT. Participants had a large variety of experiences, but most described an increase in quality of life generally, as well as increase in experiences of sexual and intimate pleasure specifically. Most participants who were sexually active found immense pleasure in the psychophysiological shifts caused by GAHT. Even for participants who had experienced a reduction in erectile function, sexual pleasure was not only achievable but more enjoyable than their experiences of sex prior to medically transitioning. Ultimately wider and more intensive research is needed in the area in order to comprehend the sexual and intimate experiences of non-operative trans women who are undergoing GAHT. 
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